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The Diversification of the U.S. Population
Cultural diversity has historically been a hallmark of the U.S. population, but in recent 

years, the country has become much more diverse. The number of people of minority 

ethnicities, as well as the proportion of the U.S. population they represent, has increased 

dramatically. For example, in a single decade (1990–2000), the Asian American/Pacific 

Islander population and the Latino/Latina/Hispanic population each grew by about 50% 

(U.S. Census Bureau, 2001). As of 2016, there were over 43 million immigrants in the 

United States, representing over 13% of the population (U.S. Census Bureau, 2017).  
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Considering Culture
Defining Intelligence  Around the World

What is intelligence? It depends on the 
cultural values of those we ask. When 
we direct the question to people outside 
traditional Western culture, the answer 
sometimes features characteristics that 
are quite different from definitions that 
Spearman, Thurstone, Cattell, and Carroll 
have proposed (as summarized by Stern-
berg, 2000; Sternberg & Grigorenko, 2008).

 • In some societies in Africa (e.g., Zambia, Mali, and Kenya), intelligence consists largely of skills that preserve harmony in interpersonal relationships, both 
between and within groups. Interviews 
with some residents of Zambia, for 
example, suggest that cooperation, 
deference, respect for elders, and 
acceptance of social responsibilities 
characterize intelligent people. • In Zimbabwe, the word for intelligence—ngware—literally translates into a prudent and cautious approach to life and especially to social relationships. • In some Asian cultures, the definition 

of intelligence also involves heavy 
doses of social responsibility and 
benevolence. More specifically, Taoist 
conceptions of intelligence highlight 
humility, independent (rather than 
conventional) standards of judgment, 
and thorough knowledge of self. • The emphasis on social duties as 

central to intelligence appears in 
some Hispanic cultures as well. In fact, in a study of parents of 

schoolchildren in San Jose, California, 
in the 1990s, parents of Hispanic descent rated social competence as 

more closely related to intelligence 
than did parents of European descent 
(Okagaki & Sternberg, 1993). • The Western emphasis on speed of 

mental processing is not shared by 
all ethnic groups. In fact, some ethnic 
groups may value depth of thought 
more highly than speed of thought and 
may look unfavorably or doubtfully on 
work performed very quickly.

This variety of defining characteristics 
of intelligence raises a number of important 
questions. Is the definition of intelligence 
completely dependent on cultural context, or 
are some aspects of intelligence universal? To 
what extent should intelligence tests reflect 
the alternate definitions of intelligence held 
around the world or around the United States? 
Where should we draw the line between per-
sonality traits and intelligence? And, as Spear-
man and Thurstone debated many years ago, 
is intelligence one thing or many things?
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In various cultures around the world, intelligence is defined 

in different ways. In your opinion, are any aspects of 

intelligence universal?
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• NEW ORIGINAL VIDEOS cover ethical 

topics, including confi dentiality and 

multiple relationships.

• END-OF-CHAPTER Looking Toward 

Graduate School sections guide students 

to specifi c graduate programs.

• CONTENT REFLECTIVE OF DSM-5 offers 

the most accurate and current coverage of 

the clinical psychology fi eld.

• A FULL CHAPTER on cultural issues, 

culturally diverse clinical examples, 

and unique Considering Culture boxes 

encourage students to appreciate 

culturally relevant issues surrounding 

research, psychotherapy, assessment, 

and other topics.
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xxiii

PREFACE 

Clinical psychology is an increasingly expansive field. This textbook is my attempt  
to introduce its students to the vast range of issues it encompasses. My rationale for 

creating this textbook was multifaceted:

 • To provide a balanced approach to clinical psychology. There is no shortage of diverse 
points of view and ongoing debates within clinical psychology, and I believe that 
the ideal way to introduce students to the spectrum of opinions represented by 
clinical psychologists is to maximize the even-handedness of the text.

 • To promote cultural competence. Clinical psychologists must appreciate cultural 
and diversity-related factors in all their professional activities, and as students 
familiarize themselves with the field, cultural sensitivity should be woven into 
their lessons.

 • To offer many illustrative examples, including clinical applications for clinically 
relevant topics.

 • To write in a scholarly yet clear and accessible style and include up-to-date information. 
Along the same lines, the text covers a distinctly broad range of topics while 
maintaining an adequate degree of depth.

Previous editions of this text were enthusiastically received by both instructors and 
students. We were pleased to learn that they found numerous components of the book—its 
emphasis on issues of culture, its unique pedagogical features, its scholarly yet readable 
style, its many clinical examples, its balanced approach, and its ancillary package, among 
others—beneficial to student learning.

WHAT’S THE SAME IN THE FIFTH EDITION

This edition retains all the strengths of the previous edition of the book:

 • Considering Culture boxes appear in almost every chapter. These boxes highlight 
multicultural aspects of the various topics covered throughout the book. Along 
with the discussions of culture integrated throughout the text, these boxes 
encourage the student to appreciate culturally relevant issues surrounding 
research, psychotherapy, assessment, and other topics.

 • Chapter 4 (Diversity and Cultural Issues in Clinical Psychology) is devoted 
entirely to topics related to multiculturalism.

 • Interviews with nine renowned experts in multicultural clinical work appear 
in Chapter 4 and on the companion website. Each of these experts—Melba 
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Vasquez, Frederick Leong, Joseph E. Trimble, Robert L. Williams, Monica 
McGoldrick, Nadya A. Faoud, Karen Haboush, Kathleen J. Bieschke, and  
Lewis Z. Schlosser—discusses cultural competence with a specific cultural group 
based on ethnicity, religion, gender, or sexual orientation.

 • In My Practice text boxes appear in most chapters (including all chapters focusing 
on individual psychotherapy, as well as the chapters focusing on interviewing, 
diagnosis, ethics, group and family therapy, clinical child psychology, and 
cultural issues), in which textbook author Andrew Pomerantz shares cases 
and stories directly from his own clinical psychology practice to illustrate key 
concepts. These text boxes are accompanied by whiteboard videos, which bring 
the cases and stories to life for students. In all of the In My Practice text boxes and 
accompanying whiteboard videos, information that might identify the client has 
been disguised, altered, or omitted to protect client confidentiality.

 • Key Journals sections, in the end-of-chapter material for every chapter, list 
important journals to which students can turn for more information on chapter-
related topics.

 • Metaphorically Speaking boxes appear in almost every chapter. These boxes 
use metaphors to teach students about novel concepts by drawing parallels to 
concepts with which they are already familiar.

 • Denise in _____ Psychotherapy boxes appear in all the chapters relevant to 
psychotherapy. “Denise” is a fictional therapy client created exclusively for this 
textbook. She is introduced at the end of Chapter 11, and the Denise boxes that 
appear at the end of each of the subsequent chapters illustrate how she would 
be treated according to psychodynamic, humanistic, behavioral, cognitive, and 
group therapy approaches.

 • Chapter 3 (Current Controversies and Directions in Clinical Psychology) 
is devoted entirely to contemporary issues such as prescription privileges, 
evidence-based practice, payment methods, and technological advances.

 • Chapter 5 (Ethical and Professional Issues in Clinical Psychology) is devoted 
entirely to ethical and professional issues in clinical psychology, including 
confidentiality, multiple relationships, and more.

 • Chapters 12 through 16 are each devoted entirely to a particular approach 
or modality of psychotherapy (i.e., psychodynamic, humanistic, behavioral, 
cognitive/mindfulness-based, and group/family), and each contains coverage of 
contemporary versions and variants of these therapies.

 • Icons (three to five per chapter) in the margin refer students to web-based 
resources (e.g., videos, websites, articles), accessible through the student study 
site, that have been carefully selected to enhance learning of key concepts.

 • Chapter 7 (Diagnosis and Classification Issues: DSM-5 and More) and other 
chapters contain detailed descriptions of what changed in DSM-5, including

{{ new features (e.g., Arabic rather than Roman numeral system to facilitate 
the transition to a “living document”),
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{{ new disorders (e.g., disruptive mood dysregulation disorder, mild 
neurocognitive disorder, binge eating disorder), and

{{ adjusted criteria for existing disorders (e.g., autism spectrum disorder 
encompassing autism and Asperger’s disorder, revision of the bereavement 
exclusion criteria for major depressive episodes, more inclusive criteria for 
bulimia nervosa and attention-deficit/hyperactivity disorder).

 • Coverage of what didn’t change in DSM-5 (changes that were considered  
but rejected).

 • Coverage of how DSM-5 was made, including

{{ steps in the revision process,

{{ controversies that arose during the process,

{{ criticisms by prominent authors about the process, and

{{ forces that may have influenced the process.

 • Possible consequences of DSM-5, including

{{ continued broadening of the scope of mental illness,

{{ treatment issues (e.g., insurance coverage, psychotherapy, drug  
treatment), and

{{ other implications (e.g., legal issues, disability claims).

WHAT’S NEW IN THE FIFTH EDITION

This edition includes numerous important enhancements and updates:

 • More than 320 new references, including more than 110 published in 2018/2019 
and more than 160 published in 2016/2017 ensuring extremely current coverage 
across all chapters.

 • A new end-of-chapter feature, Looking Toward Graduate School, which serves as 
a bridge between the topics in a particular chapter and graduate programs that 
offer further training or experience in those topics. Specifically, this feature 
provides students interested in applying to graduate school with relevant index 
terms they can find in the Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018). Students can use these terms 
to find specific graduate programs that offer clinical opportunities, research 
experiences, and concentrations/tracks in topics within the chapter. This process 
should help students appreciate the vast range of experiences in various graduate 
programs and give them a practical head start toward finding programs that best 
match their interests.

 • New videos, created by and featuring the author, on ethics topics including 
confidentiality and multiple relationships. These videos, professionally produced 
by Sage Knowledge, feature the author playing the role of the clinician (and 
narrator) in simulated clinical cases in which actors play the roles of clients.
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 • Chapter 1 (Clinical Psychology: Definition and Training)

{{ New coverage of research on what PhD and PsyD graduate programs 
value among application materials

{{ New coverage of marriage and family therapists (as an additional mental 
health profession similar to clinical psychology)

{{ New coverage of states’ decisions since 2008 to drop the postdoc 
requirement for licensure

{{ New coverage of research on trends across doctoral training in clinical 
psychology

{{ Update of Table 1.2 to include new examples of doctoral programs 
following various training models

{{ Minor update on the origins of the PsyD degree

{{ Minor update on the internship shortage/crisis

{{ Minor update on master’s level training

{{ Minor update on counseling psychologists

{{ Minor update on school psychologists

{{ Minor update on professional counselors

 • Chapter 2 (Evolution of Clinical Psychology)

{{ Minor update on the number of clinical and counseling psychologists 
working in the Department of Veterans Affairs

 • Chapter 3 (Current Controversies and Directions in Clinical Psychology)

{{ Revised language from cybertherapy to telepsychology to match APA usage

{{ New coverage regarding prescription privileges, including states that 
have approved it, number of psychologists who have obtained it, attitudes 
of medical professionals toward prescribing psychologists, and timing of 
prescription training

{{ New coverage regarding evidence-based treatment, including the three-
legged stool model, research on the importance of accommodating clients’ 
preferences, APA Practice Guidelines as an additional source for therapists 
to learn “what works” for particular disorders, and flexibility-within-fidelity 
regarding therapy manuals

{{ New coverage regarding telepsychology suggestions, specifically regarding 
the disposal of technologies and data, practicing across state lines, and 
choosing apps and other technologies carefully

 • Chapter 4 (Diversity and Cultural Issues in Clinical Psychology)

{{ Added the word Diversity to the chapter title to broaden the focus

{{ Added “diversity” terminology throughout the chapter

{{ Updated data about the population of immigrants in the United States

{{ Added brief mention of connection between cultural competence and 
lower therapy drop-out rates
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{{ New coverage of the effects of microaggressions on clients

{{ New coverage of research showing potentially harmful effects when 
cultural adaptations of therapies are not considered

{{ New coverage of language-based differences in symptom reports in interviews

{{ Added brief mention of increased research on cultural humility

 • Chapter 5 (Ethical and Professional Issues in Clinical Psychology)

{{ Added “Professional Issues” to title to more accurately reflect the scope of 
the chapter

{{ Added links to four videos featuring narration by the author and clinical 
vignettes in which clients (played by actors) and a therapist (played by the 
author) enact a variety of ethically challenging situations involving multiple 
relationship and confidentiality issues

{{ Supplemented the history of the Tarasoff case, including a better 
explanation of “duty to warn” and “duty to protect”

{{ New coverage of difference in duty to warn and duty to protect laws in 
various states

{{ Supplemented the list of APA Professional Guidelines regarding the 
treatment of diverse groups

{{ New coverage of research on burnout rates among psychologists and the 
consequences of psychologist burnout for therapy clients

{{ New coverage of self-care, including research on the rates at which 
psychologists seek their own therapy

{{ New coverage, in the section on Ethics in Small Communities, of the issue 
of clients becoming aware of the psychologist’s own personal information

{{ Minor updates to the Metaphorically Speaking box about the “Six Degrees 
of Kevin Bacon” game and multiple relationships for clinical psychologists 
in small communities

 • Chapter 6 (Conducting Research in Clinical Psychology)

{{ Added a new subsection, Psychological Disorders, under the heading Why 
Do Clinical Psychologists Do Research?, including several recent specific 
examples

{{ Added coverage of dissemination strategies as a research topic

{{ Added two new examples of research on assessment methods

{{ Added a new example of research on professional issues

{{ Added a new example of research on teaching and training issues

{{ Clarified the coverage of randomized clinical trials

{{ Added an example of correlational research

{{ Added brief coverage of the alternative treatments design (variation of 
ABAB design)

{{ Added examples of ethical issues in clinical psychology research
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 • Chapter 7 (Diagnosis and Classification Issues: DSM-5 and More)

{{ Added update regarding the use of Arabic, rather than Roman, numerals in 
the title of DSM-5

{{ Added full name of International Classification of Diseases (rather than only 
ICD abbreviation) for clarity

{{ Added coverage of upcoding and related research in the subsection on 
controversial cutoffs in DSM

 • Chapter 8 (The Clinical Interview)

{{ Added a subsection, Observing Client Behaviors, under the heading 
Specific Behaviors

{{ Slightly edited the primary example of an open-ended interview question 
to better distinguish it from closed-ended interview questions

{{ Added example and a clinical example about judicious decisions to use 
clarification during interviewing

{{ Added coverage of no-suicide contracts, including research on their effects

 • Chapter 9 (Intellectual and Neuropsychological Assessment)

{{ Added coverage, including research, of Q-interactive system of 
administering and scoring Wechsler tests

{{ Added coverage of the NEPSY-II neuropsychological battery

{{ Added mention of additional intelligence tests, including Woodcock-Johnson 
and Kaufman tests

{{ Added brief explanation that intelligence tests and achievement tests by same 
company are typically paired and co-normed

{{ Added mention of the Wechsler Nonverbal Scale of Ability in the section 
on addressing cultural fairness in intelligence testing

{{ Slightly edited title and content of Metaphorically Speaking box to 
broaden and update it

{{ Added coverage of evolution of neuropsychological testing from fixed-
battery phase to flexible-battery phase

{{ Added coverage of neuropsychological assessment anxiety

 • Chapter 10 (Personality Assessment and Behavioral Assessment)

{{ Added coverage of Personality Assessment Inventory

{{ Removed coverage of California Psychological Inventory

{{ Updated coverage of the NEO-PI-R to NEO-PI-3

{{ Added brief coverage of the research on relative popularity of the MMPI-2 
and MMPI-2-RF

{{ Added brief mentions of the Beck Anxiety Inventory and Beck 
Hopelessness Scale in the section on the Beck Depression Inventory
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{{ Added brief mention of the use of the term performance-based test in place of 
projective test

 • Chapter 11 (General Issues in Psychotherapy)

{{ Added coverage of recent research on the components of the therapeutic 
relationship that are demonstrably effective regarding therapy outcome

{{ Added coverage of research on graduate training related to the therapeutic 
relationship/working alliance

{{ Added coverage of APA Clinical Practice Guidelines and APA Guidelines 
for Practitioners to Box 11.4: Considering Culture 

{{ Added coverage of research on stages of change and therapy outcome

{{ Added coverage of the assimilative approach to psychotherapy (as an 
alternative to the eclectic and integrative approaches)

{{ Briefly clarified Eysenck’s early findings on the outcome of psychotherapy

{{ Minor edit to the definitions and explanations of efficacy and effectiveness

{{ Briefly added explanation of opposition to the dodo bird verdict

 • Chapter 12 (Psychodynamic Psychotherapy)

{{ Added coverage of research on clients doing online searches of their 
therapists and its impact on the “blank screen” role preferred for transference

{{ Added brief coverage of a research treatment outcome study involving 
insight via transference

{{ Added a note that free association is rare, even in psychotherapy

 • Chapter 13 (Humanistic Psychotherapy)

{{ Added a seven-point summary of techniques commonly used in positive 
psychology interventions

{{ Added a couple of health-related items to the list of psychological 
problems that motivational interviewing has evidence for improving

{{ Added brief coverage, in the section on positive psychology, of research 
indicating that happiness is a protective factor against mental disorders 

{{ Added brief coverage of research on the relative acceptability of positive 
psychology interventions compared with cognitive-behavioral therapy

{{ Added coverage of research on the benefits of humanistic therapy both 
overall and with specific disorders and problems

 • Chapter 14 (Behavior Therapy)

{{ Added coverage of research on the applicability of behavioral activation 
with disorders beyond depression, and on the idea that behavioral 
activation may be a common mechanism of change across disorders and 
therapy approaches

{{ Added brief clarification regarding the disorders for which exposure 
therapies are effective, and the fact that exposure and response prevention 
is the treatment of choice for obsessive-compulsive disorder
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 • Chapter 15 (Cognitive Psychotherapy and Mindfulness-Based Therapies)

{{ Added a brief note about the connection between mindfulness and  
Zen Buddhism

{{ Added brief coverage of research suggesting that mindfulness can have 
therapeutic benefits as a supplement to more traditional treatments

{{ Added explanation of the dialectics on which therapists often focus in 
dialectical behavior therapy (DBT)

{{ Added coverage of research on the efficacy of Albert Ellis’s Rational 
Emotive Behavior Therapy (REBT) specifically, and on the negative 
correlation between rational beliefs and psychological distress.

{{ Added brief coverage of the results of meta-analyses of mindfulness-based 
therapies for specific disorders, including eating disorders and psychosis

 • Chapter 16 (Group and Family Therapy)

{{ Added, in the section on confidentiality issues in group therapy, brief 
mention of social media as a potential method of clients sharing confidential 
information about other clients, and of confidentiality contracts as a possible 
method of minimizing such confidentiality violations

{{ Added brief coverage of the efforts to create relational diagnostic 
alternatives to DSM since the 1980s

{{ Added coverage of the research on financial benefits, in terms of spending 
of taxpayer dollars, for multisystemic family therapy

 • Chapter 17 (Clinical Child and Adolescent Psychology)

{{ Added coverage of “youth culture” as a cultural variable to which 
psychologists should be sensitive, and related research on the correlation 
between adolescent clients’ ratings of their therapists’ social media 
competency and the therapeutic alliance

{{ Added coverage of problem-solving strategies and affective education 
strategies within the discussion of cognitive-behavioral therapy (CBT) 
approaches and self-instructional training

{{ Added research on play therapy outcome studies, including their 
methodological limitations

{{ Added research on a five-decade meta-analysis on overall efficacy of 
psychotherapy with children and adults

{{ Added updated coverage of the most frequently used assessment techniques 
for children and adolescents

{{ Added a brief note about how the inferential, rather than empirically-
based, method of interpreting drawing techniques brings their reliability 
and validity into question

 • Chapter 18 (Health Psychology)

{{ Added coverage of the tend-and-befriend response to stress as an 
alternative to fight-or-flight
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{{ Added coverage of emotion-focused coping as an alternative to problem-
focused coping

{{ Added a bullet-point list of components of successful weight loss strategies

{{ Added coverage of the STAR approach to smoking cessation

 • Chapter 19 (Forensic Psychology)

{{ Added coverage of the use of Internet searches and social media 
information as part of forensic assessments

{{ Added coverage of the fact that the approach to criminal responsibility 
in not guilty by reason of insanity (NGRI) cases differs across diverse 
countries

{{ Added coverage of research on rehospitalization outcomes of NGRI 
release evaluations with agreement or disagreement among evaluators

{{ Added brief coverage of research on linguistic issues, including the use 
of translators and interpreters, in forensic assessment in the Considering 
Culture box

{{ Added brief mention of the fact that a small number of forensic 
psychologists are conducting evaluations to determine the need for 
emotional support animals

{{ Removed coverage of Psychology and the Nuremberg Ethic

A CHAPTER-BY-CHAPTER OVERVIEW

The textbook begins with a definition of clinical psychology, a consideration of how 
clinical psychologists are trained, and a survey of the professional activities and settings 
of clinical psychologists (Chapter 1). Chapter 2 considers the rich history of clinical 
psychology, and Chapter 3 highlights the current controversies and directions that char-
acterize the field. Chapter 4 discusses the diversity-related cultural issues relevant to 
clinical psychology. Chapter 5 offers detailed analysis of some of the most important 
ethical and professional issues for clinical psychologists, including confidentiality and 
multiple relationships. Chapter 6 focuses on research and describes both how and why 
clinical psychologists conduct it.

Chapter 7 marks the beginning of the Assessment part of the textbook, and it 
focuses on issues of diagnosis and classification of disorders, with special attention paid 
to DSM-5. Chapter 8 spotlights the clinical interview. Chapter 9 outlines intellectual and 
neuropsychological assessment, and Chapter 10 focuses on personality and behavioral 
assessment.

Part III, on psychotherapy, begins with Chapter 11, which provides an overview of 
general psychotherapy issues, such as efficacy, effectiveness, and the commonality of var-
ious psychotherapy approaches. Chapters 12 through 15 each focus on a single approach 
to individual psychotherapy: psychodynamic (Chapter 12), humanistic (Chapter 13), 
behavioral (Chapter 14), and cognitive/mindfulness-based (Chapter 15). Chapter 16 is 
separated into two parts, one covering group therapy and the other family therapy.
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Special topics are featured in the last three chapters. Chapter 17 discusses clinical 
child and adolescent psychology, including assessment and psychotherapy topics. The 
final two chapters cover growing specialty areas among clinical psychologists: health 
psychology (Chapter 18) and forensic psychology (Chapter 19).

SUPPLEMENTS FOR  
STUDENTS AND INSTRUCTORS

Student Study Site: edge.sagepub/pomerantz5e

This open-access student study site provides a variety of additional resources to build 
on students’ understanding of the book content and extend their learning beyond the 
classroom. Students will have access to the following resources:

 • Each chapter in the text is accompanied by self-quizzes, which include 10 to 
15 true/false and multiple-choice questions for students to independently assess 
their progress in learning course material.

 • eFlashcards reinforce student understanding and learning of key terms and 
concepts that are outlined in the book.

 • Fictional vignettes in the form of sample case studies allow students the 
opportunity to apply therapeutic principles introduced in key chapters.

 • Culture expert interviews with renowned experts in multicultural issues 
discuss psychotherapy, assessment, and training regarding specific cultural 
groups, including some based on ethnicity, religion, gender, and sexual 
orientation.

 • SAGE journal articles provide access to recent, relevant full-text articles from 
SAGE’s leading research journals. Each article includes discussion questions to 
focus and guide student interpretation.

 • Carefully selected web resources feature relevant content for use in 
independent and classroom-based exploration of key topics.

 • Mock assessment data provide realistic assessment profiles to invite in-depth 
consideration of fictional clients.

Instructor Teaching Site: edge.sagepub/pomerantz5e

A password-protected instructor teaching site offers the following resources for each 
chapter:

 • An updated test bank available in Microsoft Word offers a diverse set of test 
questions and answers to aid instructors in assessing students’ progress and 
understanding.
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 • PowerPoint presentations are designed to assist with lecture and review 
highlighted essential content, features, and artwork from the book.

 • Classroom activities and discussion questions are provided to reinforce  
active learning.

Margin Icons

Icons appearing in the margin of the text will direct you to corresponding links on the 
open-access study site. These additional media include video, audio, and web links that 
elaborate on key concepts within the chapter.
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CLINICAL PSYCHOLOGY
Definition and Training

1

Welcome to clinical psychology! Throughout this book, you’ll learn quite a bit about 
this field: history and current controversies, interviewing and psychological assess-

ment methods, and psychotherapy approaches. Let’s start by defining clinical psychology.

WHAT IS CLINICAL PSYCHOLOGY?

Original Definition

The term clinical psychology was first used in print by Lightner Witmer in 1907. 
Witmer was also the first to operate a psychological clinic (L. T. Benjamin, 1996, 2005). 
More about Witmer’s pioneering contributions will appear in Chapter 2, but for now, 
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Learning 
Objectives
1.1 Describe the evolution of 

the definition of clinical 
psychology from the early 
1900s to present.

1.2 Paraphrase the definition 
of clinical psychology 
provided by Division 12 of 
the American Psychological 
Association.

1.3 Compare the training foci 
of the scientist-practitioner 
(Boulder), practitioner-scholar 
(Vail), and clinical scientist 
models of training.

1.4 Discuss perceived 
advantages and limitations 
of the scientist-practitioner 
(Boulder), practitioner-scholar 
(Vail), and clinical scientist 
models of training.

1.5 Recount key applicant 
characteristics preferred by 
clinical psychology graduate 
programs.

1.6 Summarize current 
professional activities and 
employment settings of 
clinical psychologists in the 
United States.

1.7 Differentiate clinical 
psychologists from related 
professions, including 
counseling psychologists, 
psychiatrists, social workers, 
school psychologists, 
professional counselors, and 
marriage and family therapists.

let’s consider how he chose to define his emerging field. Witmer 
envisioned clinical psychology as a discipline with similarities 
to a variety of other fields, specifically medicine, education, and 
sociology. A clinical psychologist, therefore, was a person whose 
work with others involved aspects of treatment, education, and 
interpersonal issues. At his clinic, the first clients were children 
with behavioral or educational problems. However, even in his 
earliest writings, Witmer (1907) foresaw clinical psychology as 
applicable to people of all ages and with a variety of presenting 
problems.

More Recent Definitions

Defining clinical psychology is a greater challenge today than it 
was in Witmer’s time. The field has witnessed such tremendous 
growth in a wide variety of directions that most simple, concise 
definitions fall short of capturing the field in its entirety. As a 
group, contemporary clinical psychologists do many different 
things, with many different goals, for many different people.

Some have tried to offer “quick” definitions of clinical psy-
chology to provide a snapshot of what our field entails. For exam-
ple, according to various introductory psychology textbooks and 
dictionaries of psychology, clinical psychology is essentially the 
branch of psychology that studies, assesses, and treats people 
with psychological problems or disorders (e.g., Myers, 2013, 
VandenBos, 2007). Such a definition sounds reasonable enough, 
but it is not without its shortcomings. It doesn’t portray all that 
clinical psychologists do, how they do it, or who they do it for.

An accurate, comprehensive, contemporary definition of 
clinical psychology would need to be more inclusive and descrip-
tive. The Division of Clinical Psychology (Division 12) of the 
American Psychological Association (APA) defines clinical 
psychology as follows:

The field of Clinical Psychology integrates science, 
theory, and practice to understand, predict, and 
alleviate maladjustment, disability, and discomfort as 
well as to promote human adaptation, adjustment, and 
personal development. Clinical Psychology focuses on 
the intellectual, emotional, biological, psychological, 
social, and behavioral aspects of human functioning 
across the life span, in varying cultures, and at all 
socioeconomic levels. (APA, 2012a)

The sheer breadth of this definition reflects the rich 
and varied growth that the field has seen in the century since 
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Witmer originally identified it. (As Norcross & Sayette, 2016, put it, “Perhaps the safest 
observation about clinical psychology is that both the field and its practitioners con-
tinue to outgrow the classic definitions” [p. 1].) Certainly, its authors do not intend to 
suggest that each clinical psychologist spends equal time on each component of that 
definition. But, collectively, the work of clinical psychologists does indeed encompass 
such a wide range. For the purposes of this textbook, a similarly broad but somewhat 
more succinct definition will suffice: Clinical psychology involves rigorous study and 
applied practice directed toward understanding and improving the psychological facets 
of the human experience, including but not limited to issues or problems of behavior, 
emotions, or intellect.

EDUCATION AND TRAINING  
IN CLINICAL PSYCHOLOGY

In addition to looking at explicit definitions such as those listed earlier, we can infer what 
clinical psychology is by learning how clinical psychologists are educated and trained. 
The basic components of clinical psychology training are common across programs 
and are well established (Vaughn, 2006). The aspiring clinical psychologist must obtain 
a doctoral degree in clinical psychology, about 3,000 of which are awarded each year 
(Norcross & Sayette, 2016). Most students enter a doctoral program with only a bach-
elor’s degree, but some enter with a master’s degree. Often, that master’s degree was 
earned from a “terminal” master’s program in clinical psychology (meaning that their 
program ends at the master’s level). Some graduates of such master’s programs go on to 
earn doctoral degrees, while others enter the work force in some capacity (Campbell, 
Worrell, Dailey, & Brown, 2018; Pomerantz & Murphy, 2016).

For those entering with a bachelor’s degree, training typically consists of at least 
4 years of intensive, full-time coursework, followed by a 1-year, full-time predoctoral 
internship. Required coursework includes courses on psychotherapy, assessment, statis-
tics, research design and methodology, biological bases of behavior, cognitive-affective 
bases of behavior, social bases of behavior, individual differences, and other subjects. A 
master’s thesis and doctoral dissertation are also commonly required, as is a practicum 
in which students start to accumulate supervised experience doing clinical work. When 
the on-campus course responsibilities are complete, students move on to the predoctoral 
internship, in which they take on greater clinical responsibilities and obtain supervised 
experience on a full-time basis. This predoctoral internship, along with the postdoctoral 
internship that occurs after the degree is obtained, is described in more detail later in 
this chapter.

Beyond these basic requirements, especially in recent decades, there is no single 
way by which someone becomes a clinical psychologist. Instead, there are many paths to 
the profession. One indication of these many paths is the multitude of specialty tracks 
within clinical psychology doctoral programs. Indeed, more than half of APA-accredited 
doctoral programs in clinical psychology offer (but may not require) training within 
a specialty track. The most common specialty areas are clinical child, clinical health, 
forensic, family, and clinical neuropsychology (K. M. Perry & Boccaccini, 2009). (Each of 
these specialty areas receives attention in a later chapter of this book.) Another indication 

 Web Link 1.1
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of the many paths to the profession of clinical psychology is the coexistence of three 
distinct models of training currently used by various graduate programs: the scientist- 
practitioner (Boulder) model, the practitioner-scholar (Vail) model, and the clinical sci-
entist model (Routh, 2015a). Let’s consider each of these in detail.

Balancing Practice and Science: The  
Scientist-Practitioner (Boulder) Model

In 1949, the first conference on graduate training in clinical psychology was held in 
Boulder, Colorado. At this conference, training directors from around the country 
reached an important consensus: Training in clinical psychology should jointly empha-
size both practice and research. In other words, to become a clinical psychologist, grad-
uate students would need to receive training and display competence in the application 
of clinical methods (assessment, psychotherapy, etc.) and the research methods necessary 
to study and evaluate the field scientifically (Grus, 2016; N. L. Johnson & Baker, 2015; 
Klonoff, 2011, 2016). Those at the conference also agreed that coursework should reflect 
this dual emphasis, with classes in statistics and research methods as well as classes in psy-
chotherapy and assessment. Likewise, expectations for the more independent aspects of 
graduate training would also reflect the dual emphasis: Graduate students would (under 
supervision) conduct both clinical work and their own empirical research (thesis and 
dissertation). These graduate programs would continue to be housed in departments of 
psychology at universities, and graduates would be awarded the PhD degree. The term 
scientist-practitioner model was used to label this two-pronged approach to training 
(McFall, 2006; Norcross & Sayette, 2016).

For decades, the scientist-practitioner—or the Boulder model—approach to clin-
ical psychology training unquestionably dominated the field (Klonoff, 2011, 2016). In 
fact, more programs still subscribe to the Boulder model than to any other. However, as 
time passed, developments took place that produced a wider range of options in clinical 
psychology training. The pendulum did not remain stationary at its midpoint between 
practice and research; instead, it swung toward one extreme and then toward the other.

Leaning Toward Practice:  
The Practitioner-Scholar (Vail) Model

In 1973, another conference on clinical psychology training was held in Colorado—this 
time, in the city of Vail (Grus, 2016, Klonoff, 2016). In the years preceding this confer-
ence, some discontent had arisen regarding the Boulder, or scientist-practitioner, model 
of training. In effect, many current and aspiring clinical psychologists had been asking, 
“Why do I need such extensive training as a scientist when my goal is simply to prac-
tice?” After all, only a minority of clinical psychologists were entering academia or oth-
erwise conducting research as a primary professional task. Clinical practice was the more 
popular career choice (Boneau & Cuca, 1974; McConnell, 1984; Stricker, 2011), and 
many would-be clinical psychologists sought a doctoral-level degree with less extensive 
training in research and more extensive training in the development of applied clinical 
skills. Additionally, some within the profession were questioning whether the quality 



chaPter 1  •  clInIcal Psychology   7

and quantity of practitioners was sufficient to serve the population (Stricker, 2016). So 
the practitioner-scholar model of training was born, along with a new type of doctoral 
degree, the PsyD (Foley & McNeil, 2015; Routh, 2015b; Stricker & Lally, 2015). Since 
the 1970s, graduate programs offering the PsyD degree have proliferated. In fact, in 
the 1988 to 2001 time period alone, the number of PsyD degrees awarded increased 
by more than 160% (McFall, 2006). Compared with PhD programs, these programs 
typically offer more coursework directly related to practice and fewer courses related to 
research and statistics (Norcross, Sayette, Mayne, Karg, & Turkson, 1998). See Box 1.1 
for a point-by-point comparison of PhD and PsyD models of training.

Comparing PhD Programs With PsyD Programs

Quite a bit of variation exists between PhD 
programs, just as it does between PsyD pro-
grams (Gardner, 2015). However, a few overall 
trends distinguish one degree from the other. 
In general, compared with PhD programs, PsyD 
programs tend to

• place less emphasis on research-
related aspects of training and more 
emphasis on clinically relevant 
aspects of training;

• accept and enroll a much larger 
percentage and number of applicants;

• be housed in freestanding, 
independent (or university-affiliated) 
“professional schools,” as opposed 
to departments of psychology in 
universities;

• accept students with lower Graduate 
Record Examination (GRE) scores 
and undergraduate grade point 
averages (GPAs);

• offer significantly less funding to 
enrolled students in the form of 

graduate assistantships, fellowships, 
tuition remission, and so on;

• accept and enroll a higher 
percentage of students who have 
already earned a master’s degree;

• have lower rates of success placing 
their students in APA-accredited 
predoctoral internships;

• produce graduates who score lower 
on the national licensing exam 
(EPPP);

• graduate students in a briefer time 
period (about 1.5 years sooner);

• graduate students who pursue 
practice-related careers rather 
than academic or research-related 
careers; and

• have at least a slightly higher 
percentage of faculty members 
who subscribe to psychodynamic 
approaches, as opposed to  
cognitive-behavioral  
approaches.

Sources: Gaddy, Charlot-Swilley, Nelson, & Reich (1995); Klonoff (2011); Mayne, Norcross, & Sayette (1994); McFall 
(2006); Norcross & Castle (2002); Norcross & Sayette (2016); Norcross et al., (1998).
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The growth of the PsyD (or practitioner-scholar or Vail model) approach to train-
ing in clinical psychology has influenced the field tremendously. Of course, before the 
emergence of the PsyD, the PhD was the only doctoral degree for clinical psychology. 
But, currently, more than half the doctoral degrees being awarded in the field are PsyD 
degrees (Norcross, Kohout, & Wicherski, 2005). The number of PsyD programs is actu-
ally quite small in comparison with the number of PhD programs—about 80 versus 
about 250—but the typical PsyD program accepts and graduates a much larger number 
of students than does the typical PhD program, so the number of people graduating with 
each degree is about the same (roughly 1,500 each; Klonoff, 2011; Norcross & Sayette, 
2016; Stricker, 2011).

Table 1.1, which features data from a large-scale survey of graduate programs (J. M. 
Graham & Kim, 2011), offers more detailed findings regarding the general trends listed 
in Box 1.1.

Leaning Toward Science:  
The Clinical Scientist Model

After the advent of the balanced Boulder model in the late 1940s and the subsequent 
emergence of the practice-focused Vail model in the 1970s, the more empirically 
minded members of the clinical psychology profession began a campaign for a strongly 
research-oriented model of training.

Table 1.1  Comparison of PsyD and PhD Programs in Clinical 
Psychology

Variable PsyD PhD

Mean gre (Verbal + Quantitative) score of admitted 
students*

1116 1256

Mean undergraduate gPa 3.4 3.6

Percentage of students receiving at least partial tuition 
remission or assistantship

13.9 78.4

number of students in incoming class 37.4 9.7

Percentage of applicants attending 26.3 7.4

Percentage successfully placed in aPa-accredited 
predoctoral internships

66.0 92.8

Source: J. M. Graham & Kim (2011).

*GRE scores reported were based on the previous GRE scale. Estimated conversions to the current GRE scale  
are 303 for PsyD and 312 for PhD, based on data provided at https://www.ets.org/s/gre/pdf/concordance_ 
information.pdf.
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Indeed, in the 1990s, a movement toward increased empiricism took place among 
numerous graduate programs and prominent individuals involved in clinical psychol-
ogy training. In essence, the leaders of this movement argued that science should be 
the bedrock of clinical psychology. They sought and created a model of training—the 
clinical scientist model—that stressed the scientific side of clinical psychology more 
strongly than did the Boulder model (McFall, 2006; McFall, Treat, & Simons, 2015). 
Unlike those who created the Vail model in the 1970s, the leaders of the clinical scientist 
movement have not suggested that graduates of their program should receive an entirely 
different degree—they still award the PhD, just as Boulder model graduate programs do. 
However, a PhD from a clinical scientist program implies a very strong emphasis on the 
scientific method and evidence-based clinical methods (R. W. Levenson, 2014; Onken 
Carroll, Shoham, Cuthbert, & Riddle, 2014; Shoham et al., 2014).

Two defining events highlight the initial steps of this movement. In 1991, Richard 
McFall, at the time a professor of psychology at Indiana University, published an article 
that served as a rallying call for the clinical scientist movement (Treat & Bootzin, 2015). 
In this article, “Manifesto for a Science of Clinical Psychology,” McFall (1991) argued 
that “scientific clinical psychology is the only legitimate and acceptable form of clinical 
psychology . . . after all, what is the alternative? . . . Does anyone seriously believe that 
a reliance on intuition and other unscientific methods is going to hasten advances in 
knowledge?” (pp. 76–77).

A few years later, a conference of prominent leaders of select clinical psychology 
graduate programs took place at Indiana University. The purpose of the conference was 
to unite in an effort to promote clinical science. From this conference, the Academy 
of Psychological Clinical Science was founded. McFall served as its president for the 
first several years of its existence, and as time has passed, an increasing number of grad-
uate programs and internships have become members. The programs in this academy 
still represent a minority of all graduate programs in clinical psychology, but among the 
members are many prominent and influential programs and individuals (Academy of 
Psychological Clinical Science, 2009; Fowles, 2015; Klonoff, 2016; McFall et al., 2015).

Considering the discrepancies between the three models of training available 
today—the traditional, middle-of-the-road Boulder model; the Vail model, emphasizing 
clinical skills; and the clinical scientist model, emphasizing empiricism—the experience 
of clinical psychology graduate students varies widely from one program to the next. 
In fact, it’s no surprise that in the Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018), a valuable resource used by many appli-
cants to learn about specific graduate programs in clinical psychology, the first piece of 
information listed about each program is that program’s self-rating on a 7-point scale 
from “practice oriented” to “research oriented.” Moreover, it’s no surprise that applicants 
can find programs at both extremes and everywhere in between. Table 1.2 shows exam-
ples of specific graduate programs representing each of the three primary training mod-
els (scientist-practitioner, practitioner-scholar, and clinical scientist), including quotes 
from the programs’ websites that reflect their approach to training.

Just as training in clinical psychology has changed dramatically throughout its 
history, it continues to change today and promises to change further in the future 
(Grus, 2011). One study examined the broad trends in training in clinical psychology 
since the early 1990s. It found that there has been a shift in the theoretical orientation 
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Table 1.2  Sample Information Regarding Specific Graduate Programs in Clinical 
Psychology

Graduate 
Program

Training 
Model

Degree 
Awarded

Clinical/
Research Rating

Self-Description  
on Program Website

Indiana 
university

clinical 
scientist

Phd 7 “our clinical science program is not 
for everyone. If your primary interests 
include becoming a practitioner or 
service provider, you are encouraged 
to apply elsewhere. . . . We believe 
that applicants with a clear 
preference for careers as clinical 
scientists will find Indiana’s program 
challenging and rewarding.”

northwestern 
university

clinical 
scientist

Phd 7 “the clinical Psychology Program 
. . . is designed to train students 
for primary careers in research and 
teaching in clinical psychology. . . . 
the major emphasis of the program 
is clinical research and research 
methods.”

university of 
california, 
los angeles

clinical 
scientist

Phd 7 “ucla’s clinical Psychology 
program . . . aims to produce future 
faculty, researchers, and leaders in 
clinical science . . . the curriculum is 
designed to produce scientifically-
minded scholars.”

Virginia tech clinical 
scientist

Phd 7 “our program’s mission is to 
advance clinical science. . . . our 
program’s emphasis on the term 
science underscores its commitment 
to empirical approaches. . . . our 
program is most suited to students 
who are interested in pursuing 
science-, research-, academic-, or 
training-related careers. students 
whose primary interest and career 
goal is solely the direct practice of 
psychology would likely be more 
satisfied in a different training 
program.”
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Graduate 
Program

Training 
Model

Degree 
Awarded

Clinical/
Research Rating

Self-Description  
on Program Website

central 
Michigan 
university

Boulder/
scientist-
practitioner

Phd 4 “the clinical Psychology program at 
cMu maintains a balance between 
training in science and practice. . . .  
upon graduation, students are 
prepared to pursue clinical or 
research careers.”

university of 
alabama

Boulder/
scientist-
practitioner

Phd 4 “graduates function in a variety of 
settings as teachers, researchers, 
and providers of clinical services, 
and policy makers. . . . the program 
emphasizes the integration of 
scientific knowledge and the 
professional knowledge and skills 
needed to function as a clinical 
psychologist in academic, research, 
or clinical settings.”

saint louis 
university

Boulder/
scientist-
practitioner

Phd 4 “the mission of the clinical 
psychology graduate program is to 
educate and train students broadly 
in the science and the practice of 
clinical psychology.”

dePaul 
university

Boulder/
scientist-
practitioner

Phd 4 “[our] program emphasizes training 
in both scientific research and 
practice.”

university of 
denver

Vail/
practitioner-
scholar

Psyd 2 “historically, our program has 
emphasized the importance of 
clinical training. . . . the mission 
of the Psyd program is to 
train competent doctoral level 
practitioner/scholars who . . . have a 
functional mastery of psychological 
assessment and intervention, and 
can apply this knowledge and skill in 
a wide range of settings.”

chicago 
school of 
Professional 
Psychology

Vail/
practitioner-
scholar

Psyd 2 “guided by our practitioner-scholar 
faculty, our clinical psychology 
doctoral graduates are well prepared 
to provide assessment, intervention, 
and consultation to meet the needs 
of diverse populations.”

(Continued)
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Graduate 
Program

Training 
Model

Degree 
Awarded

Clinical/
Research Rating

Self-Description  
on Program Website

alliant 
university, 
san diego

Vail/
practitioner-
scholar

Psyd 2 “[the program] emphasizes the 
applications of theory and research 
to clinical practice. the program 
develops competent professional 
clinical psychologists skilled in 
delivering a variety of clinical 
services to diverse populations in 
varied settings.”

Sources: Indiana University, https://psych.indiana.edu/graduate/degree-programs/clinical-science/index.html; Northwestern 
University, http://www.wcas.northwestern.edu/psych/program_areas/clinical/; University of California, Los Angeles, 
https://www.psych.ucla.edu/graduate/areas-of-study/clinical-psychology; Virginia Tech, http://www.psyc.vt.edu/graduate/ 
clinical; Central Michigan University, https://www.cmich.edu/colleges/cgs/programs/Pages/clinical-psychology-phd.aspx; 
University of Alabama, https://psychology.ua.edu/graduate-studies/clinical-psychology/; St. Louis University, http://www.slu 
.edu/x13071.xml; DePaul University, https://csh.depaul.edu/academics/psychology/graduate/clinical-psychology-ma-phd/
pages/default.aspx; University of Denver, https://www.du.edu/gspp/programs/psyd-clinical/; Chicago School of Professional 
Psychology, http://www.thechicagoschool.edu/content.cfm/about; Alliant University, San Diego, https://www.alliant.edu/
cspp/programs-degrees/clinical-psychology/psyd-san-diego/

Note: Clinical/research ratings by directors of each graduate program, as reported in Sayette and Norcross (2018). Ratings 
range from 1 (“practice oriented”) to 7 (“research oriented”), with 4 representing “equal emphasis.”

Table 1.2  (Continued)

of faculty toward cognitive/cognitive behavioral and away from psychodynamic/ 
psychoanalytic, as well as a considerable increase in the percentage of doctoral stu-
dents who are female and members of racial or ethnic minorities (Norcross, Sayette, 
& Pomerantz, 2018).

Undoubtedly, technology is increasingly influential in the training of clinical psy-
chologists. For an increasing number of students, learning psychotherapy or assessment 
techniques involves the use of webcams and other computer-based methods that allow 
supervisors to view, either live or recorded, students trying to apply what they have 
learned in class (Barnett, 2011; Manring, Greenberg, Gregory, & Gallinger, 2011; Wolf, 
2011). (We will discuss technology, including telepsychology, in more detail in Chapter 3.)  
Another growing emphasis in training is specific competencies, or outcome-based skills the 
students must be able to demonstrate. Emphasizing competencies ensures that the stu-
dents who graduate from clinical psychology programs not only will have earned good 
grades on exams, papers, and other academic tasks but also will be able to apply what 
they have learned. Specific competencies that may be required of students could center 
on intervention (therapy), assessment, research, consultation/collaboration, supervision/
teaching, ethics, cultural diversity, and management/administration (Barlow & Carl, 
2011; N. J. Kaslow & Graves, 2015; Peterson, Peterson, Abrams, Stricker, & Ducheny, 
2010).

 Web Link 1.2
Manifesto for a 
science of clinical 
Psychology

 Web Link 1.3
academy of 
Psychological 
clinical science
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Getting In: What Do  
Graduate Programs Prefer?

The Insider’s Guide mentioned earlier (Sayette & Norcross, 2018) is one of several 
resources to educate and advise aspiring clinical psychology graduate students. Others 
include Graduate Study in Psychology (APA, 2012b) and Getting In: A Step-by-Step Plan 
for Gaining Admission to Graduate School in Psychology (APA, 2007). Getting into a grad-
uate program in clinical psychology is no easy task: Admission rates are competitive, 
and the application process is demanding. On average, APA-accredited PhD programs 
admit only 7% to 16% of their applicants, and APA-accredited PsyD programs admit 
about 40% to 50% of their applicants (Sayette & Norcross, 2018). Knowing how to pre-
pare, especially early in the process, can provide an applicant with significant advantages. 
Among the suggestions offered by resources such as those listed here are the following:

 � Know your professional options. Numerous roads lead to the clinical psychologist 
title; moreover, numerous professions overlap with clinical psychology in terms of pro-
fessional activities. Researching these options will allow for more informed decisions and 
better matches between applicants and graduate programs.

 � Take, and earn high grades in, the appropriate undergraduate courses. Graduate pro-
grams want trainees whose undergraduate programs maximize their chances of succeed-
ing at the graduate level. Among the most commonly required or recommended courses 
are statistics, research/experimental methods, psychopathology, biopsychology, and per-
sonality (Norcross & Sayette, 2016; Norcross, Sayette, Stratigis, & Zimmerman, 2014). 
Choose electives carefully, too—classes that have direct clinical relevance, including field 
studies or internships, are often seen favorably (Mayne et al., 1994).

 � Get to know your professors. Letters of recommendation are among the most  
important factors in clinical psychology graduate admissions decisions (Norcross, 
Hanych, & Terranova, 1996). Professors (and, to some extent, supervisors in clinical or 
research positions) can be ideal writers of such letters—assuming the professor actu-
ally knows the student. The better you know the professor, the more substantial your 
professor’s letter can be. For example, a professor may be able to write a brief, vaguely 
complimentary letter for a quiet student who earned an A in a large lecture course. But 
the professor would be able to write a much more meaningful, persuasive, and effective 
letter for the same student if the two of them had developed a strong working relation-
ship through research, advising, or other professional activities.

 � Get research experience. Your experience in a research methods class is valuable, 
but it won’t distinguish you from most other applicants. Conducting research with a pro-
fessor affords you additional experience with the empirical process, as well as a chance 
to learn about a specialized body of knowledge and develop a working relationship with 
the professor (as described in the previous bulleted point). If your contribution is sig-
nificant enough, this research experience could also yield a publication or presentation 
on which you are listed as an author, which will further enhance your application file. 
In some cases, professors seek assistants for ongoing projects they have designed. In 
others, the undergraduate student may approach the faculty member with an original 
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idea for an independent study. Regardless of the arrangement, conducting research at 
the undergraduate level improves an applicant’s chances of getting into and succeeding 
in a graduate program.

 � Get clinically relevant experience. For undergraduates, the options for direct clinical 
experience (therapy, counseling, interviewing, testing, etc.) are understandably limited. Even 
for those who have earned a bachelor’s degree and are considering returning to school at 
the graduate level, clinical positions may be hard to find. However, quite a few settings may 
offer exposure to the kinds of clients, professionals, and issues that are central to clinical 
psychology. These settings include community mental health centers, inpatient psychiatric 
centers, crisis hotlines, alternative schools, camps for children with behavioral or emotional 
issues, and others. Whether the clinical experience takes the form of an internship or practi-
cum (for which course credit is earned), a paid job, or a volunteer position, it can provide 
firsthand knowledge about selected aspects of the field, and it demonstrates to admissions 
committees that you are serious and well informed about clinical psychology.

 � Maximize your GRE score. Along with undergraduate GPA, scores on the GRE 
are key determinants of admission to graduate programs. Appropriately preparing for 
this test—by learning what scores your preferred programs seek, studying for the test 
either informally or through a review course, taking practice exams, and retaking it as 
necessary—can boost your odds of admission.

 � Select graduate programs wisely. Getting in is certainly important, but getting into 
a program that proves to be a bad match benefits neither the student nor the program. 
It is best to learn as much as possible about potential programs: What is the model of 
training (Boulder, Vail, or clinical scientist)? To what clinical orientations does the faculty 
subscribe? What areas of specialization do the faculty members represent? What clinical 
opportunities are available? Of course, your own preferences or constraints—geography, 
finances, family—deserve consideration as well.

 � Write effective personal statements. In addition to the many other items in your 
application file, graduate programs will require you to write a personal statement (or 
goal statement). This is your opportunity to discuss career aspirations as well as your 
research and clinical interests—all of which should fit well with the program to which 
you are applying. It is also a chance to explain in more detail information that may have 
appeared only briefly on a résumé or vita, such as clinical experiences or research with 
an undergraduate professor. Make sure your writing ability appears strong and that you 
don’t make the statement overly personal or revealing.

 � Prepare well for admissions interviews. Most doctoral programs invite high-ranking 
applicants for an in-person interview. These interviews are a wonderful opportunity for 
professors in the program to get to know you and for you to get to know the program. 
Arrive (professionally dressed, of course) with a strong understanding of the program 
and your interest in it. The more specific, the better: Interest in particular professors’ 
research concentrations, for example, makes a better impression than the fact that the 
program has a strong reputation. Box 1.2 lists some of the questions you should be pre-
pared to answer. And don’t forget to develop a list of your own questions—good ques-
tions can solicit more detailed information than you were able to find on the program’s 
website and can impress interviewers in the process.
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 � Consider your long-term goals. Down the road, do you see yourself as a clinician 
or a researcher? Have you firmly determined your own theoretical orientation already,  
or do you seek a program that will expose you to a variety? What specific areas of  
clinical or scientific work are most interesting to you? How much financial debt are you 
willing to incur? Thinking ahead about these and other questions can increase the likeli-
hood that you will find yourself at a graduate program at which you thrive and that sets 
you up for a fulfilling career.

 � In addition to the previously mentioned general points of advice, it’s a good idea 
for future applicants to search the literature for studies on how graduate programs han-
dle their admissions processes. For example, one study surveyed the directors of clinical 
psychology doctoral programs about the importance they place on various components 
of the application process (Littleford, Buxton, Bucher, Simon-Dack, & Yang, 2018). 
These researchers found that both PhD and PsyD programs placed high value on several 
core elements: undergraduate GPA, GRE scores, letters of recommendation, personal 
statement, curriculum vitae, and interview performance. There were some differences 
between PhD and PsyD programs: Compared with PsyD programs, PhD programs 
placed much greater importance on the student–mentor research match (making sure 
that an incoming student has research interests that closely correspond to those of a 
faculty member) and research assistance experience. Also, compared with PhD programs, 
PsyD programs were more likely to offer admission to applicants who already had a 
master’s degree.

Interview Questions to Anticipate

There is no formula for the kinds of questions 
that interviewers might ask an applicant to a 
clinical psychology program, but these ques-
tions are especially common. Whether they 
ask these particular questions or not, you 
enhance your chances of finding a graduate 
program that truly fits your interests by giving 
them serious consideration.

• Why do you want to be a clinical 
psychologist?

• What attracts you to our graduate 
program specifically?

• What are your research interests?

• What approach(es) to psychotherapy 
do you prefer?

• Which of our faculty members 
would you like to work with?

• What are your long-term career 
goals? If you were a student in our 
program, what would you like to do 
after you graduated?

Source: Adapted from Norcross & Sayette (2016).
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Internships: Predoc and Postdoc

All clinical psychology doctoral programs culminate in the predoctoral internship  
(N. J. Kaslow & Webb, 2011; McCutcheon & Sannes, 2015). Typically, this internship 
consists of a full year of supervised clinical experience in an applied setting—a psychiatric 
hospital, a Veterans Affairs medical center, a university counseling center, a community 
mental health center, a medical school, or another agency where clinical psychologists 
work (R. R. Baker & Pickren, 2011). As implied by the term predoctoral, this internship 
year takes place before the PhD or the PsyD is awarded. (Along with completion of the 
dissertation, it is likely to be one of the final hurdles.) It is generally considered a year of 
transition, a sort of advanced apprenticeship in which the individual begins to outgrow 
the role of “student” and grow into the role of “professional.” In some settings, it is also 
an opportunity to gain more specialized training than may have been available in gradu-
ate school so far. Many internships are accredited by the APA; those that are not may be 
looked on less favorably by state licensing boards.

The process of applying for a predoctoral internship can feel a lot like the process 
of applying to graduate school some years earlier. It often involves researching various 
internships, applying to many, traveling for interviews, ranking preferences, anxiously 
awaiting feedback, and relocating to a new geographic area. Some students apply to 20 
or more internship sites (Keilin, 2000), but 10 to 15 may be more reasonable and equally 
effective (Keilin & Constantine, 2001). Adding stress to the situation is the fact that in 
some years, the number of graduate students seeking predoctoral internships has either 
approached or exceeded the number of available slots (N. J. Kaslow & Webb, 2011; 
Keilin, Thorn, Rodolfa, Constantine, & Kaslow, 2000; Klonoff, 2016). In fact, the short-
age worsened considerably after roughly 2002, as the number of students who applied 
but were not successfully placed at an internship increased dramatically, to hundreds 
per year (Dingfelder, 2012; Hatcher, 2014). That number has since decreased, but the 
issue remains, at least to some extent (Doran & Cimbora, 2016; Norcross et al., 2018). 
Numerous causes for the internship shortage (also called an imbalance or crisis by some) 
have been proposed, but the factor receiving the most attention is the drastic increase 
in the number of PsyD applicants without a corresponding increase in the total num-
ber of internship placements (McCutcheon & Sannes, 2015). The internship application 
process can certainly generate stress for applicants and feel a bit like a game of musical 
chairs, but numerous strategies to improve the current situation are under consideration 
(Hatcher, 2014; C. Webb & Hill, 2016). Applicants are generally successful in finding an 
internship position—especially if they don’t overly restrict themselves in terms of the 
number of applications or geographic range.

Beyond the predoctoral internship and the doctoral degree that follows, most states 
require a postdoctoral internship (or postdoc) for licensure as a psychologist. The 
postdoc typically lasts 1 to 2 years (Vaughn, 2006), and it is essentially a step up from 
the predoctoral internship. Postdocs take on more responsibilities than they did as pre-
doctoral interns, but they remain under supervision. Like the predoctoral internship, 
the postdoc often provides an opportunity for specialized training. After postdoctoral 
interns accumulate the required number of supervised hours (and pass the applicable 
licensing exams), they can become licensed to practice independently. Some clinical psy-
chologists obtain postdoc positions that are explicitly designed from the start to meet 
licensing requirements for a particular state; sometimes, such positions are continuations 
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of predoctoral internship experiences. Other clinical 
psychologists may obtain an entry-level position 
with an agency and tailor it to meet postdoctoral 
requirements for licensure (Hatcher & Buchtel, 
2016; McQuaid & McCutcheon, 2018; Silberbogen, 
Aosved, Cross, Cox, & Felleman, 2018).

Since 2008, a small but growing number of 
states have decided to drop the requirement of a 
postdoc for licensure. The rationale behind this 
decision involves several factors: Current graduate 
training (including the predoctoral internship) pro-
vides far more clinical experience than it did years 
ago when postdoc requirements were put into place; 
employers often have difficulties funding postdoc 
positions because third-party payers (e.g., health 
insurance companies) who pay the bills for many cli-
ents can refuse to pay for services by someone who is 
not yet licensed; postdoc positions can be difficult to 
find, especially in rural areas; and some states have a 
shortage of clinical psychologists to serve their resi-
dents, so making licensure easier to obtain is a win-
win for the psychologists and the public (Boon, Lutz, 
& Marburger, 2015; Calkins, 2018).

Getting Licensed

Once all the training requirements are met— 
graduate coursework, predoctoral internship, post-
doctoral internship—licensure appears on the 
horizon. Becoming licensed gives professionals the 
right to identify as members of the profession—to 
present themselves as psychologists (or clinical  
psychologists—the terminology, as well as licensing 
requirements in general, differs from state to state). 
It also authorizes the psychologist to practice inde-
pendently (APA, 2007; J. E. Hall, 2015; Schaffer, 
DeMers, & Rodolfa, 2011; Siegel & DeMers, 2016).

But you won’t be handed a license when you get 
your doctoral degree or when you finish your postdoc. Becoming licensed also requires 
passing licensure exams—typically, the Examination for Professional Practice in 
Psychology (EPPP) and a state-specific exam on laws and ethics. The EPPP is a stan-
dardized multiple-choice exam on a broad range of psychology topics; all U.S. states and 
most provinces of Canada establish a minimum score for licensure (Rehm & Lipkins, 
2006; Schaffer et al., 2011). The state exams vary, of course, according to state regula-
tions but tend to center on legal issues relevant to the practice of psychology in the state 
in question. The state exams may be written or oral.

©
 tony trem

blay/is
tockphoto.com

©
 s

teve s
hepard/is

tockphoto.com

}} Photos 1.1, 1.2, 
and 1.3
clinical 
psychologists 
work in a variety of 
settings, including 
private offices, 
universities, and 
hospitals.

©
 s

andra n
icol/is

tockphoto.com



18   Part I  •  IntroducIng clInIcal Psychology 

Once licensed, clinical psychologists in many 
states must accumulate continuing education 
units (CEUs) to renew the license from year 
to year (G. J. Neimeyer & Taylor, 2011). In vari-
ous states, psychologists can meet these ongoing 
requirements in a number of ways—by attending 
workshops, taking courses, undergoing additional 
specialized training, passing exams on selected pro-
fessional reading material, and the like (Babeva & 
Davison, 2015; J. M. Taylor & Neimeyer, 2016). 
The purpose of requiring CEUs is to ensure that 
clinical psychologists stay up to date on develop-
ments in the field, with the intention of maintaining 
or improving the standard of care they can provide 
to clients.

PROFESSIONAL  
ACTIVITIES AND 
EMPLOYMENT SETTINGS

Where Do Clinical  
Psychologists Work?

The short answer is that clinical psychologists work 
in a wide variety of settings but that private practice 
is the most common. In fact, this answer is evident 
not only from a survey of clinical psychologists con-
ducted in the 2000s but also according to similar sur-
veys conducted in the 1980s and 1990s (Norcross & 
Karpiak, 2012; Norcross & Rogan, 2013).

Since the 1980s, private practice has been 
the primary employment site of 30% to 41% of 
clinical psychologists. The second-place finisher 
in each survey during that time has been the uni-
versity psychology department, but that number 
has not exceeded 19%. Between 2% and 9% of 

clinical psychologists have listed each of the following as their primary work set-
ting: psychiatric hospitals, general hospitals, community mental health centers, 
medical schools, and Veterans Affairs medical centers. Interestingly, the third-place 
finisher (after private practice and university psychology department) in each sur-
vey since the 1980s has been the “other” category; for example, in 2003, 15% of 
psychologists listed “other,” writing in diverse settings such as government agency, 
public schools, substance abuse center, corporation, and university counseling cen-
ter. It is clear that although private practice remains a common destination, clinical 
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psychologists are finding employment across an expanding range of settings (Borel, 
2015; Norcross & Karpiak, 2012; Norcross, Karpiak, & Santoro, 2005; Vasquez & 
Kelly, 2016).

What Do Clinical Psychologists Do?

Again, the short answer first: Clinical psychologists are engaged in an enormous range 
of professional activities, but psychotherapy is foremost. As is the case with employment 
settings, this finding is as true today and has been for decades—at least since the 1970s 
(Norcross & Karpiak, 2012).

Since 1973, the number of clinical psychologists reporting that they are involved 
in psychotherapy has always outranked that of any other professional activity and has 
ranged from 76% to 87%. Moreover, when asked what percentage of their time they 
spend in each activity, clinical psychologists have reported that they spend between 31% 
and 37% of their time conducting psychotherapy—a percentage more than double that 
of any other activity. Of those who practice psychotherapy, individual therapy occupies 
the largest percentage of their therapy time (76%), with group, family, and couples ther-
apy far behind (6% to 9% each; Norcross & Karpiak, 2012).

Of course, a sizable number of psychologists—more than half—have also reported 
that they are at least somewhat involved in each of the following activities: diagnosis/
assessment, teaching, supervision, research/writing, consultation, and administration. Of 
these, diagnosis and assessment generally occupy more of clinical psychologists’ time 
than do the others. Overall, it is evident that “clinical psychologists are involved in multi-
ple professional pursuits across varied employment sites” (Norcross, Karpiak, & Santoro, 
2005, p. 1474). In fact, more than half of clinical psychologists hold at least two profes-
sional positions (Norcross & Sayette, 2016). Figure 1.1 illustrates the professional self-
views of clinical psychologists.

HOW ARE CLINICAL PSYCHOLOGISTS 
DIFFERENT FROM . . .

Counseling Psychologists

There may have been a time when counseling psychology and clinical psychology 
were quite distinct, but today, there is significant overlap between these two pro-
fessions. Historically, they have differed primarily in terms of their clients’ charac-
teristics: Clinical psychologists were more likely to work with seriously disturbed 
individuals, whereas counseling psychologists were more likely to work with 
(“counsel”) less pathological clients. But today, many clinical and counseling psy-
chologists see the same types of clients, sometimes as colleagues working side by 
side. These two fields are also similar in that their graduate students occupy the same 
internship sites, often earn the same degree (the PhD), and obtain the same licensure 
status (Norcross, 2000). In fact, the two professions share so much common ground 
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Figure 1.1 Professional Self-Views of Clinical Psychologists

6%
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60%

Clinical Practitioner Academician
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Source: Norcross, Karpiak, & Santoro (2005), Figure 3.

that it is entirely possible for a client who seeks the services of a psychologist with a 
doctoral degree behind their name never to know whether that doctoral degree is in 
clinical or counseling psychology.

A few meaningful differences, however, remain between clinical and counseling 
psychologists. Compared with counseling psychologists, clinical psychologists still 
tend to work with more seriously disturbed populations and, correspondingly, tend to 
work and complete internships more often in settings such as hospitals and inpatient 
psychiatric units. And compared with clinical psychologists, counseling psychologists 
still tend to work with less seriously disturbed populations and, correspondingly, tend 
to work and complete internships more often in university counseling centers (Eisman 
& Wright, 2016; Gaddy et al., 1995). Some differences in theoretical orientation are 
also evident: Both fields endorse the eclectic orientation more than any other, but 
clinical psychologists tend to endorse behaviorism more strongly, and counseling 
psychologists tend to endorse humanistic/client-centered approaches more strongly. 
Additionally, counseling psychologists tend to be more interested in vocational testing 
and career counseling, whereas clinical psychologists tend to be more interested in 
applications of psychology to medical settings (Banyasz & Baker, 2015; Norcross & 
Sayette, 2016).
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Psychiatrists

Unlike clinical (or counseling) psychologists, psychiatrists go to medical school and are 
licensed as physicians. (In fact, their specialized training in psychiatry doesn’t begin until 
well into their training; the first several years are often identical to that of other types of 
physicians.) As physicians, they are allowed to prescribe medication. Until recently, psy-
chologists could not prescribe medication, but as described in Chapter 3, psychologists 
have rallied in recent years to obtain prescription privileges and have earned important 
victories in a small number of states.

The difference between psychiatrists and clinical psychologists is more than just the 
ability to prescribe medication. The two professions fundamentally differ in their under-
standing of and approach to behavioral or emotional problems. Clinical psychologists 
are certainly trained to appreciate the biological aspects of their clients’ problems, but 
psychiatrists’ training emphasizes biology to such an extent that disorders—depression, 
anxiety disorders, attention-deficit/hyperactivity disorder (ADHD), borderline person-
ality disorder, and so on—are viewed first and foremost as physiological abnormalities of 
the brain. So, to fix the problem, psychiatrists tend to fix the brain by prescribing med-
ication (Noll, 2015). This is not to imply that psychiatrists don’t respect “talking cures” 
such as psychotherapy or counseling, but they favor medication more than they used to 
(G. Harris, 2011; Manninen, 2006). For clinical psychologists, the biological aspects of 
clients’ problems may not be their defining characteristic; nor is pharmacology the first 
line of defense. Instead, clinical psychologists view clients’ problems as behavioral, cog-
nitive, emotional—still stemming from brain activity, of course, but amenable to change 
via nonpharmacological methods.

In My Practice . . .

In my practice, many of my clients don’t know 
the difference between a psychologist and a 
psychiatrist. Of course, there are those who do 
know the difference. Those who know often 
have some firsthand experience with the 
mental health field: Some have seen both psy-
chologists and psychiatrists before, some have 
accompanied family members to appoint-
ments with both, and some are members of 
the mental health profession themselves. 
But many clients don’t know the difference. 
These are not ignorant people at all. Some 
have earned impressive degrees, and many 
have struck me as brilliant in their own ways. 

They simply don’t have this particular piece of 
information.

Their lack of knowledge has become 
apparent in a variety of ways. Once, after fin-
ishing a long clinical interview with a client, he 
looked at me expectantly. When I asked if he 
had a question for me, he asked impatiently, 
“So? What’s the prescription, doc?” When  
I explained that I was a psychologist and 
not a psychiatrist, and that I didn’t prescribe 
medication, he seemed completely shocked. 
Another time, a mother who was bringing her 
12-year-old son to his first appointment asked 
if she could have a few minutes alone with me. 
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(Continued)
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She delivered an impassioned speech detail-
ing her stance against psychiatric medication 
for children and described how she couldn’t 
sleep the previous night because she was so 
afraid that I would recommend medication 
for her strong-willed, possibly hyperactive boy. 
She seemed quite relieved when I explained 
who I was and what I did.

I have often wondered why so many peo-
ple have such trouble separating psychologists 
from psychiatrists. The similarity of the words 
certainly doesn’t help: They both start with 
“psych” and end with “ist.” The media don’t 

help either: So often in movies, TV shows, and 
news reports, the names of the mental health 
professions, especially psychologists and psy-
chiatrists, get jumbled. I have come to the con-
clusion that part of my job when I speak with 
new or prospective clients is to make sure that 
they understand the difference between a psy-
chologist and a psychiatrist. I consider it part 
of the informed consent process (which we 
will discuss in greater detail in Chapter 5)—
an important element of what clients need to 
know in order to make an educated decision 
about whether to move forward with treatment.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.

(Continued)

Social Workers

Traditionally, social workers have focused their work on the interaction between an 
individual and the components of society that may contribute to or alleviate the indi-
vidual’s problems. They saw many of their clients’ problems as products of social ills— 
racism, oppressive gender roles, poverty, abuse, and so on. They also helped their clients 
by connecting them with social services, such as welfare agencies, disability offices, or 
job-training sites (Fossum, Logeais, & Robiner, 2016). More than their counterparts in 
psychology or psychiatry, they were likely to get into the “nitty-gritty” of their clients’ 
worlds by visiting their homes or workplaces, or by making contacts on their behalf with 
organizations that might prove beneficial. When they worked together with psycholo-
gists and psychiatrists (e.g., in institutions), they usually focused on issues such as arrang-
ing for clients to transition successfully to the community after leaving an inpatient unit 
by making sure that needs such as those for housing, employment, and outpatient mental 
health services were being met.

In more recent years, the social work profession has grown to encompass a wider range 
of activities, and the similarity of some social workers (especially those conducting ther-
apy) to clinical psychologists has increased (Fossum et al., 2016; Wittenberg, 1997). The 
training of social workers, however, remains quite different from the training of clinical 
psychologists. They typically earn a master’s degree rather than a doctorate, and although 
their training includes a strong emphasis on supervised fieldwork, it includes very little 
on research methods, psychological testing, or physiological psychology. Their theories 
of psychopathology and therapy continue to emphasize social and environmental factors.
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School Psychologists

As the name implies, school psychologists usually work in schools, but some may work 
in other settings such as day-care centers or correctional facilities. Their primary func-
tion is to enhance the intellectual, emotional, social, and developmental lives of students. 
They frequently conduct psychological testing (especially intelligence and achievement 
tests) to determine diagnoses such as learning disorders and ADHD. They use or develop 
programs designed to meet the educational and emotional needs of students. They also 
consult with adults involved in students’ lives—teachers, school administrators, school 
staff, parents—and are involved, to a limited degree, in direct counseling with students 
(Albers & Felt, 2015). In many states, the title of school psychologist requires only a 
master’s degree rather than a doctorate (Eisman & Wright, 2016).

Professional Counselors

Professional counselors (often called licensed professional counselors, or LPCs) 
earn a master’s (rather than a doctoral) degree and often complete their training 
within 2 years. They attend graduate programs in counseling or professional counsel-
ing, which should not be confused with doctoral programs in counseling psychology. 
These programs typically have rather high acceptance rates compared with programs 
in many similar professions. Professional counselors’ work generally involves coun-
seling of people with problems in living or mild mental illness (as opposed to serious 
mental illness). Their training, compared with that of clinical psychologists, typi-
cally includes very little emphasis on psychological testing or conducting research. 
Correspondingly, their training programs include few if any courses on these topics, 
focusing instead on providing services to clients. Increasingly, professional counselors 
are among the clinicians who serve wide varieties of clients in community agencies 
(Cohen-Filipic, 2015b; Norcross & Sayette, 2016), and they often enter private prac-
tice as well. They often specialize in such areas as career, school, addiction, couple/
family, or college counseling. Every state has some version of professional counselor 
licensure, but the name may vary slightly, with common alternatives including mental 
health counselor, licensed professional mental health counselor, licensed clinical pro-
fessional counselor, and licensed counselor of mental health (Cohen-Filipic, 2015b; 
Fossum et al., 2016).

Marriage and Family Therapists

Marriage and family therapists (MFTs) earn master’s degrees. Their training focuses 
on working with couples and families, but sometimes they also see individuals struggling 
with issues related to their partners or families. About half of MFTs work in private 
practice, and most of the others practice in other types of work settings like clinics or 
agencies (Fossum et al., 2016). Compared to the training of clinical psychologists, the 
training of MFTs places relatively little emphasis on research and assessment.
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CHAPTER SUMMARY

The scope of clinical psychology has expanded greatly 
since the inception of the field by Lightner Witmer 
near the turn of the 20th century. Currently, there are 
multiple paths to the profession, including three dis-
tinct approaches to training: the scientist-practitioner 
(Boulder) approach, with roughly equal emphasis on 
empiricism and practice; the practitioner-scholar (Vail) 
approach, with stronger emphasis on practice; and the 
clinical scientist approach, with stronger emphasis on 
empiricism. Gaining admission to a training program 
is a competitive endeavor. Knowledge of the profes-
sional training options, successful completion of the 
appropriate undergraduate courses, research experi-
ence, and clinical experience are among the factors 
that can distinguish an applicant and enhance chances 
for admission. The final steps of the training process 
for clinical psychologists are the predoctoral and 

postdoctoral internships, in which the trainee practices 
under supervision to transition into the full-fledged 
professional role. Licensure, which requires a passing 
grade on the EPPP as well as meeting state-specific 
requirements, allows clinical psychologists to practice 
independently. The most common work setting for 
clinical psychologists is private practice, but univer-
sity psychology departments and hospitals of various 
types are also somewhat frequent. The most common 
professional activity for clinical psychologists is psy-
chotherapy, but they also spend significant amounts 
of time in assessment, teaching, research, and super-
vision activities. The professional roles of counseling 
psychologists, psychiatrists, social workers, and school 
psychologists each overlap somewhat with the role 
of clinical psychologists, yet clinical psychology has 
always retained its own unique professional identity.

KEY TERMS AND NAMES

Academy of Psychological 
Clinical Science 9

American Psychological 
Association (APA) 4

Boulder model 6
clinical psychology 3
clinical scientist model 9
continuing education units 

(CEUs) 18
counseling psychologists 19

Division of Clinical Psychology 
(Division 12) 4

Examination for Professional 
Practice in Psychology 
(EPPP) 17

licensure 17
marriage and family therapists 

(MFTs) 23
Richard McFall 9
postdoctoral internship 16

practitioner-scholar model 7
predoctoral internship 16
professional counselors 23
psychiatrists 21
PsyD 7
school psychologists 23
scientist-practitioner model 6
social workers 22
Vail model 8
Lightner Witmer 3

CRITICAL THINKING QUESTIONS

1. Lightner Witmer originally defined clinical 
psychology as a discipline with similarities to 
medicine, education, and sociology. In your 
opinion, to what extent does contemporary 
clinical psychology remain similar to these fields?

2. Considering the trends in graduate training 
models observed recently, how popular do you 
expect the scientist-practitioner, practitioner-
scholar, and clinical scientist models of training 
to be 10 years from now? What about 50 years 
from now?
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3. What specific types of research or clinical 
experience do you think would be most valuable 
for an undergraduate who hopes to become a 
clinical psychologist?

4. In your opinion, to what extent should graduate 
programs use the GRE as an admission criterion 
for graduate school in clinical psychology?

5. In your opinion, how much continuing education 
should licensed clinical psychologists be required 
to undergo? What forms should this continuing 
education take (workshops, courses, readings, 
etc.)?

LOOKING TOWARD GRADUATE PROGRAMS

For undergraduates who are seriously consider-
ing graduate school, the Insider’s Guide to Graduate 
Programs in Clinical and Counseling Psychology (Sayette 
& Norcross, 2018) can be a valuable resource. The 
Insider’s Guide is a book filled with hundreds of pages 
of detailed information about almost all doctoral 
programs in clinical and counseling psychology, pro-
vided by the programs themselves. Included among 
that detailed information are lists of special areas of 
focus for each program, in the form of research areas 
(e.g., faculty members doing research on specific top-
ics, often with grants); specialty clinics and practica sites 
(where graduate students may be able to get targeted 
clinical experience); and program concentrations and 
tracks. The Insider’s Guide conveniently provides three 
separate indices in which you can look up a specialty 

area and be guided to specific graduate programs 
(Appendix E for research areas, Appendix F for spe-
cialty clinics and practica sites, and Appendix G for 
program concentrations and tracks). Those indices 
are great resources if you want an easy way to find 
out which graduate programs focus on which areas of 
clinical or counseling psychology.

The following table is a list of index entries relevant to 
the topics in this chapter. Keep in mind a few things as 
you consider these listings: They are current as of the 
2018/2019 edition of the Insider’s Guide (which typi-
cally revises every two years); they may have changed 
as faculty members retire, take new jobs, or develop 
new interests; and a graduate program’s own website 
may have more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations and 
Tracks

Professional Issues

supervision/Mentoring/training

Miscellaneous and other—
licensure and regulatory Boards

Miscellaneous and other—
Psychotherapist’s development

career counseling/development

college/university counseling/
Psychotherapy centers

Private Practice

Miscellaneous/other—Preparing 
Future Faculty
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KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Annual Review of Clinical Psychology

http://www.annualreviews.org/journal/clinpsy

Clinical Psychology Review

http://www.journals.elsevier.com/clinical-psy 
chology-review

Clinical Psychology & Psychotherapy

http://onlinelibrary.wiley.com/journal/10.1002/
(ISSN)1099-0879

Journal of Clinical Psychology

http://onlinelibrary.wiley.com/journal/10.1002/
(ISSN)1097-4679

Journal of Counseling Psychology

http://www.apa.org/pubs/journals/cou/index.aspx

Training and Education in Professional Psychology

http://www.apa.org/pubs/journals/tep/

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data



   27

2

Origins of the Field 27

Early Pioneers 27

William Tuke (1732–1822) 28

Philippe Pinel (1745–1826) 28

Eli Todd (1769–1833) 29

Dorothea Dix (1802–1887) 29

Lightner Witmer and the Creation of 
Clinical Psychology 30

Assessment 31

Diagnostic Issues 31

Assessment of Intelligence 35

Assessment of Personality 36

Psychotherapy 37

Development of the Profession 40

EVOLUTION OF  
CLINICAL PSYCHOLOGY

ORIGINS OF THE FIELD

Psychology, as we know, has a long, rich history, with roots winding back to some of the 
great thinkers of prior millennia, such as Socrates, Plato, and Aristotle (L. T. Benjamin, 
2007; Ehrenwald, 1991). The history of clinical psychology is certainly rich as well, but 
it’s also shorter than some might expect. Of course, in recent decades, the clinical spe-
cialization has enjoyed great popularity and notoriety among psychology professionals 
and the general public; in fact, today, when many people hear of a “psychologist,” they 
immediately think of a “clinical psychologist” practicing psychotherapy or assessment. 
This assumption regarding psychology was inaccurate until at least the early 1900s. The 
discipline of clinical psychology simply didn’t exist until around the turn of the 20th 
century, and it didn’t rise to prominence for decades after that.

EARLY PIONEERS

Even before “clinical psychology” per se had been created, numerous influential indi-
viduals in various parts of the world were working to make positive changes in the lives 
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Learning 
Objectives
2.1 Summarize major 

contributions of early 
pioneers, such as William 
Tuke and Eli Todd, to mental 
health care from the 1700s to 
the late 1800s.

2.2 Describe Lightner Witmer’s 
key contributions to the field 
of clinical psychology.

2.3 Recount the development of 
key diagnostic systems for 
mental illness from the 1800s 
to present.

2.4 Evaluate the process used to 
decide what will become a 
DSM disorder.

2.5 Identify important 
people and psychological 
instruments in the history of 
intellectual and personality 
assessment.

2.6 Explain the influence of war 
on the professional activities 
of clinical psychologists.

2.7 Discuss the growth of clinical 
psychology in the United 
States from the early 1900s to 
present.

of the mentally ill. Collectively, their accomplishments cre-
ated a climate from which clinical psychology could emerge. 
Specifically, in the 1700s and 1800s, the mentally ill were gen-
erally viewed and treated much more unfavorably than they 
are today. In many parts of the world, including much of the 
Western Hemisphere, they were understood to be possessed by 
evil spirits. Or they were seen as deserving of their symptoms 
as a consequence of some reprehensible action or characteristic. 
They were frequently shunned by society and were “treated” in 
institutions that resembled prisons more than they did hospitals 
(Reisman, 1991).

During this time, numerous individuals of various profes-
sional backgrounds from Europe and North America assumed 
the challenge of improving the way people with psychological 
problems were regarded and treated. Through their efforts, 
the Western world eventually adopted a new, more humane, 
approach to the mentally ill, foretelling the emergence of clin-
ical psychology as a formal discipline. The accomplishments of 
several of these pioneers are described below.

William Tuke (1732–1822)

In his homeland of England, William Tuke heard about the 
deplorable conditions in which the mentally ill lived. He visited 
asylums to get a firsthand look, and he was appalled by what he 
saw. Tuke devoted much of his life to improving these condi-
tions. He raised funds to open the York Retreat, a residential 
treatment center where the mentally ill would always be cared 
for with kindness, dignity, and decency. (The simple act of 
labeling his facility a “retreat” suggests a fundamentally differ-
ent approach to the mentally ill compared with the dominant 
approach at the time.) Patients received good food, frequent 
exercise, and friendly interactions with staff. The York Retreat 
became an example of humane treatment, and soon similar insti-
tutions opened throughout Europe and the United States. Long 
after his death, Tuke’s family members continued to be involved 
in the York Retreat and the movement to improve treatment of 
mentally ill individuals (Reisman, 1991).

Philippe Pinel (1745–1826)

What William Tuke was to England, Philippe Pinel was to France—a liberator of the 
mentally ill. Like Tuke, Pinel worked successfully to move mentally ill individuals out 
of dungeons in Paris, where they were held as inmates rather than treated as patients 
(Cautin, 2011; Charland, 2015; Ehrenwald, 1991). He went to great lengths to convince 

 Web Link 2.1
William Tuke
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his contemporaries and those with power in France that the mentally ill were not pos-
sessed by devils and that they deserved compassion and hope rather than maltreatment 
and scorn. He created new institutions in which patients were not kept in chains or 
beaten but, rather, were given healthy food and benevolent treatment. Particularly note-
worthy, Pinel advocated for the staff to include in their treatment of each patient a case 
history, ongoing treatment notes, and an illness classification of some kind—components 
of care that suggested he was genuinely interested in improving these individuals rather 
than locking them away (Reisman, 1991).

From Pinel’s Treatise on Insanity in 1806, we get a sense of his goal of empathy rather 
than cruelty for the mentally ill: “To rule [the mentally ill] with a rod of iron, as if to 
shorten the term of an existence considered miserable, is a system of superintendence, 
more distinguished for its convenience than for its humanity or success” (as quoted in 
Ehrenwald, 1991, p. 217). As Frances (2013a) describes Pinel, “our field couldn’t possibly 
have a better father and role model. . . . Pinel liked his patients as people and treated 
them as if they were simply human. When given the choice of joining Napoleon as a 
personal physician or staying with his patients, he turned down Napoleon” (p. 57).

In Europe in the late 18th and early 19th centuries, society’s views toward the men-
tally ill were undergoing significant change and “the voices of Pinel and Tuke were part 
of a growing chorus that sang of individual rights and social responsibility” (Reisman, 
1991, p. 9).

Eli Todd (1769–1833)

Eli Todd made sure that the chorus of voices for humane treatment of the mentally ill was 
also heard on the other side of the Atlantic Ocean. Todd was a physician in Connecticut 
in 1800, a time when only three states had hospitals for the mentally ill. The burden 
for treating the mentally ill typically fell on their families, who often hid their mentally 
ill relatives out of shame and embarrassment. Todd had learned about Pinel’s efforts in 
France, and he spread the word among his own medical colleagues in the United States. 
They supported Todd’s ideals both ideologically and financially, such that Todd was able 
to raise funds to open The Retreat in Hartford, Connecticut, in 1824. Todd ensured 
that patients at The Retreat were always treated in a humane and dignified way. He and 
his staff emphasized patients’ strengths rather than weaknesses, and they allowed patients 
to have significant input in their own treatment decisions. Similar institutions were soon 
opened in other U.S. states as leaders elsewhere learned of Todd’s successful treatment of 
the mentally ill (Reisman, 1991).

Dorothea Dix (1802–1887)

Despite Todd’s efforts, there were simply not enough hospitals in the United States 
to treat the mentally ill, and as a result, these individuals were too often sent to pris-
ons or jails in an attempt to find any social institution that could house them. In 1841, 
Dorothea Dix was working as a Sunday school teacher in a jail in Boston, where she saw 
firsthand that many of the inmates were there as a result of mental illness or retardation 
rather than crime. Dix devoted the rest of her life to improving the lives and treatment 
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of the mentally ill. Typically, she would travel to a city, collect data on its treatment of the 
mentally ill, present her data to local community leaders, and persuade them to treat the 
mentally ill more humanely and adequately. She repeated this pattern again and again, 
in city after city, with remarkable success. Her efforts resulted in the establishment of 
more than 30 state institutions for the mentally ill throughout the United States (and 
even more in Europe and Asia), providing more decent, compassionate treatment for the 
mentally ill than they might have otherwise received (Reisman, 1991).

Tuke, Pinel, Todd, and Dix did not create clinical psychology. Their efforts do, 
however, represent a movement prevalent through much of the Western world in the 
1700s and 1800s that promoted the fundamental message that people with mental illness 
deserve respect, understanding, and help rather than contempt, fear, and punishment. As 
this message gained power and acceptance, it created fertile ground in which someone—
Lightner Witmer, most would argue—could plant the seed that would grow into clinical 
psychology (Cautin, 2011).

LIGHTNER WITMER AND THE  
CREATION OF CLINICAL PSYCHOLOGY

Lightner Witmer (1867–1956) was born in Philadelphia and earned an undergraduate 
degree in business at the University of Pennsylvania. He eventually received his doc-
torate in psychology in 1892 in Germany under Wilhelm Wundt, who many view as 
the founder of experimental psychology. He also studied under James McKeen Cattell, 
another pioneer of experimental psychology (Reisman, 1991; Routh, 2015c). At the time 
Witmer received his doctorate, psychology was essentially an academic discipline, a 
field of research. It had almost none of the applied functions that characterize the field 
today. In short, in the late 1800s, psychologists didn’t practice psychology, they studied it 
(Vasquez & Kelly, 2016).

A major historical shift took place 4 years after Witmer received his doctoral degree 
when, in 1896, he founded the first psychological clinic at the University of Pennsylvania, 
where he had returned as a professor (Routh, 1996). Although it may be difficult to 
imagine from our contemporary perspective of the field, this was the first time that the 
science of psychology was systematically and intentionally applied to people’s problems. 
At the 1896 convention of the American Psychological Association, Witmer (1897) spoke 
to his colleagues and fellow members about his clinic and encouraged them to open 
their own—to “throw light upon the problems that confront humanity” (p. 116)—but 
they were largely unenthusiastic (Reisman, 1991). Decades later, though, clinical settings 
would certainly proliferate. By 1914, there were about 20 psychological clinics in the 
United States, most of which were modeled on Witmer’s (Schultz & Schultz, 2011). By 
1935, the number had soared to more than 150, and an issue of Witmer’s journal from 
that year was dedicated to a survey of activities taking place in these clinics, as well as 
some specific suggestions for the training of clinical psychologists (A. W. Brown, 1935).

In his clinic, Witmer and his associates worked with children whose problems 
arose in school settings and were related to learning or behavior (L. T. Benjamin, 2007; 
Routh, 2015c). They were referred by their schools, parents, physicians, or community 
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authorities (McReynolds, 1997). Witmer (1907) emphasized that clin-
ical psychology could be applied to adults as well as children, or to 
problems that had nothing to do with school: “Indeed, the clinical 
method is applicable even to the so-called normal child. . . . Whether 
the subject be a child or an adult, the examination and treatment may 
be conducted and their results expressed in the terms of the clinical 
method” (p. 9).

In addition to establishing his clinic, Witmer also founded the 
first scholarly journal in the field (called The Psychological Clinic) in 
1907 (L. T. Benjamin, 2007). Witmer authored the first article, titled 
“Clinical Psychology,” in the first issue. This article included the first 
known publication of the term clinical psychology, as well as a defini-
tion of the term and an explanation of the need for its existence and 
growth. The article began with a description of Witmer’s (1907) inno-
vation: “During the last ten years the laboratory of psychology at the 
University of Pennsylvania has conducted, under my direction, what I 
have called a ‘psychological clinic’” (p. 1).

We discussed Witmer’s original definition of clinical psychol-
ogy in Chapter 1, but a consideration in this chapter of Witmer’s 
historical significance gives us an opportunity to examine it further. 
First, it is worth noting that Witmer defined clinical psychology as 
related to medicine, education, and social work but stated that physi-
cians, teachers, and social workers would not be qualified to practice clinical psychology. 
Instead, this new field represented a hybrid of these and other influences, requiring a 
specially trained professional who, of course, would work collaboratively with members 
of related fields. It is also interesting that Witmer’s definition of clinical psychology is 
basically uninfluenced by Freud, whose ideas appeared throughout many fields at the 
time, and that psychotherapy, as it would come to be known, was not explicitly discussed 
at all. Finally, the treatments that Witmer discusses in his original definition aren’t 
accompanied by any mention of a plan for empirically evaluating their effectiveness, 
which is a bit surprising given Witmer’s graduate training as an experimental researcher 
(Routh, 1996; Witmer, 1907).

So, by the late 1800s, the work of Tuke, Pinel, Todd, Dix, and others had set the 
stage for the birth of clinical psychology. Witmer proudly announced its arrival, and 
although it would thrive in later years, “clinical psychology in the 1890s was a glimmer, 
a baby just catching its first breath, drawing its life from the new science of psychology” 
(Reisman, 1991, p. 44).

ASSESSMENT

Diagnostic Issues

Categorizing mental illness has been an issue central to clinical psychology since Witmer 
defined the field. Actually, the debate began long before Witmer entered the picture.
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With so many mental disorders tossed around as common terminology today, it 
can be difficult to imagine a time when such labels didn’t exist at all, at least not in any 
formal sense. In the 1800s in Europe, labeling systems for mental illness began to take 
shape in a very rudimentary way. Specifically, mental illnesses were often placed in one of 
two very broad categories: neurosis and psychosis. Neurotic individuals were thought 
to suffer from some psychiatric symptoms (including what we would now call anxiety 
and depression) but to maintain an intact grasp on reality. Psychotic individuals, on the 
other hand, demonstrated a break from reality in the form of hallucinations, delusions, 
or grossly disorganized thinking (Reisman, 1991).

Emil Kraepelin (1855–1926), considered the “father of descriptive psychiatry” 
(Reisman, 1991, p. 30), offered a different two-category system of mental illness. Kraepelin 
differentiated exogenous disorders (caused by external factors) from endogenous dis-
orders (caused by internal factors) and suggested that exogenous disorders were the far 
more treatable type. Kraepelin also assigned names to specific examples of disorders in the 
broad exogenous or endogenous categories. For example, Kraepelin put forth the term 
dementia praecox to describe one endogenous disorder similar to what is now known 
as schizophrenia. Later, he also proposed terms such as paranoia, manic depressive psychosis, 
involutional melancholia, cyclothymic personality, and autistic personality—terms that had not 
yet been coined (Millon & Simonsen, 2010). Most of Kraepelin’s specific terms have long 
since been replaced, but by offering such specific terminology, he set a precedent for the 
creation of diagnostic terms that eventually led to the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) (Engstrom & Weber, 2015; Widiger & Mullins-Sweatt, 2008).

In the United States, long before the appearance of the first DSM, the original 
reason for categorizing mental disorders was to collect statistics on the population. In 
1840, the U.S. Census Bureau included a single category—“idiocy/insanity”—for this 
purpose. In 1880, there were seven such categories, and soon the American Medical 
Association and the U.S. Army each made preliminary attempts at classifying mental 
illness (American Psychiatric Association, 2000).

The original DSM was published by the American Psychiatric Association in 1952, 
representing a more sophisticated attempt to define and organize mental diagnoses. A 
revision (DSM-II) followed in 1968, but it was not considered to be significantly different 
from the original. However, the next revision—DSM-III, which arrived in 1980—signified  
an entirely new way of thinking about mental disorders (Decker, 2013). Whereas DSM 
and DSM-II included somewhat vague descriptions of each disorder, DSM-III provided 
specific diagnostic criteria—lists indicating exactly what symptoms constitute each dis-
order. DSM-III also introduced a multiaxial system, a way of cataloguing problems of 
different kinds on different axes, which remained for multiple editions before being taken 
out of the most recent. The DSM has been revised several more times, with DSM-III-R, 
DSM-IV, and DSM-IV-TR appearing in 1987, 1994, and 2000, respectively. The current 
edition is DSM-5, which was published in May 2013 after significant anticipation and 
controversy. (DSM-5 will be covered in more detail elsewhere, especially in Chapter 7.)  
Each edition varies from its predecessor to some extent, but the most drastic change 
occurred with the publication of DSM-III in 1980 (Lilienfeld & Landfield, 2008a; 
Widiger & Mullins-Sweatt, 2008).

Sheer size is certainly among the most notable differences between DSM-II and 
DSM-III. In fact, new DSMs typically include more disorders than the editions they 
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replace, with the jump between DSM-II and DSM-III being the largest. In the time 
between the original DSM (in 1952) and DSM-IV (in 1994), the number of disorders 
increased by more than 300% to a total of 368 distinct diagnoses covering an increasing 
scope of human behavior (Houts, 2002). The first two editions of the DSM were brief, 
spiral-bound books; the current DSM is 947 pages long.

What are the reasons for such an increase? On one hand, it is possible that in a 
relatively brief period of time, psychological science is accurately recognizing disor-
ders that went unrecognized (or at least unlabeled) for centuries before, an explanation 
called “scientific discovery.” On the other hand, it is also possible that psychology is 
making disorders out of some aspects of human experience that had previously been 
considered normal, an explanation called “social invention” (Houts, 2002). Ongoing 
debates have arisen regarding the relative truth of both of these explanations. Debates 
also continue regarding the expanding range of the DSM, in general, and the inclu-
sion and exclusion of some specific disorders as well. Some of these debates call into 
question the extent to which factors other than empirical data drive the decision mak-
ing of DSM authors, and the histories of certain disorders—some of which appear in 
the DSM, and some of which do not—have been offered as evidence (Caplan, 1995; 
Eriksen, 2005; Kutchins & Kirk, 1997). Box 2.1 illustrates some of the decisions rep-
resented in DSM revisions. Regardless of the outcomes or current status of diagnostic 
debates, recent DSM revisions represent important chapters of a long history of diag-
nostic labeling that characterizes clinical psychology.

Is It a DSM Disorder? Decisions to Include or Exclude Potential Disorders

Before each edition of the DSM is published, its 
authors oversee an extensive process during 
which they must, among other important 
tasks, decide whether or not to include certain 
experiences or sets of symptoms as official 
diagnoses. The implications of these classifi-
cation decisions are quite significant for many 
people, including clients who may be assigned 
the diagnosis, mental health professionals 
who may treat them, health insurance com-
panies who may pay for the treatment, and 
researchers who may investigate the issue.

Sometimes, DSM authors have decided to 
add an entirely new disorder to a revised edi-
tion. For example, borderline personality dis-
order, narcissistic personality disorder, and 
social phobia each appeared for the first time 
in DSM-III in 1980. At other times, DSM authors 
have, after serious consideration, decided not to 
include a proposed set of symptoms as an offi-
cial disorder. For years prior to the publication of 
DSM-IV, DSM authors contemplated adding dis-
orders tentatively named sadistic personality 
disorder and self-defeating personality disorder, 
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among others, but ultimately decided against it. 
On occasion, the DSM authors reverse a previ-
ous decision to include a disorder. Homosexual-
ity was listed as a disorder in DSM-I and DSM-II 
but was excluded from DSM-III (and subsequent 
editions) after extensive controversy. DSM-III 
also omitted inadequate personality disorder 
and asthenic personality disorder, which were 
included in previous editions.

A section of the current edition of the 
DSM (DSM-5) lists numerous proposed disor-
ders that were considered for inclusion but 
rejected by DSM authors. They are included 
as unofficial “proposed criteria sets” with the 
hope that additional research will inform 
future decisions to include or exclude them as 
official disorders. Included among these pro-
posed disorders are the following (American 
Psychiatric Association, 2013):

• Internet gaming disorder, in which 
the person’s Internet game-playing 
behavior causes clinically significant 
impairment or stress. The person 
is preoccupied with gaming, can’t 
control their gaming behavior, 
experiences withdrawal when 
access is taken away, experiences 
relationship problems due to 
gaming, or has similar symptoms.

• Attenuated psychosis syndrome, in 
which the person experiences mild 
or brief delusions, hallucinations, or 
other psychotic phenomena. These 
are the same kinds of symptoms 
experienced by people with 
schizophrenia, but in attenuated 
psychosis syndrome, the symptoms 
would be more fleeting, less intense, 
and the person’s perception of 
reality would remain largely intact. 
(Attenuated means reduced or 
lessened.)

• Persistent complex bereavement, in 
which the person experiences the 
death of a loved one and continues to 
be preoccupied with, yearn for, and 
feel intense sorrow about the person 
(among other symptoms) for over  
12 months (or 6 months for children).

• Nonsuicidal self-injury, which 
can involve cutting, burning, or 
otherwise intentionally hurting 
one’s own body without the intent 
to kill oneself, on 5 or more days 
in the last year. This behavior has 
long been recognized as a symptom 
of other disorders (especially 
borderline personality disorder), 
but with this proposed disorder, 
nonsuicidal self-injury would be a 
full-fledged disorder of its own.

There is no doubt that many individuals 
experience the phenomena described in these 
“proposed criteria sets.” The question is whether 
these experiences should be categorized as forms 
of mental illness or understood to be part of the 
range of normal human experience. Whether 
these experiences will be classified as official dis-
orders in a future edition of DSM depends, ulti-
mately, on decisions made by the DSM authors.

(Continued)
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Assessment of Intelligence

The emergence of the field of clinical psychology around the turn of the 20th cen-
tury coincided with a dispute among psychology’s pioneers about the nature of 
intelligence. Edward Lee Thorndike was among those who promoted the idea 
that each person possesses separate, independent intelligences, whereas Charles 
Spearman led a group of theorists who argued for the existence of “g,” a general 
intelligence thought to overlap with many particular abilities (Reisman, 1991). The 
outcome of this dispute would profoundly influence how clinical psychologists 
assessed intellectual abilities, an activity that, more than psychotherapy or any other, 
characterized clinical psychology as a profession in the early years of the profession  
(L. T. Benjamin, 2007).

An important development in the history of intelligence testing arose in the early 
1900s, when the French government sought help in determining which public school 
students should qualify for special services. In response to this request, Alfred Binet 
(along with Theodore Simon) created the first Binet-Simon scale in 1905 (Ferrand & 
Nicolas, 2015). This test yielded a single overall score, endorsing the concept of “g.” It 
was the first to incorporate a comparison of mental age to chronological age as a mea-
sure of intelligence. This comparison, when expressed as a division problem, yielded 
the “intelligence quotient,” or IQ. Binet’s test grew in popularity and was eventually 
revised by Lewis Terman in 1937. Terman’s revision was called the Stanford-Binet 
Intelligence Scales, the name by which the test is currently known (G. Goldstein, 
2008; Reisman, 1991).

The standardization sample and the age range of test takers improved with each 
new version of Binet’s test, but even after Terman revised it in 1937, it was still a 
child-focused measure of IQ. In 1939, David Wechsler filled the need for a test of 
intelligence designed specifically for adults with the publication of his Wechsler-
Bellevue test. It quickly became popular among psychologists working with adults, 
and its more recent revisions remain popular today. Since its creation, Wechsler’s 
adult intelligence scale has been revised and restandardized numerous times: the 
Wechsler Adult Intelligence Scale (WAIS) in 1955, the WAIS-R in 1981, the 
WAIS-III in 1997, and the WAIS-IV in 2008 (G. Goldstein, 2008; Reisman, 1991; 
Wasserman & Kaufman, 2015).

In 1949, Wechsler released a children’s version of his intelligence test (a more 
direct competitor for the Stanford-Binet), which he called the Wechsler Intelligence 
Scale for Children (WISC). The WISC distinguished itself from the Stanford-
Binet by the inclusion of specific subtests as well as verbal and performance scales 
(in addition to overall IQ). The WISC has been revised and restandardized several 
times: the WISC-R in 1974, the WISC-III in 1991, the WISC-IV in 2003, and the 
WISC-V in 2014. In 1967, Wechsler added an intelligence test designed for very 
young children called the Wechsler Preschool and Primary Scale of Intelligence 
(WPPSI). The WPPSI was revised in 1989 (WPPSI-R), 2002 (WPPSI-III), and 
2012 (WPPSI-IV).

Many other measures of child and adult intelligence have appeared during the time 
of the Stanford-Binet and the Wechsler tests, but more than any others, these two have 
established themselves as standards in the field. They have also established themselves as 
competitors in the marketplace of psychological assessment, and recent revisions in one 
have at times represented responses to successful strides made by the other.
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Assessment of Personality

The term mental test was first used by James McKeen Cattell in 1890 in an article titled 
“Mental Tests and Measurements” (Cattell, 1890). At that time, the term was used to refer 
to basic tests of abilities such as reaction time, memory, and sensation/perception. Soon, 
though, the term encompassed a wider range of measures, including not only the intel-
ligence tests described above but also tests of personality characteristics (Butcher, 2010).

The first two decades of the 20th century witnessed some of the earliest attempts to 
measure personality attributes empirically, but few had significant impact. In 1921, how-
ever, Hermann Rorschach published a test that had significant impact for many years 
to come. Rorschach, a Swiss psychiatrist, released his now-famous set of 10 inkblots, 
which rose quickly in popularity (despite the fact that in the early years, several different 
competing Rorschach scoring systems existed). As a projective personality test, the Rorschach 
Inkblot Method was based on the assumption that people will “project” their personalities 
onto ambiguous or vague stimuli; hence, the way individuals perceive and make sense of 
the blots corresponds to the way they perceive and make sense of the world around them. 
Psychodynamic practitioners, who dominated during the early and mid-1900s, found 
such tests especially compatible with their clinical approach to clients.

The success of Rorschach’s test was followed by a number of other projective tech-
niques (Reisman, 1991). For example, Christiana Morgan and Henry Murray published 
the Thematic Apperception Test (TAT) in 1935. The TAT was similar to the Rorschach 
in that the test taker responded to cards featuring ambiguous stimuli. However, instead of 
inkblots, the TAT cards depicted people in scenes or situations that could be interpreted 
in a wide variety of ways. Instead of identifying objects in the card (as they might with 
Rorschach’s inkblots), clients were asked to tell stories to go along with the interpersonal 
situations presented in the TAT cards. Again, their responses were thought to reflect 
personality characteristics. Other projective techniques that appeared in the aftermath of 
the Rorschach included the Draw-a-Person test, in which psychologists infer personality 
characteristics from clients’ drawings of human figures, and Julian Rotter’s Incomplete 
Sentence Blank (Rotter & Rafferty, 1950), in which psychologists assess personality by 
examining the ways clients finish sentence stems. Like the Rorschach, these and other 
projective personality tests have certainly enjoyed some degree of popularity, but their 
popularity has declined in recent decades as questions about their reliability and validity 
have accumulated.

Objective personality tests appeared soon after projectives, offering a very different (and, 
in many cases, more scientifically sound) method of assessing personality. Typically, these 
tests were pencil-and-paper instruments for which clients answered multiple-choice or 
true/false questions about themselves, their experiences, or their preferences. Scoring 
and interpretation were typically more straightforward than for projective tests. Some 
objective tests focused on specific aspects of personality, whereas others aimed to pro-
vide a more comprehensive overview of an individual’s personality. The Minnesota 
Multiphasic Personality Inventory (MMPI), written by Starke Hathaway and  
J. C. McKinley, is perhaps the best example of a comprehensive personality measure. 
When it was originally published in 1943, it consisted of 550 true/false statements. Test 
takers’ patterns of responses were compared with those of groups in the standardization 
sample who represented many diagnostic categories. Not only could this test help a psy-
chologist categorize a client through use of its clinical scales, it also used validity scales 
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to assess the test taker’s approach to the test. In other words, the MMPI had a built-in 
system to detect random responding or intentionally misleading responses. The MMPI 
became very popular, and by 1959, there were more than 200 separate scales consisting 
of combinations of MMPI items (Reisman, 1991).

In 1989, the Minnesota Multiphasic Personality Inventory-2 (MMPI-2) was released. 
Its norms were more appropriate than those of the original MMPI, especially in terms of 
including minorities and individuals from various regions of the country in the standard-
ization sample. It also eliminated some of the outdated or confusing language from the 
original test. An adolescent version of the test (the Minnesota Multiphasic Personality 
Inventory-Adolescent [MMPI-A]) followed in 1992. All versions of the MMPI have fea-
tured hallmarks of high-quality objective personality tests: easy administration and scor-
ing, demonstrable reliability and validity, and clinical utility.

Other objective tests have come and gone but none with the lasting impact or 
research base of the MMPI. The NEO Personality Inventory (NEO-PI), for example, 
and its successors, the NEO-PI-R and NEO-PI-3, have risen to some degree of prom-
inence in more recent decades as a personality measure less geared toward psychopa-
thology than is the MMPI (Costa & McCrae, 1985, 1992; McCrae, Costa, & Martin, 
2005). Rather than diagnostic categories, its scales are based on universal personality 
characteristics common to all individuals. Instruments measuring more specific states or 
traits have also appeared, including the Beck Depression Inventory (now in its second 
edition) and the Beck Anxiety Inventory (A. T. Beck & Steer, 1993; A. T. Beck, Steer, & 
Brown, 1996).

In recent decades, personality assessment tools have been used for an increasingly 
wider range of purposes, including job screenings and forensic purposes (e.g., child cus-
tody evaluations; Butcher, 2010). These uses have often generated significant contro-
versy and highlight the importance of validity and reliability in such tests—topics we 
cover in more detail in Chapter 6.

PSYCHOTHERAPY

Psychotherapy is the primary activity of clinical psychologists today, but that hasn’t 
always been the case. In fact, in 1930—more than a quarter century after Witmer 
founded the field—almost every clinical psychologist worked in academia (rather than 
as a practitioner), and it wasn’t until the 1940s or 1950s that psychotherapy played a 
significant role in the history of clinical psychology (L. T. Benjamin, 2005; Farreras, 
2016; Humphreys, 1996; McFall, 2006; Vasquez & Kelly, 2016; Wertheimer, 2000). In 
fact, in the first half of the 1900s, psychological testing was familiar territory for clini-
cal psychologists, “but it was important that they knew their place in a field dominated 
by medical practitioners . . . a strategy for treatment, and treatment—those were in the 
job description of the physician, not the psychologist” (L. T. Benjamin, 2007, p. 163). 
Without the demand created by the psychological consequences of World War II on 
U.S. soldiers, psychotherapy might have remained an uncommon activity of clinical psy-
chologists even longer (Bazar, 2015b, 2015c; L. T. Benjamin, 2007; Farreras, Routh, & 
Cautin, 2016). (See Box 2.2 for further exploration of the impact of war on the history 
of clinical psychology.)
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In the mid-20th century, when psychotherapy rose to a more prominent place in 
clinical psychology, the psychodynamic approach to therapy dominated (Routh, 1996). 
With time, challengers to the psychodynamic approach emerged (Engel, 2008; Hollon 
& DiGiuseppe, 2011; Routh, 2011). In the 1950s and 1960s, for example, behaviorism 
surfaced as a fundamentally different approach to human beings and their behavioral or 
emotional problems. The behavioral approach emphasizes an empirical method, with 
problems and progress measured in observable, quantifiable terms. This emphasis was 
in part a reaction to the lack of empiricism evident in psychodynamic psychotherapy. 
Humanistic (or “client-centered”) therapy also flourished in the 1960s, as Carl Rogers’s 
relationship- and growth-oriented approach to therapy offered an alternative to both 
psychodynamic and behavioral approaches that many therapists and clients found attrac-
tive. The family therapy revolution took root in the 1950s, and as the 1960s and 1970s 
arrived, understanding mentally ill individuals as symptomatic of a flawed system had 
become a legitimate—and, by some clinicians, the preferred—therapeutic perspective.

Most recently, interest in cognitive therapy, with its emphasis on logical thinking as 
the foundation of psychological wellness, has intensified to the point that it has become 
the most popular singular orientation among clinical psychologists (excluding eclectic 
or integrative approaches; Engel, 2008; Norcross & Karpiak, 2012; O’Donohue, 2009). 
Apart from the rise of cognitive therapy, the most striking feature of the current therapy 
marketplace is the utter range of therapy approaches. To illustrate, modern graduate 
textbooks for psychotherapy courses typically include at least a dozen chapters on dis-
tinct approaches (e.g., Corey, 2009; Prochaska & Norcross, 2014), with each chapter 
representing a full spectrum of more specific variations.

In addition to the sequential rise of these therapy approaches, recent decades have 
witnessed a movement toward combining them, in either eclectic or integrative ways 
(Goldfried, Glass, & Arnkoff, 2011), as well as the tremendous influence of cultural com-
petence on any and all such approaches (Comas-Díaz, 2011a, 2011b).

Many of these therapy approaches are covered in detail elsewhere in this  
book, but for now, the important point is that the plethora of therapy options currently 
available to clinical psychologists did not always exist. Rather, these methods have 
evolved over the history of the discipline, with each new therapy approach emerging 
from the context of—and often as a reaction against—the therapies that came before it.
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.2 The Influence of War on Clinical Psychology

It is difficult to overestimate the influence of 
war and its aftermath on the development of 
clinical psychology as a profession. Therapy, 
assessment, and training have all been shaped 
by the attempts of various governments 
and individuals to select soldiers and treat 
them after they have served their countries  

(R. R. Baker & Pickren, 2011; Bazar, 2015a, 2015c; 
L. T. Benjamin, 2007; Tryon, 2008). Numerous 
critical incidents in the history of clinical psy-
chology can be directly tied to military factors:

• Robert Yerkes chaired the 
Committee on the Psychological 
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Examination of Recruits that created 
the Army Alpha and Beta intelligence 
tests during World War I. These tests, 
which were used to measure the 
intelligence of recruits and soldiers, 
are considered precursors to today’s 
most widely used measures of 
intelligence (McGuire, 1994).

• David Wechsler’s creation of 
the Wechsler-Bellevue, his first 
intelligence test, stemmed from 
his clinical experiences during 
World War I measuring intellectual 
capacities of military personnel. This 
test led to the WAIS, and ultimately 
the WISC and WPPSI, the revisions of 
which are currently the most widely 
used measures of adult and child 
intelligence in the United States 
(Boake, 2002; Reisman, 1991).

• In the aftermath of World War II, 
many U.S. veterans returned home 
with “shell shock,” as it was called 
at the time, and other psychological 
effects of battle (L. T. Benjamin, 
2005; Farreras et al., 2016; J. G. 
Miller, 1946). (Posttraumatic stress 
disorder later replaced shell shock 
as the accepted diagnostic label.) 
The U.S. government (specifically, 
the Veterans Administration—
now the Department of Veterans 
Affairs) responded by requesting 
that the American Psychological 
Association formalize the training of 
clinical psychologists and provided 
significant funding to ensure 
the availability of such training 
opportunities. These efforts led to 
accreditation of clinical psychology 
doctoral training programs 

and ultimately to the scientist-
practitioner (i.e., Boulder) model 
of training. This training model 
continues to dominate the field, and 
the strong relationship between 
Veterans Affairs and clinical 
psychology training, including 
a large number of internships 
at various levels, continues as 
well (R. R. Baker & Pickren, 2011; 
Humphreys, 1996; Kutchins & 
Kirk, 1997). By 2014, there were 
4,700 psychologists (including 
both clinical psychologists and 
counseling psychologists) working 
within the Department of Veterans 
Affairs (Zeiss, Zeiss, & Carroll, 2016).

• The Nazi presence in Eastern Europe 
in the 1930s forced many influential 
figures in clinical psychology—most 
notably, Sigmund Freud and other 
Jewish psychodynamic leaders—
to flee their home countries. 
This forced relocation facilitated 
the spread of their theories and 
clinical approaches to England and, 

}} Photo 2.3
War has influenced the field of clinical psychology 
in numerous ways. for soldiers involved in direct 
combat, how might clinical psychologists be most 
helpful?

(Continued)
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ultimately, to the United States 
(Reisman, 1991).

• Recent U.S. military events, including 
efforts in Iraq and Afghanistan, 
have illustrated the crucial role 
that clinical psychologists continue 
to play for soldiers and veterans 
(Lorber & Garcia, 2010; Maguen et al., 
2010). In fact, Veterans Affairs is one 
of the country’s largest providers 
of mental health services, with 
almost 1 million veterans receiving 
such services within a recent 1-year 

period (M. G. Hunt & Rosenheck, 
2011).

Consider the most recent missions carried 
out by U.S. military personnel. How will the 
profession of clinical psychology be shaped by 
these activities? What needs will clinical psy-
chologists be challenged to meet, and how do 
these needs compare to those stemming from 
early war-related activities? Besides military 
personnel themselves, who might benefit from 
the services of clinical psychologists in relation 
to these activities?

(Continued)

DEVELOPMENT OF THE PROFESSION

Just as clinical psychology’s primary activities, such as psychotherapy and assessment, 
have evolved, the profession itself has progressed since its inception. Even in the earliest 
years, significant steps were evident. For example, in 1917, the American Association of 
Clinical Psychologists was founded, and in 1919 it transitioned into the Clinical Section 
of the American Psychological Association. In 1921, the Psychological Corporation was 
founded, foreshadowing the big business that was to become of psychological tests and 
measures of intelligence and personality.

In the 1940s, education and training in clinical psychology became more widespread 
and more standardized. The number of training sites increased dramatically, and the 
American Psychological Association began accrediting graduate programs that offered 
appropriate training experiences in therapy, assessment, and research. Veterans Affairs 
hospitals began their long-standing relationship with clinical psychology by funding 
graduate training and internships. And in 1949, the historic Boulder conference took 
place, at which training directors from around the country agreed that both practice and 
research were essential facets of PhD clinical psychology training (Cautin, 2011).

The 1950s produced more evidence that clinical psychology was a burgeoning 
profession. Therapy approaches proliferated, with new behavioral and humanistic/
existential approaches rivaling established psychodynamic techniques. The extent to 
which psychotherapy did or didn’t work also received increased attention, kick-started 
by Eysenck’s (1952) critical analysis. The American Psychological Association also 
published the first edition of its ethical code in 1953, with significant discussion of 
clinical activities, reflecting a new level of professional establishment for clinical psy-
chology (McFall, 2006; Tryon, 2008).
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In the 1960s and 1970s, the profession of clinical psychology continued to diversify, 
successfully recruiting more females and minorities into the field. Clinical approaches 
continued to diversify as well, as behaviorism, humanism, and dozens of other approaches 
garnered large followings. The first PsyD programs appeared, offering graduate training 
options that emphasized applied clinical skills over research expertise. And signifying 
that psychotherapy was becoming a recognized part of American health care, insurance 
companies began to authorize payment for clinical psychologists’ services just as they did 
for the services of many medical specialists.

In the 1980s, clinical psychologists enjoyed increased respect from the medical 
establishment as they gained hospital admitting privileges and Medicare payment privi-
leges. Larger numbers of graduate training institutions continued to train larger numbers 
of new clinical psychologists, and the number of American Psychological Association 
members who were clinicians approached 50%. Psychotherapy burgeoned, especially 
in private practice settings, but the use of intelligence and personality testing decreased 
(Reisman, 1991). The growth of the profession continued through the 1990s and 2000s, 
as did the trend toward diversity in gender and ethnicity of those joining it (DeLeon, 
Kenkel, Garcia-Shelton, & VandenBos, 2011).

The size and scope of the field continues to grow, largely to meet the demand for 
psychotherapy services. In the late 1950s, only 14% of the U.S. population had ever 
received any kind of psychological treatment; by 2010, that number had climbed to 50%. 
Professional training options continue to multiply as well. Today’s aspiring clinical psy-
chologists have more choices than ever: the science/clinical balance of traditional PhD 
programs, PsyD programs emphasizing clinical skills, and more selected PhD programs 
that endorse the clinical scientist model of training and lean heavily toward the empiri-
cal side of the science/clinical continuum (Klonoff, 2011; McFall, 1991; Stricker, 2011). 
Numerous specializations, including forensic psychology and health psychology (illus-
trated by the inclusion of increasing numbers of clinical psychologists on primary health 
care teams), are flourishing (Goodheart & Rozensky, 2011). Empirical support for clini-
cal techniques, prescription privileges, and new technologies (as described in Chapter 3) 
are among the other major professional developments in recent years.

To summarize the events described in this chapter, Box 2.3 presents a timeline of 
important events in the history of clinical psychology.

B
O

X
 2.3

Timeline of Key Historical Events in Clinical Psychology

Year Event

1796 William Tuke opens York Retreat in england

1801 Philippe Pinel publishes book on humane treatment of mentally ill (Medico-
Philosophical Treatise on Mental Alienation or Mania)

(Continued)
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Year Event

1824 eli Todd opens The Retreat in Hartford, Connecticut

1840 U.S. Census Bureau lists one category of mental disorder (“idiocy/insanity”)

1841 Dorothea Dix encounters mentally ill in Boston prison, prompting extensive 
efforts for better treatment

1880 U.S. Census Bureau lists seven categories of mental disorders

1890 “Mental test” is used in print for the first time by Cattell

1892 Lightner Witmer earns his doctoral degree

1893 emil Kraepelin proposes the early diagnostic category “dementia praecox”

1896 Lightner Witmer opens the first psychological clinic at the University of 
Pennsylvania

1905 Binet-Simon intelligence test is published in france

1907 Lightner Witmer founds the first professional journal of clinical psychology, The 
Psychological Clinic

1914 Psychology clinics proliferate; about 20 in operation

1916 Stanford-Binet Intelligence Test (as translated by Terman) is published in the 
United States

1917 American Association of Clinical Psychologists is founded

1921 Psychological Corporation is founded

1921 Rorschach inkblot technique published

1930s to 1950s Psychoanalysis dominates psychotherapy

1935 Thematic Apperception Test published

1935 Psychology clinics proliferate further; more than 150 in operation

1939 Wechsler-Bellevue Intelligence Test published; first designed for adults

1943 Minnesota Multiphasic Personality Inventory (MMPI) published

1949 Wechsler Intelligence Test for Children (WISC) published

1949 Boulder conference held; yields scientist-practitioner training model

1950s to 1970s Alternatives to psychoanalytic psychotherapy emerge (e.g., behaviorism, 
humanism, family/systems)

(Continued)
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Year Event

1952 Hans eysenck publishes early, critical review of psychotherapy outcome

1952 Diagnostic and Statistical Manual of Mental Disorders (DSM) published

1953 American Psychological Association publishes first ethical code

1955 Wechsler Adult Intelligence Scale (WAIS) published

1967 Wechsler Preschool and Primary Scale of Intelligence (WPPSI) published

1968 DSM-II published

1973 vail conference held; yields PsyD and practitioner-scholar training model

1974 WISC-R published

1980s to 2000s Cognitive psychotherapy rises in prominence

1980 DSM-III published; specific diagnostic criteria and multiple axes appear

1981 WAIS-R published

1985 NeO Personality Inventory (NeO-PI) published

1987 DSM-III-R published

1989 MMPI-2 published

1989 WPPSI-R published

1991 Richard Mcfall publishes “manifesto”; yields “clinical scientist” training model

1991 WISC-III published

1992 MMPI-A published

1994 DSM-IV published

1997 WAIS-III published

1999 NeO-PI-R published

2000 DSM-IV-R published

2002 WPPSI-III published

2003 WISC-Iv published

2008 WAIS-Iv published

2008 MMPI-2-Rf published

2013 DSM-5 published
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CHAPTER SUMMARY

The roots of clinical psychology can be traced 
to pioneering efforts in the late 1700s and 1800s 
by William Tuke, Philippe Pinel, Eli Todd, 
Dorothea Dix, and others to treat the mentally ill 
in a humane rather than punitive way. The field 
of clinical psychology was formally founded by 
Lightner Witmer, who founded the first psycho-
logical clinic at the University of Pennsylvania 
in 1896 and created the first professional jour-
nal devoted to clinical psychology in 1907. Early 
efforts to diagnose mental problems were quite 
rudimentary, but the work of Emil Kraepelin 
and others eventually led to more sophisticated 
diagnostic classification systems, culminating 
in the current edition of the DSM (DSM-5), 
which defines hundreds of disorders according 
to specific diagnostic criteria. The assessment 
of intelligence has evolved from the earliest 
work of Alfred Binet, David Wechsler, and oth-
ers to the current editions of their tests, such as 

the Stanford-Binet and the WAIS, WISC, and 
WPPSI. Early attempts to assess personality were 
primarily projective tests, such as the Rorschach 
Inkblot Method and the TAT. Those tests were 
soon followed by objective personality tests such 
as the MMPI, many of which have achieved high 
levels of reliability and validity. Although psy-
chotherapy is currently the dominant profes-
sional activity of clinical psychologists, it was 
relatively uncommon until the 1940s and 1950s. 
At that time, the psychodynamic approach to 
therapy prevailed, but behaviorism and human-
ism rose to popularity in the decades that fol-
lowed. Currently, the cognitive approach is the 
most popular single-school therapy approach, 
and the number of distinct approaches to therapy 
continues to proliferate. As a profession, clinical 
psychology continues to evolve in many ways, 
including a diversification of its members and its 
graduate training options.

KEY TERMS AND NAMES

behavioral 38
Alfred Binet 35
Boulder conference 40
cognitive 38
dementia praecox 32
diagnostic criteria 32
Dorothea Dix 29
endogenous disorders 32
exogenous disorders 32
Starke Hathaway 36
humanistic 38
Emil Kraepelin 32
J. C. McKinley 36
Minnesota Multiphasic 

Personality Inventory 
(MMPI) 36

Christiana Morgan 36
multiaxial system 32
Henry Murray 36
neurosis 31
Philippe Pinel 28
psychodynamic 38
The Psychological Clinic 31
psychosis 31
The Retreat 29
Hermann Rorschach 36
Stanford-Binet Intelligence 

Scales 35
Edward Lee  

Thorndike 35
Eli Todd 29
William Tuke 28

Wechsler Adult Intelligence Scale 
(WAIS) 35

Wechsler Intelligence Scale for 
Children (WISC) 35

Wechsler Preschool and 
Primary Scale of Intelligence 
(WPPSI) 35

Wechsler-Bellevue 35
Lightner Witmer 30
York Retreat 28



CHAPTeR 2  •  evOLUTION Of CLINICAL PSYCHOLOGY    45

CRITICAL THINKING QUESTIONS

1. How essential were the contributions of William 
Tuke, Philippe Pinel, Eli Todd, and Dorothea 
Dix to the creation of the field of clinical 
psychology? Would the field exist today without 
their work?

2. Psychotherapy was not even mentioned in 
Lightner Witmer’s original definition of clinical 
psychology, but in recent decades, psychotherapy 
has been the most common activity of clinical 
psychologists. In your opinion, what factors 
might have contributed to the rise in prominence 
of psychotherapy?

3. In your opinion, why has the number of 
disorders defined by successive editions of the 
DSM continued to increase?

4. In your opinion, which of the current proposed 
disorders (as listed in Box 2.1) should be included 
as official disorders in the next edition of the 
DSM? On what do you base your opinion?

5. To what extent would you expect a graduate 
program’s model of training (e.g., scientist-
practitioner, practitioner-scholar, or clinical 
scientist) to influence the types of personality 
assessment tools (e.g., projective or objective) it 
trains its students to use?

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

History of Psychology

http://www.apa.org/pubs/journals/hop/

Journal of the History of the Behavioral Sciences

http://www.wiley.com/WileyCDA/WileyTitle/ 
productCd-JHBS.html

Journal of Clinical Psychology

http://onlinelibrary.wiley.com/journal/10.1002/
(ISSN)1097-4679

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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3

Chapter 2 illustrated that at any given point in the history of clinical psychology, the 
field is defined by a few topical issues, challenges, and controversies. The present is 

certainly no exception. The issues facing the field today have an undeniable influence on 
clinical psychologists and those with whom they work, and the way these issues are resolved 
will shape the field for decades to come.

PRESCRIPTION PRIVILEGES

Historically, the ability to prescribe medication has been one of the primary distinc-
tions between psychiatrists and psychologists. In fact, in the eyes of the general pub-
lic, it is a defining difference between the professions (Balon, Martini, & Singareddy, 
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Learning 
Objectives
3.1 Articulate the arguments 

for and against clinical 
psychologists gaining 
prescription privileges.

3.2 Discuss the merits and 
limitations of evidence-based 
practice/manualized therapy.

3.3 Debate the overexpansion of 
mental disorders attributed 
to the DSM.

3.4 Understand the influence 
of third-party payers on the 
provision of psychological 
services.

3.5 Describe how technology 
can be used in the delivery of 
psychological services.

2004). However, in recent years, some clinical psychologists have 
actively pursued prescription privileges (Burns, Rey, & Burns, 
2008; DeLeon, Kenkel, Gray, & Sammons, 2011; Heiby, 2015; 
McGrath, 2010; Sammons, 2016; Tryon, 2008). The roots of the 
movement were established in the 1980s, but in the 1990s and 
2000s, it rose to the level of a high-profile, high-stakes debate. 
The American Psychological Association published numer-
ous articles endorsing prescription privileges (e.g., American 
Psychological Association, 1996a) and offering suggestions for 
training of psychologists to become proficient in the knowl-
edge necessary to prescribe safely and effectively (American 
Psychological Association, 1996b). In addition, several outspo-
ken and prominent individuals have also promoted the move-
ment toward prescribing, including Patrick H. DeLeon, a 
former president of the American Psychological Association 
(DeLeon & Wiggins, 1996); Morgan T. Sammons, a widely 
recognized expert on psychopharmacology and 1 of 10 psy-
chologists who took part in the first experimental pilot program 
of psychologists prescribing medication (Dittman, 2003); and 
Robert McGrath, training director of the Psychopharmacology 
Postdoctoral Training Program in the School of Psychology 
at Fairleigh Dickinson University and former president of the 
American Society for the Advancement of Pharmacotherapy 
(American Psychological Association, Division 55).

The prescription privilege movement scored notable vic-
tories when two states—New Mexico and Louisiana—became 

the first to grant prescription privileges to appropriately trained psychologists in 2002 
and 2004, respectively. Illinois followed in 2014, as did Iowa in 2016 and Idaho in 2017 
(DeAngelis, 2017). Many other states have given serious consideration to similar legis-
lation in recent years.

Other significant steps in the movement toward prescription privileges include the 
creation of the aforementioned APA Division 55 in 2000, as well as the psychophar-
macology training programs available for psychologists in the U.S. military (Sammons, 
2011). Nonetheless, the issue remains hotly debated, with significant numbers of clinical 
psychologists and worthy arguments on both sides (e.g., DeLeon, Dunivin, & Newman, 
2002; Heiby, 2002; Robiner, Tumlin, & Tompkins, 2013; Sammons, 2016).

Why Clinical Psychologists Should Prescribe

 � Shortage of psychiatrists. In some parts of the country, there simply aren’t enough 
psychiatrists to serve the population adequately. Especially in some rural areas, there is 
a strikingly low ratio of professionals with the training and ability to prescribe psycho-
active medications to the number of people who need them. In fact, when clinical psy-
chologists successfully lobbied for prescription privileges in New Mexico and Louisiana, 
a cornerstone of their argument was the low number of psychiatrists per capita in many 
parts of these two states (Long, 2005). Underserved segments of society would benefit 
from a higher ratio of prescribers to patients.

 Web Link 3.1
Video of group 
advocating 
prescription 
privileges

 Web Link 3.2
Prescription 
privileges in New 
Mexico
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 � Clinical psychologists are more expert than primary care physicians. Although psychi-
atrists have specialized training in mental health issues, they aren’t the only ones pre-
scribing psychoactive medications. In fact, by some estimates, more than 80% of the 
prescriptions written for psychoactive medications come from primary care physicians 
(e.g., Cummings, 2007). When it comes to expertise in mental health problems, clinical 
psychologists’ training is more extensive and specialized than physicians’; therefore, clin-
ical psychologists could be better able to diagnose problems correctly and select effective 
medications.

 � Other nonphysician professionals already have prescription privileges. Dentists, podia-
trists, optometrists, and advanced practice nurses are among the professionals who are 
not physicians but have some rights to prescribe medication to their patients. Their suc-
cess in this activity sets a precedent for specially trained clinical psychologists to do the 
same. Especially when we consider that general practitioner physicians—whose specific 
training in psychological issues is limited—currently prescribe a high proportion of psy-
choactive medication, it seems reasonable to allow clinical psychologists to use their 
specialized expertise for the purpose of prescribing.

 � Convenience for clients. Antonio is a 9-year-old boy with attention-deficit/hyperac-
tivity disorder (ADHD). Angela is a 38-year-old woman with major depression. Antonio 
and Angela could benefit from both nonpharmacological interventions (psychotherapy, 
counseling, etc.) and prescription medications. Without prescription privileges, clini-
cal psychologists can provide the therapy, but they cannot provide the medication. The 
result is that Antonio (and his parents) and Angela will both need to be referred to a phy-
sician, such as a psychiatrist, to be evaluated for medication. Of course, this increases the 
time and money that these clients must spend on appointments. In addition, it requires 
the two busy mental health professionals to communicate consistently with each other 
about their shared clients, and a misunderstanding between the two could result in com-
plications for the clients. With prescription privileges, Antonio and Angela could get 
both their therapy and their medication from the same source—the clinical psychologist. 
From the client’s perspective, treatment is streamlined, saving both time and money. And 
the risk of problems due to miscommunication between professionals is eliminated.

 � Professional autonomy. With prescription privileges, clinical psychologists can feel 
capable of independently providing a wider range of services to their clients. Without 
them, they may feel restricted in what they can accomplish for their clients. Of course, 
clinical psychologists should always strive to work collaboratively with other profession-
als involved in their clients’ treatment. But at the same time, with prescription privileges, 
their ability to treat the physical and psychological aspects of their clients’ difficulties 
autonomously, without relying on psychiatrists or other physicians, is greatly increased.

 � Professional identification. In the eyes of the general public, psychologists may 
be difficult to distinguish from other nonprescribing therapists or counselors such as 
licensed professional counselors, social workers, and the like. The ability to prescribe 
immediately sets psychologists apart from—and, many would argue, above—these other 
professions.

 � Evolution of the profession. Clinical psychology has undergone many significant 
changes in its brief history. It has incorporated many treatment techniques (e.g., ther-
apy approaches) that were initially unfamiliar, and in the process, the profession has 
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thrived. Embracing prescription privileges is seen by 
many as the next logical step in the progression. To 
stand in its way, some argue, is to impede the evolu-
tion of the field (DeLeon et al., 2002). Prescriptive 
authority could open multiple doors to professional 
opportunity for clinical psychologists, from direct 
pharmaceutical treatment of clients to consultation 
with physicians about psychoactive medications for 
their patients (Burns et al., 2008).

� Revenue for the profession. The profession and 
its members stand to benefit financially from pre-
scription privileges as well (Cummings, 2007). The 
potential for increased income as a result of prescrip-

tion practices may offset some of the salary decreases reported by psychologists in recent 
decades, including those occurring as a result of the impact of managed care (as reported 
by M. J. Murphy, DeBernardo, & Shoemaker, 1998). In fact, strong opposition to the 
prescription privilege movement has emerged from psychiatrist organizations, whose 
members stand to lose business if psychologists gain the ability to prescribe. And the 
scope of this business should not be underestimated: During the 1990s, the percentage 
of people in treatment for depression who received an antidepressant drug doubled, from 
37% to 74%, and in 2007, antidepressants were the most commonly prescribed category 
of drug in the United States (Sammons, 2011).

Why Clinical Psychologists Should Not Prescribe

 � Training issues. What kind of education should clinical psychologists receive 
before they are licensed to prescribe? What should it cover? Who should teach them? 
When should it take place? (Early in graduate school? During the predoctoral intern-
ship? As specialized training after the doctoral degree?) All these questions complicate 
the pursuit of prescription privileges. Some have argued that for a comprehensive under-
standing of everything involved in a prescription decision, prescribers need something 
close to full-fledged medical school training. Only in this way could they appreciate 
the potential impact of a drug on the multiple systems of the body, the possibility of 
drug interactions, and all other medical factors (Griffiths, 2001; Robiner et al., 2002). 
Others have argued that with far less training, clinical psychologists could gain a basic 
competence in psychopharmacology (R. J. Resnick & Norcross, 2002; Sammons, Sexton, 
& Meredith, 1996). Most proposals fall somewhere between these two extremes, but 
the scope of pharmacology training for clinical psychologists is not entirely resolved. In 
fact, debates about current training standards are ongoing, with some arguing that phar-
macologically trained psychologists are better trained in psychoactive medications than 
are the physicians and nurses who prescribe them (Muse & McGrath, 2010) and others 
strongly disagreeing, labeling psychologists’ training substandard (Heiby, 2010). Some 
have even promoted the notion that clinical psychologists should receive some training 
in psychopharmacology even if they don’t plan to prescribe, because without such train-
ing, they are unable to communicate effectively with medical professionals with whom 

}} Photo 3.1
In your opinion, 
should clinical 
psychologists 
have prescription 
privileges? Why or 
why not?
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they share clients (Julien, 2011). Moreover, the pragmatics of pharmacological training 
remain uncertain. If such training were added to existing graduate programs, it might 
extend them by many semesters. (Currently, the only state with a plan for training at the 
predoctoral level is Illinois; the other states that have approved prescription privileges 
all require that the psychologist already be licensed before pursuing additional training 
[DeAngelis, 2017].) And many graduate programs in clinical psychology currently lack 
faculty with the expertise to teach these courses. It is noteworthy that only a small fraction 
of psychologists in New Mexico and Louisiana have actually obtained prescription priv-
ileges (as of 2015, the total was approximately 160)—a fact probably related to training 
requirements that extend for long periods of time (DeAngelis, 2017; Heiby, 2015; Linda 
& McGrath, 2017). A survey of medical colleagues of those prescribing psychologists 
found that they had extremely positive impressions. Specifically, the medical colleagues 
strongly believe that prescribing psychologists have adequate training, make prescription 
decisions safely, and know when to refer to other specialists (Linda & McGrath, 2017).

 � Threats to psychotherapy. If clinical psychologists can prescribe, what will become 
of psychotherapy? Some have wondered if we will see a drift within the profession from 
“talk therapy” to pharmacological intervention. Clients may come to expect medication 
from clinical psychologists, and clinical psychologists may discover that prescribing is 
more profitable than therapy. The way psychologists understand and intervene with their 
clients may fundamentally shift from an appreciation of behavioral, cognitive, or emo-
tional processes to symptom reduction via pharmacology. Some have pointed out that 
the profession of psychiatry has witnessed a drift of this sort and that clinical psychology 
could lose something of its essence if it does the same (McGrath, 2004; McGrath et al., 
2004). As Cummings (2007) put it,

Undoubtedly, the acquisition of prescription authority . . . would 
significantly expand the economic base of psychological practice. When that 
day comes, it remains to be seen, however, whether they abandon the hard 
work of psychotherapy for the expediency of the prescription pad. (p. 175)

 � Identity confusion. Until all active psychologists prescribe (which, if it occurs at 
all, is certainly decades away), an identity crisis could emerge within the clinical psychol-
ogy profession. Some clinical psychologists will prescribe, whereas others won’t. Some 
may have been trained during graduate school; others may have returned for specialized 
training long after they gained their doctoral degrees. Without an effective effort to 
keep the public educated about our profession, a client referred to a particular clinical 
psychologist may feel justifiably puzzled about whether prescription medication might 
be part of the treatment program.

 � The potential influence of the pharmaceutical industry. Reports of drug companies’ 
attempts to increase profit—by offering gifts to prescribers, funding research, and con-
trolling the publication of research results—have become widespread (e.g., Healy, 2004; 
C. Lane, 2007). Some opponents of the prescription movement have expressed concern 
that if psychologists prescribe, they will inevitably find themselves targeted by the phar-
maceutical industry and will be pressured to consider factors other than client welfare 
when making prescription decisions. Some psychologists have gone so far as to call for 
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formal professional guidelines to address how psychologists should interact with drug 
companies (McGrath et al., 2004).

EVIDENCE-BASED  
PRACTICE/MANUALIZED THERAPY

Like the prescription privilege movement, the movement in favor of evidence-based 
practice and manualized therapy has intensified in recent decades, as has the reaction 
to it. In fact, “few topics in mental health are as incendiary, consequential, and timely as 
evidence-based practices” (Norcross, Beutler, & Levant, 2006, p. 3; see also Gaudiano & 
Miller, 2013; Ollendick & King, 2012; Truijens, Zühlke-van Hulzen, & Vanheule, 2019). 
Before we consider both sides of the argument, let’s consider a brief history of the factors 
that have led to the debate.

For many decades, researchers in the field of psychotherapy have sought to answer 
questions about its benefits, or how well therapy “works.” Hans Eysenck’s (1952) bold 
statement that therapy had no proof of positive outcome sparked much research on the 
topic, and this early wave of research basically proved Eysenck wrong—psychotherapy 
was found to be quite efficacious (M. L. Smith & Glass, 1977; M. L. Smith, Glass, & 
Miller, 1980). However, much of this research was specific neither to any particular type 
of psychotherapy nor to any particular disorder; it simply supported the idea that therapy 
of any kind was more helpful than no therapy for people with any disorder. Subsequent 
steps in this line of research addressed more specific, targeted questions. Rather than ask-
ing broadly, “Does therapy work?” researchers began asking more specifically, “Which 
forms of therapy work best for which disorders?”

Take an insider’s perspective on the methodological differences between the more 
general and more specific types of therapy outcome studies. Imagine that you are one 
of the therapists involved in an early study on psychotherapy efficacy, perhaps in the 
1970s. You and the other therapists are each assigned a certain number of clients and 
are instructed simply to provide therapy to them. The instructions are no more specific 
or detailed than that. As a result, the therapy done in this study varies widely from one 
client to the next and from one therapist to the next. This lack of uniformity between 
therapies is not a problem, though, because the aim of the study is simply to compare 
those receiving therapy of any kind with similar individuals not receiving therapy (the 
control group).

But this lack of uniformity between therapies would be a major problem in the type 
of therapy outcome study more common in recent years, such as a more targeted study 
on the effects of a specific form of therapy. In fact, if you designed this type of study, 
you would want to make absolutely sure that the therapy was somewhat uniform across 
all clients, even if different therapists provided it. After all, defining the therapy in exact 
terms is a prerequisite to demonstrating how effective that particular type of therapy is 
and offering a description of it to others. So, rather than broadly instructing the study’s 
therapists to practice therapy, or providing a vague description of the category of therapy 
to practice, you would provide much more detailed instructions. In short, you would 
provide a therapy manual. One purpose of this manual is to keep variability among 
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therapists to a minimum, such that if the technique proves effective, it can be shared with 
others in exact, unambiguous terms.

Since the 1980s, publications of this type of outcome research—how well a manual-
ized therapy works on a particular disorder—have proliferated. As examples, researchers 
have tested exposure and response prevention, a specific form of behavior therapy, for the 
treatment of obsessive-compulsive disorder; dialectical behavior therapy (DBT) for the 
treatment of borderline personality disorder; and specific cognitive therapy techniques 
for the treatment of depression (Woody & Sanderson, 1998). In each of these cases, the 
specific therapy proved effective in the treatment of the target disorder, and the authors 
published their results in professional journals. As such published reports accumulated, 
Division 12 (Clinical Psychology) of the American Psychological Association created a 
task force to compile them into a list to serve as a reference for therapists who sought the 
most proven therapies for particular disorders. The therapies on this list were originally 
called “empirically validated” treatments, but the terminology soon changed to “empir-
ically supported” treatments and eventually to “evidence-based practice” (e.g., Kazdin 
& Weisz, 2003; La Roche & Christopher, 2009). This change in terminology is import-
ant because the current term, evidence-based practice, incorporates not only the particular 
treatment itself but also factors related to the people providing and receiving it. More 
specifically, evidence-based practice is defined as “the integration of the best available 
research with clinical expertise in the context of patient characteristics, culture, and pref-
erences” (APA Presidential Task Force on Evidence-Based Practice, 2006, p. 273). This 
three-part definition is often called a three-legged “stool,” with each leg representing an 
essential part of what supports psychotherapy. So research (often in the form of random-
ized clinical trials of manualized therapies) is just one leg of the stool; the other legs focus 
on the clinician’s knowledge and capability regarding the treatment and the qualities of 
the client (including culture and personal preferences) that could influence how effective 
the treatment will be (Barlow, Bullis, Comer, & Ametaj, 2013; Goldfried, 2013; Norcross, 
Freedheim, & VandenBos, 2011; Spring & Neville, 2011). Research on the leg involving 
the client’s preferences shows that it is quite important (E. Murphy & Hankerson, 2018). 
A meta-analysis of 53 studies on client preference that considered therapy outcomes 
of over 16,000 clients found that preference accommodation was associated with fewer 
dropouts and more positive treatment outcome, regardless of what the specific prefer-
ence was (Swift, Callahan, Cooper, & Parkin, 2018).

The first list of empirically validated treatments was published in 1995, and updates 
appeared in 1996 and 1998 (Chambless et al., 1996, 1998; Task Force on Promotion and 
Dissemination of Psychological Procedures, 1995). A landmark book titled A Guide to 
Treatments That Work was also published around this time, with more detailed informa-
tion about these therapies (Nathan & Gorman, 1998). In the years that have followed, 
numerous books of this type, offering chapter-by-chapter guides to “what works” for 
which disorders, have emerged (e.g., Carr, 2008; Norcross, Hogan, Koocher, & Maggio, 
2017; A. Roth & Fonagy, 2005). Numerous websites now provide continuously updated 
lists of treatments that work to both therapists and prospective clients. One example is 
psychologicaltreatments.org, a site maintained by Division 12 (Clinical Psychology) of 
the American Psychological Association, where visitors can search by disorder or treat-
ment to find detailed information about research support that a particular treatment has 
for a particular disorder. Division 53 (Clinical Child and Adolescent Psychology) offers a 
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Metaphorically Speaking: Evidence-Based  
Treatment Manuals and Teaching Manuals

Think about your high school chemistry 
teacher. Specifically, think about the way that 
teacher taught chemistry—the general style or 
approach he or she had, the lectures, discus-
sions, lab experiments, homework, exams, and 
so on. The material was basically the same for 
all of us, but we can be sure that our teachers’ 
presentation styles varied widely.

Which of their methods works best? 
With so many different techniques in prac-
tice, it seems reasonable to wonder which 
particular way of teaching high school chem-
istry is most effective. To begin to answer 
this question empirically, we would need to 
define a few things up front. For example, 
we’d have to define the teaching techniques 
very specifically. We couldn’t simply compare, 
say, a “lecture-based” style with a “discus-
sion-based” style, or a “laid-back” approach 
with a “high-pressure” approach—these 
descriptions are too vague. Instead, we would 
need to instruct chemistry teachers exactly 
how to teach—in other words, give them a 
manual with detailed instructions—to deter-
mine exactly what works and what doesn’t.

We’d also have to define up front the out-
comes, or the results, of the teaching methods 
we’re examining. From our empirical point of 
view, objective and measurable results would 
be best. Scores on standardized chemistry 
exams might work well, for example. We cer-
tainly would want to avoid more subjective 
outcome measures such as, say, students’ 
level of interest in chemistry or the degree to 
which the course inspired a general passion 
for learning—these are simply too hard to 
measure reliably and validly.

Once we have our methods and outcome 
measures defined, we could run our “chem-
istry teaching experiment.” If the results 

demonstrate that a particular approach to 
teaching high school chemistry was in fact 
effective (especially if these results were 
obtained in multiple studies), we could share 
our results with high school chemistry teach-
ers around the world. They, in turn, might 
adopt our “proven” method rather than use 
their own personal or idiosyncratic methods, 
which lack any such empirical support. Even-
tually, it is possible that all high school chem-
istry teachers would teach chemistry the same 
way, using the one method that has the most 
empirical evidence.

Like teachers, psychologists all have 
their own unique methods when practicing 
psychotherapy. But which methods are best 
for which disorders? Hundreds of empiri-
cal studies by clinical psychology research-
ers have addressed this question, using an 
approach similar to the one we considered 
above for teaching high school chemistry. 
First, the researchers defined the therapy 
in specific terms in a therapy manual and 
instructed therapists to follow it closely. They 
also defined therapy outcome in measurable, 
objective terms. Then they tested their manu-
alized therapy with clients diagnosed with a 
particular disorder—for example, depression. 
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When the results were positive, the research-
ers shared their results with other psychol-
ogists in journal articles, book chapters, or 
conference presentations. These psycholo-
gists, in turn, have the option of adopting this 
“proven” method with their own clients, rather 
than using their own personal or idiosyncratic 
methods, which lack any such empirical sup-
port. Eventually, it is possible that all psychol-
ogists would treat depressed clients the same 
way, using the one method that has the most 
empirical support.

Champions of evidence-based treatment 
manuals see this movement as a significant 
step forward for the science of clinical psy-
chology. In fact, some have argued that psy-
chologists should use only therapies that have 
demonstrated empirical support, and that 
to shun these approaches in favor of other 
approaches that lack empirical support is pro-
fessionally irresponsible (e.g., Lilienfeld, Lynn, 
Ruscio, & Beyerstein, 2010; Lohr, Fowler, &  
Lilienfeld, 2002). On the other hand, some psy-
chologists feel strongly that the push toward 

evidence-based treatments and policies that 
require their use overly restricts psychologists 
from customizing/personalizing treatments 
for particular individuals, or is based on flawed 
scientific methods (e.g., Rosenfeld, 2009; Silver-
man, 1996), or that the problems clients bring 
to therapists are too idiosyncratic and span too 
wide a range to ever be captured by a catalogue 
of treatment manuals (e.g., Zedlow, 2009).

Again, think about your high school chem-
istry teacher and the thousands of others who 
teach the same material. If a single, manualized 
method of teaching high school chemistry had 
more empirical support than any other, should 
all high school chemistry teachers use it? If your 
chemistry teacher had taught “by the manual” in 
this way, how would your experience as a chem-
istry student have changed? Those of us whose 
chemistry teachers were incompetent may have 
learned more, but those of us whose chemistry 
teachers were uniquely innovative and effec-
tive may have learned less. The same questions, 
certainly, apply to the issue of evidence-based  
practice/manualized psychotherapies.

similar site for treatments for kids: effectivechildtherapy.org. Additional sources of “what 
works” have come in the form of APA Practice Guidelines, an effort that began in 2010 
and has thus far produced guidelines for specific clinical problems, including posttrau-
matic stress disorder (PTSD) and obesity/overweight in children, available to profes-
sionals and the public at apa.org/about/offices/directorates/guidelines/clinical-practice 
.aspx (DeAngelis, 2018).

Such lists of “therapies that work” have been celebrated by some as a major step 
forward for clinical psychology, legitimizing it as a scientific enterprise. Others have 
voiced concern or disapproval of the implications of evidence-based, manualized therapy.

Advantages of Evidence-Based  
Practice/Manualized Therapy

 � Scientific legitimacy. Before the emergence of manualized therapies with empir-
ical support, clinical psychology might have been described by empirically minded 
critics as a “cottage industry” of sorts. In other words, each psychologist provided 
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his or her own unique, “homespun” form of psychotherapy for a particular disorder. 
A depressed client who saw Dr. A might have received Dr. A’s idiosyncratic brand of 
therapy, but the same client might receive an entirely different brand of therapy from 
Dr. B, with the differences in treatment stemming from differences in training or the 
psychologist’s professional preference. Such inconsistency hardly seems appropriate 
for a discipline that calls itself a science. A more scientific, empirical approach to the 
treatment of depression, or any other disorder, requires that the discipline of clinical 
psychology determine a beneficial treatment for the disorder and that members of the 
discipline uniformly practice that treatment. We expect such standards of treatment 
from medical doctors treating physical diseases, and if clinical psychology subscribes 
to the medical model of diagnosis and treatment, the same expectation should apply to 
our field as well.

 � Establishing minimal levels of competence. Inevitably, if all clinical psychologists 
are allowed to practice their own unique brands of therapy, a few of them will be 
ineffective or even harmful to clients. However, as manualized, evidence-based treat-
ments are disseminated and used by clinical psychologists, their presence ensures that 
a potentially incompetent or detrimental therapist will be educated in treatments 
with demonstrated effectiveness. Moreover, as these treatments evolve into profes-
sional standards, psychologists will be obligated to follow them to some degree. As 
a result, the public will receive a more consistent, proven brand of treatment for 
each disorder, and psychologists can be held to a greater standard of accountability 
(Sanderson, 2003).

 � Training improvements. Just as therapy in a “cottage industry” can vary widely 
among psychologists, the training that psychologists receive can also fluctuate widely 
among graduate programs. As the list of manualized, evidence-based therapies 
grows, they can be incorporated into graduate programs. In fact, when the American 
Psychological Association makes accreditation decisions about graduate training pro-
grams, it does consider criteria related to training in evidence-based treatments (Lyddon 
& Chatkoff, 2001). The result is that upcoming generations of psychologists will have 
been educated in the therapies that have empirical data supporting their success with 
particular disorders. Some programs may emphasize evidence-based treatments more 
than others (Hebert, 2002), but all programs can benefit to some extent from their inclu-
sion (Hofmann, 2013).

 � Decreased reliance on clinical judgment. Clinical judgment can be susceptible to 
bias and, as a result, quite flawed (Dawes, Faust, & Meehl, 1989; Garb, 2005; C. A. Webb 
& Keeley, 2015). When subjective, personal judgment of this type is applied to therapy 
decisions, the outcome of therapy can be compromised. Vrieze and Grove (2009) sur-
veyed clinical psychologists about the way they make decisions in their practices and 
found that they did, in fact, rely much more often on their own clinical judgment than 
on mechanical or actuarial judgment based on empirical evidence. To the extent that 
manualized therapies lessen the reliance on clinical judgment and replace these compo-
nents of therapy with evidence-based techniques, outcome may be enhanced (Lilienfeld 
et al., 2010).
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Disadvantages of Evidence-Based  
Practice/Manualized Therapy

 � Threats to the psychotherapy relationship. Although some of “what works” in therapy 
is attributable to specific techniques that therapists employ, a greater proportion of ther-
apy’s success is due to the quality of the therapeutic relationship (or “alliance”) between 
the therapist and the client (Norcross & Wampold, 2011a; Rosenfeld, 2009; Wampold & 
Imel, 2015). Therapy manuals typically don’t emphasize this relationship; instead, they 
tend to emphasize technique. In other words, they generally overlook “how” therapists 
relate to their clients in favor of “what” therapists do with (or to) their clients. A therapist 
who operates as a technician carrying out mechanical, predetermined methods can do 
a disservice to clients who seek a meaningful human connection (Sommers-Flanagan & 
Sommers-Flanagan, 2009). In fact, some psychologists argue that it’s the relationship, 
not the technique, that should be evidence-based (Kazantzis, Cronin, Norton, Lai, & 
Hofmann, 2015). Along those lines, soon after proponents of the manualized treatment 
movement published their landmark book A Guide to Treatments That Work (Nathan & 
Gorman, 1998), another group of psychologists responded with contrasting viewpoints 
in a book fittingly titled Psychotherapy Relationships That Work (Norcross, 2002), insisting 
that the therapist–client relationship should not be neglected but should be recognized 
and studied as a focal point of what makes therapy work.

 � Diagnostic complications. Each evidence-based treatment manual targets a partic-
ular disorder or issue. Such specificity is at the heart of testing specific treatments for 
specific disorders. In fact, when manualized treatments are tested in clinical trials, the 
clients who are allowed into the study are those with the target problem—for exam-
ple, panic disorder—and without other complicating factors. In other words, researchers 
typically strive to test their manualized therapies on clients with “textbook cases” of a 
disorder. But that’s not necessarily how clients present themselves in the real world of 
clinical psychology. In a private practice, a community mental health center, or a hospital, 
a client with panic disorder might also have something else—another anxiety disorder, a 
mood disorder, a personality disorder, or cognitive limitations, perhaps. This comorbid-
ity means that the therapy that worked on clients with “clean” (i.e., uncomplicated) dis-
orders in a treatment outcome study may not work as well on clients with more “messy” 
diagnostic features who commonly seek therapy from clinical psychologists in real-world 
settings (Angold, Costello, & Erkanli, 1999; Kessler, 1994; Zedlow, 2009).

 � Restrictions on practice. To some, the evidence-based practice/manualized ther-
apy movement has suggested that the only therapies worth practicing are those with 
empirical support (Lohr et al., 2002). In other words, if a therapy is not on the list of 
evidence-based treatments, it is unfounded and should be avoided. That is, “narrowly 
interpreted, evidence-based practice has become a rationale for mandating particular 
treatments” (Wampold, 2009, p. ix). In fact, some psychologists have used the term mal-
practice in reference to the act of using a therapy that lacks empirical support (Nathan 
& Gorman, 1998). In the “advantages” section above, a decreased reliance on personal, 
clinical judgment was praised, but if empirical support trumps personal decision mak-
ing completely, the therapist’s role may include little more than the routine application 
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of prescribed techniques. Such a job description may prove unsatisfying for many  
psychologists who seek autonomy and who rely on clinical creativity to customize their 
treatments, and it may not justify the extensive training they have obtained (Beutler, 
Kim, Davison, & Karno, 1996; Buscemi & Spring, 2015; Lebow, 2006; Rosenfeld, 
2009). Also, because many treatment manuals emphasize brief (inexpensive) treatments, 
managed-care and health insurance companies can use empirical support to argue that  
psychologists should practice them exclusively, further limiting psychologists’ auton-
omy (Seligman & Levant, 1998). Proponents of manualized therapy often respond that  
manuals get a “bad rap” of sorts:

We believe that manuals are mischaracterized when they are described as rigid . . .  
specifying the components of the therapy does not have to deprive a therapy 
of its lifeblood. At best, it can help everyone involved come to understand what 
that lifeblood actually is. (Spokas, Rodebaugh, & Heimburg, 2008, p. 322)

Indeed, within the larger debate over manualized therapy, a debate exists regarding 
the extent to which strict adherence to manuals produces better outcomes (Asnaani, 
Gallagher, & Foa, 2018; Norcross, Beutler, & Levant, 2006; Stirman & Comer, 2018). 
Some studies have actually found that, compared with therapists who follow manuals 
rigidly, therapists who demonstrate flexibility while using manuals are more success-
ful in terms of engaging clients in therapy and ultimately producing better outcomes 
(e.g., B. C. Chu & Kendall, 2009). The option of flexibility, as opposed to required, 
rigid adherence, also helps the clinicians themselves accept manualized therapies as a 
means of practice (Forehand, Dorsey, Jones, Long, & McMahon, 2010). The expres-
sion “flexibility within fidelity” is often used to describe this strategy of following a 
manual while adapting it as necessary (Kendall & Frank, 2018; Sanetti, Collier-Meek, 
& Fallon, 2016). Those adaptations may stem from the client’s cultural background, 
personal preferences, or unique combination of symptoms or problems (Norcross & 
Wampold, 2018; Stirman, Gamarra, Bartlett, Calloway, & Gutner, 2017). J. F. Curry 
(2009) offered an intriguing metaphor for this balance between rigidity and flexi-
bility regarding therapy manuals by referring to training in musical instruments: It 
requires the learning of standard techniques but also allows for (or even encourages) 
improvisation.

 � Debatable criteria for empirical evidence. What should it take for a manualized ther-
apy to make the “empirically supported” or “evidence-based” list? Some have argued 
that the current criteria are questionable, or that they do not account for failed trials of 
a treatment (Garfield, 1996; Tolin, McKay, Forman, Klonsky, & Thombs, 2015). Others 
have argued that the criteria are biased in favor of more empirically oriented thera-
pies (e.g., behavioral and cognitive), while therapies that produce less easily quantifiable 
results (e.g., psychodynamic or humanistic) are shut out (Lebow, 2006). Behavioral and 
cognitive therapies do dominate the lists of evidence-based therapies, although other ori-
entations are also represented to a more limited extent (Norcross, Beutler, et al., 2006). 
Some have attempted to address this issue by identifying treatments at the other end of 
the spectrum—those that are likely not to work, as indicated by surveys of psychotherapy 
experts (Norcross, Koocher, Fala, & Wexler, 2010; Norcross, Koocher, et al., 2006). For 
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example, such a survey of experts in child psychotherapy identified certain treatments, 
including past-life regression therapies, rebirthing therapies, and crystal healing, among 
the most discredited in the field (Koocher, McMann, Stout, & Norcross, 2015).

Despite the ongoing heated debate, evidence-based practice need not be an “either/
or” issue. Messer (2004) argues, “As practitioners, we cannot manage without nomothetic 
and idiographic data, findings based on quantitative and qualitative method, and a mixture 
of scientific and humanistic outlooks, which are psychology’s dual heritage” (p. 586).

OVEREXPANSION OF MENTAL DISORDERS

As we discussed in Chapter 2 (and will discuss further in Chapter 7), the size and scope 
of the Diagnostic and Statistical Manual (DSM) has vastly increased since its inception in 
the 1950s. Correspondingly, the number of people with mental disorders has climbed: 
Half of the U.S. population is diagnosable at some point in their lifetime, and 11% of 
the population is currently taking antidepressant medication (Paris, 2013a). This climb 
in mental disorder rates goes by many names: overdiagnosis, diagnostic expansion, diag-
nostic inflation, diagnostic creep, medicalization of everyday problems, false positives, 
and in severe cases, false epidemics (Frances, 2013a; Pierre, 2013).

The authors of the DSM, including the current DSM-5 published in 2013, spend 
significant time and energy considering every proposed disorder. They review relevant 
research and solicit feedback from practicing professionals and the public before they 
decide to include any new disorder or change the criteria for an existing disorder. Among 
other concerns, they want to minimize the chances that people struggling with mental 
illness fall through the cracks, so they want to create a diagnostic manual that captures all 
of them. Obviously, they believe that any disorder that “makes the cut” to appear on the 
pages of the DSM truly deserves to be there. But their decisions have caused significant 
controversy among those who believe that many of today’s disorders actually describe 
normal life experiences—unfortunate or unpleasant experiences, certainly, but nothing 
that warrants a label of mental disorder. This was particularly true with DSM-5, which 
introduced numerous new disorders and which changed the criteria for some existing 
disorders in such a way that they would include more people (to be covered in more 
detail in Chapter 7; Paris, 2013b). Among the criticisms about overdiagnosis that were 
offered about DSM-5 were these:

• “There has been no real epidemic of mental illness, just a much looser 
definition of sickness, making it harder for people to be considered well. 
The people remain the same; the diagnostic labels have changed and are too 
elastic. Problems that used to be an expected and tolerated part of life are now 
diagnosed and treated as mental disorder.” (Frances, 2013a, p. 82)

• “The danger of DSM-5 ideology is that it extends the scope of mental  
disorder to a point where almost anyone can be diagnosed with one.”  
(Paris, 2013a, p. 41)
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• “The more that psychiatric diagnoses appear to encroach on the boundaries of 
normal behavior, the more psychiatry opens itself to criticisms that there is no 
validity to the concept of mental disorders (e.g., there’s no such thing as mental 
illness—it’s a ‘myth’).” (Pierre, 2013, p. 109)

Concerns about the expanding definition of mental illness were around long before 
DSM-5 was published (Dobbs, 2013; Frances, 2013b; Horwitz & Wakefield, 2007). For 
example, excessive shyness that interfered with a person’s life was once considered an 
unfortunate personality characteristic, but since 1980, it has been included in the DSM 
as social anxiety disorder (C. Barber, 2008; Horwitz & Wakefield, 2012). But with each 
edition of the DSM, the scope of mental illness has expanded, along with the controversy 
surrounding it. In fact, in a 2014 survey of more than 500 therapists from eight countries 
around the world, over 60% of participants identified at least one disorder that should 
be completely removed from DSM, and the most common reasons for their choice were 
unclear boundaries between the disorder and either another disorder or normalcy (Robles 
et al., 2014).

New Disorders and  
New Definitions of Old Disorders

This expansion of the scope of mental disorders happens in at least two ways: intro-
duction of new disorders to capture experiences once considered normal and “lowering 
the bar” for existing disorders such that more people meet the criteria. As examples of 
new disorders, critics might point to premenstrual dysphoric disorder (a more disabling 
version of the symptoms of premenstrual syndrome) or binge eating disorder (out-of- 
control overeating at least once per week), both of which appear for the first time in 
DSM-5 and which have the potential to describe large numbers of people. As examples of 
“lowering the bar,” critics might point to changing the age by which symptoms of ADHD 
must appear from 7 to 12, or changing the required frequency of binges in bulimia ner-
vosa from twice per week to once per week, both of which are also DSM-5 innovations.

Whether the risk of overdiagnosis comes from a new disorder or a new definition 
of an old disorder, the consequences can be very real. A diagnosis can help some people 
with problems get treatment they need, but a diagnosis can also help some people with 
problems get treatment they don’t need—medications that have harmful side effects or 
unnecessary therapy that undermines a person’s ability to use her or his own coping 
skills and could have been offered to someone else. A mental illness diagnosis can have 
many other effects as well: It can affect a person’s self-image via the stigma that some 
people attach to mental illness (“I’m mentally ill”) and subsequently the person’s self- 
efficacy and overall wellness; it can influence how health insurance companies consider 
the person as a potential enrollee; and it can affect how a court of law views the person in 
terms of guilt regarding a crime or suitability for child custody (Caplan, 2012; Frances, 
2013a, 2013c).

Of course, our discussion of the controversy surrounding overdiagnosis must include 
not only the diagnoses themselves but also the way they are used in the real world. In 
other words, it hardly matters what the DSM authors label as a mental disorder, or how 
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they define it, if those who diagnose and treat clients ignore such information. There is at 
least some truth to the notion that practicing clinicians make diagnoses without detailed 
consideration of the precise definition of a mental disorder, and in some cases, they offer 
treatments whether or not a diagnosis has been made at all (G. Greenberg, 2013; Paris, 
2013b). For example, 72% of people who receive a prescription for an antidepressant 
medication do not receive any mental health diagnosis (Mojtabai & Olfson, 2011). Other 
surveys of mental health professionals indicate that many rely more on professional 
experience, intuition, and “gut feelings” than on symptom checklists to guide diagnostic 
decisions (Mishara & Schwartz, 2013). In these cases, overdiagnosis is as likely to stem 
from decisions made by the mental health professional who sees the client as from the 
mental health professionals who wrote the diagnostic manual.

In My Practice . . .

In my practice, I started working with Jona-
than, a 40-year-old man, in June 2013. This was 
about a month after DSM-5 was released, and 
the mental health field was still abuzz about 
the changes that the new edition of the manual 
introduced. An especially hot topic among my 
colleagues was the addition of new disorders (as 
described in this chapter and in more detail in 
Chapter 7). In our initial clinical interview, Jon-
athan explained his primary reason for seeking 
help: He wanted to kick his “bad habit” of “occa-
sional overeating.” He gave me some details: 
Most nights he didn’t eat at all after dinner, 
but “once in a while” he would “pig out” on ice 
cream. The situation was usually the same—his 
wife was asleep or out of town, and he would sit 
by himself in front of the TV with the carton of 
ice cream (not a bowl with a reasonable serving 
of ice cream, but the whole carton) and eat “way 
too much” of it, even though he “wasn’t really 
hungry” and later “wished he hadn’t.”

As Jonathan spoke, I thought about binge 
eating disorder. It was one of the new disor-
ders in DSM-5, so it was fresh in my mind. Sev-
eral of his comments brought to mind specific 

criteria for the diagnosis: eating far more food 
than most others would eat in similar circum-
stances, doing so with at least some frequency, 
and doing so alone. Other diagnostic questions 
occurred to me: Did his behavior meet the 
minimum threshold of once per week? Was 
the duration long enough (i.e., had he been 
doing this for at least 3 months)? When he 
said he “wished he hadn’t,” did he mean that 
his stomach hurt, or that he was emotionally 
upset? How fast did he eat? How much control 
did he feel like he had over the eating?

I wondered what would happen if I asked 
Jonathan those questions and discovered that 
he met the diagnostic criteria for binge eat-
ing disorder. In particular, I wondered how he 
would respond to feedback from me that I was 
diagnosing him with binge eating disorder—
actually, that I was diagnosing him with any-
thing. After all, this was a man who was high 
functioning in many ways. He performed well 
in his profession, maintained a happy mar-
riage, and had many friends. He also used the 
words “bad habit” to describe his problem, and 
I would essentially be telling him that his bad 
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(Continued)
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The Influence of the Pharmaceutical Industry

Increasingly, the overexpansion of mental health diagnoses has been connected, at least 
by some experts in the field, to the possible influence of the pharmaceutical industry. 
To be sure, big drug companies have a stake in the way mental disorders are defined, 
and to them, the broader the better. The more disorders there are, and the more they 
overlap with the unfortunate experiences of normal life, the more potential customers 
these companies have to target their advertising toward (C. Barber, 2008; Frances, 2013a; 
Paris, 2013b; Pierre, 2013; Sadler, 2013; Whitaker & Cosgrove, 2015).

As such, pharmaceutical companies might be pleased if those who write the DSM—
the prominent research psychiatrists and other professionals who decide what’s a men-
tal disorder and what’s not—were on their payrolls. A series of recent studies by Lisa 
Cosgrove and her colleagues found that a majority of them are. Specifically, Cosgrove, 
Krimsky, Vijayaraghavan, and Schneider (2006) found that of the 170 panel members of 
DSM-IV, 95 of them, or 57%, had financial ties to the major pharmaceutical companies. 
Interestingly, in the Work Groups, or teams of DSM authors with expertise in particular 
areas, for mood disorders (e.g., major depressive disorder, bipolar disorder) and psychotic 
disorders (e.g., schizophrenia), disorders for which medication is extremely common, the 
percentage was 100%. The percentages were also high for other Work Groups in which 
medication is common, such as anxiety disorders (81%), eating disorders (83%), and 
childhood disorders (62%), but lower for Work Groups in which medication is uncom-
mon, such as substance-related disorders (17%). The most frequent types of financial ties 
were research funding, consultant fees, and speaking fees.

In 2012, Cosgrove and Krimsky repeated their research for those working on DSM-5.  
The results indicated that the relationship between industry and authors remained. 
Overall, the percentage with financial ties to the pharmaceutical companies was 69%. 
In terms of specific Work Groups, psychotic disorders was 83%, mood disorders was 
67%, anxiety disorders was 57%, eating disorders was 50%, and ADHD and disruptive 

habit was in fact a mental disorder. I don’t think 
he arrived in my office with a view of himself as 
mentally ill. How would he interpret my con-
clusion that he was? Would he self-stigmatize? 
Would he find relief in the fact that the experts 
had a label for his problem? I’ve had other 
clients react in one of those directions or the 
other, and in some cases both at the same time.

Ultimately, after I asked Jonathan the 
questions listed above (and many more),  

I came to the conclusion that he didn’t qual-
ify for the binge eating disorder diagnosis. 
The behavior happened only once or twice 
per month, and he felt like he had some con-
trol over it (he had stopped himself numerous 
times). But if his symptoms were slightly more 
severe, Jonathan would have qualified for 
binge eating disorder, a diagnosis that didn’t 
have its own category until just a month prior 
to his visit to my office.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.

(Continued)
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behavior disorders (which covered much of the same ground as childhood disorders in 
DSM-IV) was 78%. Cosgrove and Wheeler (2013) have since argued that the pharma-
ceutical industry is trying to “colonize” psychiatry—that is, attempting to control the 
mental health field, beginning with a deep connection between its core diagnostic man-
ual and their financial interests.

Do financial connections with drug companies really influence mental health pro-
fessionals? Couldn’t the DSM authors make whatever decisions they thought were right, 
with no regard for any payment they may have received or may soon receive from a par-
ticular drug company? One study suggests that the power of such a financial arrangement 
can be remarkable. Carey and Harris (2008) studied the prescribing habits of psychiatrists 
in Minnesota and found that those who had received at least $5,000 from pharmaceutical 
companies had written three times as many prescriptions for antipsychotic medication 
as doctors who had received none. Of course, clinical psychologists are not going to be 
affected in a major way by prescription rates; as explained earlier in this chapter, only a 
small minority have the ability to prescribe at all at this point. But clinical psychologists 
(and most other mental health professionals) use the DSM, and the notion that its dis-
orders were defined by people under the influence of financial relationships with phar-
maceutical companies whose profits may depend on their decisions is troubling to many.

It is important to note that those in charge of DSM-5 did place some limits on its 
authors’ financial links to drug companies, in terms of the amount of companies’ stock 
they could own, and the amount of payment they received from the companies; however, 
neither of these was required to be zero (Greenberg, 2013).

In Chapter 7, we will explore possible reasons for overexpansion of mental disorders 
and other issues involving the DSM-5 in greater detail.

PAYMENT METHODS: THIRD-PARTY  
PAYMENT VERSUS SELF-PAYMENT

In the earliest days of psychotherapy, clients paid directly out of pocket. With time (and 
significant effort by professional psychologist organizations), health insurance compa-
nies increasingly recognized the worth of clinical psychologists’ practices and included 
them in their coverage. So today, although some clients still pay for therapy on their 
own, many use their health insurance/managed care benefits to pay for therapy, at least 
partially. The presence of this third-party payer in the therapy relationship has numer-
ous consequences (Reich & Kolbasovsky, 2006). Certainly, managed-care and insurance 
benefits bring therapy to many individuals who might not otherwise be able to pay for 
it. However, the companies who control these benefits are concerned about their finan-
cial bottom line as well as the health of their members, and at times, their priorities can 
strongly affect the work of clinical psychologists.

Effect on Therapy

It would be ideal if clients received the same treatment from psychologists regardless of 
how they pay, but a growing body of research suggests that this may not be true. Instead, 
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it appears that managed care exerts quite an influence on the day-to-day practices of 
clinical psychologists. According to a survey by M. J. Murphy et al. (1998), psychol-
ogists in private practice describe managed care as having a negative impact on their 
practices and, more specifically, on the quality of therapy they provide. Most of these 
psychologists reported that their practices were affected by managed care, and, in gen-
eral, they portrayed managed-care companies as exercising too much control over clini-
cal decisions. Furthermore, their responses indicated that the managed-care companies’ 
emphasis on financial concerns often made it difficult for them to provide appropriate, 
ethical psychological services. Confidentiality was specifically noted as an ethical con-
cern. Psychologists can control firsthand the confidentiality of their own private files but 
not the clinical information they have been required to share with the insurance com-
pany. Additional surveys of psychologists have similarly concluded that most psycholo-
gists are affected by managed care and that the influences on their practices are generally 
negative (Rothbaum, Bernstein, Haller, Phelps, & Kohout, 1998; Rothstein, Haller, & 
Bernstein, 2000). From the psychologists’ point of view, the downside of working with 
managed-care companies can have many facets: lower pay than from clients who pay 
directly; taking time away from direct clinical work to spend on paperwork, phone calls, 
and other interaction with the managed-care company; denial of care that the psycholo-
gist believes is necessary; and numerous other frustrations (Reich & Kolbasovsky, 2006).

Should clients be informed about the negative influence of managed care? Put 
yourself in the client’s role: If you were seeking therapy and were considering using 
your insurance benefits or possibly paying out of pocket, would you want to know how 
your method of payment might influence your treatment? Of course, psychologists are 
required by the ethical code (American Psychological Association, 2002) to inform ther-
apy clients about the therapy process as early as possible in the process, but the guidelines 
are vague about exactly what information they should include. An empirical study on 
the topic indicated that when they learned about psychologists’ negative reactions to 
managed care, many individuals thought more negatively about therapy than they had 
before. These individuals also felt entitled to have this information before beginning 
therapy (Pomerantz, 2000).

Of course, paying for psychotherapy without using insurance or managed-care ben-
efits has its own drawbacks. First and foremost, many individuals would struggle to pay 
for therapy out of pocket, at least without reduced fees or services from low-cost com-
munity clinics. For a large segment of the population, self-pay is simply an unaffordable 
option (and the health insurance/managed-care option is what makes therapy attainable). 
For those who can afford it, self-pay therapy does allow the therapist and client to make 
important decisions—such as establishing the goals of therapy, agreeing on a treatment 
method, and determining when therapy should end—without the intervention of a third 
party with a financial interest.

Effect on Diagnosis

Although it should not, how clients pay for therapy not only influences therapy but also 
influences the diagnostic process. It is worth noting first that most health insurance and 
managed-care companies require a Diagnostic and Statistical Manual of Mental Disorders 
diagnosis for treatment (Ackley, 1997; Chambliss, 2000; Kutchins & Kirk, 1997). 
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Typically, they will not pay for the treatment of issues that a client brings to therapy if 
those issues do not qualify for a diagnosis. Thus, clients whose symptoms are not severe 
enough to be diagnosable may find that treatment will not be covered.

A few recent surveys have suggested that psychologists diagnose clients differently 
depending on how the clients pay for therapy. When psychologists considered clients 
with mild symptoms of depression or anxiety, they were much more likely to assign 
a diagnosis when these clients paid via managed care rather than out of pocket. The 
specific choice of diagnosis depended somewhat on payment method as well (Kielbasa, 
Pomerantz, Krohn, & Sullivan, 2004). Additional studies have suggested that for a wider 
range of problems, including symptoms of inattention/hyperactivity and social phobia 
(Lowe, Pomerantz, & Pettibone, 2007) or for symptoms that are clearly below diagnos-
able levels (Pomerantz & Segrist, 2006), psychologists’ diagnostic decisions depend on 
whether the client or the client’s insurance company pays for therapy.

THE INFLUENCE OF TECHNOLOGY: 
TELEPSYCHOLOGY AND MORE

Like many other professions, especially in the health care field, clinical psychology has 
been significantly affected by technological advances in recent years (Barnett, 2018;  
A. Z. Barrera, Stanley, & Kelman, 2017; L. F. Campbell & Norcross, 2018; Dimeff, Paves, 
Skutch, & Woodcock, 2011; Kraus, Zack, & Stricker, 2004; Marks & Cavanagh, 2009). 
Particularly groundbreaking—and controversial—is the use of technological tools in 
the direct delivery of psychological services. Contemporary clinical psychologists can 
perform assessments and treatments via computer or smartphone as a supplement to, 
or instead of, traditional in-person meetings with clients (Eonta et al., 2011). This use 
of technology, and particularly the Internet, by clinical psychologists often goes by the 
name telepsychology but is also called telehealth, telemental health, and cyberther-
apy, among other labels (Luxton, Nelson, & Maheu., 2016; Mohr, 2009; Yuen, Goetter, 
Herbert, & Forman, 2012). Telepsychology and other recent applications of technol-
ogy in clinical psychology and related professions have generated both enthusiasm and 
skepticism (e.g., K. D. Baker & Ray, 2011; Glueckauf et al., 2018; Perle et al., 2013; Tao, 
2014). Let’s explore various facets of this issue, including specific uses of technology, how 
well it works, and professional issues surrounding it.

Applications of Technology in Clinical Psychology

Today, technologically savvy clinical psychologists can use

• videoconferencing (similar to Skype or FaceTime) to interview or treat a client;

• e-mail or text (in chat-room or one-on-one formats) to provide psychotherapy 
to a client;

• interactive Internet sites to educate the public by responding to questions about 
mental health concerns;
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• online psychotherapy programs to diagnose and treat specific conditions;

• virtual-reality techniques in which clients undergo therapeutic experiences, such 
as virtual exposure to feared objects;

• computer-based self-instructional programs designed as specific components of 
a treatment that is otherwise provided face to face; and

• apps and biofeedback sensors on handheld devices (e.g., smartphones, tablets) 
to monitor clients and interact with them on a regular or random basis between 
meetings with the psychologist (as described in Campbell, Millán, & Martin, 
2018; Dimeff et al., 2011; Hsiung, 2002; J. H. L. Lui, Marcus, & Barry, 2017; 
Luxton et al., 2016; Marks & Cavanagh, 2009; Nitzburg & Farber, 2019; Riper 
& Cuijpers, 2016; Yuen et al., 2012).

The applications of emerging technologies represent an exciting new horizon to many 
clinical psychologists. They promise to provide services to populations that have been 
underserved by clinical psychologists, including people living in poverty, in rural areas, or 
in war-torn/violent regions (A. Z. Barrera et al., 2017; Duncan, Velasquez, & Nelson, 2014; 
Gale, 2015; Kraus, 2004; Luxton et al., 2016; E. L. Nelson & Bui, 2010; Reger & Gahm, 
2009). Maheu, Pulier, Wilhelm, McMenamin, and Brown-Connolly (2005) summarize the 
benefits of these technologies as “accessibility, affordability, anonymity, acceptability, and 
adaptability” (p. 10).

How Well Do Telepsychology and  
Other Applications of Technology Work?

Because telepsychology and other applications of technology are recent developments, 
the amount of data on their benefits to clients is still growing, and the methodology used 
to collect the data may be imperfect to some extent (Richardson, Frueh, Grubaugh, Egede, 
& Elhai, 2009). But the data so far are promising: Reviews and meta-analyses suggest 
that telepsychology works as well as more traditional, face-to-face forms of psychother-
apy for a variety of disorders (Andersson, 2015a, 2015b; Andersson, Cuijpers, Carlbring, 
Riper, & Hedman, 2014; Barak, Hen, Boniel-Nissim, & Shapira, 2008; Ebert et al., 2015; 
Emmelkamp, 2011; Kraus, 2011; Pennant et al., 2015; D. Richards & Richardson, 2012; 
D. Richards & Viganó, 2013; Turner & Casey, 2014). Some studies have reached this 
conclusion regarding particular treatments for particular disorders. Consider this sam-
pling of outcome studies of therapies utilizing technology: Several studies have found 
that cognitive-behavioral treatment of anxiety disorders was equally effective whether 
the treatment was delivered in person or via computer (Dear et al., 2015; Reger & Gahm, 
2009; Spence et al., 2011; Titov et al., 2015). A meta-analysis of Internet-based therapy 
for PTSD produced similarly favorable results (Kuester, Niemeyer, & Knaevelsrud, 
2016). The use of a smartphone app designed to deliver attention-bias modification 
(a treatment described in more detail in Chapter 15) significantly reduced stress and 
anxiety in highly anxious people (Dennis & O’Toole, 2014). Adding numerous tech-
nological components––like videoconferencing, Internet-delivered treatment elements, 

 Web Link 3.5
Psychotherapy via 
videoconference
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and texting between therapist and client––enhanced 
the effectiveness of cognitive-behavioral treatment of 
binge eating disorder and bulimia (Shingleton et al., 
2016; Shingleton, Richards, & Thompson-Brenner, 
2013). An Internet-based intervention designed to 
increase optimism reduced depression in people 
high in pessimism (Sergeant & Mongrain, 2014). 
Internet-guided programs designed to improve mood 
were effective in decreasing depression symptoms 
(Eells, Barrett, Wright, & Thase, 2014). A review and 
meta-analysis of videoconference therapy found that 
although the working alliance (essentially, the qual-
ity of the client–therapist relationship) was slightly 
weaker in videoconference therapy than in-person therapy, the reduction of symptoms 
was about equal (Norwood, Moghaddam, Malins, & Sabin-Farrell, 2018).

Emerging Professional Issues

As clinical psychologists embrace new technologies and incorporate them into their 
practices, professional issues—including both the ethical and the practical—continue to 
arise (Koocher, 2009). In response, the profession is making efforts to ensure that the ser-
vices provided are safe, effective, and ethical (D. C. Baker & Bufka, 2011). The American 
Psychological Association (2002) ethical code includes several updates designed to 
address the increasing use of new technological tools. Some experts in the field have also 
proposed ethical guidelines for psychologists practicing online, via videoconferencing, 
or through other similar means (e.g., Barnett & Kolmes, 2016; Hsiung, 2002; Ragusea 
& VandeCreek, 2003).

Like the technologies themselves, guidelines regarding their use are continuously in 
the works. Some of these guidelines are simply extensions of the guidelines that govern 
traditional, face-to-face practice, whereas others are quite distinct. As the technology- 
based practice of clinical psychology evolves, those providing it should follow some fun-
damental suggestions (adapted from Barnett & Scheetz, 2003; Barnwell & Larsen, 2018; 
Barnwell, McCann, & McCutcheon, 2018; DeMers, Harris, & Baker, 2018; Larsen & 
Juntunen, 2018; Larson, 2018; Lustgarten & Elhai, 2018; Luxton et al., 2016; Novotney, 
2018; Poole & Crow, 2018; Ragusea, 2012; Rummell & Joyce, 2010):

• Obtain informed consent from clients about the services they may receive, the 
technologies that may be used to provide them, and the confidentiality of the 
communication.

• Know and follow any applicable laws and guidelines on telehealth and 
telemedicine. This includes laws and guidelines related to practicing across state 
lines—for example, when either the client or the therapist has traveled outside 
the state in which the therapist is licensed. Different states have different rules 
regarding practice in such situations.

}} Photo 3.2
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• Know and follow the most recent version of the APA ethical code, especially the 
portions that address technological issues. Similarly, be familiar with the APA 
Guidelines for the Practice of Telepsychology (APA, 2013).

• Ensure client confidentiality as much as possible by using encryption or similar 
methods. Keep updated on ways clinical information could be accessed by 
hackers and techniques for stopping them. Avoid public WiFi hotspots, and 
consider using a VPN.

• Appreciate how issues of diversity and culture may be involved. As technological 
tools replace face-to-face meetings, psychologists may need to make special 
efforts to assess the cultural backgrounds of the clients they serve.

• Do not practice outside the scope of your expertise. Merely having a license may 
not be enough. Advanced training—either clinical or technological—may be 
necessary to use a particular technique.

• Be knowledgeable about emergency resources in any community from 
which your clients may seek services. A crisis related to suicide or psychosis, 
for example, may require an immediate face-to-face intervention that the 
psychologist is simply too far away to provide.

• Choose technologies carefully. For example, when choosing an app for clients 
to use on their smartphones, consider whether the app was developed and tested 
by qualified mental health professionals, how widely available the app is (on 
different types of operating systems), how long the app has been available (often 
a sign of its stability), and the extent to which you will be able to troubleshoot if a 
client asks you questions about its use.

• Be careful about how you dispose of data and technologies you use, including 
old phones, tablets, computers, and passwords. Similarly, make sure all of your 
devices are password-protected and guard against their theft or loss.

• Stay abreast of changes to the laws, ethical standards, guidelines, and technology 
relevant to your practice.

As this list suggests, numerous specific ethical issues have arisen as the use of tech-
nology in clinical psychology has expanded (C. B. Fisher & Fried, 2003; Koocher, 2009; 
Kraus, 2004; Naglieri et al., 2004; Rummell & Joyce, 2010). These issues begin even 
before the assessment or therapy does, as the very identity of the client may be ques-
tionable. That is, how can the psychologist be sure that the client is in fact the person 
agreeing to the informed consent statement, responding to assessment items, or providing 
comments during online therapy? Even if identity is confirmed, the psychologist must be 
concerned with maintaining confidentiality across electronic transmission, making appro-
priate interpretations in the absence of ability to observe nonverbal cues that would be 
present in a face-to-face meeting, and remaining competent regarding not only clinical 
but technical skills.

In spite of these ethical and pragmatic hurdles and a very short history, evidence 
is beginning to indicate that telepsychology can be quite successful, and it is certainly 
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becoming more widespread. However, it is important to remember that the effectiveness 
of a telepsychology treatment can depend on a number of factors (adapted from Marks 
& Cavanagh, 2009):

• Which telepsychology is being used for which disorder?

• On what device and via what means is the telepsychology delivered—computer, 
smartphone, e-mail, text, videoconference, or something else?

• In what setting is the telepsychology being delivered—home, clinic, school, 
public setting (library, café, etc.), or somewhere else?

• How did clients find the telepsychology? Did they receive a specific referral 
from a knowledgeable source or stumble across it on the Internet?

• Does the technology have live human support, and is that support monitored for 
quality?

Although many therapists remain wary of telepsychology and do not utilize it at all 
(McMinn, Bearse, Heyne, Smithberger, & Erb, 2011), the practice of technologically based 
therapy and diagnosis is undeniably on the rise and will probably remain so as technology 
improves and becomes more widespread. As telepsychology progresses, the current body 
of research on its effectiveness will certainly grow as well (Maheu et al., 2005), and the 
guidelines and training for its use will strengthen. Among the more interesting questions 
to be addressed will be the effect of technological tools on the client–therapist alliance 
(Rummell & Joyce, 2010). As we will see in later chapters, a strong professional relationship 
between client and therapist is crucial to any successful therapy. To the extent that therapy 
via e-mail, text, website, or videoconference can maintain or enhance that relationship, it 
stands to benefit the client.

CHAPTER SUMMARY

Several current issues and controversies dominate 
the contemporary field of clinical psychology. As a 
primary example, the issue of prescription privileges 
for clinical psychologists has emerged as a signifi-
cant development in the profession. Those in favor 
of prescription privileges cite numerous justifications, 
including the shortage of psychiatrists in many geo-
graphic areas, other nonphysician professions that 
have obtained prescription privileges, convenience 
for clients, and autonomy for clinical psychologists. 
Opponents of prescription privileges cite difficulties 

related to training, medication as a threat to the prac-
tice of psychotherapy, identity confusion with the 
profession of clinical psychology, and the potentially 
negative influence of the pharmaceutical industry. The 
issue of evidence-based practice/manualized therapy 
has also stirred debate in recent years. Proponents 
point out that these treatments enhance the scientific 
legitimacy of psychotherapy, help establish standards 
of competence, and decrease reliance on therapists’ 
clinical judgment. Those who oppose evidence-based 
practice/manualized therapy emphasize that these 
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therapies can threaten the therapeutic relationship, 
can overly restrict practice options, and may be based 
on empirical standards or specifically selected client 
populations that limit applicability to the broad field 
of psychotherapy. Overdiagnosis—also known as 
diagnostic inflation or the medicalization of every-
day problems—has stirred significant controversy 
with each new edition of the DSM, especially DSM-5. 
Although the DSM authors follow a thorough pro-
cess when deciding whether to label an experience 
as a mental disorder, critics argue that too often, they 
have included experiences that are unfortunate parts 
of normal life or have used criteria that set the bar 
so low that too many people qualify for the disorder. 
Consequences of an overly broad or loose definition 
of mental illness can include unnecessary treatment, 
stigma, and legal implications. How a client pays for 
psychotherapy—specifically, whether a managed-care/
health insurance company pays the bill or the client 
pays independently—appears to have an impact on 
clinical psychologists and their work with clients. 

Especially in the private practice field, psychologists 
report that their practices have been negatively affected 
by the increased involvement of managed-care compa-
nies. Evidence suggests that psychologists’ diagnostic 
decisions about clients can be significantly influenced 
by the presence or absence of a health insurance/ 
managed-care company paying the bill. Recent tech-
nological innovations have expanded the range of 
tools that clinical psychologists can use to treat clients. 
Telepsychology of various kinds, including video-
conferencing, online therapies, e-mail- or text-based 
therapeutic interventions, virtual-reality technology, 
and other forms of computer-aided treatment have all 
been successfully used. Initial outcome data are prom-
ising, but outcome may depend on a wide variety of 
factors related to the intervention, the delivery mode, 
and the setting in which it is used. Along with these 
new technologies have come corresponding ethical 
and professional issues, including informed consent, 
laws and ethics, confidentiality, and effectively manag-
ing client emergencies from a distance.
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CRITICAL THINKING QUESTIONS

1. In your opinion, should clinical psychologists 
have prescription privileges? Why or why not?

2. In your opinion, is mental illness currently 
overdiagnosed?

3. In your opinion, to what extent should the use of 
evidence-based practice be required for clinical 
psychologists?

4. In your opinion, how much should clinical 
psychologists tell new clients about the impact 
that payment method (e.g., managed care/health 
insurance vs. out of pocket) might have on their 
diagnosis or treatment?

5. In your opinion, what are the most important 
advantages and disadvantages of recent forms 
of technology on the practice of clinical 
psychology?
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LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations and 
Tracks

evidence-Based/empirically 
Supported Treatments

Psychopharmacology

Technology and Practice

evidence-Based/empirically 
Supported Treatments

Technology

Miscellaneous/Other—evidence-
Based Practice

Miscellaneous/Other—
Telepsychology

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Clinical Psychological Science

http://www.psychologicalscience.org/index.php/
publications/journals/clinical

Clinical Psychology: Science and Practice

http://onlinelibrary.wiley.com/journal/10.1111/
(ISSN)1468-2850

Evidence-Based Mental Health

http://ebmh.bmj.com/

Journal of Technology in Human Services

http://www.tandfonline.com/loi/wths20#.V08Y3 
vkrLX5

Professional Psychology: Research and Practice

http://www.apa.org/pubs/journals/pro/index.aspx

Psychotherapy

http://www.apa.org/pubs/journals/pst/index.aspx

Psychotherapy Research

http://www.tandfonline.com/loi/tpsr20#.V08V2 
fkrLX4

The Tablet (Newsletter of the American Society for the 
Advancement of Pharmacotherapy, APA Division 55)

http://www.apadivisions.org/division-55/publications/ 
tablet/index.aspx
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STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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THE RISE OF MULTICULTURALISM  
IN CLINICAL PSYCHOLOGY

The Diversification of the U.S. Population

Cultural diversity has historically been a hallmark of the U.S. population, but in recent 
years, the country has become much more diverse. The number of people of minority 
ethnicities, as well as the proportion of the U.S. population they represent, has increased 
dramatically. For example, in a single decade (1990–2000), the Asian American/Pacific 
Islander population and the Latino/Latina/Hispanic population each grew by about 50% 
(U.S. Census Bureau, 2001). As of 2016, there were over 43 million immigrants in the 
United States, representing over 13% of the population (U.S. Census Bureau, 2017).  
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One in five U.S. schoolchildren speaks a language other than 
English at home (Roberts, 2004). And by 2050, about half the 
country’s population will identify at least partially as African 
American, American Indian, Asian American, or Latino/Latina 
(U.S. Census Bureau, 2008).

In certain parts of the United States, the increasing diver-
sity is especially pronounced. In Miami, for example, over two 
thirds of the population is Latino/Latina/Hispanic (U.S. Census 
Bureau, 2018b). In San Francisco, individuals of Asian descent 
represent about one third of the population (U.S. Census 
Bureau, 2018c). And about three quarters of the population of 
Detroit and half the population of Washington, D.C., are African 
American (U.S. Census Bureau, 2018a, 2018d).

Clinical psychologists have recognized that the people 
who might seek their professional services represent a grow-
ing variety of cultural backgrounds. As individuals and as a 
profession, clinical psychologists are making efforts to address 
issues of culture sensitively and competently (Comas-Díaz, 
2011a, 2011b, 2012; M. L. Melton, 2018; Suzuki & Wilton, 
2016). As stated by McGoldrick, Giordano, and Garcia-Preto 
(2005b), “We must incorporate cultural acknowledgment  
into our theories and into our therapies, so that clients not of 
the dominant culture will not have to feel lost, displaced, or 
mystified” (p. 4).

Multiculturalism as the “Fourth Force”

The impact of issues of culture and diversity on mental health 
professionals in recent years has been so extensive that some 
authors have identified multiculturalism as a defining issue of 
the current era of psychology. For example, Pedersen (1990, 
1999, 2008) has put forth the argument that in the evolution 
of the clinical/counseling field, multiculturalism represents the 
“fourth force.” With this label, multiculturalism takes its place 

with the three previous movements that have been broadly recognized as dominant 
paradigms in their respective eras: psychoanalysis as the first force, behaviorism as the 
second force, and humanism/person-centered psychology as the third force (Bugental,  
1964). Multiculturalism, then, stands as a major pervasive influence on the work of 
contemporary clinical psychologists (Comas-Díaz & Brown, 2016; Gelso, 2011). It 
represents a fundamental change of emphasis but one unlike the previous three in 
terms of its method of impact. Whereas behaviorism and humanism emerged as chal-
lenges to the incumbent first force of psychoanalysis, multiculturalism does not neces-
sarily aim to dethrone any of the first three forces. Instead, it enhances and strengthens 
existing models by infusing them with sensitivity and awareness of how they can be 
best applied to individuals of various cultural backgrounds (Mio, Barker-Hackett, & 
Tumambing, 2006).

Learning 
Objectives
4.1 Explain what it means to 

describe multiculturalism 
as the “fourth force” in 
clinical psychology.

4.2 List professional efforts 
in clinical psychology 
that demonstrate the 
field’s current focus on 
multiculturalism.

4.3 Speculate how cultural 
competence could be 
demonstrated with 
psychotherapy clients of 
various backgrounds.

4.4 Compare major 
perspectives on 
the similarities and 
differences among people.

4.5 Define “culture” in 
the context of clinical 
psychology.

4.6 Describe methods 
for training clinical 
psychologists in cultural 
issues.

 Web Link 4.1 
cultural diversity 
in the united 
states
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One reason cultural diversity is such a 
powerful force in the clinical and counseling 
fields is that it shapes the way the client under-
stands the very problem for which he or she is 
seeking help. This understanding—this world-
view, applied to psychological problems—is 
what the therapist should appreciate as he or 
she devises an approach to helping the client. 
Comas-Díaz (2011a) encourages therapists to 
directly assess clients’ understanding of their 
own psychological problem by asking them 
these questions:

 • What do you call your problem (or 
illness or distress)?

 • What do you think your problem does to you?

 • What do you think the natural cause of your problem is?

 • Why do you think this problem has occurred?

 • How do you think this problem should be treated?

 • How do you want me to help you?

 • Who else (e.g., family, friends, religious leader) do you turn to for help?

 • Who (e.g., family, friends, religious leader) should be involved in decision 
making about this problem? (Adapted from p. 875)

Recent Professional Efforts to  
Emphasize Issues of Diversity and Culture

Clinical psychology and related professions have addressed the issue of cultural diversity 
in many tangible ways. In the 1970s, efforts toward educating therapists and therapists- 
in-training on the importance of race and ethnicity were in their early stages. These 
efforts expanded through the 1980s and by the 1990s were much more widespread  
and comprehensive in terms of the variables, beyond ethnicity and race, around which 
culture might be defined (J. E. Harris, 2012). In recent years, a plethora of efforts reflects 
the increasing importance of culture within clinical psychology.

Journals and Books

Numerous publications on diversity and cultural issues in mental health have appeared 
in recent years. Scholarly journals in clinical psychology have increasingly included  
articles on cultural and diversity topics, and some psychology journals are devoted 
entirely to such issues (Koydemir & Essau, 2015). (See Table 4.1 for examples.) In addi-
tion, a wide variety of books now offer education and guidance to psychologists working 

} Photo 4.1 
cultural diversity 
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with diverse populations. Some of these books focus on a single population, such as  
Working With Asian Americans (E. Lee, 1997), Psychotherapy With Women (Mirkin, 
Suyemoto, & Okun, 2005), or Counseling Muslims (Ahmed & Amer, 2012), whereas  
others compile chapters on many different populations, such as Ethnicity and Family  
Therapy (McGoldrick, Giordano, & Garcia-Preto, 2005a) or Counseling Diverse Popu-
lations (Atkinson & Hackett, 2003). Collectively, these publications represent a wealth  
of cultural knowledge for contemporary clinical psychologists, and their increasing  
presence acknowledges the importance of the topic.

Emergence of American  
Psychological Association Divisions

Within the American Psychological Association, new divisions arise when a subset of 
members recognizes a need to study or examine a specific topic in depth. Among the 
divisions created most recently, many focus on diversity or cultural issues, including the 
following:

Table 4.1  Scholarly Journals Relevant to Diversity and Multicultural Issues in Clinical 
Psychology

Among others, these journals focus on issues of culture and commonly include articles of  
clinical relevance:

Asian American Journal of Psychology Journal of Latinx Psychology

Cultural Diversity and Ethnic Minority Psychology Journal of Multicultural Counseling and Development

Hispanic Journal of Behavioral Sciences Journal of Rural Mental Health

Journal of Black Psychology Psychoanalysis, Culture, and Society

Journal of Cross-Cultural Psychology Psychology of Men and Masculinity

Journal of Cultural Diversity Psychology of Sexual Orientation and Gender Diversity 

Journal of Gender, Culture, and Health

Among others, these journals focus on clinically relevant issues and commonly feature articles 
emphasizing culture or diversity:

Clinical Psychology: Science and Practice Journal of Counseling Psychology

Counseling Psychologist Journal of Marital and Family Therapy

Journal of Abnormal Psychology Journal of Mental Health Counseling

Journal of Clinical Psychology Professional Psychology: Research and Practice

Journal of Consulting and Clinical Psychology Psychotherapy: Theory, Research, Practice, Training
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 • Division 35—Society for the Psychology of Women

 • Division 36—Psychology of Religion

 • Division 44—Society for the Psychological Study of Lesbian, Gay, and  
Bisexual Issues

 • Division 45—Society for the Study of Ethnic Minority Issues

 • Division 51—Society for the Psychological Study of Men and Masculinity

American Psychological Association Ethical Code

Numerous specific standards and principles in the most recent edition of the American 
Psychological Association (2002) ethical code compel psychologists to work with cultural 
sensitivity and competence. Their inclusion as standards makes it clear that awareness 
of diversity issues is a requirement rather than merely an aspiration for ethical psychol-
ogists. See Table 4.2 for a list of specific ethical standards and principles that relate to 
multiculturalism.

Table 4.2  Selected Excerpts From the American Psychological Association’s (2002) 
“Ethical Principles of Psychologists and Code of Conduct” Relating to 
Multiculturalism or Diversity

 • Principle e: respect for People’s rights and dignity

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

 • standard 2.01 Boundaries of competence

(b) Where scientific or professional knowledge in the discipline of psychology establishes that an 
understanding of factors associated with age, gender, gender identity, race, ethnicity, culture, national 
origin, religion, sexual orientation, disability, language, or socioeconomic status is essential for effective 
implementation of their services or research, psychologists have or obtain the training, experience, 
consultation, or supervision necessary to ensure the competence of their services, or they make 
appropriate referrals, except as provided in standard 2.02, Providing services in emergencies.

 • standard 3.01 unfair discrimination

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

(Continued)

 Web Link 4.2 
Cultural Diversity &  
Ethnic Minority 
Psychology
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 • standard 9.06 Interpreting assessment results

When interpreting assessment results, including automated interpretations, psychologists take into 
account the purpose of the assessment as well as the various test factors, test-taking abilities, and 
other characteristics of the person being assessed, such as situational, personal, linguistic, and cultural 
differences, that might affect psychologists’ judgments or reduce the accuracy of their interpretations. they 
indicate any significant limitations of their interpretations. (see also standards 2.01b and c, Boundaries of 
competence, and 3.01, unfair discrimination.)

Source: American Psychological Association (2002), pp. 1060–1073.

Table 4.2  (Continued)

American Psychological  
Association Accreditation Standards

When the American Psychological Association decides whether to give its “seal of 
approval”—in other words, accreditation—to a graduate program in psychology, cultural 
diversity is a primary focus. In the American Psychological Association (2005) standards 
of accreditation, “Cultural and Individual Differences and Diversity” is one of the eight 
domains that an educational program must address adequately to be accredited. This 
requirement applies to doctoral programs, predoctoral internships, and postdoctoral 
internships seeking accreditation. Specifically, the accreditation standards for doctoral 
programs list criteria such as (1) including people of diverse backgrounds among stu-
dents and faculty and (2) educating students about the role of culture in the science and 
practice of professional psychology.

DSM Efforts Toward Multiculturalism

The authors of the fifth edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5) state in the Introduction that “key aspects of culture relevant to 
diagnostic classification and assessment have been considered in the development of 
DSM-5” (American Psychiatric Association, 2013, p. 14). In addition to information 
on cultural variation embedded in the descriptions of specific disorders, it provides 
more general guidance for clinicians to help with overall cultural competence. For 
example, it offers an “Outline for Cultural Formulation,” which instructs clinicians in 
various aspects of culture to assess in clients, such as cultural identity, cultural concep-
tualization of distress, and cultural features of the relationship with the mental health 
professional. It also offers a “Cultural Formulation Interview,” a series of 16 specific 
questions that can guide a clinician toward a culturally informed interview. All of 
these efforts support the growing body of research suggesting that culture influences 
the experience or expression of a variety of psychological problems, including anxiety  
disorders, eating disorders, substance use, and many others (e.g., Chentsova-Dutton &  
Tsai, 2007).

Another effort toward cultural awareness incorporated into DSM-5 is a glossary 
listing cultural concepts of distress (many of which were called “culture-bound 
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syndromes” in previous DSM editions; Alarcón, 2015). The glossary of cultural concepts 
of distress includes nine terms that represent psychological problems observed in 
groups from various parts of the world. Some are described as similar to a DSM-5 
disorder, but others bear little resemblance. Examples include taijin kyofusho, in which 
a person anxiously avoids interpersonal situations because they believe that their 
appearance, actions, or odor will offend other people (found in Japanese and some 
other cultures); susto, in which a frightening event is thought to cause the soul to leave 
the body, resulting in depressive symptoms (found in some Latino/Latina/Hispanic 
cultures); and maladi moun, in which one person can “send” psychological problems 
like depression and psychosis to another, usually as a result of envy or hatred toward 
the other person’s success (found in some Haitian communities; similar experiences 
called the “evil eye” are more common in other parts of the world). Although some 
authors (McGoldrick et al., 2005b) have pointed out that a few of the official disor-
ders included in DSM might in fact be better described as culturally bound to U.S.  
or North American cultures (e.g., eating disorders, as discussed in Chapter 7), the  
list of culture-bound syndromes in the DSM nonetheless signifies an increase in the 
profession’s recognition of multicultural issues.

Revisions of Prominent Assessment Methods

Several prominent assessment tools used by clinical psychologists have been revised in 
recent years with the specific intent of making them more appropriate and serviceable to 
diverse clients (Braje & Hall, 2015). The Minnesota Multiphasic Personality Inventory 
(MMPI), an especially popular and well-respected personality test, underwent a major 
overhaul in the 1980s, resulting in the publication of the MMPI-2 in 1989. Compared 
with the original MMPI, the normative scores for the MMPI-2 were based on popula-
tion samples much more representative of the cultural diversity of the U.S. population 
(D. S. Nichols, 2001). (Chapter 10 includes much more information on the MMPI and 
MMPI-2.) Other examples include the adult and child versions of the Wechsler tests 
of intelligence (e.g., Wechsler Adult Intelligence Scale, Wechsler Intelligence Scale for 
Children), which are among the most widely used and highly esteemed in their respec-
tive categories. As these tests have been revised in recent years, their authors have made 
efforts to create instruments that minimize cultural bias and maximize cultural inclusion 
(D. P. Flanagan & Kaufman, 2009). (Chapter 9 includes much more information on the 
Wechsler tests.)

CULTURAL COMPETENCE

What Is Cultural Competence?

Clinical psychologists should strive for cultural competence (Comas-Díaz & Brown, 
2016; J. R. Graham & Roemer, 2015; Vasquez, 2010). Indeed, when clients perceive their 
therapists as culturally competent, they are more likely to form strong working relationships 
with them, which leads to fewer therapy drop-outs and better therapy outcomes (Owen, 
Tao, Leach, & Rodolfa, 2011; Soto, Smith, Griner, Domenech Rodríguez, & Bernal, 2018). 

 Web Link 4.3 
national center 
for cultural 
competence
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But what exactly does cultural competence involve? 
According to D. W. Sue and Sue (2008),

Multicultural counseling competence is 
defined as the counselor’s acquisition of 
awareness, knowledge, and skills needed 
to function effectively in a pluralistic 
democratic society . . . and on an 
organizational/societal level, advocating 
effectively to develop new theories, practices, 
policies, and organizational structures that 
are more responsive to all groups. (p. 46)

A key phrase in D. W. Sue and Sue’s (2008) definition of cultural competence  
is “awareness, knowledge, and skills”; these are the three primary components to  
multicultural competence as applied to clinical/counseling work. Let’s examine each  
one in detail.

Cultural Self-Awareness

Cultural competence begins with learning about one’s own culture—not only basic 
facts such as where one’s parents or ancestors came from but also the values, assump-
tions, and biases that one has developed as a result of all cultural influences (J. E. Harris, 
2012). When a clinical psychologist attains cultural self-awareness—that is, comes to 
understand that their viewpoint is (like everyone’s) unique and idiosyncratic—several 
conclusions are within reach (Fouad & Arredondo, 2007). For example, the psychol-
ogist may adopt a viewpoint toward clients that is less egocentric, more humble, and 
more appreciative of the varying experiences of life (Mosher et al., 2017). Also, the 
psychologist may come to recognize that differences between people are not necessar-
ily deficiencies, especially if the difference demonstrated by the client is common or 
valued in the client’s own cultural group. Rather than glossing over differences between 
themselves and their clients, psychologists should explore their own personal reac-
tions to these differences and address any discomfort they may initially feel about them  
(B. Greene, 2007).

Of course, the process of cultural self-awareness can be difficult or unpleasant for 
psychologists, because it may require admitting and coming to terms with some undesir-
able “isms”—racism, sexism, heterosexism, classism, ethnocentrism, or similar prejudicial 
or discriminatory belief systems that we’d rather pretend we don’t have. But by examin-
ing them and exposing them to ourselves, we can take steps toward minimizing them and 
the negative impact they might have on our clients (Vasquez, 2010).

Cultural self-awareness is important regardless of the psychologist’s own cul-
tural background. Whether a member of a majority or minority, the psychologist will 
inevitably encounter clients whose cultural backgrounds differ—sometimes slightly, 
sometimes considerably—from their own. Thankfully, scholars in our field are paying 
increasing attention to the cultural status of the therapist (e.g., Gelso, 2010; Mirsalimi, 
2010; Nezu, 2010).

} Photo 4.2 
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In My Practice . . .

In my practice, self-awareness of my own cul-
tural background has always been important. 
It consistently reminds me that my way is just 
one way of understanding the world and helps 
me appreciate the validity of the perspectives 
that diverse clients hold.

With regard to my own cultural back-
ground, one particular challenge involves 
disclosing it to clients. The questions that I 
consider are the same that most other clinical 
psychologists (and other mental health pro-
fessionals) consider: How much of my cultural 
background should my clients know? Are there 
certain characteristics about myself that I 
should voluntarily share with every client? Are 
there certain characteristics about myself that 
I should willingly share if the client requests 
it? Are there certain characteristics about 
myself that no client ever needs to know?

Clients may come to certain conclusions 
about me (whether right or wrong) based on 
what they see when they sit in my office: my 
race/ethnicity, my approximate age, my gender. 
But other variables may be tougher for them to 
guess: my religion, my ethnicity, my sexual ori-
entation, my socioeconomic status, where I was 
raised, and more. Usually, when clients ask me 
to fill in those blanks, their underlying concern 
is whether I have the experience necessary to 

fully understand or empathize with them—in 
other words, whether I’ll “get” them. A teen cli-
ent who eventually came out asked me directly 
in an early session about my sexual orientation, 
later explaining that he thought a gay thera-
pist would better recognize the issues he had 
around telling his family about his sexual ori-
entation. When an 80-year-old client called me 
to inquire about my services, her first question 
was how old I was, because she was concerned 
that a young therapist couldn’t grasp how it felt 
to experience the illnesses, cognitive declines, 
and deaths of friends that she had endured in 
recent years. A 21-year-old woman who was 
considering an abortion asked me about my 
religion, hoping that if mine matched hers I 
would have a more immediate appreciation of 
the issues with which she wrestled.

Over the course of my career, I have leaned 
toward keeping my own cultural background 
private, but in selected situations (including 
some of the above), when I thought it would 
benefit the client, I selectively disclosed.

In your opinion, should therapists dis-
close this kind of information about them-
selves? Why or why not? Does a shared 
cultural background in fact make a therapist 
better able to “get” a client, and does that lead 
to better assessment or treatment?

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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Knowledge of Diverse Cultures

To know one’s own culture is a good first step for the psychologist, but it won’t amount 
to much unless the psychologist also possesses information about the client’s cultural 
groups. Simply put, the psychologist should know as much as possible about the cli-
ent’s culture. Efforts in this direction should be continual—learning through reading, 
direct experiences, relationships with people in various cultures, and other means. Of 
course, therapists can’t know everything about every culture that might be represented 
by a client in a country as diverse as the United States. In fact, acknowledging cultural 
differences with clients can be a good idea, and asking a client to explain the meaning 
or importance of a particular experience from their point of view can ensure a more 
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Considering Culture

Interviews With Multicultural Experts: 
Cultural Competence With Clients From 
Specific Cultures

Knowledge of diverse cultures is one of 
the core elements of cultural competence. 
Here, we ask nine highly respected experts 
in multicultural mental health to provide 
their thoughts about what clinical psychol-
ogists should know about particular cultural 
groups. The cultural groups they discuss 
span ethnicity, gender, religion, and sexual 
orientation.

This box is just a start! It contains brief 
excerpts of the experts’ responses, but this 
textbook’s companion website (edge.sagepub/
pomerantz5e) contains the experts’ full biog-
raphies as well as their full-length responses 
to these five questions about clinical work 
with their cultural groups:

1. In general, why is it important for 
clinical psychologists to be culturally 
competent when working with 
members of this culture?

2. What can clinical psychologists (or 
students in training) do to enhance 
their cultural competence with 
members of this culture?

3. What specific considerations should 
clinical psychologists keep in mind 
when conducting assessment 
(interviewing, intelligence testing, 
personality testing, etc.) and 
diagnosis with members of this 
culture?

4. What specific considerations should 
clinical psychologists keep in mind 
when conducting psychotherapy 
with members of this culture?

5. Any other thoughts about culturally 
competent practice with members 
of this culture?

Latino/Latina Clients

Dr. Melba Vasquez is the cofounder of the 
Society for the Psychological Study of Ethnic 
Minority Issues (American Psychological Asso-
ciation Division 45), the first Latina member-at-
large on the board of directors of the American 
Psychological Association, and 2011 president 
of the American Psychological Association. She 
sees clients in private practice in Texas.

 • “Latino/a cultural factors for 
assessment may include relevant 
generational history (e.g., number of 
generations in the country, manner 
of coming to the country); citizenship 
or residency status (e.g., number 
of years in the country, parental 
history of migration, refugee flight, or 
immigration); fluency in ‘standard’ 
English or other language; extent of 
family support or disintegration of 
family; availability of community 
resources; level of education; change 
in social status as a result of coming to 
this country (for immigrant or refugee); 
work history; and level of stress related 
to acculturation and/or oppression.”

 • “The demographic changes in the 
world and in this country have 
significant implications for counseling 
and clinical psychologists. Although 
Latinos/Latinas typically present with 
similar problems, relative to other 
clients, variations in conceptualizations 
and interventions may be important in 
providing effective services.”
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Asian and Asian American Clients

Dr. Frederick Leong is a professor of psychol-
ogy at Michigan State University, director of 
the Consortium for Multicultural Psychology 
Research, and founding editor of the Asian 
American Journal of Psychology.

1. “Intra-group heterogeneity is 
particularly important to recognize 
when it comes to a group such as 
Asian Americans given that this 
population comprises approximately 
43 different ethnic groups with 
over 100 languages and dialects 
represented.”

2. “For many Asian Americans, 
constancy and equilibrium, duty, 
obligation and appearance of 
harmonious relations are important 
in their family relations. In addition, 
Asian families tend to emphasize 
connectedness of the family, while 
European Americans tend to prioritize 
separateness and clear boundaries in 
relationships due to the two groups’ 
value differences. It has become 
well known that Asian Americans 
tend to be more collectivistic in 
cultural orientation while European 
Americans tend to be individualistic.”

American Indian/Alaska Native Clients

Dr. Joseph E. Trimble is a Distinguished Univer-
sity Professor and member of the Department 
of Psychology and a research associate in the 
Center for Cross-Cultural Research at Western 
Washington University. In 1994, he received 
a Lifetime Distinguished Career Award from 
American Psychological Association Division 
45 for his research and dedication to cross- 
cultural and ethnic psychology. He also won 

the American Psychological Foundation’s  
2017 Gold Medal Award for Life Achievement 
in Psychology in the Public Interest.

 • “Providers of traditional helping 
services in Indian communities 
most likely exemplify empathy, 
genuineness, availability, respect, 
warmth, congruence, and 
concreteness, characteristics that 
are likely to be effective in any 
therapeutic treatment setting, 
regardless of the provider’s theoretical 
orientation or counseling style. 
Effective counseling with Indians 
begins when a counselor carefully 
internalizes and uses these basic 
characteristics in counseling settings.”

 • “A constant theme occurs repeatedly 
in the Indian and Native counseling 
literature—counselors of Indian and 
Native clients must be adaptive and 
flexible in their personal orientations 
and in their use of conventional 
counseling techniques.”

African American Clients

Dr. Robert L. Williams was a founding member 
of the National Association of Black Psychol-
ogists in 1968. From 1970 to 1992, he served 
as professor of psychology and African and 
African-American studies at Washington  
University in St. Louis. He is currently professor 
emeritus of the departments of Psychological & 
Brain Sciences and African and Afro-American 
Studies at Washington University in St. Louis.

 • “The first step in gaining cultural 
competence is self-knowledge. 
Psychologists need to become 
aware of their own racial scripts 
and beliefs, and how these might 

(Continued)
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affect the way they conduct therapy. 
Racial scripts are programmed 
messages from parents to children 
about African Americans of which 
the children, even when they have 
become adults, are not fully aware. 
They can have a powerful influence, 
so it’s important for psychologists 
to recognize their own racial scripts 
and alter them to meet the reality of 
the African American community.”

 • “Perhaps most importantly, 
psychologists working with clients 
of diverse backgrounds, including 
African American clients, need to 
know and accept that a cultural 
difference is not a deficiency. In other 
words, differences between the 
cultures exist, but they need not 
suggest that one is better or worse 
than the other.”

Irish American Clients

Dr. Monica McGoldrick is the director of the 
Multicultural Family Institute of New Jersey 
and an adjunct associate professor of clini-
cal psychiatry at UMDNJ–Robert Wood Johnson  
Medical School. Her many books include 
Ethnicity and Family Therapy (McGoldrick  
et al., 2005a) and The Expanding Family Life Cycle 
(McGoldrick, Carter, & Garcia-Preto, 2016).

 • “Traditionally (and I’m 
overgeneralizing a bit to make the 
point) the Irish, although they were 
big talkers, were not big talkers 
about emotional issues. In fact, 
they seemed afraid of emotional 
issues. So, if you asked them the 
kinds of questions that would, say, 
come from a Freudian perspective 

(which is still very strong in 
psychology), they would probably 
look much more pathological than 
they really are, because they would 
be extremely uncomfortable with 
questions about their inner feelings, 
especially negative feelings or sexual 
feelings.”

 • “The Irish have a long history in 
which they learned how to keep 
their emotional process under 
wraps, and often the church 
encouraged certain attitudes which 
led them to feel guilty about some 
feelings that wouldn’t even be an 
issue in other cultural groups.”

Female Clients

Dr. Nadya A. Fouad is Mary and Ted Kellner 
Endowed Chair of Educational Psychology 
and Distinguished Professor of Counseling 
Psychology, School & Clinical Mental Health 
Counseling in the Department of Educational 
Psychology at the University of Wisconsin– 
Milwaukee. She served as cochair of the writ-
ing team for the American Psychological 
Association’s Multicultural Guidelines on Edu-
cation, Training, Research, Practice, and Organiza-
tional Change. She is also the recipient of the 
Leona Tyler Award for Lifetime Achievement in 
Counseling Psychology from APA Division 17.

 • “It’s important to understand how 
a client’s gender is interwoven in 
his or her culture or ethnicity. For 
example, a traditional Hispanic 
woman facing a decision like 
moving across the country to go 
to college and moving away from 
her family might experience that 
decision in a unique way, and 

(Continued)
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differently from a man in the same 
situation. If a client senses that the 
psychologist isn’t taking these kinds 
of issues into account, the client 
might not return at all.”

 • “Be aware of your own biases with 
regard to gender. For example, do 
you have a bias toward women being 
in a particular role, either traditional 
or nontraditional? Do you have a 
bias toward one type of relationship 
in which women should be?”

Middle Eastern Clients

Dr. Karen Haboush (1961–2016) was a clini-
cal associate professor in the Department of 
Applied Psychology at Rutgers University and 
maintained a private practice as well. She pub-
lished articles and chapters on culturally com-
petent practice with children and families of 
Middle Eastern descent.

 • “Because the popular media often 
presents predominantly negative 
images of Middle Easterners (i.e., 
terrorists, religious extremists), 
psychologists may unwittingly 
internalize these images, which 
subsequently influences their 
clinical work. As with all ethnic 
groups, the first step in developing 
cultural competence is for 
psychologists to examine their own 
attitudes and knowledge.”

 • “In Middle Eastern culture, the 
welfare of the family has much 
greater significance than individual 
autonomy and independence. . . .  
This makes Middle Eastern 
culture quite different from the 
prevailing emphasis on individual 

achievement, which is more 
characteristic of North American 
and European countries. Of course, 
great variability exists across 
cultures and countries, but generally 
speaking, a collectivist emphasis on 
the well-being of the family tends to 
characterize the Middle East.”

Lesbian/Gay/Bisexual/ 
Transgender (LGBT) Clients

Dr. Kathleen J. Bieschke is a professor of 
counseling psychology at Pennsylvania State 
University. Dr. Bieschke has written exten-
sively about the delivery of affirmative coun-
seling and psychotherapy to LGBT clients.  
Dr. Bieschke is a coeditor of the Handbook of 
Counseling and Psychotherapy With Lesbian, Gay, 
Bisexual, and Transgender Clients (Bieschke, 
Perez, & DeBord, 2007) and the Handbook of  
Sexual Orientation and Gender Diversity in Coun-
seling and Psychotherapy (DeBord, Fischer, 
Bieschke, & Perez, 2017).

 • “Attention must be paid to the 
development of a productive 
therapeutic relationship. This is 
particularly true when working 
with sexual minority clients, as 
LGBT individuals have learned to 
carefully assess the extent to which 
therapists are affirmative. There are 
myriad ways in which therapists 
can convey affirmation to clients. 
For example, having a symbol in 
one’s office indicating knowledge of 
the LGBT community (e.g., a small 
pink triangle) or using language that 
is inclusive (e.g., not using gender-
specific pronouns when referring to 
sexual partners) can provide LGBT 
clients with concrete evidence of 

(Continued)



86   Part I  •  IntroducIng clInIcal Psychology

a therapist’s openness to sexual 
minorities.”

 • “A particularly fruitful strategy 
is getting to know someone who 
identifies as a sexual minority or as 
a strong ally; relationships such as 
these can shatter stereotypes and 
assumptions.”

Jewish American Clients

Dr. Lewis Z. Schlosser has worked as associate 
professor of counseling psychology at Seton 
Hall University and has practiced in counsel-
ing and forensic settings. He has published 
articles and book chapters on multicultural 
counseling and development, specifically the 
intersection of race, religion, and ethnicity; 
anti-Semitism; and psychotherapy for Amer-
ican Jews (e.g., Schlosser, 2006; Schlosser, Ali, 
Ackerman, & Dewey, 2009; Schlosser, Safran, 
Suson, Dettle, & Dewey, 2013).

 • “Being Jewish is largely an invisible 
minority status. Psychologists might 
never know that they have a Jewish 
client in front of them unless the 
client discloses her or his identity. 
Because Jews have endured a 
long history of oppression, many 
American Jews will assess the safety 
of the current environment prior to 
disclosing their identity. A culturally 
competent psychologist will strive 
to foster an environment of safety 
so that the American Jewish client 
would feel comfortable disclosing 
her or his Jewish identity.”

 • “It is important to note that cultural 
competence is not assured simply 
by being Jewish. That is, we can’t 
assume that Jews are going to be 
culturally competent with Jewish 
clients, as internalized anti-Semitism 
or other factors might be operating.”

(Continued)

culturally sensitive understanding. But clients shouldn’t bear too much of the burden of 
educating the psychologist; instead, the psychologist should aim to enter each session 
with sufficient knowledge of the client’s cultural background.

Cultural knowledge should include not only the current lifestyle of the members 
of the cultural group but also the group’s history, especially regarding major social and 
political issues. For example, the history of African Americans—including slavery, cru-
elty, exploitation, and overt and covert racism—can understandably affect the formation 
of a trusting relationship with a psychologist or with the mental health system more 
generally (Constantine, Redington, & Graham, 2009; Terrell, Taylor, Menzise, & Barett, 
2009). A clinical psychologist who fails to recognize these historical realities and their 
potential impact on clients may form expectations or make interpretations that are cul-
turally insensitive and jeopardize the therapeutic relationship (Shorter-Gooden, 2009).

Of course, the psychologist should not assume that every individual is typical of 
their cultural group. In other words, although a cultural group may have a collective 
tendency, an individual member of that group may vary greatly from that tendency. To 
assume that a member of a cultural group will exhibit all the characteristics common  
to that group is to prejudge. The individual would be better served by a psychologist who 
appreciates the cultural group norms but also appreciates the heterogeneity inherent in 
every culture. See Box 4.3 for further discussion of heterogeneity within a culture.
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Some of the heterogeneity within a culture stems from differences in acculturation  
(J. Chu, Leino, Pflum, & Sue, 2017; Organista, Marin, & Chun, 2010; Rivera, 2010). That 
is, when people find themselves in a new cultural environment, they may respond in a vari-
ety of ways, especially with regard to adopting elements of the new culture or retaining ele-
ments of their original culture. Four separate acculturation strategies have been identified 
(Berry, 2003; Rivera, 2008): assimilation, in which the individual adopts much of the new 
culture and abandons much of the original; separation, in which the individual rejects much 
of the new culture and retains much of the original; marginalization, in which the individual 
rejects both the new and the original culture; and integration, in which the individual adopts 
much of the new culture and retains much of the original. As these four strategies illustrate, 
individuals can combine an appreciation of their new and original cultures in many ways, 
resulting in remarkable diversity within any cultural group. So simply knowing that Hajra 
immigrated to the United States from Bosnia 15 years ago leaves much unknown about 
her cultural identity. To what extent has she embraced mainstream U.S. culture? To what 
extent has she carried on her Bosnian cultural beliefs and traditions? Culturally competent 
clinical psychologists strive to learn their clients’ acculturation strategies in an effort to 
understand more completely their unique ways of life (Shin & Muñoz, 2009).

Metaphorically Speaking

If You’ve Seen Yao Ming,  
You Understand Heterogeneity  
Within a Culture

The average height of a Chinese man is about  
5 ft. 7 in.—about 2 to 3 in. shorter than the 
average height of men from the United States. 
So if you are a clinical psychologist and you 
know that the new client in your waiting 
room is a Chinese man, you might expect to 
see someone around 5 ft. 7 in. tall. But when 
you open the waiting room door and Yao Ming 
stands up—all 7 ft. 6 in. of him—you under-
stand right away that your client is a huge 
exception to the rule.

Yao Ming is a Chinese man and was a 
star basketball player who entered the NBA 
Hall of Fame in 2016. His height illustrates a 
powerful lesson about cultural competence: 
Although members of a culture as a group 
may tend toward certain norms, any individual 
within that group may fall far from that norm. 
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yao Ming’s extraordinary height illustrates that the 
characteristics of an individual do not necessarily follow 
cultural trends. regarding their clients’ psychological 
characteristics, culturally competent clinical psychologists 
appreciate the exceptions as well as the rules.
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Clinical psychologists should aspire to under-
stand the norms of the cultures with which 
they work, but if they rigidly assume that 
every person in that culture fits those norms, 
they are guilty of unfair and often inaccurate 
prejudice. To some extent, generalizing is 
inevitable when discussing cultural groups 
(McGoldrick et al., 2005a), but our generaliza-
tions should be “guidelines for our behaviors, 
to be tentatively applied in new situations, 
and they should be open to change and chal-
lenge. It is exactly at this stage that general-
izations remain generalizations or become 
stereotypes” (D. W. Sue & Sue, 2008, p. 154).

Actually, your statistics course probably 
included some basic concepts that can help 
illustrate this point: measures of central ten-
dency, such as the mean, and measures of vari-
ability, such as range or standard deviation. Any 
group of numbers will yield a mean, but a quick 
glance at the scatterplot shows that there is 
some variation around that mean, and in some 
cases the outliers are quite extreme. The client 
in the psychologist’s office represents one of 
those points on the scatterplot, and although 
it is important to appreciate the central ten-
dencies of that group, it is equally important to 
recall that the client might be an outlier.

Consider another central tendency of 
Chinese and many other Asian cultures—the 
emphasis on collectivism over individualism. 
In contrast to the tendencies in European 
American cultures, members of Asian cultures 
tend to value the welfare of the family or group 
over their own welfare as individuals. Numer-
ous authors on the subject have indicated that 
members of Asian cultures assign great signif-
icance to harmony, interdependence, respect, 
and loyalty in close relationships, and they will 
often forgo individual self-directed accom-
plishments as a result (e.g., Dana, 1993; E. Lee 
& Mock, 2005; Shibusawa, 2005). It is import-
ant for clinical psychologists to be aware of 
this tendency toward collectivism among this 
group but simultaneously be aware that any 
particular client may be an exception to the 
rule. Just as Yao Ming stands almost 2 ft. higher 
than the average Chinese man, the Chinese  
client in the waiting room may hold very  
individualistic—rather than collectivistic—
values. Although this client’s status as a cul-
tural outlier is less obviously visible than Yao 
Ming’s height, it is nonetheless the responsi-
bility of clinical psychologists to be percep-
tive and responsive to the existence of such  
atypical cultural members.

(Continued)

Culturally Appropriate Clinical Skills

Once the psychologist has attained cultural knowledge of self and clients, the next 
step is to develop suitable strategies for assessment and treatment. In other words, the 
approaches and techniques that a psychologist uses to improve a client’s life should be 
consistent with the values and life experience of that client (Hall, Hong, Zane, & Meyer, 
2011; Hwang, 2011; Toporek, 2012). “Talk therapy” may work well for many, but for 
members of some cultural groups, it may be a bad fit. Similarly, clients from some cul-
tures may place great value on “insight” into their psychological problems obtained over 
many months, but clients from other cultures may respond much more positively to 
action-oriented therapies with a short-term focus. Other common features of traditional 
psychotherapy, including verbal self-disclosure of personal problems and 50-minute 
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sessions in an office building, may not be entirely compatible with clients from certain 
cultural backgrounds (Comas-Díaz, 2012).

One essential culturally appropriate clinical skill that is receiving more attention 
in recent years involves microaggressions. Microaggressions are comments or actions 
made in a cross-cultural context that convey prejudicial, negative, or stereotypical 
beliefs and may suggest dominance or superiority of one group over another (Fouad &  
Arredondo, 2007; D. W. Sue, 2010; D. W. Sue et al., 2007). Often, they are “little things” 
that one person may say to another without any intention of hostility or any awareness 
that the comments might be invalidating or insulting—but, in fact, they are. Micro-
aggressions often center on ethnicity or race (e.g., A.  J. Franklin, 2007; D. W. Sue,  
Capodilupo, & Holder, 2008) but can involve any number of differences between people, 
such as age, gender, socioeconomic status, religion/spirituality, or sexual orientation. A 
review of research on the effects of microaggressions finds that they cause distress and 
can contribute to serious psychological problems (P. P. Lui & Quezada, 2019). Unfor-
tunately, clinical psychologists (and other mental health professionals) are not immune 
from committing microaggressions against their clients, and those microaggressions can 
cause damage to the progress a client might otherwise make (Owen et al., 2018; Spengler, 
Miller, & Spengler, 2016). As an example, consider a psychologist who, during an initial 
interview with a 19-year-old male college student, asks, “Do you have a girlfriend?” The 
“girlfriend” question might communicate an assumption on the psychologist’s part that 
being straight is the norm or what is expected or “right.” Especially if the client is gay or 
bisexual, such a question might have negative consequences in terms of forming a ther-
apeutic relationship in which the client feels valued and accepted. Or if a psychologist 
meets with a 7-year-old therapy client on December 27 and asks, “So what did Santa 
bring you?” the child may feel devalued if he or she is Muslim, Jewish, or Buddhist, or 
doesn’t celebrate Christmas for any other reason. The best way for psychologists to avoid 
microaggressions is to examine the thoughts and beliefs that underlie them, which can 
result in greater humility and self-awareness for the psychologist (Vasquez, 2010).

Recent efforts toward the attainment of culturally appropriate clinical skills have 
emphasized the notion of cultural adaptation of treatments with empirical evidence to 
support them (Bernal, Jiménez-Chafey, & Domenech Rodríguez, 2009; Smith, Dome-
nech Rodríguez, & Bernal, 2011). In other words, now that clinical psychology has gen-
erated lists of treatments that work, an important subsequent step is to determine how 
those treatments might need to be adapted for members of diverse cultures (Castro, 
Barrera, & Steiker, 2010; J. R. Graham & Roemer, 2015; Mulvaney-Day, Earl, Diaz- 
Linhart, & Alegría, 2011). (After all, many of the studies that generated the empiri-
cal support for evidence-based treatments were conducted on clients whose collective 
cultural range was very narrow.) For example, La Roche, Batista, and D’Angelo (2011) 
examined a large number of guided imagery scripts—the instructions that psychologists 
read or record for their clients when they are trying to induce relaxation. Often, these 
scripts include statements such as “Imagine yourself alone on a calm beach” or “Picture 
yourself in a beautiful meadow.” Such situations are remarkably “solo”—in other words, 
the idyllic setting involves the client alone. In many ethnicities, scenes that invoke feel-
ings of togetherness or connectedness with other people might better capture relaxation 
or happiness—something along the lines of “Imagine yourself among people who are 
positive and make you feel good about yourself.” La Roche et al. found that guided 
imagery scripts emphasize a “solo” (or idiocentric) orientation rather than a “together” 
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(or allocentric) orientation, which could prove inconsistent with the cultural values of 
many clients. They recommend that clinicians who use such techniques develop a vari-
ety of guided imagery scripts, including some that are allocentric, rather than imposing 
idiocentric scripts on all clients. This kind of adaptation—in which clinicians consider 
how diverse clients might respond differently to the standard (often evidence-based) 
treatment, versus one that has been customized for them—is on the rise (Gelso, 2011; 
G. C. N. Hall & Ibaraki, 2016; Hwang, 2011). Another study shows the importance 
of cultural adaptation of therapies by showing what can happen when such adaptation 
does not happen: Expressive writing, a technique that has produced positive therapy out-
comes for many clients struggling with posttraumatic symptoms (in studies that featured 
mostly White clients) unexpectedly worsened symptoms of a group of about 100 Chinese 
American women (Gallagher, Long, Tsai, Stanton, & Lu, 2018). Meta-analyses suggest 
that overall, cultural adaptations to evidence-based therapies produce positive therapy 
outcomes (Soto et al., 2018).

Another clinically appropriate skill to consider, as basic as it may sound, is simply 
the language in which the therapist talks with the client. For clients who speak more than 
one language, this choice can have important consequences. One study focused on the 
assessment of bilingual individuals with symptoms of schizophrenia and schizoaffective 
disorder. Those who were interviewed in their first language (their “mother tongue”) 
generally reported a higher number and severity of symptoms than those who were 
interviewed in their second (“acquired”) language (C. A. Brown & Weisman de Mamani, 
2017). Of course, no therapist is required to speak every language, but a skillful therapist 
might either keep such language effects in mind during their interactions with a client, or 
be aware of other available mental health resources (including therapists who speak other 
languages) and be capable of referring clients when appropriate.

ARE WE ALL ALIKE? OR ALL DIFFERENT?

The discussion of cultural issues brings up some important, fundamental questions about 
human beings that are applicable to psychologists and the clients they see. To what extent 
are all people—and the experiences and problems they bring to therapy—similar? And to 
what extent might they differ from one another?

Etic Versus Emic Perspective

Dana (1993) describes two distinct perspectives that psychologists have used during the 
history of the profession. The first, known as the etic perspective, emphasizes the simi-
larities between all people. It assumes universality among all people and generally does 
not attach importance to differences among cultural groups. This perspective was more 
dominant in the early days of psychology, when most of the people teaching and prac-
ticing psychology were male, of European descent, and of middle-class or higher socio-
economic standing. Generally, their viewpoint was put forth as the normative viewpoint 
on issues such as defining psychological health, identifying and labeling psychological 
disorders, and developing therapy approaches.
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The emic perspective differs from the etic perspective in that it recognizes and 
emphasizes culture-specific norms. A psychologist employing the emic perspective—
which has grown in prominence along with the rise in multiculturalism—considers a 
client’s behaviors, thoughts, and feelings within the context of the client’s own culture 
rather than imposing norms of another culture on the client (Koydemir & Essau, 2015). 
Compared with the etic perspective, the emic perspective allows psychologists more 
opportunity to appreciate and understand how the client might be viewed by members 
of their own cultural group. In short, the emic approach stresses that individuals from 
various cultural groups “must be understood on their own terms” (Dana, 1993, p. 21).

As a side note, Dana (1993) mentions that the terms etic and emic were derived from 
the field of linguistics and, specifically, from the terms phonetic and phonemic. Histori-
cally, linguists have used the term phonetics for sounds that are common to all languages  
and the term phonemics for sounds that are specific to a particular language (Dana, 1993; 
Pike, 1967). The distinction between the way the two terms were used in linguistics—
essentially, emphasizing universality versus culture specificity—remains in the way the 
terms etic and emic are currently used in psychology.

Tripartite Model of Personal Identity

If the etic and emic perspectives represent two opposite viewpoints, perhaps it would 
be beneficial to consider a continuum that includes not only these two extremes but 
also some middle ground. D. W. Sue and Sue (2008) offer a three-level model called 
the tripartite model of personal identity in which all levels hold some degree of 
importance.

One level in this model is the individual level. Here, the premise is that “all  
individuals are, in some respects, like no other individuals.” A second level is the group 
level, where the premise is that “all individuals are, in some respects, like some other 
individuals.” The final level is the universal level, based on the premise that “all individ-
uals are, in some respects, like all other individuals” (D. W. Sue & Sue, 2008, pp. 38–39). 
A psychologist who can appreciate a client on all three levels will be able to recog-
nize characteristics that are entirely unique to the client, others that are common within 
the client’s cultural group, and still others that are common to everyone. D. W. Sue and  
Sue (2008) argue that appreciation of all three levels is indeed the goal but that the group 
level has been overlooked traditionally in psychology, especially when the group is a 
minority culture, so psychologists may need to make more deliberate efforts in that direc-
tion. See Figure 4.1 for a visual representation of the tripartite model of personal identity.

WHAT CONSTITUTES A CULTURE?

When someone inquires about your cultural background, which of your characteristics 
come to mind? Many would list their race and ethnicity, and others would include a mul-
titude of additional characteristics. If clinical psychologists are to function in a culturally 
competent and sensitive way, it makes sense to consider what exactly we might mean 
when we say “culture.”
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Figure 4.1 Tripartite Model of Personal Identity
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Narrow Versus Broad Definitions

Those who argue for a more narrow definition of culture typically point to ethnicity and 
race as the defining characteristics. Indeed, many books and articles on the topic of cul-
ture focus exclusively on issues of race or ethnicity. According to some who endorse this 
perspective, the inclusion of other variables as “cultural” would unfairly deemphasize the 
socially, politically, and personally important characteristics of race and ethnicity (Mio 
et al., 2006).

On the other hand, some argue that culture can be defined by a much broader range 
of variables, including “any and all potentially salient ethnographic, demographic, status, 
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or affiliation identities” (Pedersen, 1999, p. 3), or that 
culture can be composed of “any group that shares 
a theme or issues(s)” (D. W. Sue, Ivey, & Pedersen, 
1996, p. 16). Others have stated that ethnicity may 
be the primary determinant of culture but not the 
only one: Further factors can include socioeconomic 
status, gender, geography/region, age, sexual orien-
tation, religion/spirituality, disability/ability status, 
immigrant/refugee status, and political affiliation, 
among others (Alessi, Dillon, & Kim, 2015; Artman & 
Daniels, 2010; Consoli, Wang, Delucio, & Yakushko, 
2017; Goldblum, Pflum, Skinta, Evans, & Balsam, 
2017; Hope & Chappell, 2015; Liang & Mole-
naar, 2017; Lyons, Bieschke, Dendy, Worthington, & Georgemiller, 2010; McGoldrick  
et al., 2005a; McKitrick & Li, 2008; Moradi & Budge, 2018; Pepping, Lyons, & Morris, 
2018; Robinson-Wood, 2009; Sewell, 2009; Shipherd, 2015; Vasquez & Vasquez, 2017).

Whether or not the characteristics beyond race and ethnicity are universally 
accepted as components of culture per se, quite a few books, chapters, and articles have 
been written with the intent of making psychotherapists and counselors more sensitive 
to these characteristics. For example, therapists can educate themselves about LGBT 
clients (Bieschke et al., 2007; Diamond, Butterworth, & Savin-Williams, 2011; Russell & 
Fish, 2016); clients with disabilities (Kosciulek, 2003); deaf clients (Leigh, 2010); elderly 
clients (Qualls, 2003); rural clients (Rainer, 2010; Smalley et al., 2010); low-income cli-
ents (Acosta, Yamamoto, & Evans, 1982); Appalachian clients (Harper, 1996); Orthodox 
Jewish clients (Mirkin & Okun, 2005); and many, many other specific groups whose 
defining characteristic is neither race nor ethnicity. Indeed, as time goes by, the range 
of variables that clinical psychologists include when they consider culture continues to 
broaden (L. S. Brown, 2011; Green, Callands, Radcliffe, Luebbe, & Klonoff, 2009).

Additionally, some subsections of society—subcultures, if you will—may be espe-
cially relevant for certain clients. As an example, consider a psychologist working in a 
prison setting or with a former prison inmate who was recently released. If there is such a 
thing as “prison culture”—a shared lifestyle with its own unique norms, expectations, val-
ues, and so on—it would probably be wise for the psychologist to consider it in addition 
to variables such as race, ethnicity, gender, and others. Likewise, a psychologist working 
with military personnel should have some appreciation of how military culture differs 
from civilian culture (Atuel & Castro, 2018). Even adolescents have been identified as 
having a culture of their own, with shared values around the importance of technol-
ogy, peer relationships, and independence from parents (Nelson & Nelson, 2010). Many 
other “subcultures” based on specific work settings, living communities, or other vari-
ables may represent enough of an influence on the life experiences of clients to justify 
tailoring the treatment to best fit them (Arredondo et al., 1996; Truscott, 2010).

Interacting Cultural Variables

When we consider how many variables might contribute to culture, it’s hard to avoid 
the conclusion that for any individual with whom a psychologist works, culture might be 
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multifactorial. In other words, lots of cultural variables may interact in unique ways to 
shape the life experience of a client. Of course, ethnicity and race may be most important 
for certain clients. But other variables might play significant roles as well.

Consider, for example, Esteban and Maria, two clients who share similar Latino/
Latina/Hispanic ethnic backgrounds. In the spirit of cultural competence, their respective 
therapists should appreciate their ethnicity, but perhaps the cultural considerations should 
incorporate other factors as well. If Esteban is a 28-year-old gay man living an upper- 
middle-class life in Los Angeles, while Maria is a 66-year-old heterosexual woman living 
a lower-class life in a small town in rural West Virginia, the cultures of their day-to-day 
lives are probably quite different in spite of similar ethnic heritage. Indeed, if they visited 
each other’s homes, they might find themselves living in very different worlds. Culturally 
competent therapists would certainly appreciate their ethnicity, but such therapists would 
also consider the way that other variables in their lives interact with their ethnicity to 
create a unique set of cultural circumstances (Arredondo et al., 1996; Truscott, 2010).

TRAINING PSYCHOLOGISTS IN  
ISSUES OF DIVERSITY AND CULTURE

With the increasing emphasis on multiculturalism in clinical psychology comes an 
increased responsibility to train psychologists to become culturally sensitive and com-
petent. Graduate program directors, professors, and providers of continuing education 
share this challenge, along with psychologists striving to educate themselves.

Educational Alternatives

What are the best methods for training clinical psychologists in multicultural issues? 
Graduate programs have tried a variety of approaches (Benuto, Casas, & O’Donohue, 
2018; Tormala, Patel, Soukup, & Clarke, 2018). Often, graduate programs include one 
or more courses specifically designed to address culture. In addition, some graduate pro-
grams may weave cultural training into all the educational experiences of the graduate 
student. Courses in psychotherapy, assessment, and research, as well as practicum train-
ing, can be designed to incorporate issues of culture. This way, issues of culture are not 
considered a specialized topic to be examined in isolation but a factor relevant to all 
professional activities of the clinical psychologist.

Another, less traditional approach to training in cultural issues emphasizes real-
world experience with individuals of diverse cultures. Supporters of this approach con-
tend that reading about a different culture in a book, or discussing a different culture in 
class, is no substitute for immersing oneself in that culture to some extent. Thus, through 
experiences that are professional (such as clinical work or research projects incorporating 
diverse clients, participants, colleagues, or supervisors) or personal in nature, some train-
ing programs promote learning about cultural groups by interacting directly with their 
members (Center for Multicultural Human Services, 2006; Magyar-Moe et al., 2005).

No single “best method” or consensus has emerged for training psychologists to 
be culturally competent. However, leaders in this field have begun to identify essential 
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components for graduate training programs. For example, Fouad and Arredondo (2006, 
as cited in Fouad, 2006) identify seven specific “critical elements of a multiculturally 
infused psychology curriculum” that they believe will improve the training of psycholo-
gists working as practitioners, teachers, or researchers. According to these authors, grad-
uate training programs should

1. explicitly state a commitment to diversity;

2. actively make an effort to recruit graduate students from diverse populations;

3. actively make an effort to recruit and retain a diverse faculty;

4. make efforts to make the admissions process fair and equitable;

5. ensure that students gain awareness of their own cultural values and biases, 
knowledge of other groups, and skills to work with diverse populations;

6. examine all courses for an infusion of a culture-centered approach throughout 
the curriculum; and

7. evaluate students on their cultural competence on a regular basis. (Adapted from 
Fouad, 2006, pp. 7–9)

Regardless of the methods used to train clinical psychologists to be culturally compe-
tent, an essential ingredient is that the psychologist (or trainee) reaches a deeper appreci-
ation of their own cultural identity. Hardy and Laszloffy (1992) describe numerous ways 
in which self-knowledge can be examined during training, such as in-class discussions, 
in-class presentations, self-guided assignments, and assigned discussions with one’s own 
family of origin. In the end, the ability to relate to clients of diverse cultures may depend 
not only on information obtained through courses and assignments but also on an attitude 
of “respect, curiosity, and especially humility” (McGoldrick et al., 2005b, p. 6). Cultural 
humility, in fact, has been explored by numerous researchers in recent years and linked to 
better outcomes for therapy clients (D. E. Davis et al., 2018; Mosher et al., 2017).

Measuring the Outcome of  
Culture-Based Training Efforts

Let us not forget that psychology is a science, and as such we take a keen interest in 
measuring the outcome of our efforts to increase cultural sensitivity and competence of 
psychologists. But consider some of the difficult methodological questions:

 • How should we reliably and validly measure the outcome of culture-based 
training efforts?

 • How can we reliably and validly establish a baseline for the level of cultural 
competence of a psychologist or trainee before the training takes place?

 • When we assess the cultural competence component of psychotherapy, whose 
opinion should we seek? The client’s? The psychologist’s? The supervisor’s? 
Another interested party’s?
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 • How can we make a causal connection between particular culture-based training 
efforts and particular outcomes? How can we be sure that confounding or 
unexamined variables aren’t responsible for the outcomes we observe?

At the moment, measuring the outcome of culture-based efforts is at a very early stage 
of empirical investigation, as researchers grapple with issues such as those suggested by the 
questions above. There is some evidence to suggest that psychologists are learning the ideals 
of cultural competence but are not always implementing them as often or as comprehensively 
as they know they should. In other words, there may be a gap between what psychologists 
“practice” and what they “preach” regarding multicultural competence (Hansen et al., 2006).

On a more positive note, efforts promoting multiculturalism are clearly resulting 
in some needed improvements related to clinical and research activities of clinical psy-
chologists. In 2003, D. W. Sue and Sue lamented the fact that evidence-based treat-
ments very rarely incorporate significant numbers of minority clients in their research 
trials, so despite the growing number of evidence-based treatments, these treatments 
may not be applicable to diverse populations. Only 2 years later, however, Muñoz and 
Mendelson (2005) provided one of the first reports of a study attempting to establish 
empirical evidence for a treatment with a specific minority population. This report out-
lined the development and empirical evaluation of prevention and treatment manuals 
for depression and other mental health problems designed for San Francisco’s low- 
income ethnic minority populations at San Francisco General Hospital. The authors 
noted many promising evaluations of these culture-specific manuals and concluded that 
“certain psychological theories describe universal aspects of human behavior and can 
thus profitably inform core therapeutic strategies. However, the effective clinical appli-
cation of such strategies requires group-specific knowledge and cultural adaptation to 
increase the likelihood of positive outcomes” (p. 797). Additional research (M. Barrera & 
Castro, 2006; Lau, 2006; Spilka & Dobson, 2015) has significantly advanced the efforts 
to adapt evidence-based practices for specific cultural groups. In fact, as suggested earlier 
in the chapter, reviews of studies that examine the outcomes of evidence-based practices 
that have been tailored for a particular culture generally find that they work more effec-
tively than nontailored versions (Huey, Tilley, Jones, & Smith, 2014; Soto et al., 2018).

AN EXAMPLE OF CULTURE  
INFLUENCING THE CLINICAL CONTEXT:  
THE PARENT–CHILD RELATIONSHIP

Let’s consider the cultural issues related to a specific aspect of clients’ lives that might be 
involved in the assessment or treatment of a wide variety of individuals and families: the 
relationship between parents and their children. Perhaps the first thing that the psychol-
ogists should recall is that their own expectations regarding parent–child relationships 
are probably influenced by their own culture and that those expectations don’t hold true 
for everyone. For example, in some cultures (e.g., British), parenting that produces a child 
who grows up, moves out, and lives an independent life is usually considered successful. 
But families of other cultural backgrounds (e.g., Italian) usually prefer that their children 



chaPter 4  •  dIversIty and cultural Issues In clInIcal Psychology   97

stay geographically and emotionally close even after 
they reach adulthood. Some cultures (e.g., Chinese) 
tend to insist that children obey parental authority 
without discussion or negotiation. But families of 
other cultural backgrounds (e.g., Jewish) tend to cre-
ate a home life in which open discussion of feelings, 
including children disagreeing or arguing with par-
ents, is tolerated or even encouraged (McGoldrick  
et al., 2005a). (Of course, there is heterogeneity 
within any of these groups.)

It is essential that the clinical psychologist seeing 
an individual or family such as those described above 
attain the multicultural competence to consider these 
varying norms and implement a form of treatment that is consistent with them. Especially 
in the United States, where diversity is extensive and on the rise, clinical psychologists are 
likely to work with clients from a wide variety of backgrounds. And, as in this example, the 
cultural issue may serve as a backdrop to any number of presenting problems, including 
mood disorders, disruptive behavior disorders, relationship problems, and many others.  
A culturally sensitive appreciation of the Italian family, for example, might include explo-
ration of parents’ depressive feelings about a 25-year-old daughter whose successful 
career has served to separate her from them. But if the family were British, an exploration 
of depressive feelings in the parents might strike the clients as off the mark. Similarly, if an 
11-year-old boy had a heated argument with his parents because he didn’t want to take the 
piano lessons they had arranged, a culturally sensitive response might depend on whether 
the family were Chinese, Jewish, or of another cultural background.
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CHAPTER SUMMARY

As the U.S. population has become increasingly diverse, 
multiculturalism has risen to prominence in clinical 
psychology. Evidence of its growing influence includes 
books and articles on diversity and multiculturalism; 
revisions to the DSM, including the inclusion of 
cultural concepts of distress; the creation of culturally 
relevant American Psychological Association divisions; 
and the addition of ethical standards directly related 
to culture. Cultural competence, for which all clinical 
psychologists should strive, involves cultural self-
awareness, knowledge of diverse cultures, and culturally 
appropriate clinical skills. Knowledge of cultural 
norms should be accompanied by an appreciation of 
the heterogeneity of that culture and the likelihood 

that an individual may vary from some cultural norms, 
especially when acculturation strategies are considered. 
The tripartite model of personal identity suggests that 
an individual can be understood as an entirely unique 
person, similar to members of a cultural group, or 
similar to all human beings. Cultures are often defined 
by ethnicity or race, but numerous other variables 
may also constitute culture, such as gender, religion/
spirituality, disability status, socioeconomic status, age, 
and sexual orientation. Training efforts intended to 
increase cultural sensitivity and competence among 
clinical psychologists and trainees include traditional 
coursework as well as direct interaction with members 
of diverse cultures.
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KEY TERMS AND NAMES

acculturation 87
cultural competence 79
cultural concepts of distress 78
cultural diversity 73
cultural self-awareness 80
emic 91

etic 90
group level 91
heterogeneity 87
individual level 91
microaggressions 89

multiculturalism 74
subcultures 93
tripartite model of  

personal identity 91
universal level 91

CRITICAL THINKING QUESTIONS

1. In your opinion, how important is the issue of 
cultural self-awareness to clinical psychologists? 
What is the best way to increase cultural 
self-awareness among current members of the 
profession?

2. In your opinion, which level of the tripartite 
model of personal identity (individual level, 
group level, or universal level) is most important 
in the conceptualization of clients?

3. What are the pros and cons of defining culture in 
a narrow versus broad way?

4. If you were a client, how important would it 
be to you that your clinical psychologist had 
received training in cultural issues? Which 
methods of training would you expect to 
contribute most to your clinical psychologist’s 
cultural competence?

5. Considering the discussion in Box 4.3 about 
heterogeneity within a culture, can you think of 
a cultural group to which you belong but within 
which you represent an exception to a cultural 
tendency?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new 
interests; and a graduate program’s own website may 
have more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations and 
Tracks

acculturation

african american studies

aging/gerontology/adult 
development

asian studies

aging/gerontology

correctional Psychology/Prisons

Immigrant/refugee Populations

lesbian/gay/Bisexual/
transgender

gender studies

latino Psychology/spanish 
Bilingual

Multicultural/cross-cultural/
diversity
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Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations and 
Tracks

deafness/hard of hearing

discrimination

gender roles/sex differences

hispanic studies

Immigration

Indigenous/native american

lesbian/gay/Bisexual/
transgender

Men’s Issues

Minority/cross-cultural/
diversity

Poverty

religion/spirituality

rural Mental health

veteran/Military Issues

Women’s studies/Feminism

Miscellaneous and other—
american Indian

Miscellaneous and other—
cultural adaptations

Miscellaneous and other—
cultural humility

Miscellaneous and other—
Filipino american Psychology

Miscellaneous and 
other—Intersectionality; 
Microaggressions

Miscellaneous and other—
Interventions With refugees

Miscellaneous and other—
Microaggressions

Miscellaneous and other—
Muslim Mental health

Miscellaneous and other—
stereotyping and Prejudice

Men’s Issues

Military/armed Forces

Minority/cross-cultural/
Multicultural

native american health 
services

religion/spirituality

rural Mental health/Psychology

spanish-speaking clients

underserved Populations

Women’s Issues

Miscellaneous—deaf and hard-
of-hearing

Miscellaneous—Indian health 
services

Miscellaneous—Inner-city 
Populations

Miscellaneous—low Income

Miscellaneous—socioeconomic 
disadvantage

geropsychology/aging

Miscellaneous/other—global 
Mental health

Miscellaneous/other—lgBtQ

Miscellaneous/other—rural 
Integrated Primary care

Miscellaneous/other—rural 
Mental health

Miscellaneous/other—rural/
Multicultural Psychology

Miscellaneous/other—Women 
and diversity studies
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KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Asian American Journal of Psychology

http://www.apa.org/pubs/journals/aap/index.aspx

Cultural Diversity & Ethnic Minority Psychology

http://www.apa.org/pubs/journals/cdp/index.aspx

Journal of Black Psychology

http://jbp.sagepub.com/

Journal of Latinx Psychology

http://www.apa.org/pubs/journals/lat/index.aspx

Psychological Services

http://www.apa.org/pubs/journals/ser/index.aspx

Psychology and Aging

http://www.apa.org/pubs/journals/pag/index.aspx

Psychology of Sexual Orientation and Gender Diversity

http://www.apa.org/pubs/journals/sgd/index.aspx

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

 • Self-quizzes

 • eFlashcards

 • Culture expert interviews

 • In My Practice demonstration video

 • Full-text SAGE journal articles

 • Additional web resources

 • Mock assessment data
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Clinical psychologists are obligated to behave ethically in all their professional activities 
(Hummel, Bizar-Stanton, Packman, & Koocher, 2017; Pope & Vasquez, 2016). As 

such, discussion of ethical issues occurs at numerous points in this textbook. For example, 
among our considerations of diversity and culture, we discuss a subset of ethical standards 
most relevant to cultural sensitivity and competence. In another chapter, we discuss the 
ethical standards most relevant to research. In this chapter, we focus entirely on ethical 
issues as they apply to the wide spectrum of clinical psychology.

AMERICAN PSYCHOLOGICAL  
ASSOCIATION’S CODE OF ETHICS

The American Psychological Association published its first code of ethics in 1953.  
The appearance of the initial code corresponded with the rise of professional psychology 
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around that time period. Subsequently, nine revised editions of 
the ethical code have been published, including the most recent 
edition published in 2002 (Behnke & Jones, 2012; Koocher & 
Campbell, 2016). (Two amendments were added in 2010, empha-
sizing the fact that psychologists cannot use particular ethical 
standards to justify or defend the violation of human rights. 
These amendments relate to the disclosure that high-ranking 
members of the American Psychological Association had worked 
with the U.S. Department of Defense in their interrogation 
efforts, described by some as torture, of detainees during the war 
on terror [Bohannon, 2015; C. B. Fisher, 2017; Pope & Vasquez, 
2016].) Since its inception, the code has applied not only to clini-
cal psychologists but also to psychologists of all specialties. Some 
of its guidelines are especially relevant to the most common 
professional activities of clinical psychologists, such as therapy, 
assessment, research, and teaching.

Aspirational and Enforceable

The current American Psychological Association (2002) ethical 
code features two distinct sections: General Principles and Ethi-
cal Standards (Vasquez, 2015). Each of these sections steers psy-
chologists toward ethical behavior in a different way. The items 
in the General Principles section are aspirational. In other 
words, they describe an ideal level of ethical functioning or how 
psychologists should strive to conduct themselves. They don’t 
include specific definitions of ethical violations; instead, they 
offer more broad descriptions of exemplary ethical behavior. 
There are five general principles, and in Table 5.1, each appears 
alongside a selected sentence cited from the lengthier descrip-
tion included in the ethical code.

In contrast to the General Principles section, the Ethical 
Standards section of the ethical code includes enforceable rules 
of conduct. Thus, if a psychologist is found guilty of an ethical 
violation, it is a standard (not a principle) that has been violated. 
These standards are written broadly enough to cover the great 

range of activities in which psychologists engage, but they are nonetheless more specific 
than the general principles. Although each general principle could apply to almost any 
task a psychologist performs, each ethical standard typically applies to a more targeted 
aspect of professional activity. The ethical standards are divided into 10 categories (listed 
in Table 5.2), and, collectively, these 10 categories include 89 individual standards.

In this chapter, we zoom in on some of the standards most relevant to clinical psy-
chologists. Throughout our discussion, it’s important to remember that the ethical code 
should be understood not only as a list of rules to follow and mistakes to avoid but  
also as a source of inspiration for ethical behavior of the highest order. Knapp and  
VandeCreek (2006) describe these two approaches to ethics as “remedial” and “positive” 

Learning 
Objectives
5.1 Describe the five ethical 

principles and 10 ethical 
standards of the American 
Psychological Association’s 
code of ethics.

5.2 Distinguish between the 
aspirational and enforceable 
components of the 
American Psychological 
Association’s code of ethics.

5.3 Explain the limits of 
confidentiality for clients 
receiving services from a 
clinical psychologist.

5.4 Differentiate between 
ethical and unethical 
multiple relationships for 
clinical psychologists.

5.5 Determine key ethical 
considerations for 
psychological assessment 
and research.

5.6 Propose ways that a clinical 
psychologist could ethically 
navigate contemporary 
ethical issues that have 
arisen in the profession.

 Web Link 5.1 
Code of ethics

 Web Link 5.2 
Comparison of 
1992 & 2002 ethical 
codes
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Table 5.1  American Psychological Association’s General Ethical 
Principles

Ethical Principle Sample Sentence From Description in Ethical Code

Beneficence and 
nonmaleficence

“Psychologists strive to benefit those with whom they work and 
take care to do no harm.”

fidelity and 
responsibility

“Psychologists establish relationships of trust with those 
with whom they work. they are aware of their professional 
and scientific responsibilities to society and to the specific 
communities in which they work.”

Integrity “Psychologists seek to promote accuracy, honesty, and 
truthfulness in the science, teaching, and practice of psychology.”

Justice “Psychologists recognize that fairness and justice entitle 
all persons to access and benefit from the contributions of 
psychology and to equal quality in the processes, procedures, 
and services being conducted by psychologists.”

respect for 
People’s rights 
and dignity

“Psychologists respect the dignity and worth of all people, and 
the rights of individuals to privacy, confidentiality, and  
self-determination.”

Source: American Psychological Association (2002), 1060–1073.

Table 5.2  Categories of American Psychological Association Ethical 
Standards

 1. resolving ethical Issues

 2. Competence

 3. human relations

 4. Privacy and Confidentiality

 5. advertising and other Public statements

 6. record Keeping and fees

 7. education and training

 8. research and Publication

 9. assessment

10. therapy

Source: American Psychological Association (2002), 1060–1073.
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ethics, respectively. A remedial approach to ethics would involve doing just enough to avoid 
any trouble that might come from a violation of ethical standards, but a positive approach 
to ethics would involve making every effort to ensure that one’s professional behavior was 
as consistent with ethical principles as possible. As an example, Knapp and VandeCreek 
consider the ethical obligation of competence (which we discuss in more detail later in this 
chapter). Psychologists with a remedial approach to ethics might do the bare minimum to 
make themselves competent for a particular activity (e.g., taking courses, getting supervi-
sion), but psychologists with a positive approach to ethics will strive to become as compe-
tent as possible (e.g., additional courses, extra supervision, self-study, self-care).

Ethical Decision Making

When any ethical issue arises, a clinical psychologist should be equipped with a pro-
cess by which to make the most ethical decision possible. The American Psychological  
Association’s (2002) ethical code does not offer any such decision-making models  
per se, but such models have been recommended by a number of experts in the field 
(e.g., Knapp & VandeCreek, 2006; Koocher & Keith-Spiegel, 2008; Pope, 2011; 
Treppa, 1998). One such expert is Celia Fisher, who served as chair of the American  
Psychological Association’s Ethics Code Task Force, the committee responsible for  
creating the 2002 revision of the ethical code. In her book Decoding the Ethics Code, 
Fisher (2017) proposes a model for ethical decision making. In slightly adapted  
language, that model is presented here:

1. Prior to any ethical dilemma arising, make a commitment to doing what is 
ethically appropriate.

2. Become familiar with the American Psychological Association’s ethical code.

3. Consult any law or professional guidelines relevant to the situation at hand.

4. Try to understand the perspectives of various parties affected by the actions 
you may take. Consult with colleagues (always protecting confidentiality) for 
additional input and discussion.

5. Generate and evaluate your alternatives.

6. Select and implement the course of action that seems most ethically appropriate.

7. Monitor and evaluate the effectiveness of your course of action.

8. Modify and continue to evaluate the ethical plan as necessary.

Before turning to any step-by-step ethical decision-making model, psychologists best 
prepare themselves to deal with ethical dilemmas by becoming generally ethical people 
with sound values. In other words, functioning as an ethical psychologist should not be a 
rote exercise in which a predetermined model for decision making is the sole guide. While 
such models can certainly enhance the psychologist’s chances of making the most ethical 
decision, they work best when utilized by a person who has already examined his or her 
own values and aligned them with the ethics of the profession (Tjeltveit & Gottlieb, 2010).
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Psychologists’ Ethical Beliefs

The American Psychological Association’s (2002) ethical code may instruct psychologists 
on how to conduct themselves ethically, but what do psychologists actually believe about 
the ethicality of various behaviors they might perform? In other words, as a group, what 
ethical beliefs do psychologists hold? This question, especially as it applies to psycho-
therapy-related behaviors, was addressed in a large-scale survey of American Psycho-
logical Association members (Pope, Tabachnick, & Keith-Spiegel, 1987). In this study, 
more than 450 members of Division 29 (Psychotherapy) of the American Psychological 
Association rated the ethicality of 83 separate behaviors that a psychologist might per-
form toward, with, or in response to a client. Results indicated that a few behaviors—for 
example, sex with clients or former clients, socializing with current clients, and disclosing 
confidential information without cause or permission—are viewed as blatantly unethical. 
In contrast, a few other behaviors—for example, shaking hands with clients, addressing 
clients by first name, and breaking confidentiality if clients are suicidal or homicidal—
are viewed as unquestionably ethical. But most of the 83 behaviors fell in the gray area 
between ethical and unethical, illustrating both the challenges that psychologists face in 
making wise judgments regarding ethical issues and the importance of a sound model of 
ethical decision making (Cottone, 2012).

In the years since the 1987 study by Pope et al., other researchers have used similar 
methodologies to further examine the ethical beliefs of psychologists. One study found 
that psychologists’ ethical beliefs may vary according to the point in time or the region 
of the country in which they are collected (Tubbs & Pomerantz, 2001), whereas others 
found that psychologists’ ethical beliefs may vary according to the gender or age of the 
clients toward whom the behaviors may be directed (Pomerantz, 2012a; Pomerantz & 
Pettibone, 2005). Thus, although the American Psychological Association’s (2002) eth-
ical code serves as a guiding force, the beliefs psychologists actually hold, which cor-
respond strongly with the behaviors they act out (Pope et al., 1987), may be subject to 
other influences.

CONFIDENTIALITY

One of the characteristics most closely associated with the ethical practice of clinical 
psychology is confidentiality (M. A. Fisher, 2012). In fact, confidentiality is specifically 
mentioned among the general principles (in Principle E: Respect for People’s Rights and 
Dignity) and in numerous specific ethical standards—including Standard 4.01, “Main-
taining Confidentiality,” which begins, “Psychologists have a primary obligation and take 
reasonable precautions to protect confidential information” (American Psychological 
Association, 2002, p. 1066).

There is good reason for the emphasis on confidentiality in the profession of psy-
chology: Our profession is entrusted by the public to provide professional services with-
out sharing the private, personal details offered in the process. However, the public may 
be unaware of the fact that confidentiality is not absolute. Although most people out-
side of the mental health profession may assume that psychologists hold all information 
confidential (D. J. Miller & Thelen, 1986), the truth is that situations arise in which 
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psychologists are obligated to break confidentiality. Many such situations have been 
defined by court cases, including the well-known case involving the death of Tatiana 
Tarasoff.

Tarasoff and the Duty to Warn

In 1969, Prosenjit Poddar was a student at the University of California at Berkeley. He 
became romantically interested in Tatiana Tarasoff, and when their relationship did not 
advance as he hoped, his mental state worsened and he sought psychotherapy at the 
university counseling center from a psychologist, Dr. Lawrence Moore. During a session 
in August 1969, Poddar told Dr. Moore that he intended to kill Tarasoff. Dr. Moore 
believed that Poddar’s comment was credible, so he broke therapist–client confidentiality 
and contacted campus police. The campus police interviewed Poddar but did not hold 
him, because he promised to avoid Tarasoff and seemed rational at the time of the inter-
view. Poddar never returned to therapy. Two months later, on October 27, 1969, Poddar 
killed Tarasoff by stabbing and shooting her. Tarasoff’s parents later sued Dr. Moore and 
the others involved in the case for wrongful death. The court found that the psychologist 
was liable for failure to warn Tarasoff of the danger (Knapp & VandeCreek, 2006). Two 
years later, the court reheard the case and slightly revised their verdict, from a duty to 
warn to a duty to protect (which could involve something other than a direct warning 
by the therapist); however, the “duty to warn” language is still commonly used (Bucker 
& Firestone, 2000; DeMers & Siegel, 2016; Foellmi & Rosenfeld, 2015). Both “duty to 
warn” or “duty to protect” decisions suggest that the court saw Dr. Moore’s actions as 
insufficient. Although he broke confidentiality and contacted campus police, the court 
determined that he should have made additional efforts to ensure that Tarasoff knew that 
she was in harm’s way.

From the Tarasoff case, the duty to warn (and duty to protect) was born. Since 
the Tarasoff case set the legal precedent, clinical psychologists (and other therapists) 
have understood that there are limits to their confidentiality agreements with clients 
and that they have a duty to warn or protect people toward whom their clients make 
credible, serious threats. As stated in the first Tarasoff ruling, “The confidential character 
of patient-psychotherapist communications must yield to the extent to which disclosure 
is essential to avert danger to others. The protective privilege ends where the public 
peril begins” (Tarasoff v. The Regents of the University of California, 1974, p. 561, as cited in  
Tribbensee & Claiborn, 2003, p. 287).

Certainly, the rationale behind the duty to warn is clear: In the Tarasoff situa-
tion, a young woman’s life could have been spared if a warning had been issued. And 
if we consider more recent tragedies—the mass shootings in Las Vegas and Newtown,  
Connecticut, or the September 11 terrorist attacks, for example—we can see how, if the 
perpetrators had disclosed their homicidal plans to therapists, the duty to warn could 
have prevented large-scale “public peril” (Pope, 2011). In its application, however, the 
duty-to-warn/protect issue is fraught with difficult questions for the clinical psychol-
ogists expected to uphold it. For example, how accurately can clinical psychologists  
assess the credibility of their clients’ threatening statements or their intent to follow 
through with them? What kinds of threats merit warnings—only blatant life-or-death 
threats, or other kinds of harm, such as drunk driving or intimate partner violence as 

 Web Link 5.3 
Tarasoff case



ChaPter 5  •  ethICal and ProfessIonal Issues In ClInICal PsyChology   107

well (Guedj, Sastre, Mullet, & Sorum, 2009; Welfel, Werth, & Benjamin, 2012)? At what 
point in therapy and to what extent should psychologists prioritize the protection of 
potential victims over the treatment of their clients (Bersoff, 1976; Knapp & VandeCreek, 
2006; Tribbensee & Claiborn, 2003)?

In recent decades, clinical psychologists have faced a version of the duty-to-warn 
decision regarding clients with HIV/AIDS (Chenneville, 2000; Peter, 1998). To exem-
plify this dilemma, imagine that Paul, a 30-year-old, single, HIV-positive client, is seeing 
Dr. Reed, a clinical psychologist, for depressive symptoms. During the course of their 
conversations, Paul mentions to Dr. Reed that he is sexually active, that he sometimes 
engages in sexual activity that could put his partner at risk, and that he has withheld from 
his partner that he is HIV positive. Dr. Reed immediately faces numerous challenging 
questions: Does Paul’s behavior constitute a threat worthy of a warning to the potential 
victim? How does it compare with Poddar’s threat to kill Tarasoff? If Dr. Reed breaks 
confidentiality to warn a potential victim, what effect will that have on the therapeutic 
alliance with Paul and, ultimately, on Paul’s well-being? To whom does Dr. Reed have a 
primary obligation—Paul or someone whom Paul might endanger? Unfortunately for 
clinical psychologists, there are no easy answers to questions of this type.

Adding to the confusion for many psychologists is the fact that different states have 
adopted different interpretations of the rules and precedents created by the Tarasoff case 
and others like it. For example, some states require the breaking of confidentiality in 
situations where other states allow (but don’t require) it (G. A. H. Benjamin, Kent, & 
Sirikantraporn, 2009). States also differ on their definitions of a warning and what should 
trigger it. Some states’ rules even mention that the protecting the client could take the 
form of intensified treatment or hospitalization of the client (without notifying the  
client), while other states’ rules make no such mention (G. A. H. Benjamin & Beck, 2018).

The video available through Video Link 5.1 features the textbook author (with an 
actor playing the role of the client) navigating and commenting on numerous clinical 
situations in which questions related to breaking confidentiality could arise, including 
the client threatening (to varying degrees of credibility and specificity) different kinds of 
harm to another person.

When the Client Is a Child or Adolescent

More confidentiality-related challenges arise when clinical psychologists provide ser-
vices to minors. One particular challenge centers on the fact that for many children 
and adolescents, the establishment of a close, trusting relationship with a clinical psy-
chologist depends on the extent to which the psychologist reveals details of one-on-
one conversations with the child’s parents (Knapp & VandeCreek, 2006; Richards, 2003; 
Tribbensee & Claiborn, 2003). Simply put, kids might choose to withhold rather than 
discuss important personal issues if they know that their psychologists will subsequently 
share the information with the kids’ parents. Of course, as legal guardians, parents are 
ultimately entitled to be informed about their children’s progress in therapy; moreover, 
it’s effective clinical practice to keep parents actively engaged in a child’s therapy.

Sometimes, clinical psychologists can discuss this confidentiality dilemma openly 
with child clients and their parents, and a mutually agreeable arrangement can be 
reached (Knapp & VandeCreek, 2006; Richards, 2003). In other words, “therapists 

 Video Link 5.1 
Professional 
Issues and ethics 
in Counseling & 
Psychotherapy: 
threats of Violence
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In My Practice . . .

In my practice, I once had a client named 
Sophie, who caused me to think quite a bit 
about Tarasoff related issues. Sophie, who was 
26 years old, had generalized anxiety disorder. 
Throughout our work together, Sophie shared 
lots of worries about her day-to-day life. She 
worried unnecessarily about her health, her 
friendships, her money, her job, and much 
more.

One day, she came in with a very specific 
worry: “You know how I told you the walls in 
my apartment building are so thin that I can 
literally hear what my neighbors are saying 
sometimes? Well, last night the guy next door 
was talking on the phone and I’m pretty sure I 
heard him say something about robbing some-
one. It sounded like he was making a plan 
with the other person on the phone. I heard 
him say things like, ‘I know for sure that she 
won’t be home all day Sunday. Let’s do it then. 
She won’t even know the stuff is missing. We’ll 
totally get away with it. And if I’m wrong, and 
she is home, we’ll just deal with it.’”

Sophie went on to share her anxiety about 
living next to someone who might be a crim-
inal, and I did my best to help her deal with 
those worries. But in the back of my mind, and 
after her session ended, I considered the Tara-
soff case. Of course, Sophie’s situation had nei-
ther the clarity nor the high stakes of the actual 
Tarasoff case, in which the client explicitly  

stated his intentions, those intentions were 
life-threatening, and the person whose life 
was threatened was clearly identified. And 
in the end (spoiler alert), I did not break con-
fidentiality in Sophie’s case. In fact, I didn’t 
give it very serious consideration. But many  
Tarasoff-related questions did occur to me. How 
dangerous does the potential behavior need  
to be to trigger a duty to warn? Do only life-or-
death situations count, or could other forms 
of victimization (robbery, assault, kidnapping, 
identity theft, etc.) count as well under cer-
tain circumstances? How much should the 
credibility of a client’s story be affected by the 
client’s clinical issues—in this case, Sophie’s 
tendency to worry about things unnecessar-
ily? How much credence should be given to 
a client’s secondhand reports—not danger-
ous behaviors they plan to do themselves, 
but dangerous behaviors they believe others 
might do? Once a client triggers thoughts in a 
psychologist’s mind of a possible duty to warn, 
how much responsibility does the psycholo-
gist have to “dig” for more information beyond 
what the client has volunteered, which (as 
in Sophie’s case) is often incomplete and 
unclear? When do psychologists’ obligations 
to potential victims outweigh psychologists’ 
obligations to their clients? These are the 
kinds of questions that make Tarasoff-related 
decisions especially challenging.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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working with minor clients often negotiate an arrangement with their clients and their 
parents whereby the parents will not expect to be informed of what the client discloses 
in therapy except under specified conditions” (Tribbensee & Claiborn, 2003, p. 297). 
Those specified conditions should, at the very least, include any situation in which 
children might be harmed by the behavior of others or themselves, as well as general 
information about the child’s psychological condition or progress in therapy. Even if 
the clinical psychologist offers the rationale that such an agreement would benefit the  
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child’s well-being, parents may refuse it, and the acceptability of such an arrangement 
may depend on cultural variables involving parent–child relationships. Koocher and 
Daniel (2012) offer this script as a prototype of what the psychologist may say to an 
adolescent client and his or her parent(s) together at the outset of therapy:

Psychotherapy works best when people have confidence in the privacy of their 
conversations. At the same time, parents do want to feel confident about their 
child’s well-being and safety. Since parents were once teenagers, you certainly 
know that an adolescent may want to use therapy to talk about sex, alcohol, 
smoking, or other activities that parents may not approve of. Let’s talk about how 
we can assure your child of confidentiality so s/he can talk openly about what’s on 
her/his mind and at the same time assure your parents about your safety. (p. 12)

When parents do accept such an arrangement, they place quite a bit of trust in the 
psychologist’s judgment. Consider some of the behaviors in which minor clients might 
engage: smoking, drinking, sex, drug use, crime, and “cutting” (self-mutilation), to name a 
few. At what point or under what conditions do these behaviors constitute harm that merits 
the psychologist’s informing the child’s parents? To what extent is the child’s age a factor?

As a clinical example, consider Danica, a 17-year-old girl seeing Dr. Terry, a clinical 
psychologist. Danica’s parents believe that Danica deserves some confidentiality with  
Dr. Terry, and they agree that Dr. Terry need not repeat the full contents of their sessions; 
however, they understandably insist that they be informed of any harm or danger that 
Danica may experience. As the sessions progress, the therapeutic relationship strength-
ens, and Danica begins to reveal to Dr. Terry details of her life about which Danica’s 
parents are unaware. These details include the fact that Danica drinks alcohol about once 
a week (but does not get drunk), that she intentionally cut her forearm with a razor blade 
once a few months ago, and that one night she was a passenger in a car driven by a friend 
who may have been high. Do any of these behaviors or situations call for Dr. Terry to 
inform Danica’s parents? If not, how much would the behaviors have to intensify before 
they did? What consequences might Dr. Terry be able to expect if she did or did not tell 
Danica’s parents? Would the answers differ if Danica was 14, or 11, or 8 years old?

A separate confidentiality issue for clients who are minors involves child abuse. 
Every state has laws requiring mental health professionals to break confidentiality to 
report known or suspected child abuse (Benjamin & Beck, 2018; Kenny et al., 2017; 
Knapp & VandeCreek, 2006; Koocher & Daniel, 2012; Tribbensee & Claiborn, 2003). 
(Many states have similar laws pertaining to abuse of vulnerable adults as well.) The 
rationale behind such laws is similar to the rationale behind the Tarasoff ruling; namely, 
some situations demand that the clinical psychologist’s primary responsibility shift to 
the immediate prevention of harm. And, like duty-to-warn situations, child abuse situ-
ations often require the clinical psychologist to make difficult judgment calls. It can be 
exceedingly challenging to determine with confidence whether child abuse is likely to 
have taken place, especially with children who may not be entirely forthcoming, who 
may exaggerate claims against their parents, or whose communication skills may be  
limited. The clinical psychologist’s overarching goal of treatment may remain simple—
the well-being of the child—but in cases in which child abuse is suspected, determining 
the means to attain this goal can become complex.
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Considering Culture

Confidentiality, Ethnicity, and Family

Clients from diverse cultural groups, along 
with their relatives, may have very different 
beliefs regarding confidentiality in men-
tal health (e.g., McGoldrick, Giordano, & 
Garcia-Preto, 2005b). An informative book 
on this topic, Ethics, Culture, and Psychia-
try (Okasha, Arboleda-Florez, & Sartorius, 
2000), focuses on such cultural differences 
regarding confidentiality and other ethi-
cal issues. It includes separate chapters on 
many specific groups, including African, 
Indian, Japanese, Latin American, German, 
West Mediterranean, and Chinese cultures. 
When directly compared with each other, 
two of these chapters—on Arab and Scan-
dinavian culture—illustrate quite a contrast 
in beliefs regarding confidentiality. Regard-
ing Arab culture, Okasha (2000) states the 
following:

 • “In Arab culture, issues of illness 
are dealt with as family matters. 
Whether a patient is hospitalized, 
for example . . . is dependent not on 
what the patient wants himself or 
herself but on the estimation, need, 
or wish of the extended family.”  
(pp. 24–25)

 • “In the Arab region, a person may 
actually change doctors . . . if the 
doctor persists in considering the 
patient the only decision maker.” 
(p. 26)

 • “In Arab culture, the norm is to 
convey the [diagnostic] information 
to the family first and then leave 
it up almost entirely to the family 
to decide whether to inform the 
patient.” (p. 27)

Regarding Scandinavian culture, Kastrup 
(2000) offers these descriptions:

 • “The key role of patient autonomy 
has been increasingly emphasized in 
recent years. A patient has the right 
to make decisions about his or her 
treatment without interference from 
family.” (p. 79)

 • “Emphasis on autonomy is part of 
Scandinavian culture, and . . . lack  
of autonomy is considered the 
greatest unhappiness of the modern  
person. . . . The ideal is to be able . . . 
to live independently, without the 
need for support from others.” (p. 79)

It is clear that Arab clients and Scan-
dinavian clients—and possibly their family 
members as well—may enter into a working 
relationship with a clinical psychologist hold-
ing very different assumptions about confiden-
tiality. In one culture, it is assumed that family 
members will be included, whereas in the 
other, it is assumed that family members will 
be excluded. Other cultures will certainly have 
their own unique assumptions about confiden-
tiality as well.

In culturally diverse countries such as the 
United States, a clinical psychologist could see 
both Arab clients and Scandinavian clients. 
Even if these clients have similar diagnoses, 
clinical psychologists may find themselves 
working in dissimilar ways, especially in terms 
of the involvement of family members. To be 
ethical, of course, clinical psychologists must 
adhere to the American Psychological Associ-
ation’s (2002) code of ethics, yet to be cultur-
ally competent, they must also recognize that 
clients of various cultures will bring their own 
ethical values as well. If you were a clinical 
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psychologist, how would you handle apparent 
conflicts between the ethical code and clients’ 
cultural norms? Besides confidentiality, in what 

other areas of ethics might culture play a role 
in clients’ expectations about clinical psychol-
ogists’ behavior?

As a final note on confidentiality, it is important to note the difference between 
legal standards and ethical standards. Although they may differ in rare situations, the 
directives for clinical psychologists listed in this section—duty to warn in Tarasoff-like 
situations and required reporting of suspected child abuse—often represent both legal 
standards and ethical standards. That is, state law typically requires such behavior by 
clinical psychologists, and the American Psychological Association’s (2002) ethical code 
includes standards that are consistent with these laws. In fact, one ethical standard (4.02, 
“Discussing the Limits of Confidentiality”) specifically instructs clinical psycho logists to 
“discuss . . . the relevant limits of confidentiality” with clients (p. 1066). Such a discussion 
is a key component of the informed consent process to which we now turn our attention.

INFORMED CONSENT

You may have been exposed to the notion of informed consent through psychological 
research. If you have participated in a psychological study, you probably received writ-
ten information about the study first, and only after you provided consent by signing 
your name did the research begin. Research is certainly an important application of the 
ethical standards involving informed consent, but it is not the only one. Assessment and 
therapy also require informed consent according to the ethical code (American Psycho-
logical Association, 2002). Actually, in any professional activity conducted by psychol-
ogists, informed consent is an essential process. It ensures the person with whom the 
psychologist is working the opportunity to become knowledgeable about the activities 
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in which they may participate, and it facilitates an 
educated decision. Moreover, it affords individ-
uals the opportunity to refuse to consent if they 
so choose.

Regarding research, Standard 8.02 (“Informed 
Consent to Research”) of the American Psycho-
logical Association’s (2002) ethical code instructs 
psychologists to inform prospective participants 
about numerous aspects of the study, includ-
ing its purpose, procedures, and length of time 
it may require; any predictable risks or adverse 
effects; incentives for participation; and the right 
to decline or withdraw from participation. If the 

study is an investigation of a treatment method, psychologists should also inform clients 
that the treatment is experimental in nature, that some clients may be assigned to groups 
that receive no treatment (control groups), and of available alternative treatments outside 
the scope of the current study.

It is also necessary to obtain informed consent for psychological assessments. 
According to Standard 9.03 (“Informed Consent in Assessments” [American Psycho-
logical Association, 2002]), psychologists should offer information about the nature and 
purpose of the assessment; any relevant fees; the involvement of other parties, if any; and 
limits of confidentiality (e.g., duty-to-warn or child abuse situations).

Psychotherapy requires an informed consent process as well. Ethical Standard 10.01 
(“Informed Consent to Therapy”) explains that

psychologists inform clients/patients as early as is feasible in the therapeutic 
relationship about the nature and anticipated course of therapy, fees, 
involvement of third parties, and limits of confidentiality and provide sufficient 
opportunity for the client/patient to ask questions and receive answers. 
(American Psychological Association, 2002, p. 1072)

Several phrases of this ethical standard highlight the fact that therapy stands apart 
from other professional activities of clinical psychologists. For one, the phrase “as early 
as is feasible” suggests that there may be different points at which information could be 
presented to clients. In fact, a survey of psychologists providing therapy found that in 
general, they are comfortable providing some generic information, such as payment and 
confidentiality policies, at the outset of therapy, but more specific information, such as 
the length, goals, and substance of psychotherapy, requires more time for therapists to get 
to know their clients. As a result, informed consent to therapy—unlike informed consent 
to research or assessment—may be best understood as an ongoing process rather than a 
one-time event (Pomerantz, 2005). Another noteworthy phrase in Standard 10.01 is “the 
involvement of third parties”; indeed, it has been a subject of debate exactly what or how 
much to tell clients about managed care’s influence on the therapy process (e.g., J. Cohen, 
Marecek, & Gillham, 2006; Huber, 1997; Pomerantz, 2000). Finally, the phrase “provide 
sufficient opportunity for the client/patient to ask questions and receive answers” has 
been addressed by the publication of lists of questions that psychologists could offer 
to clients at the outset of therapy or at any other relevant point (e.g., J. M. Murphy & 
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Pomerantz, 2016; Pomerantz & Handelsman, 2004). From this list, clients could choose 
the questions in which they have interest, some of which may not have occurred to them 
on their own.

Especially in psychotherapy, the informed consent process presents the clin-
ical psychologist the chance to begin to establish a collaborative relationship with 
the client (Pomerantz, 2012b, 2015). As we examine in more detail in later chapters,  
this kind of relationship is central to the success of psychotherapy of all kinds. Thus, 
it can be beneficial for clinical psychologists to invite clients to participate actively 
in the informed consent process and genuinely to join in the decision-making  
process regarding their treatment plan (Knapp & VandeCreek, 2006; Pomerantz & 
Handelsman, 2004).

BOUNDARIES AND  
MULTIPLE RELATIONSHIPS

In general, it can be problematic for clinical psychologists to know someone professionally— 
as, say, a therapy client or student—and also to know that person in another way—as, 
say, a friend, business partner, or romantic partner. The term used to describe such 
situations is multiple relationships (although the term dual relationships has also been 
used). It would be nice to state that psychologists never engage in such relationships, 
but such a claim would be false (Borys & Pope, 1989); in fact, a significant portion 
of complaints to the American Psychological Association Ethics Committee involve 
“incidents of blurred boundaries” (Schank, Slater, Banerjee-Stevens, & Skovholt, 2003,  
p. 182).

Defining Multiple Relationships

Ethical Standard 3.05a (American Psychological Association, 2002) states that a multiple 
relationship

occurs when a psychologist is in a professional role with a person and (1) at the 
same time is in another role with the same person, (2) at the same time is in a 
relationship with a person closely associated with or related to the person with 
whom the psychologist has the professional relationship, or (3) promises to 
enter into another relationship in the future with the person or a person closely 
associated with or related to the person. (p. 1065)

So multiple relationships can form not only when a psychologist knows one person 
both professionally and nonprofessionally but also when a psychologist has a relationship 
with someone “closely associated with or related to” someone the psychologist knows  
professionally. As an example, if Monique, a 36-year-old woman, is the therapy client 
of Dr. Davis, a clinical psychologist, Dr. Davis would be forming a multiple relation-
ship if she became Monique’s friend, business partner, or romantic partner. Additionally,  
Dr. Davis would be forming a multiple relationship if she became similarly involved  
with Monique’s romantic partner, sibling, or close friend. For clinical psychologists  

 Web Link 5.4 
Multiple 
relationships
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considering this ethical standard, defining “closely associated or related” can be a chal-
lenge, especially considering the “six degrees of separation” nature of our cities and com-
munities. For example, would Dr. Davis be forming a multiple relationship if she dated 
Monique’s second cousin, went into business with Monique’s neighbor, or became a friend 
of Monique’s coworker?

As indicated by the examples above, multiple relationships can take many forms 
(Sommers-Flanagan, 2012). Perhaps the most blatant and damaging are sexual multiple 
relationships, in which the clinical psychologist becomes a sexual partner of the client. 
The American Psychological Association’s (2002) code of ethics offers a direct and inflex-
ible standard about such behavior: “Psychologists do not engage in sexual intimacies with 
current therapy clients/patients” (Standard 10.05, p. 1073). Such behavior represents 
a fundamental breach of the healthy therapist–client relationship and often results in 
significant psychological or emotional damage for the client (Pope, 1994; Sonne, 2012). 
Psychologists are human, of course, and they may experience feelings of attraction 
toward a client from time to time. Surveys of psychologists and other therapists suggest 
that such feelings do in fact occur (Sonne & Jochai, 2014). The important issue is how 
psychologists deal with such feelings: preferably by discussing them in consultation with 
other professionals or perhaps their own therapist, but certainly not by acting on them 
(Barnett, 2014; Gelso, Pérez Rojas, & Marmarosh, 2014).

The nonprofessional involvement between client and clinical psychologist need not 
be sexual to constitute a multiple relationship or to cause the client harm. Indeed, psy-
chologists may have opportunities to engage in a wide variety of nonsexual multiple 
relationships: friendships, business or financial relationships, coworker or supervisory 
relationships, affiliations through religious activities, and many others (Anderson & 
Kitchener, 1996; Zur, 2007). An essential task for clinical psychologists is to appropri-
ately recognize the overlapping nature of these relationships as well as their potential to 
cause problems for the client.

What Makes Multiple Relationships Unethical?

Not every multiple relationship is, by definition, unethical. To help identify the specific 
elements of multiple relationships that characterize them as unethical, we again turn to 
Ethical Standard 3.05a:

A psychologist refrains from entering into a multiple relationship if the 
multiple relationship could reasonably be expected to impair the psychologist’s 
objectivity, competence, or effectiveness in performing his or her functions 
as a psychologist, or otherwise risks exploitation or harm to the person with 
whom the professional relationship exists. Multiple relationships that would not 
reasonably be expected to cause impairment or risk exploitation or harm are not 
unethical. (American Psychological Association, 2002, p. 1065)

As this standard indicates, there are essentially two criteria for impropriety in a 
multiple relationship. The first involves impairment in the psychologist; if the dual role 
with the client makes it difficult for the psychologist to remain objective, competent,  
or effective, then it should be avoided. The second involves exploitation or harm to 
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the client. Psychologists must always remember that the therapist–client relationship 
is characterized by unequal power, such that the therapist’s role involves more author-
ity and the client’s role involves more vulnerability, especially as a consequence of some  
clients’ presenting problems (Pope, 1994; Schank et al., 2003). Thus, ethical psychologists 
remain vigilant about exploiting or harming clients by clouding or crossing the boundary 
between professional and nonprofessional relationships. Above all, the client’s well-being, 
not the psychologist’s own needs, must remain the overriding concern.

As the last line of the standard above indicates, it is possible to engage in a multiple 
relationship that is neither impairing to the psychologist nor exploitive or harmful to 
the client. (And in some settings, such as small communities, such multiple relation-
ships may be difficult to avoid. We discuss this in more detail later in this chapter.) 
However, multiple relationships can be ethically treacherous territory, and clinical psy-
chologists owe it to their clients and themselves to ponder such relationships with 
caution and foresight. Sometimes, major violations of the ethical standard of multiple 
relationships are preceded by “a slow process of boundary erosion” (Schank et al., 2003, 
p. 183). That is, a clinical psychologist may engage in some seemingly harmless, innoc-
uous behavior that doesn’t exactly fall within the professional relationship—labeled 
by some as a “boundary crossing” (Gabbard, 2009b; Zur, 2007)—and although this 
behavior is not itself grossly unethical, it can set the stage for future behavior that is. 
These harmful behaviors are often called “boundary violations” and can cause serious 
harm to clients, regardless of their initial intentions (Cohen-Filipic, 2015a; Gutheil & 
Brodsky, 2008; Zur, 2009).

As an example of an ethical “slippery slope” of this type, consider Dr. Greene, a 
clinical psychologist in private practice. Dr. Greene finishes a therapy session with Annie, 
a 20-year-old college student, and soon after the session, Dr. Greene walks to his car 
in the parking lot. On the way, he sees Annie unsuccessfully trying to start her car. He 
offers her a ride to class, and she accepts. As they drive and chat, Annie realizes that 
she left her backpack in her car, so Dr. Greene lends her some paper and pens from his 
briefcase so she will be able to take notes in class. Dr. Greene drops off Annie and doesn’t 
give his actions a second thought; after all, he was merely being helpful. However, his 
actions set a precedent with Annie that a certain amount of nonprofessional interaction 
is acceptable. Soon, their out-of-therapy relationship may involve socializing or dating, 
which would undoubtedly constitute an unethical circumstance in which Annie could 
eventually be exploited or harmed. Although such “boundary erosion” is not inevitable  
(Gottlieb & Younggren, 2009), minor boundary infractions can foster the process. As 
such, clinical psychologists should give careful thought to certain actions—receiving  
or giving gifts, sharing food or drink, self-disclosing their own thoughts and feelings, 
borrowing or lending objects, hugging—that may be expected and normal within 
most interpersonal relationships but may prove detrimental in the clinical relationship  
(Gabbard, 2009b; Gutheil & Brodsky, 2008; Zur, 2009).

The videos available through the Video Links feature the textbook author (with 
actors playing the roles of clients) navigating and commenting on numerous clinical 
situations in which questions related to multiple relationships could arise, including the 
client giving a gift to the therapist, the client requesting various kinds of interactions 
outside of therapy, and the therapist self-disclosing information.

 Video Link 5.2 
Professional 
Issues and ethics 
in Counseling & 
Psychotherapy:  
gift giving

 Video Link 5.3 
Professional 
Issues and ethics 
in Counseling & 
Psychotherapy: 
Multiple 
relationships

 Video Link 5.4 
Professional 
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therapist’s  
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COMPETENCE

The American Psychological Association’s (2002) code of ethics devotes an entire section 
of ethical standards to the topic of competence. In general, competent clinical psycholo-
gists are those who are sufficiently capable, skilled, experienced, and expert to adequately 
complete the professional tasks they undertake (Nagy, 2012).

One specific ethical standard in the section on competence (2.01a) addresses 
the boundaries of competence: “Psychologists provide services, teach, and conduct 
research with populations and in areas only within the boundaries of their competence, 
based on their education, training, supervised experience, consultation, study, or profes-
sional experience” (American Psychological Association, 2002, p. 1063).

An important implication of this standard is that having a doctoral degree or a license 
in psychology does not automatically make a psychologist competent for all professional 
activities. Instead, the psychologist must be specifically competent for the task at hand 
(Spotts-De Lazzer & Muhlheim, 2016). As an example, consider Dr. Kumar, a clinical 
psychologist who attended a doctoral training program in which she specialized in child 
clinical psychology. All her graduate coursework in psychological testing focused on tests 
appropriate for children, and in her practice, she commonly uses such tests. Dr. Kumar 
receives a call from Rick, an adult seeking an intelligence test for himself. Although  
Dr. Kumar has extensive training and experience with children’s intelligence tests, she 
lacks training and experience with the adult versions of these tests. Rather than reason-
ing, “I’m a licensed clinical psychologist, and clinical psychologists give these kinds of 
tests, so this is within the scope of my practice,” Dr. Kumar takes a more responsible, eth-
ical approach. She understands that she has two options: Become adequately competent 
(through courses, readings, supervision, etc.) before testing adults such as Rick, or refer 
adults to another clinical psychologist with more suitable competence.

Psychologists not only need to become competent, but they must also remain compe-
tent: “Psychologists undertake ongoing efforts to develop and maintain their competence” 
(Standard 2.03, American Psychological Association, 2002, p. 1064). This standard is con-
sistent with the continuing education regulations of many state licensing boards. That 
is, to be eligible to renew their licenses, psychologists in many states must attend lectures, 
participate in workshops, complete readings, or demonstrate in some other way that they 
are sharpening their professional skills and keeping their knowledge of the field current.

Among the many aspects of competence that clinical psychologists must demon-
strate is cultural competence (as discussed extensively in the previous chapter). Ethical 
Standard 2.01b (American Psychological Association, 2002) states that when

an understanding of factors associated with age, gender, gender identity, 
race, ethnicity, culture, national origin, religion, sexual orientation, disability, 
language, or socioeconomic status is essential for effective implementation of 
their services or research, psychologists have or obtain the training, experience, 
consultation, or supervision necessary to ensure the competence of their 
services. (pp. 1063–1064)

Ethical psychologists do not assume a “one-size-fits-all” approach to their profes-
sional work. Instead, they realize that clients differ in important ways, and they ensure that 
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they have the competence to choose or customize services to suit culturally diverse clients 
(Salter & Salter, 2012). Such competence can be obtained in many ways, including through 
coursework, direct experience, and efforts to increase one’s own self-awareness. Profes-
sional guidelines sponsored by the American Psychological Association, such as “Multi-
cultural Guidelines: An Ecological Approach to Context, Identity, and Intersectionality” 
(American Psychological Association, 2017), “Guidelines for Psychological Practice With 
Transgender and Gender Nonconforming People” (American Psychological Association, 
2015), “Guidelines for Psychotherapy With Lesbian, Gay, and Bisexual Clients” (Division 
44, 2000), and “Guidelines for Providers of Psychological Services to Ethnic, Linguistic, 
and Culturally Diverse Populations” (American Psychological Association, 1993), can also 
be important contributors to cultural competence for clinical psychologists.

It is important to note that ethical violations involving cultural incompetence (e.g., 
actions reflecting racism or sexism) are viewed just as negatively by nonprofessionals as 
other kinds of ethical violations, such as confidentiality violations and multiple relation-
ships (D. L. Brown & Pomerantz, 2011). In other words, cultural competence is not only 
a wise clinical strategy; it is an essential component of the ethical practice of clinical psy-
chology that can lead to detrimental consequences for clients when violated (Gallardo, 
Johnson, Parham, & Carter, 2009).

The American Psychological Association’s (2002) code of ethics also recognizes 
that psychologists’ own personal problems can lessen their competence: “When psy-
chologists become aware of personal problems that may interfere with their performing 
work-related duties adequately, they take appropriate measures, such as obtaining pro-
fessional consultation or assistance, and determine whether they should limit, suspend, 
or terminate their work-related duties” (Standard 2.06, p. 1064). Of course, personal 
problems that impede psychologists’ performance can stem from any aspect of their 
personal or professional lives (Barnett, 2008). On the professional side, the phenomenon 
of burnout among clinical psychologists has been recognized in recent decades (e.g., 
Grosch & Olsen, 1995; Morrissette, 2004). Burnout refers to a state of exhaustion that 
relates to engaging continually in emotionally demanding work that exceeds the normal 
stresses or psychological “wear and tear” of the job (Pines & Aronson, 1988). Due to the 
nature of the work they often perform, clinical psychologists can find themselves quite 
vulnerable to burnout. In one study of more than 500 licensed psychologists practic-
ing therapy (Ackerley, Burnell, Holder, & Kurdek, 1988), more than one third reported 
that they had experienced high levels of some aspects of burnout, especially emotional 
exhaustion. In this study, the factors that increased a psychologist’s susceptibility to burn-
out included feeling overcommitted to clients, having a low sense of control over the 
therapy, and earning a relatively low salary. A more recent study confirmed that over-
involvement with clients correlates strongly with burnout, particularly in the form of 
emotional exhaustion (J. Lee, Lim, Yang, & Lee, 2011). Another study of more than 600 
clinical psychologists found that about two thirds had experienced mental health prob-
lems themselves, with the most common being depression, anxiety, and eating disorders 
(Tay, Alcock, & Scior, 2018). Other research suggests that burnout is more common 
among therapists who repeatedly think about frustrating aspects of their work, therapists 
with relatively little experience, and therapists who have high levels of neuroticism and 
perfectionism, but burnout is less common among therapists who believe they have suf-
ficient social support (Rzeszutek & Schier, 2014; Simpson et al., 2019). The impairment 
associated with burnout can definitely translate into less effective treatment. One study  
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found a strong correlation between higher rates of 
therapist burnout and lower therapy outcomes in cli-
ents with depression and anxiety, mostly because of 
disengagement by the therapists (Delgadillo, Saxon, &  
Barkham, 2018).

Clearly, burnout and other factors can contrib-
ute to a level of impairment—in the form of depres-
sion, substance use, or other manifestations—that 
directly interferes with clinical work (Tamura, 2012; 
B. E. Williams, Pomerantz, Pettibone, & Segrist, 
2010). So, as the ethical standard suggests, psychol-
ogists should take action to prevent or minimize 
their own impairment, including professional burn-

out. Such actions can include varying one’s work responsibilities, keeping one’s expec-
tations reasonable, consulting with other professionals, maintaining a balanced and 
healthy personal life, or seeking their own psychotherapy as necessary (Barnett, 2008; 
Grosch & Olsen, 1995; P. L. Smith & Moss, 2009). (About 80% of therapists, includ-
ing 92% of psychologists, seek their own therapy at some point during their careers 
[Orlinsky, Schofield, Schroder, & Kazantzis, 2011; Rønnestad, Orlinsky, & Wiseman, 
2016]). Such efforts fall under the heading of self-care, a priority that should be near 
the top of the list for psychologists (and graduate students) for their own sake and for  
the sake of their clients (Wise & Barnett, 2016; Zahniser, Rupert, & Dorociak, 2017). 
At the same time, it is important for psychologists to remain alert to signs that they are 
experiencing impairment—which, to some extent, is a universal experience for those 
who stay in the profession—and take appropriate action when such situations arise 
(Good, Khairallah, & Mintz, 2009). Collective efforts can also be helpful; that is, not 
only can each psychologist look out for herself or himself, but clinical psychologists 
can look out for one another, both informally (e.g., among colleagues) and formally 
via efforts by professional organizations to promote self-care among their members 
(Barnett & Cooper, 2009).

ETHICS IN CLINICAL ASSESSMENT

Many of the principles and standards discussed so far in this chapter relate to all clinical 
activities, but there are some that address assessment specifically. For example, the American 
Psychological Association’s (2002) code of ethics obligates psychologists to select tests that 
are appropriate for the purpose of the assessment and the population being tested. Test 
selection should entail a number of factors, including the psychologist’s competence; the  
client’s culture, language, and age; and the test’s reliability and validity. Additionally,  
psychologists must not select tests that have become obsolete or have been replaced by 
revised editions that are better suited to the assessment questions being addressed. Some-
times, psychologists find themselves in a position of constructing a new test rather than 
selecting from existing tests. Psychologists involved in test construction should do their best 
to establish adequate reliability and validity, minimize test bias, and accompany the test with 
a coherent, user-friendly test manual (Pomerantz & Sullivan, 2006).

} Photo 5.4 
Burnout can have a 
negative influence 
on a clinical 
psychologist’s 
competence. If 
you were a clinical 
psychologist, 
what steps would 
you take to avoid 
burnout?
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Test security represents another specific area of focus of the American Psycho-
logical Association’s (2002) ethical code. Psychologists should make efforts to protect 
the security and integrity of the test materials they use. In other words, psychologists 
should prevent the questions, items, and other stimuli included in psychological tests 
from entering the public domain (Bersoff, DeMatteo, & Foster, 2012). When psycholo-
gists allow test materials to be taken home by clients, photocopied, or posted on Internet 
sites, not only might they be violating copyright laws, but they might also be allowing 
prospective test takers inappropriate access to tests. This could lead to preparation or 
coaching for psychological tests, which could, in turn, produce invalid test results. As 
described by Knapp and VandeCreek (2006), depending on the test in question, such 
invalid test results could place a nongifted student in a school’s gifted program, a psycho-
logically unstable police officer on the streets, or a child in the custody of an emotionally 
unfit parent.

Although psychologists should keep test materials secure, the American Psycholog-
ical Association’s (2002) ethical code explains that they are generally obligated to release 
test data to clients on request. Test data refers to the raw data the client provided during 
the assessment—responses, answers, and other notes the psychologist may have made. 
Although previous editions of the ethical code instructed psychologists not to release 
test data to clients, the current edition instructs psychologists to release test data unless 
there is reason to believe that the data will be misused or will harm the client. This 
revision reflects the more global shift toward patient autonomy in the health care field  
(C. B. Fisher, 2017).

ETHICS IN CLINICAL RESEARCH

The American Psychological Association’s code of ethics includes numerous standards 
that apply to research of all kinds, including clinical research. So, just like psychologists 
from other specialty areas, clinical psychologists who conduct research are ethically obli-
gated to minimize harm to participants, steer clear of plagiarism, and avoid fabrication 
of data, among other things (C. B. Fisher & Vacanti-Shova, 2012). Here, we will focus 
our discussion on one issue particularly relevant to an essential area of clinical research: 
efficacy of psychotherapy.

When clinical psychologists conduct empirical studies to measure how well a partic-
ular therapy works, they typically conduct the therapy in question with one group of par-
ticipants, whereas a second group does not receive this therapy. What should the second 
group receive? This is a question with important ethical implications (Imber et al., 1986; 
Lindsey, 1984; Saks, Jeste, Granholm, Palmer, & Schneiderman, 2002). Although studies 
of this type may ultimately benefit many clients via the identification of evidence-based 
treatments, psychologists should be careful not to mistreat or harm some of their clients/
research participants in the process.

Most commonly, the participants in therapy efficacy studies who don’t receive the 
treatment being studied are placed in one of three conditions: no treatment (often called 
a “wait-list control” group), a placebo treatment (some kind of interpersonal interaction 
with a professional but with presumably therapeutic techniques deliberately omitted), 
or an alternate treatment (the efficacy of which may be unknown; Bjornsson, 2011; 
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Lohr & Adams, 2015). Is it ethical to provide any of these options to people who have 
psychological problems and have chosen, presumably with the hope of improvement, to 
participate in a study on its treatment? Of course, it is essential to inform participants 
before they consent to the study that some of them may not receive the treatment being 
studied or any treatment at all. Even if participants agree to this arrangement, the ethi-
cality of the treatment they receive throughout a study of this type has been questioned 
(e.g., Arean & Alvidrez, 2002; Street & Luoma, 2002). Indeed, it is a significant ethical 
challenge for clinical psychologists to determine empirically the efficacy of their ther-
apies without unduly exploiting or failing to help some of the participants while doing 
so (Saks et al., 2002).

CONTEMPORARY ETHICAL ISSUES

Managed Care and Ethics

As we discuss in another chapter, managed care exerts a strong influence on the current 
practice of clinical psychology. Among the new challenges it has presented are numerous 
ethical issues.

To begin, managed-care companies can put clinical psychologists in a position of 
divided loyalty. Although psychologists are ethically committed to “strive to benefit” 
and “safeguard the welfare” of their clients (American Psychological Association, 2002,  
p. 1062), they may be professionally pressured to minimize the services they provide 
to limit the cost of mental health care. In other words, clinical psychologists may find 
themselves in a tug-of-war between the managed-care companies’ profits and their  
clients’ psychological well-being (Alarcón, 2000; Wilcoxon, Remley, Gladding, & Huber, 
2007). Moreover, to the extent that clients can perceive that the clinical psychologist has 
divided loyalties, the therapeutic relationship may suffer (L. J. Haas & Cummings, 1991).

To deal with this issue, the clinical psychologist could tell the client about loyalties to 
managed-care companies—and much more about managed care for that matter—during 
the informed consent process. Indeed, there are many aspects of managed mental health 
care that could be included in the informed consent process. For example, managed-care 
plans typically require that a Diagnostic and Statistical Manual of Mental Disorders (DSM) 
diagnosis be assigned to a client to qualify for payment (Ackley, 1997; Chambliss, 2000). 
Also, managed-care companies typically require that the clinical psychologist share at 
least some clinical information about the problem or its treatment with the company. 
To what extent should clinical psychologists discuss this and other facts of managed-care 
therapy with clients at the outset of therapy? Although the question is important, the 
answer is unclear (Acuff et al., 1999). Little empirical research has been conducted on the 
question, but some studies have suggested that information on managed care strongly 
impacts attitudes toward therapy (e.g., Pomerantz, 2000).

The aforementioned requirement that clients must be diagnosed with a DSM disor-
der for their managed-care companies to pay for treatment can present another ethical 
dilemma for clinical psychologists. If a client is struggling with a problem that does 
not meet the criteria for any DSM disorder, or if a family or couple has problems that 
don’t stem directly from an identifiable disorder in one person, the psychologist can face 
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pressure to falsely assign a diagnosis to ensure that the managed-care company will pay 
the bill (Kielbasa et al., 2004; Pomerantz & Segrist, 2006; Wilcoxon et al., 2007). Or the 
psychologist may be tempted to “upcode,” or assign a more serious diagnosis than the 
client’s symptoms actually merit, to increase the number of sessions or amount of money 
the managed-care company will devote to treatment (C. B. Fisher, 2017; Parry, Furber, 
& Allison, 2009). Even if the psychologist’s motivation is the client’s welfare, such actions 
are unethical and can constitute the illegal act of insurance fraud as well (R. Miranda & 
Marx, 2003).

Technology and Ethics

Along with managed care, technological advances have led to changes in the practice 
of clinical psychology in recent years, and new ethical challenges have also arisen. For 
example, a quick Internet search will yield a wide array of so-called psychological tests 
of one kind or another, claiming to measure intelligence, personality, and other vari-
ables. Many of these tests have questionable validity or reliability, and the feedback they 
provide may be inaccurate and distressing to clients. Any clinical psychologist who cre-
ates or uses unscientifically sound tests of this type may be engaging in unethical prac-
tice (Buchanan, 2002). And online assessment raises many more ethical questions (e.g., 
Knapp & VandeCreek, 2006; Naglieri et al., 2004): As the client is taking the test, are 
the testing conditions standardized? Will the client keep the test materials secure? Is the 
client distracted by other tasks? Is the client actually the person completing the test? Are 
there important behavioral observations the psychologist might be missing because of 
the remote nature of the assessment?

Some of these concerns apply to online therapy practices as well (e.g., D. E. Shapiro &  
Schulman, 1996). When therapy is done via computer, the clinical psychologist and  
client may not be able to fully appreciate all aspects of communication (e.g., nonverbals). 
Moreover, online therapy gives rise to concerns about confidentiality and client identity 
that don’t exist when the clinical psychologist works with the client in person (C. B. 
Fisher & Fried, 2003; Kraus, 2004).

Ethics in Small Communities

Although they have become increasingly acknowledged and researched in recent decades, 
the ethical challenges unique to small communities are certainly not a recent develop-
ment. Clinical psychologists who work and live in small communities have always experi-
enced these challenges (Werth, Hastings, & Riding-Malon, 2010). Rural areas and small 
towns may be the most obvious examples of small communities, but there are many oth-
ers as well. Even within large cities, clinical psychologists can find themselves living and 
working in small communities defined by ethnicity, religion, or sexual orientation, or on 
military bases, at small colleges, or in similar settings (Hargrove, 1986; Schank, Helbok, 
Haldeman, & Gallardo, 2010; Schank & Skovholt, 1997, 2006; Schank et al., 2003).

Multiple relationships are a distinctively difficult ethical issue for clinical psycholo-
gists in small communities. In fact, “nonsexual overlapping relationships are not a mat-
ter of if as much as when in the daily lives of many small- and contained-community 
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psychologists” (Schank et al., 2003, p. 191). Unlike clinical psychologists in larger com-
munities, those in small communities may not be able to live in one population and 
practice in another, so keeping personal and professional aspects of their lives entirely 
separate may prove impossible. Consider Dr. Villanueva, the only clinical psychologist in 
a remote town with a population of 1,500. Any of Dr. Villanueva’s activities—shopping 
at the grocery store, working out at the gym, visiting a dentist—might require her to 
interact with a client or former client. And when we recall that multiple relationships 
can involve those close to clients (e.g., family, friends) in addition to clients themselves, 
the likelihood of such interactions increases tremendously. Dr. Villanueva may be the 
only qualified mental health professional in the community, so for her, referring clients  
to others may not be a viable option. Further complicating the situation is the fact 
that clients may know more about Dr. Villanueva than is typical in larger communities  
(Juntunen, Quincer, & Unsworth, 2018). For example, Dr. Villanueva may be working 
with a married couple who are considering divorce. If Dr. Villanueva gets a divorce her-
self and the couple finds out about it—more likely in a small community than in a large 
one—the couple may lose confidence in her ability to help them, whether such a loss of 
confidence is warranted or not.

For clinical psychologists such as Dr. Villanueva, it is wise to discuss the issue of 
multiple relationships with clients at the outset of psychological services as part of the 
informed consent process. Although multiple relationships may be somewhat inevitable, 
educating clients about the complications they can cause, as well as the psychologist’s 
ethical obligations, can clarify boundaries and prevent misunderstandings. In addi-
tion, clinical psychologists in small communities should do their best to live a healthy, 
well-balanced personal life to ensure that they don’t find themselves inappropriately 
leaning on clients to meet their own personal needs. And even if some degree of overlap 
is inevitable, clinical psychologists in small communities must nonetheless make every 
effort to avoid the impaired judgment and client exploitation that can make multiple 
relationships unethical and harmful (Curtin & Hargrove, 2010).

Metaphorically Speaking

If You’ve Played the “Six Degrees of 
Kevin Bacon” Game, You Understand 
Multiple Relationships in Small 
Communities

You may be familiar with the idea of “six 
degrees of separation,” which suggests that 
any person on earth can be connected to any 
other person on earth within just six steps (in 
a “friend of a friend” kind of way). But have you 
ever played the “six degrees of Kevin Bacon” 
version?

It’s nearly impossible to find a Hollywood 
actor or actress without a connection to Kevin 
Bacon. Hundreds have direct connections, 
meaning that they have costarred in films 
with him. Thousands more are indirectly con-
nected to him, often through a surprisingly 
small number of links. Take Keira Knightley, for 
example. She’s just two links away from Kevin 
Bacon—she appeared in Love Actually with an 
actress who appeared in Wild Things with Kevin 
Bacon. Dwayne “The Rock” Johnson? Melissa 
McCarthy? Samuel L. Jackson? Seth Rogen? 
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Meryl Streep?—all just a couple of steps away 
from Kevin Bacon. (Check www.oracleofbacon 
.org for more Kevin Bacon connections.)

The experience of clinical psychologists 
living and working in small communities 
might be a bit like Kevin Bacon’s experience 
at a Hollywood party. For Bacon, everyone at 
the party could be a friend or the friend of a 
friend; for the clinical psychologist, everyone 
in the community could be a client or a cli-
ent’s friend, partner, brother, sister, parent, 
child, and so on. There are a few differences, 
however. For one, Kevin Bacon can skip the 
party if he chooses to avoid seeing people to 
whom he is connected, but that’s not so easy 
for the clinical psychologist, whose personal 
life requires regular contact with community 
members. Also, Kevin Bacon doesn’t need to be 
wary of ethical pitfalls as the clinical psycho-
logist does; if he blurs relationship boundaries 
at the party, it might be called “networking,” 
but if a clinical psychologist does so in the 

small community, it might result in confusion, 
reduced objectivity, or even exploitation.

In larger communities, clinical psychol-
ogists may have more options to avoid mul-
tiple-relationship predicaments. They might 
be able to find accountants, physicians, yoga 
instructors, or basketball coaches for their kids 
who have no connections to their clients. But 
in smaller communities, the degrees of sepa-
ration are far fewer, so multiple relationships 
can be unavoidable. It is possible to manage 
this situation successfully, however, and the 
American Psychological Association’s (2002) 
ethical code explicitly states that multiple 
relationships need not be unethical. An essen-
tial strategy for clinical psychologists in small 
communities includes communication with 
clients early in the professional relationship 
about the “ground rules” regarding multiple 
relationships and always steering clear of the 
most toxic elements of multiple relationships, 
such as exploitation and harm of clients.

CHAPTER SUMMARY

The American Psychological Association’s code of 
ethics was originally created in 1953 and was most 
recently fully revised in 2002. The current code 
includes both aspirational principles and enforceable 
standards. In addition to a thorough knowledge of 
the code, a psychologist’s ethical decision-making 
process should include a thoughtful consideration 
of the perspectives of all parties involved in the 
situation, consultation with trusted colleagues, and 
careful evaluation of all alternatives. Confidentiality 
is a particularly significant ethical issue for clinical 
psychologists. Although some clients may mistakenly 
believe that confidentiality is absolute, some situations 
necessitate a breach of confidentiality. For example, 
the ruling in the Tarasoff case assigns psychologists 

the duty to warn potential victims of harm, and state 
laws require psychologists to report ongoing child 
abuse. Policies regarding confidentiality and other 
aspects of psychological services should be addressed 
in the informed consent process. Unlike informed 
consent for research, which is typically a single event 
at the outset, informed consent for psychotherapy 
may be better understood as a process that continues 
over time as the psychologist is increasingly able to 
provide information specific to each client. Multiple 
relationships, in which a psychologist knows a 
client both professionally and nonprofessionally 
(or has a relationship with someone close to the 
client), can constitute ethical violations when they 
impair the psychologist’s objectivity, competence, or 
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effectiveness, or when they exploit or harm the client. 
Not all multiple relationships are unethical, however, 
and in small communities, some degree of overlapping 
relationships may be unavoidable. Regarding 
competence, psychologists should (1) ensure that 
their professional activities match their training and 
expertise, (2) make efforts to avoid any negative impact 

of burnout or personal problems on their work, and 
(3) attain cultural competence for a diverse range 
of clients. Some contemporary developments have 
created additional ethical concerns for psychologists, 
including diagnostic and informed consent issues 
related to managed care and numerous ethical issues 
related to online assessment and therapy.

KEY TERMS AND NAMES
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CRITICAL THINKING QUESTIONS

1. What is the primary difference between the 
aspirational and enforceable sections of the 
American Psychological Association’s (2002) 
code of ethics? Which would you expect to have 
the most direct influence on the professional 
behavior of a clinical psychologist?

2. What conclusions do you draw from the research 
findings that psychologists’ ethical beliefs may 
vary across time, client gender, client age, or 
other variables?

3. Provide separate lists of examples of client threats 
that, in your opinion, do and do not invoke the 
“duty to warn” as established by the Tarasoff case.

4. In your opinion, what information is most 
essential to informed consent for psychotherapy?

5. If you were a clinical psychologist, what efforts 
would you make to ensure that you did not 
experience personal problems or burnout that 
impaired your work?
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STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

 • Self-quizzes
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 • Culture expert interviews

 • In My Practice demonstration video

 • Full-text SAGE journal articles

 • Additional web resources

 • Mock assessment data
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CONDUCTING RESEARCH  
IN CLINICAL PSYCHOLOGY

6

Like the other specialty areas in psychology, clinical psychology addresses its fundamen-
tal questions via scientific study and empirical research. Of course, many of the research 

methods used by clinical psychologists overlap with those used by other psychologists and 
scientists (and with those that may have been covered in other courses you have taken by 
this point). The goal of this chapter is to place emphasis on how clinical psychologists con-
duct research, which involves the introduction of some research-related concepts as well 
as the reconsideration of others in this specialized context.

WHY DO CLINICAL  
PSYCHOLOGISTS DO RESEARCH?

Psychological Disorders

Perhaps the most fundamental reason clinical psychologists do research is to gain 
knowledge about psychological disorders (Zvolensky, Forsyth, & Johnson, 2013). 
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Learning 
Objectives
6.1 Describe the reasons why 

clinical psychologists perform 
research.

6.2 Explain the experimental 
method as used by clinical 
psychologists.

6.3 Differentiate among various 
experimental designs 
employed by clinical 
psychologists (e.g., between-
group, within-group).

6.4 Speculate on the impact of 
technology on future clinical 
psychology research.

6.5 Indicate ethical issues 
that can arise in clinical 
psychology research.

Remember—there is no doctoral degree in psychology in 
“abnormal psychology” or “psychopathology” per se, so psy-
chologists who choose to conduct basic research on psycholog-
ical disorders are typically clinical psychologists. Other reasons 
for research that we will cover as we move through this section 
may be more applied (e.g., focusing on practice activities like 
therapy or assessment), but research on the psychological disor-
ders is more basic, establishing a foundation for the field. A few 
examples:

• Is social anxiety disorder experienced differently by 
men and women? A study found that women are more 
likely to have the disorder and typically have more 
severe symptoms and a higher level of distress related 
to it. Women are more likely to have comorbid phobias, 
generalized anxiety disorder, and posttraumatic stress 
disorder (PTSD), whereas men are more likely to have 
comorbid substance abuse disorder and conduct disorder 
(Asher & Aderka, 2018).

• Do specific symptoms of PTSD predict suicidal behavior 
in military personnel more than others? A study found 
that hyperarousal symptoms (e.g., agitation) do predict 
suicidal behavior to a significantly greater extent than 
other symptoms of the disorder (I. H. Stanley, Rogers, 
Hanson, Gutierrez, & Joiner, 2019).

• People with borderline personality disorder often overreact to the possibility 
of interpersonal rejection, but is it possible that they also experience poor 
connectedness with others when they are being accepted and included? One 
study found that people with the disorder (compared to people without it) did in 
fact respond more negatively to positive social feedback—for example, they  
were less cooperative (Liebke et al., 2018).

Treatment Outcome

Another important reason clinical psychologists conduct research is to determine how 
well their therapies work (M. J. Lambert & Ogles, 2016; Spokas et al., 2008). Research 
on treatment outcome has a rather extensive history, with Hans Eysenck’s (1952) 
unfavorable review of psychotherapy outcome serving as a landmark study and a cata-
lyst for additional investigations on the subject. In the decades subsequent to Eysenck’s 
review, researchers established that psychotherapy is indeed effective and ultimately 
moved on to exploring which particular therapies are most successful at treating which 
particular disorders (a topic covered in more detail in Chapter 11). Today, profes-
sional journals such as Professional Psychology: Research & Practice; Psychotherapy: Theory, 
Research, Practice, Training; and Clinical Psychology: Science and Practice frequently feature 
treatment outcome studies.
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Measuring Therapy Outcome: Essential Questions

Clinical psychologists who investigate therapy 
outcome face many fundamental questions 
when designing their studies. The choices they 
make can have a profound influence on the 
data they collect and the conclusions they draw.

How should psychotherapy outcome be 
measured?

Questionnaires are an efficient, conve-
nient way to evaluate therapy outcome. In fact, 
some of the most commonly used and widely 
accepted measures of therapy outcome are 
written surveys of some type. However, other 
possibilities certainly exist, including inter-
views and direct observation of the client in or 
out of therapy sessions. If questionnaires are 
the chosen method, more specific “how” ques-
tions arise, such as the length and format of 
the questionnaire.

What should be measured when assessing 
psychotherapy outcome?

Specifically, what aspects of a client do we 
hope to change via psychotherapy? Given the 
enormous breadth of problems for which peo-
ple seek psychotherapy and the vast array of 
therapy techniques and approaches available, 
the answer can vary greatly: observable behav-
ior, thought patterns or cognitive processes, 
emotional responses, interpersonal tendencies, 
awareness of internal mental processes, and 
academic or professional outcomes, among 
others. Researchers who conduct empirical 
inquiries about therapy outcome must con-
sider which of these outcomes is most import-
ant for the purpose of their particular study 
and design their outcome measure accordingly.

When should psychotherapy outcome be 
measured?

The possible answers to this question vary 
widely as well. If the emphasis is evaluative 

(i.e., to determine after the fact how well the 
therapy worked), measurements could occur 
immediately after therapy ends or as “fol-
low-up” efforts after a week, a month, a year, or 
any other chosen time period has elapsed. If the 
emphasis is formative (i.e., to determine how 
therapy is working while it is still happening, 
with the intent of making immediate adjust-
ments), measurements could take place at each 
session or on a less frequent basis throughout 
the course of therapy. Of course, researchers 
could combine these approaches as well.

Who should rate psychotherapy outcome?

There are numerous parties who may 
have an interest and some knowledge regard-
ing how psychotherapy turns out for a par-
ticular client. The client is an obvious source 
of information, but the reliability and validity 
of clients’ opinions of their own therapy can 
be questionable as a result of their biases, 
expectations, and, in some cases, the very 
psychological issues that prompted the ther-
apy. (For example, a depressed client who 
consistently focuses on the negative aspects 
of his life while ignoring the positive aspects 
may apply this negative bias toward the ques-
tion of therapy outcome as well.) Moreover, 
if therapy involves multiple individuals (as in 
couples therapy or family therapy), different 
people may have very different opinions. Psy-
chotherapists can provide their own perspec-
tives, but these are subject to biases and other 
threats to objectivity as well. In addition to 
the client and the therapist, other parties can 
have a justified interest in therapy outcome, 
including spouses, family members, employ-
ers, law enforcement and judicial institu-
tions, managed-care/insurance companies, 
and society as a whole (Strupp, 1996; Strupp 
& Hadley, 1977).
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Efficacy Versus Effectiveness

It is important to distinguish studies of psychotherapy outcome that measure efficacy 
from those studies that measure effectiveness (Spokas et al., 2008; Truax & Thomas, 
2003). Efficacy refers to the success of a particular therapy in a controlled study conducted 
with clients who were chosen according to particular study criteria. In short, the efficacy 
of a form of therapy is how well it works “in the lab,” where it is practiced according to 
manualized methods and where outcome for treated individuals is compared via clinical 
trial with outcome for individuals who receive alternate or no treatment (Chambless 
et al., 1998; Garske & Anderson, 2003). Participants are often selected on the basis of 
meeting strict (e.g., diagnostic) criteria and are randomly assigned to either a treatment 
group or a control group (Durand & Wang, 2011). (In many cases, more than half of 
those interested in being participants are excluded. Those who are included are typically 
less severe, more likely to have comorbid diagnoses, and less likely to be from minority 
populations than are comparable clients in actual clinical settings [Rosqvist, Thomas, & 
Truax, 2011].) As an example, cognitive-behavior therapy has been listed as a treatment 
with demonstrated efficacy for panic disorder (Chambless et al., 1998) as a result of effi-
cacy studies conducted with carefully selected clients in a controlled, quasi-experimental 
setting (e.g., Barlow, Craske, Cerny, & Klosko, 1989; D. M. Clark et al., 1994).

Effectiveness, on the other hand, refers to the success of a therapy in actual clinical 
settings in which client problems span a wider range, and clients are not chosen as a 
result of meeting certain diagnostic criteria. In short, the effectiveness of psychotherapy 
is how well it works “in the real world,” or how well it translates from the lab to the 
clinics, agencies, hospitals, private practices, and other settings where clinical psycholo-
gists conduct therapy (Chambless et al., 1998; Garske & Anderson, 2003). For example, 
the November 1995 issue of Consumer Reports magazine featured a survey of its read-
ers who had received psychotherapy in the early 1990s (Seligman, 1995). Overall, they 
provided a positive view of their psychotherapy experiences: More than 90% reported 
that therapy was beneficial; the type of therapy, the profession of the licensed provider, 
and the presence of medication were generally unimportant; and longer therapy tended 
to produce greater benefit. Additional findings were reported as well, but the essen-
tial point here is that this study provides data on the effectiveness, not the efficacy, of 
psychotherapy. This was not a study that was designed and controlled by researchers 
from the outset. An experimental or quasi-experimental design was not used, nor was 
an untreated control group included. Although we can be sure that these results are 
valid in the “real world,” the lack of scientific rigor leaves us unsure that the therapy is 
undoubtedly the factor that produced the outcome. Issues of effectiveness and efficacy 
are considered further in Chapter 11.

When measuring the outcome of therapy in either an efficacy or an effectiveness 
study, researchers must be careful to distinguish statistical significance from clinical signif-
icance when interpreting their results. Simply put, statistical tests can, at times, indicate 
that a significant difference exists between two groups (e.g., those who received the treat-
ment and those who did not). But a statistically significant difference doesn’t necessarily 
mean that the two groups differ much in real-world terms (Kendall, Comer, & Chow, 
2013). For example, consider a study in which the two groups both start therapy with 
average ratings of 80 on a 100-point depression scale—in other words, both groups are 
markedly depressed. After one group receives Therapy A, that group’s average drops to 
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75, while the control group’s average stays at 80. Especially if the number of participants 
in each group is high, that 5-point difference could turn up as significant according to 
a statistical test. But is that jump—a mere 5 points on a 100-point scale—clinically sig-
nificant? Does it make a meaningful difference in the quality of the participants’ lives? 
Probably not. For this reason, both statistical significance, which is assessed quantita-
tively, and clinical (or real-world) significance, which is measured more qualitatively, 
should be taken into account when interpreting the results of a therapy outcome study 
(Conner, 2010).

Internal Versus External Validity

The distinction between efficacy and effectiveness exemplifies how the fundamental 
research concepts of internal and external validity are applicable to clinical psychology. 
Internal validity refers to the extent to which the change in the dependent variable is 
due solely to the change in the independent variable. On the other hand, external valid-
ity refers to the generalizability of the result—to what extent is the same finding valid for 
different settings and populations?

When psychotherapy outcome researchers design an efficacy study, they aim to 
minimize any element of the study that may bring into question the causal connection 
between the treatment and the outcome (such as variability in client diagnosis or in 
therapist methods). This bolsters the study’s internal validity. However, even in the most 
internally valid study, the extent to which its results are replicable in other settings with 
other clients—in other words, the generalizability or external validity—is not guaran-
teed. In fact, the more “controlled” and internally valid an efficacy study is, the more 
dissimilar it can become from therapy in the “real world,” thus undermining external 
validity (Lebow & Jenkins, 2018). Efficacy studies are often respected for their internal 
validity but discounted for their external validity, whereas the opposite is often true for 
effectiveness studies (Scotti, Morris, Stacom, & Cohen, 2011; Spokas et al., 2008).

Another psychotherapy-related type of research that clinical psychologists do focuses 
on dissemination strategies—in other words, efforts to promote therapies that have demon-
strated effectiveness in treatment studies to large numbers of therapists. Discovering 
through a research study that a particular type of therapy works is great, but the wide-
spread use of that therapy depends on how broadly and persuasively those results are 
shared among people who conduct therapy and might choose to use it. Results of dis-
semination strategies show that therapists in clinical (as opposed to research) settings are 
often less than eager to accept and use evidence-based therapies and, in some cases, are 
quite resistant (Beidas, Mehta, Atkins, Solomon, & Merz, 2013; Stewart, Chambless, & 
Stirman, 2018). Some researchers have suggested that in order to increase the uptake of 
evidence-based therapies, thereby increasing the number of clients who receive them, 
dissemination strategies should shift from what has not worked especially well (e.g., 
offering lists of evidence-based treatments, providing guidelines according to disorder, 
trusting therapists to read and implement research themselves) to what might work in 
the future (e.g., directly advertising to consumers/clients about evidence-based therapies, 
requiring use of evidence-based therapies for licensure or payment, testing clinicians on 
competence with evidence-based therapies, changing accreditation standards of graduate 
programs to more strongly emphasize evidence-based therapies, and even threatening 
lawsuits) (Forman, Gaudiano, & Herbert, 2016).
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Considering Culture

Treatments That Work, but for Whom?

When researchers investigate the efficacy of a 
particular form of therapy, they select clients 
who meet the criteria of interest for that study. 
For example, if the treatment targets general-
ized anxiety disorder (GAD), the researchers 
will select clients who meet the official diag-
nostic criteria of GAD and whose diagnostic 
profiles are free of other complicating factors 
or comorbidities.

What if the resulting population of 
selected clients is culturally limited? To what 
extent can the study’s results be generalized 
to individuals from a broader range of diverse 
groups? Some have argued that the outcome 
studies that have formed the empirical basis of 
“what works” in psychotherapy lack minority 
participants and, moreover, that their con-
clusions regarding efficacy are not necessar-
ily applicable to those who differ from the 
studies’ participants in terms of ethnicity, 
gender, or other variables (e.g., Bernal & Scharro- 
del-Rio, 2001; Leong & Kalibatseva, 2013; 
Miranda, Azocar, Organista, Muñoz, & Lieber-
man, 1996; D. W. Sue & Sue, 2008; S. Sue, Cheng, 
& Sue, 2011). Muñoz and Mendelson (2005) 
stated, “Clinical trials have seldom included 
adequate samples of people of color. . . . Indeed, 
most empirically supported therapies were 
evaluated with samples drawn primarily 
from a White, middle class, English-speaking, 
female population” (p. 790). In many cases, the 
characteristics of the participants in clinical 
trials are not even specified when the results 
are shared (Callahan, Heath, Aubuchon-Ends-
ley, Collins, & Herbert, 2013).

It is encouraging that numerous inves-
tigations of evidence-based treatments have 
found that many do, in fact, work as well 
with ethnic minority clients as with the 
majority culture. For example, Miranda et al. 

(2005) found that Latino/Latina clients and 
African American clients who have received 
evidence-based therapy for major depres-
sion have experienced results similar to 
those of white clients. However, studies of 
this type are limited, particularly for certain 
ethnic groups such as Asian American and 
American Indian populations. If additional 
research establishes more firmly that “what 
works” works for all—or if it determines that 
such equality requires certain adaptations 
for certain populations—the related prob-
lem of cultural disparities in access to care 
can receive more attention. That is, ethnic 
minorities simply receive less psychother-
apy than those in the majority (Snowden 
& Yamada, 2005). So clinical psychologists 
should ensure not only that they provide 
members of diverse groups therapy that 
works for them specifically but, more fun-
damentally, that these clients have access to 
their services in the first place.

Imagine that you are a clinical psychol-
ogist and you learned that the GAD study 
described above, as well as others examining 
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Assessment Methods

Clinical psychologists conduct research to evaluate and improve the assessment methods 
they use with clients. Such studies may involve the development, validation, or expanded 
use of new instruments; the establishment of normative data for specific populations 
on an assessment tool; a comparison of multiple assessment tools to one another; or 
other research questions (Geisenger, 2016). Numerous professional journals, including 
Assessment, Psychological Assessment, and Journal of Personality Assessment, are dedicated pri-
marily to empirical studies of assessment issues in clinical psychology.

Here are a few examples from the spectrum of research being conducted in this area.

 � Can an Internet-based, self-administered version of a clinical interview match 
an in-person interview with a live clinician in terms of diagnosing attention-deficit/
hyperactivity disorder (ADHD) in children? Researchers examined a new instrument of 
this type, the Diagnostic Interview Schedule for Children—Version 4 (DISC-IV), and 
found that, indeed, the correspondence between the two types of interviews (conducted 
with parents of the child in question) was extremely high (Steenhuis, Serra, Minderaa, & 
Hartman, 2009). The researchers acknowledge that further research is necessary, but this 
study is a promising first step toward establishing a potentially cost-effective, efficient, 
and convenient form of assessment.

 � Speaking of ADHD, do men and women (as parents or teachers) rate boys’ ADHD 
symptoms differently on rating scales? One study found that they do: Specifically, female 
teachers and parents provided consistently higher ratings of the boys’ symptoms than 
male teachers and parents, in a way that would result in a significant difference in the 
number of boys who would be considered for the diagnosis (Anastopoulos et al., 2018).

 � When psychologists assess depressive symptoms, does the mode of assessment—a 
self-report questionnaire versus an in-person interview—make a difference? One study 
found that among adults who were young and better educated, the answer was yes: Their 
reports of depressive symptoms were lower in the interview than on the questionnaire 
(Levin-Aspenson & Watson, 2018).

 � Researchers conducted a study to compare English and Spanish versions of a 
commonly used written self-report measure of depression (Wiebe & Penley, 2005). 
Titled “A Psychometric Comparison of the Beck Depression Inventory-II in English 
and Spanish,” the study concluded that the reliability and validity of the Spanish version 
of the test was comparable to that of the original English version.

the same form of therapy, concluded that this 
therapy was efficacious. If the sample in these 
studies was predominantly white, middle 
class, English speaking, and female, how con-
fident would you be in its potential for success 

with your clients who don’t match these char-
acteristics? If you were a client who did not 
match these characteristics, how would you 
feel about a clinical psychologist choosing this 
form of therapy for you?
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 � The Minnesota Multiphasic Personality Inventory-2 (MMPI-2) is the most 
widely used and psychometrically sound objective personality test, and one of its 
strengths is its ability to detect “faking” by the test taker. Hahn (2005) conducted a study 
to examine whether the scales that detect faking in North American, English-speaking 
clients are also effective in the translation of the MMPI-2 for Korean clients. Results 
indicated that the scales that identify “fake-good” and “fake-bad” test takers were equally 
adequate in the North American and Korean versions of the test.

Diagnostic Issues

Clinical psychologists conduct research to explore issues of diagnosis and categorization 
regarding psychological problems. Such studies may examine the validity or reliabil-
ity of existing or proposed diagnostic constructs, the relationships between disorders, 
the prevalence or course of disorders, or numerous related topics. Such studies often 
appear in Clinical Psychology: Research and Practice, Journal of Abnormal Psychology, Journal 
of Consulting and Clinical Psychology, and other journals. A few recent examples include 
the following:

 � Paranoid personality disorder is a commonly diagnosed personality disorder, 
but is paranoid personality best understood as a categorical or a dimensional char-
acteristic? In other words, is paranoid personality something an individual “has” or 

“doesn’t have,” or is it something we all have to 
varying degrees? Edens, Marcus, and Morey (2009) 
empirically examined this question by reviewing 
hundreds of structured interviews and self-report 
questionnaires of individuals assessed for personal-
ity disorder characteristics. Their primary finding 
was that paranoid personality has a dimensional, 
rather than categorical, underlying structure. 
Research of this type can have an influence on the 
way psychological disorders are defined in future 
editions of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM).

 � When clinical psychologists assess children for ADHD or oppositional defiant 
disorder (ODD), should they use gender-specific norms? In other words, should girls be 
compared only with girls and boys be compared only with boys? Researchers recently 
examined this question using teacher ratings of about 1,500 elementary school students 
(Waschbusch & King, 2006). Results indicated that when gender-specific norms were 
used, a small group of girls were identified who had significantly elevated ADHD and 
ODD levels but were not diagnosable by standard DSM criteria.

 � Lilenfeld, Wonderlich, Riso, Crosby, and Mitchell (2006) conducted a review of 
empirical studies on the relationship between eating disorders and personality disorders. 
Among other conclusions, the authors found that anorexia nervosa overlaps significantly 
with obsessive-compulsive personality disorder and that individuals predisposed to one 
of these may be similarly predisposed toward the other.
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 � Personality disorders are often assumed to be stable over time. Researchers 
recently tested this assumption by assessing personality disorder characteristics in the 
same clients five times over a 10-year period (Durbin & Klein, 2006). According to 
this longitudinal study, stability of personality disorder traits was not as strong as often 
assumed and was comparable with some Axis I disorders, such as anxiety disorders.

Professional Issues

Clinical psychologists also examine elements of their own profession through empirical 
research. They study clinical psychologists’ activities, beliefs, and practices, among other 
aspects of their professional lives. Professional Psychology: Research & Practice; Psychotherapy: 
Theory, Research, Practice, Training; and Journal of Clinical Psychology are among the jour-
nals that feature such research. Some recent studies of this type include the following:

 � Do the ethical dilemmas and problems psychologists encounter depend on 
whether they work in rural or urban communities? Helbok, Marinelli, and Walls (2006) 
conducted a survey to explore this question and discovered some significant differences. 
Among other findings, results suggested that small-town/rural psychologists were more 
likely than their urban counterparts to encounter multiple relationships with clients (i.e., 
to find themselves interacting with clients in another context besides the clinical work), 
and small-town/rural psychologists were also less likely to have access to professional 
resources such as medication prescribers and specialized services.

 � How do psychologists compare to other mental health professionals (social 
workers, counselors, and marriage and family therapists) in terms of integrating client 
religion into therapy? One study found that the professions were generally similar in 
terms of attitude toward doing so, but that marriage and family therapists actually did so 
more frequently (Oxhandler & Parrish, 2018).

 � Maxie, Arnold, and Stephenson (2006) surveyed licensed psychologists to assess 
the extent to which they discuss ethnic and racial differences directly with psychotherapy 
clients. The researchers found that while most psychologists have had such discussions 
with some clients in the past, they don’t happen as consistently as might be expected or 
hoped. The psychologists reported that when they took place, these discussions facili-
tated the therapy process.

 � Stevanovic and Rupert (2009) empirically investigated a simple question: “How 
do the professional lives of psychologists influence their personal and family lives?”  
(p. 62). They surveyed almost 500 psychologists and found evidence for both positive 
and negative “spillover.” That is, psychologists reported that their work lives provided 
both enhancement and stress to their personal lives. Good news: Positive spillover, which 
often stemmed from a sense of accomplishment at work, was more common than nega-
tive spillover, which often stemmed from work-related emotional exhaustion.

 � What attitudes do contemporary psychologists hold toward gay, lesbian, and 
bisexual lifestyles? Kilgore, Sideman, Amin, Baca, and Bohanske (2005) examined this 
question via a survey of psychologists. They found that psychologists are more likely 
to view such lifestyles as acceptable and nonpathological now than they have been in 
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the past. They also found that compared with male psychologists, female psychol-
ogists held more positive beliefs about gay, lesbian, and bisexual lifestyles and gay- 
affirmative therapy.

Teaching and Training Issues

Clinical psychologists also pursue research questions related to how to educate those 
entering the profession. Areas of study include training philosophies, specific course-
work, opportunities for specialized training, and the outcome of particular training 
efforts. Training and Education in Professional Psychology, Teaching of Psychology, and Journal 
of Clinical Psychology are among the journals that often publish articles of this type. A small 
sample of recent articles in this area includes the following:

 � When training graduate students in assessment, teaching them to write effec-
tive reports can be particularly challenging, with a variety of different styles of report 
writing available for the instructor to emphasize. Pelco, Ward, Coleman, and Young 
(2009) conducted an interesting study in which sample reports of various types were 
provided to elementary school teachers (who often receive such reports about their stu-
dents), and the teachers were asked to compare the effectiveness of the reports. Results 
indicated that teachers preferred a report in which the results of different psychologi-
cal tests were organized by theme, rather than one in which the results were reported 
test by test. They also gave higher ratings to the most “readable” report, as opposed 
to reports with higher-level professional terminology. Results of studies such as this 
can guide graduate programs in providing instruction regarding psychological report 
writing for particular audiences.

 � To what extent do graduate programs in clinical psychology train students to 
manage potentially violent clients? Researchers examined this question by surveying 
graduate students regarding their exposure to violent clients and the training they had 
received in dealing with them (Gately & Stabb, 2005). Results indicated that, in gen-
eral, graduate students encountered violent clients infrequently and that they felt their 
training to handle such clients was lacking. The researchers noted a correlation between 
trainees’ perception of training to manage violent clients and their confidence level in 
handling such situations.

 � Both clinical psychology and counseling psychology graduate students com-
plete predoctoral internships. How is the placement process—applying and obtaining 
the internship—similar and different between these two types of training programs? 
Neimeyer, Rice, and Keilin (2009) studied thousands of placement experiences of gradu-
ate students and found that each type of program “matched” at higher rates with certain 
types of internship sites. Specifically, clinical psychologist students had a higher match 
rate with medical facilities, whereas counseling psychology students had a higher match 
rate with college counseling centers.

 � At predoctoral and postdoctoral internship sites, which personality assessment 
techniques are most commonly included in the training experience? One study found 
that objective tests like the Minnesota Multiphasic Personality Inventory (MMPI), 
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Personality Assessment Inventory (PAI), and Millon Clinical Multiaxial Inventory 
(MCMI) were much more commonly taught than projective tests like the Rorschach, 
storytelling tests, and sentence completion tests (Stedman, McGeary, & Essery, 2018).

HOW DO CLINICAL  
PSYCHOLOGISTS DO RESEARCH?

The Experimental Method

Like other psychologists (and, more generally, scientists), clinical psychologists adhere 
to the experimental method whenever possible in their research efforts. In general, this 
method involves a number of discrete, sequential steps. It begins with an observation of 
events. Second, the clinical psychologist develops a hypothesis to explain the observed 
events. Included in this hypothesis development is the definition of independent and 
dependent variables. Independent variables are those variables in the study that are 
manipulated by the experimenter, whereas dependent variables are those variables that 
are expected to change as a result of changes in the independent variables. In short, it is 
hypothesized that the dependent variables “depend” on the independent variables. After 
the hypothesis is developed, the third step, empirical testing of the hypothesis, ensues. 
The fourth step takes place after this testing has been completed and involves altering 
the hypothesis to match the results and interpretations obtained during empirical testing 
(Greenhoot, 2003; Moyer & Gross, 2011).

In clinical psychology, experimental studies often take the form of randomized 
clinical trials (RCTs) (Machado & Beutler, 2017). (A note on terminology—in the clin-
ical psychology literature, there is some overlap between the use of “randomized clin-
ical trial” and “randomized control trial,” both of which are abbreviated “RCT.” They 
refer to very similar studies that involve random assignment of participants to either 
an experimental or control group.) In an RCT, researchers test the outcome of a par-
ticular, manualized therapy on a particular diagnosis. An RCT begins with recruitment 
and selection of participants who meet the criteria for the diagnosis. Then, each partici-
pant is randomly assigned to a group that receives the therapy (the experimental group) 
or another group that does not receive the therapy (the control group). Participants in 
the control group may receive no treatment, be placed on a waitlist, receive a placebo 
or nonspecific treatment, or receive a “standard” or “routine” type of therapy. In both 
groups, the target variables (typically objective measures of symptoms, like frequency 
of panic attacks or self-reported depression symptoms) are assessed at the outset as a 
baseline and at the end of the study (and sometimes months later as a follow-up), and 
the comparison between the two groups indicates the degree to which the treatment was 
helpful. RCTs have been lauded by some for raising the level of scientific rigor in ther-
apy outcome studies. They maximize internal validity by ensuring that improvements in 
participants receiving the therapy are indeed due to the therapy rather than extraneous 
factors (Kendall et al., 2013). On the other hand, RCTs have been criticized for oversim-
plifying clinical problems by reducing them to objective and easily measured symptoms, 
and for producing results that may not translate to “real-world” settings where clients 



138   PART I  •  INTRODUCING CLINICAL PSYCHOLOGY

may not match the clients selected for the study (Comer & Kendall, 2013; Goldfried, 
2013; Hollon, 2015; Westen, Novotny, & Thompson-Brenner, 2004). The coverage of 
evidence-based therapy/manualized therapy as a controversy in Chapter 3 explores this 
issue in greater depth.

Quasi-Experiments

Research in clinical psychology often involves variables that the researcher is not entirely 
able to control. Ethical, practical, or other constraints often limit the researcher’s abil-
ity to assign people randomly to certain conditions, make particular manipulations, 
or otherwise experimentally test certain hypotheses. In such cases, clinical psycholo-
gists may use a quasi-experimental design rather than a true experimental design. 
Quasi-experimental designs are less scientifically sound than experimental designs; 
nonetheless, they are frequently used in clinical psychology and have often yielded very 
meaningful and important results (Greenhoot, 2003; Moyer & Gross, 2011; Steiner & 
Kim, 2015).

As an example, consider a group of clinical psychology researchers who are inter-
ested in examining the outcome of a particular therapy for specific phobias. If the 
researchers were designing a true experiment, they would need to take identical indi-
viduals, induce in them identical fears, and then assign them to different conditions 
(perhaps treatment vs. no treatment, or treatment vs. alternate treatment) to measure 
the influence of the treatment. Obviously, such a method is implausible and unjustifi-
able for both practical and ethical reasons. Instead, the researchers may choose to use 
a quasi-experimental design, acknowledging that the individuals in the two compari-
son groups will necessarily have phobias of different objects and different intensities 
and that they will differ in many other ways as well (age, personality characteristics, 
ethnicity, etc.) even if the researchers make attempts to “match” the groups as much 
as possible. Such a study may not be as internally valid as a true experiment, but espe-
cially when many such studies converge on the same conclusions, they can provide 
important data.

Between-Group Versus Within-Group Designs

When clinical psychologists conduct a study with a between-group design, partici-
pants in different conditions receive entirely different treatments. Often, such studies 
involve two conditions or groups: One (the experimental condition) receives the 
experimental treatment, whereas the other (the control group) does not receive the 
experimental treatment (Moyer & Gross, 2011). The control group can take a number 
of forms, including no treatment at all (and no expectation for treatment), being placed 
on a wait list for treatment (such that treatment is expected later), receiving a placebo 
(in which the client receives a form of intervention that lacks the “active ingredient” 
of the experimental treatment), or receiving treatment-as-usual (another treatment 
already established as beneficial or typical for the disorder; Comer & Kendall, 2013; 
Kazdin, 2015). As an example of a between-group design, consider a clinical psychology 
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researcher who examines the relationship between 
physical exercise and depression. After taking a 
baseline measure of depression of all participants at 
the outset of the study, the researcher might assign 
some participants to Condition A, in which they 
follow an exercise regimen over 8 weeks, and other 
participants to Condition B, in which they do not 
follow the exercise regimen. The crucial question 
is whether changes in depression levels from pre-
test to posttest depend on whether a participant is 
assigned to Condition A or Condition B.

By contrast, a within-group design involves 
comparisons of participants in a single condition to 
themselves at various points in time. Essentially, all participants experience the same con-
dition or conditions (Moyer & Gross, 2011). For example, the same empirical issue—the 
relationship between physical exercise and depression—could be examined via a within- 
group design if the researcher introduced to all participants an exercise regimen lasting 
8 weeks. The researcher could compare depression levels each week from start to finish. 
The crucial question is whether changes in depression levels depend on the point in time 
when depression is assessed.

At times, clinical psychology researchers will combine aspects of between-group 
and within-group designs, creating a mixed-group design (Moyer & Gross, 2011). As 
an example, researchers could merge the approaches to studying exercise and depression 
described in the two previous paragraphs by assigning participants to two conditions 
(exercise regimen vs. no exercise regimen) and by measuring changes of all participants 
on a weekly basis. This way, at the end of the study, the researchers would be able to 
compare the two groups with each other, and they would also be able to compare each 
group with itself at various points in time.

Analogue Designs

When clinical psychologists seek to study clinical populations or situations but are unable 
to access them adequately, they may conduct a study with an analogue design. A study 
of this type involves an approximation of the target client or situation as a substitute for 
the “real thing.” At times, it can involve using participants whose characteristics resemble 
(but don’t exactly match) those of the target population, or asking participants to remem-
ber or imagine themselves in a certain situation (McNeil & Hayes, 2015).

Consider again the physical exercise/depression research topic. If the researchers 
are primarily interested in the relationship of physical exercise on severely depressed 
individuals but cannot access this population in sufficient numbers, they might access 
a more available population, such as undergraduates at their university whose depres-
sion levels are mild to moderate according to a self-report depression questionnaire. Of 
course, if the researchers conduct the study with this analogue population and find that 
mood improved as exercise increased, they should not definitively state that this result is 
similarly applicable to the severely depressed.
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Correlational Methods

Clinical psychology researchers often conduct a correlational study, especially when 
neither an experiment nor a quasi-experiment is plausible. Studies utilizing correla-
tional methods examine the relationship that exists between two or more variables 
(G. Goldstein, 2011). Unlike experiments and quasi-experiments, correlational stud-
ies do not identify variables as either independent or dependent. Similarly, causality is 
not implied by the results of correlational studies. In other words, although a correla-
tional study can conclude that one variable predicts or associates with another, it cannot 
conclude that one variable causes changes in another (MacDonald, Wong, & Dionne, 
2015). Sometimes, correlational studies constitute important early steps in an evolution  
of research on a particular topic, leading eventually to more experimental or quasi- 
experimental studies.

Again, consider the research topic of the relationship between physical exercise and 
depression. If a correlational study produces results that include a negative correlation 
between these two variables (increased exercise is associated with decreased depres-
sion), numerous causal questions arise. Does increased exercise cause mood to improve? 
Does an improvement in mood cause exercise to increase? Do both of these changes—
increased exercise and improved mood—cause each other in a reciprocal manner? Could 
both of these observed changes be by-products of some other cause that was outside the 
scope of this study? Although the link between the variables can be determined, none of 
these questions can be answered definitively by a study with a correlational design.

Statistically, correlations between two variables can range from +1 to −1. 
Correlations approaching +1 are positive correlations, suggesting that the two variables 
vary together—as A increases, B increases; as A decreases, B decreases. Correlations 
approaching –1 are negative correlations, suggesting that the two variables vary in an 
inverse way—as A increases, B decreases; as A decreases, B increases. Correlations near 
0 are neither strongly positive nor negative and suggest that the two variables vary inde-
pendently of each other.

In one correlational study, researchers examined therapy outcomes of more than 
2,000 clients over a 5-year period who had taken sick leave from their jobs because of 
anxiety, depression, or similar disorders. They found a significant positive correlation 
(.5) between the amount of time clients wait to start therapy and the amount of time 
clients stay on sick leave—in other words, those who start therapy sooner get back to 
work sooner, and those who start therapy later get back to work later (Alonso, Marco, & 
Andani, 2018). (It may seem like one of these variables could cause the other, but correla-
tion does not necessarily imply cause. Either of these variables could have influenced the 
other, or a third variable could have influenced them both.)

Case Studies

Unlike the methods described thus far that involve larger numbers of participants, 
case studies involve a thorough and detailed examination of one person or situa-
tion. Typically, they include descriptive observations of an individual’s behavior and 
an attempt by the researcher to interpret it. The researcher may speculate about how 
explanations about the target individual may also apply to others who are similar in 
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some way. Also, case studies can stimulate more systematic research, and together, 
these forms of research can converge on important findings (Davison & Lazarus, 2007; 
Fishman, 2016b; Kazdin, 2011; Kratochwill, Mission, & Hagermoser, 2015). For exam-
ple, in the mid-1960s, when obsessive-compulsive disorder was considered essentially 
untreatable, Dr. Victor Meyer published a series of case studies in which he described 
his successful treatment of patients with obsessive-compulsive disorder that empha-
sized exposure to the stimulus that caused anxiety. If the patient obsessed about dirt 
and compulsively washed her hands, Dr. Meyer had her touch dirty things, prevented 
her from washing her hands, and pointed out that nothing catastrophic actually took 
place. Meyer’s case studies are widely considered the seed that grew into exposure and 
response prevention, the current treatment of choice for obsessive-compulsive disorder 
that gained its status through many larger-scale, controlled research studies (McKay, 
2015; V. Meyer, 1966).

Case studies tend to be held in high regard by researchers who prefer the idio-
graphic approach—emphasizing or revealing the unique qualities of each person—to 
the nomothetic approach—determining similarities or common qualities among peo-
ple. Sometimes, case studies are qualitative in nature, such as Freud’s descriptions of 
“rat man” and “wolf man” (as cited in Gay, 1995), Watson’s descriptions of Little Albert  
(J. B. Watson & Rayner, 1920), and many other classic studies in clinical psychology.

Although case studies are not experiments, they can feature some experimental 
qualities. For example, a single-subject design study focuses on one person at various 
points in time under changing conditions. It is similar to the within-group design dis-
cussed previously, but the “group” consists of only one person. Commonly, such studies 
use some variation of an ABAB design (also known as a reversal design), in which a treat-
ment is alternately applied and removed (with A and B each representing the presence 
or absence of the treatment). A variation of this design, called the alternating treatments 
design, involves two treatments alternating rather than a single treatment alternating 
with no treatment (Hurst & Jones, 2016). Although case studies such as these may have 
limited generalizability on their own, they can be a relatively inexpensive and convenient 
way to do research with direct clinical relevance (K. A. Freeman & Eagle, 2011; Photos, 
Michel, & Nock, 2008).

Meta-Analysis

Among the most powerful tools used by clinical psychology researchers is the meta-anal-
ysis. A meta-analysis is a statistical method of combining results of separate studies 
(translated into effect sizes) to create a summation (or, statistically, an overall effect 
size) of the findings (Hedges & Citkowicz, 2015). As its label implies, a meta-analysis  
is a study of studies, a quantitative analysis in which the full results of previous studies 
each represent a small part of a larger pool of data (Durlak, 2003; Thomas & Michael, 
2011). So, although it is informative to read the results of a single study on, say, the 
benefits of psychotherapy, it can be far more enlightening to read a meta-analysis on 
the topic that encompasses many comparable studies (e.g., M. L. Smith et al., 1980; 
Wampold et al., 1997).

Meta-analysis is a sophisticated statistical technique, and meta-analysts must 
ensure that their method is scientifically sound (Field, 2013; Del Re & Flückiger, 2016). 
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According to Durlak (2003), meta-analysts in clinical psychology should incorporate the 
following five steps:

1. Formulate the research question, including reasonable, important, testable 
hypotheses.

Metaphorically Speaking

If You Read Movie Reviews, You 
Understand Meta-Analysis

A bad review of a new movie will make you 
think twice about seeing it. But 10 or 20 bad 
reviews of the same movie, especially if they 
come from different sources, will definitely 
keep you away from it. We can’t put too 
much trust in any single review, but when 
multiple reviews agree (or disagree) about 
a movie, we feel more confident in allowing 
our impression to be influenced by their col-
lective opinions. In an informal way, we com-
bine the separate impressions of the various 
reviewers into a single, overall impression. 
Stated another way, as we read each new 
review, we meld the “effect” the movie had 
on each reviewer into an overall, cumulative 
“effect.”

Meta-analyses are a conceptually similar 
but methodologically more rigorous way of 
combining effects. In psychology meta-anal-
ysis, the melding happens quantitatively 
rather than qualitatively. Researchers collect 
studies that have investigated a similar topic 
and convert the results of each into an effect 
size, which provides a common numerical lan-
guage to make the findings comparable and 
compatible, and then statistically merge them 
to form one overall effect size to encapsulate 
the multitude of findings.

The popular websites Rotten Tomatoes 
and Metacritic resemble meta-analyses. They 
each use the content of individual movie 

reviews to come up with a single statistic to 
represent the overall quality of a movie. (On 
Rotten Tomatoes, this is the “Tomatometer,” 
and on Metacritic, it’s the “Metascore.”) With 
a glance at these single numbers, readers 
can learn not only what a particular reviewer 
thought about a movie but what many other 
reviewers thought of it as well.

Meta-analysts do the same thing 
(although using a more sophisticated statis-
tical process) with the outcomes of studies 
on the same variable. For example, a meta- 
analysis of cognitive therapy for generalized 
anxiety disorder combined the results of 15 
studies that examined this topic and found 
that, overall, cognitive therapy was much 
more effective than no therapy and at least 
slightly more effective than other kinds of 
therapy (Hanrahan, Field, Jones, & Davey, 
2013). Another meta-analysis combined the 
results of 18 studies on remote cognitive- 
behavioral treatment of obsessive-compulsive 
disorder (through videoconference and other 
media) and found that the remote treatments 
were much more effective than control con-
ditions and equally effective to face-to-face 
treatments (Wootton, 2016).

Whether evaluating the “effects” of mov-
ies or psychology research, rather than rely-
ing on a single study (or review), it is wise to 
rely on the meta-analysis, which provides an 
overview of the “effect size” of a treatment (or 
movie) across multiple research settings (or 
movie reviewers).
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2. Obtain a representative study sample. Determine and explain the criteria by 
which individual studies will be included or excluded. Consider unpublished 
reports as well as those that have been published.

3. Obtain information from individual studies. Take into account the specific 
methodology of each individual study and ensure that reliability is adequate 
when coding previous findings.

4. Conduct appropriate analyses. When combining effect sizes from individual 
studies, assign appropriate weights to each, such that larger-scale studies “count” 
more than smaller-scale studies.

5. Reach conclusions and offer suggestions for future research.

Box 6.3 offers further discussion of meta-analysis in clinical psychology.

Cross-Sectional Versus Longitudinal Designs

Cross-sectional designs assess or compare a participant or group of participants at 
one particular point in time. By contrast, longitudinal designs emphasize changes 
across time, often making within-group comparisons from one point in time to 
another (A. G. C. Wright & Markon, 2016). Cross-sectional designs tend to be easier 
and more efficient, whereas longitudinal designs require much longer periods of time. 
However, cross-sectional studies may not provide valid approximations for changes 
that take place or evolve over time, whereas longitudinal studies may have a unique 
ability to do so.

Reconsider the research topic of the relationship between physical exercise and 
depression. A longitudinal study of this topic might be quite different from any 
variation we have considered previously. For example, rather than focusing on an 
8-week time period, the researchers could extend the scope of the study to 10 years. 
They could follow the participants to determine whether the relationship of the 
two variables remains the same or changes over that time. They could consider 
such issues as long-term adherence to the exercise regimen, the effect of physi-
cal injury and aging, lifestyle changes, spontaneous remission of depression, recur-
rence of depression, and other issues that would have little opportunity to arise in 
a cross-sectional study.

Actual longitudinal studies are often much longer than 10 years. For example, 
Kamen, Cosgrove, McKellar, Cronkite, and Moos (2011) followed individuals for  
23 years to assess the relationship between family support and depression, and found 
that those with higher family support at the beginning (and throughout) predicted 
lower levels of depressive symptoms. In a 15-year study, Lönnqvist, Verkasalo, 
Mäkinen, and Henriksson (2009) found that neuroticism among 20-year-olds pre-
dicted the likelihood of mental disorders and low self-esteem among the same indi-
viduals at age 35. Such results would simply be unattainable by any method other 
than longitudinal research.
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Use of Technology in  
Clinical Psychology Research

Increasingly, clinical psychologists are involving new forms of technology in their 
research. Sometimes, they use the technology to collect data (Trull & Ebner-Priemer, 
2014). For example, one group of researchers examined the extent to which negative 
thoughts in the evening impaired sleep and decreased mood the next day. They measured 
negative thoughts and mood by sending e-mails to the smartphones of participants at 
eight randomly selected times per day. Each e-mail provided a link to a website at which 
participants immediately completed a brief survey about either their negative thoughts 
or their mood. Sleep quality was measured by actigraphs (similar to a Fitbit tracker) worn 
on the participants’ wrists each night. This high-tech method of data collection—often 
called experience sampling, for its ability to tap into participants’ behavior in real time—
produced results indicating that negative thoughts did in fact significantly correlate with 
reduced sleep quality and poorer mood the next day (Takano, Sakamoto, & Tanno, 2014).

Another way that clinical psychologists use technology to collect data is by using 
Amazon Mechanical Turk, or MTurk, to recruit participants. MTurk is an Internet-based 
crowdsourcing marketplace run by the Amazon corporation that matches researchers 
with willing participants. Clinical psychologists are increasingly turning to MTurk as an 
alternative to undergraduate psychology students or other available pools of participants. 
MTurk has been available since 2007, but its use has increased dramatically since 2011. 
There are hundreds of thousands of people registered as MTurk “workers” (potential 
participants, essentially), most of whom live in the United States or India. Here’s how it 
works: The researcher posts a description of the study, including criteria for eligibility 
(age, gender, employment status, etc.) and the amount of payment available. Interested 
and eligible MTurk workers select the study and complete their participation online. 
The researcher downloads the data and moves forward with the study. Research on U.S. 
MTurk participants suggests that, as a group, they differ slightly from the U.S. general 
public: They are slightly younger, better educated, more introverted, and more likely to 
be European American or Asian American than other ethnicities, for example. Even with 
these characteristics, the MTurk population is at least as representative as other commonly 
used samples, such as college students or samples drawn from specific local communities 
(Chandler & Shapiro, 2016; D. N. Shapiro, Chandler, & Mueller, 2013). Psychologists 
have used MTurk to study a wide range of topics such as perceptions of mental disorders, 
attitudes toward therapy, prevalence of specific psychological symptoms, and other clin-
ically relevant topics. For example, one group of researchers recruited several hundred 
MTurk participants to examine how biological explanations for the cause of generalized 
anxiety disorder influenced their expectations to overcome the disorder. They found that 
participants who received the biological explanation expected the disorder to last signifi-
cantly longer than those who did not (Lebowitz, Pyun, & Ahn, 2014).

Additionally, clinical psychologists have involved technology in their research by 
focusing on the technology as a clinical intervention. In other words, they have examined 
how well a particular use of technology works as a component of therapy. For example, 
researchers studied the benefits of a smartphone app designed specifically for the treat-
ment of alcohol use disorder and found that it worked about as well as alternate treat-
ments (Gonzalez & Dulin, 2015). Another group of researchers examined the outcome 
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of a parent training program for kids with disruptive behavior disorders in which all 
parents received the face-to-face training, but only half got an additional package of 
“technology enhancements” delivered to their smartphones, including videoconferenc-
ing, instructional videos, and brief daily surveys and reminders. They found that the 
technology enhancements improved both parental engagement in treatment and chil-
dren’s behavior change (Jones et al., 2014). One study found that sending motivational 
texts to clients’ smartphones improved the benefits of therapy for eating disorders, and 
another found that sending texts to clients shortly before their appointments signifi-
cantly increased attendance in therapy (Delgadillo, Moreea, Murphy, Ali, & Swift, 2015; 
Shingleton et al., 2016).

ETHICAL ISSUES IN  
RESEARCH IN CLINICAL PSYCHOLOGY

Of course, clinical psychology researchers must adhere to ethical standards when con-
ducting research. In the ethics chapter of this textbook, we discuss in detail the ethical 
issues involved in psychotherapy outcome studies in which therapy is withheld from 
some of the participants (e.g., Saks et al., 2002; Street & Luoma, 2002). Those issues 
include the use of a control condition in an RCT (e.g., no-treatment control or waitlist 
control) that prevents the participant from receiving help for their psychological disor-
der. Other ethical issues that can arise in clinical psychology research include a partici-
pant in a study involving assessment receiving feedback that upsets them (e.g., they are 
diagnosable with a disorder), or a participant in a study that involves a clinical interview 
reveals suicidal intentions or ongoing child abuse but the researcher does not respond 
adequately in terms of breaking confidentiality (Koocher, 2013).

The American Psychological Association’s (2002) code of ethics includes many 
specific standards that apply to clinical psychologists conducting research (C. Miller & 
Williams, 2011). Box 6.4 offers some of the most relevant of these standards, additional 
discussion of which appears in Chapter 5.

Key American Psychological Association  
Ethical Standards Related to Research in Clinical Psychology

• Researchers should obtain informed 
consent from prospective participants. The 
information they present should include 
the purpose and duration of participation 
as well as the participants’ right to decline 
or withdraw. (Standard 8.02)

• Researchers should not coerce 
participation by offering excessive or 
inappropriate rewards (financial or 
otherwise). (Standard 8.06)

• Researchers should avoid using 
deception in their studies unless the 
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prospective value of the research justifies 
its use and nondeceptive methods are 
not feasible. If deception is used, the 
researcher should explain it fully to 
participants as soon as possible and 
allow them to withdraw their data if they 
choose. (Standard 8.07)

• If researchers discover that research 
procedures have harmed a participant, 
they should take reasonable steps to 
minimize the harm. (Standard 8.08)

• Researchers should never fabricate or 
falsify data. (Standard 8.10)

• Researchers should list themselves 
as authors of a study only when their 
contributions are justifiably substantial 
and the order of authorship reflects the 
relative contributions of the individuals 
involved. (Standard 8.12)

• Researchers should share their data  
with other competent researchers who 
intend to reanalyze it for verification. 
(Standard 8.14)

Source: Adapted from the American Psychological Association’s (2002) Code of Ethics.

(Continued)

CHAPTER SUMMARY

Clinical psychologists conduct empirical research for 
a number of purposes. For example, empirical studies 
examine the outcome of treatment, in terms of both 
efficacy (how well a therapy works under controlled 
conditions with selected clients) and effectiveness 
(how well a therapy works in “real-world” clinical set-
tings with a wider variety of clients). Clinical psychol-
ogists similarly conduct empirical research to study 
assessment methods, diagnostic issues, professional 
issues, and training issues. Often, this research fol-
lows the experimental or quasi-experimental method, 
in which the impact of an independent variable on 
a dependent variable is measured. In other cases, a 
correlational design is employed to establish a non-
causal link between two variables. Between-group 
designs typically involve a comparison of a control (or 
no-treatment, or placebo) group to an experimental 

group, whereas within-group designs typically involve 
a comparison of the same group to itself at different 
points in time. Case studies have limited generaliz-
ability but can provide important clinical informa-
tion or lead to more large-scale research. When it 
is impractical to study a clinical phenomenon as it 
happens, researchers can conduct an analogue study, 
in which the situation is simulated in the lab. Meta-
analyses enable researchers to statistically combine 
the results of individual studies regarding the same 
research question, producing a single overall esti-
mate of effect size. Increasingly, research in clini-
cal psychology incorporates technology, either as a 
means to collect data (such as experience sampling by 
smartphone or finding participants via MTurk) or as 
the subject of outcome studies (such as the impact of 
technology utilized as part of therapy).
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CRITICAL THINKING QUESTIONS

1. What is the difference between efficacy and 
effectiveness? Why is this distinction important 
to clinical psychologists involved in research and 
practice?

2. What can clinical psychologists do to maximize 
the generalizability of an analogue study to a 
broader population?

3. In your opinion, how important should case 
studies be in the establishment of a treatment 
method as valid?

4. Considering the questions raised in Box 6.1, 
when, in your opinion, should the outcome of 
psychotherapy be measured?

5. Considering the questions raised in Box 6.1, 
who, in your opinion, should rate the outcome of 
psychotherapy?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations and 
Tracks

Dissemination/Implementation/
Translation

Methodology

Psychometrics/Measurement

Statistics

Dissemination Quantitative/Statistics

Miscellaneous/Other—Applied 
Methodology

Miscellaneous/Other—
experimental Psychopathology

Miscellaneous/Other—Research 
Methods/Statistics
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KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Clinical Psychological Science

http://www.psychologicalscience.org/index.php/
publications/journals/clinical

Clinical Psychology: Science and Practice

http://onlinelibrary.wiley.com/journal/10.1111/
(ISSN)1468-2850

Journal of Clinical Psychology

http://onlinelibrary.wiley.com/journal/10.1002/
(ISSN)1097-4679

Journal of Consulting and Clinical Psychology

http://www.apa.org/pubs/journals/ccp/index.aspx

Professional Psychology: Research and Practice

http://www.apa.org/pubs/journals/pro/index.aspx

Psychotherapy Research

http://www.tandfonline.com/loi/tpsr20#.V08V2 
fkrLX4

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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7

DEFINING NORMALITY AND ABNORMALITY

Much of the practice and research conducted by clinical psychologists focuses on abnor-
mality, also known as mental disorders, psychiatric diagnoses, or, more broadly, psycho-
pathology. Through their training and their professional activities, clinical psychologists 
become very familiar with the definitions of various forms of abnormal behavior and the 
ways it differs from normal behavior. But before these diagnostic categories are put to 
use by clinicians and scholars, they must be defined.

What Defines Abnormality?

Over time, mental health professionals have put forth a variety of answers to the question 
of what makes behavior abnormal. These answers have included criteria such as personal 
distress to the individual (as in severe depression or panic disorder), deviance from cul-
tural norms (as in many cases of schizophrenia), statistical infrequency (as in rarer disor-
ders such as dissociative identity disorder), and impaired social functioning (as in social 
phobia and, in a more dangerous way, antisocial personality disorder).
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Learning 
Objectives
7.1 Compare major definitions of 

abnormality proposed in the 
field of clinical psychology.

7.2 Describe the evolution of the 
DSM from its first edition to 
the current DSM-5.

7.3 List noteworthy changes that 
were implemented in DSM-5.

7.4 Evaluate criticisms of DSM-5.

7.5 Explain how the dimensional 
approach differs from the 
categorical approach of 
diagnosis and classification 
used by the DSM.

In the 1990s, Jerome Wakefield, a renowned scholar in the 
field of abnormal psychology, offered a theory that put forth a 
more simplified (in comparison with the multifaceted criteria 
above) definition of mental disorders (Wakefield, 1992, 1999). 
His theory has generated enough support to become quite  
prominent in recent years. Wakefield (1992) explains his harmful  
dysfunction theory of mental disorders in the following way:

I argue that a disorder is a harmful dysfunction, wherein 
harmful is a value term based on social norms, and 
dysfunction is a scientific term referring to the failure of a 
mental mechanism to perform a natural function for which 
it was designed by evolution. Thus, the concept of disorder 
combines value and scientific components. (p. 373)

The harmful dysfunction theory proposes that in our 
efforts to determine what is abnormal, we consider both scien-
tific (e.g., evolutionary) data and the social values in the context 
of which the behavior takes place. As such, it can account for a 
wide range of behavior that clinical psychologists have tradi-
tionally labeled as psychopathological according to the multiple 
criteria listed above.

Who Defines Abnormality?

Wakefield’s definition of abnormality, along with other definitions, continues to be 
debated by academics and researchers in the field (e.g., Lilienfeld & Marino, 1999; 
Wakefield, 2010). However, clinical psychologists have certainly not waited for a res-
olution of this scholarly debate before assigning, treating, and studying disorders. 
They use disorders—as defined by the Diagnostic and Statistical Manual of Mental 
Disorders (DSM), the prevailing diagnostic guide for mental health professionals—
every day as they perform assessments, conduct therapy, and design and execute 
research studies.

In the introductory pages of the latest version of the DSM (DSM-5; American 
Psychiatric Association, 2013), its authors offer a broad definition of mental disorder. It 
is not entirely dissimilar to Wakefield’s harmful dysfunction theory (Spitzer, 1999), yet it 
also incorporates aspects of the other criteria discussed above.

In DSM-5, mental disorder is defined as a “clinically significant disturbance” in 
“cognition, emotion regulation, or behavior” that indicates a “dysfunction” in “mental 
functioning” that is “usually associated with significant distress or disability” in work, 
relationships, or other areas of functioning (American Psychiatric Association, 2013,  
p. 20). In addition, the definition states that expectable reactions to common stressors are 
not mental disorders.

Who created this definition, as well as the specific diagnostic categories that fill 
DSM? Many people played significant roles, but the most significant were those on the 
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Task Force for each edition of the DSM (American Psychiatric Association, 2013). This 
group consisted largely of leading researchers in various specialty areas within psycho-
pathology who were selected for their scholarship and expertise in their respective fields. 
It is noteworthy that this task force consisted primarily of psychiatrists, and a relatively 
small number of psychologists and other mental health professionals were included. 
Moreover, the DSM-5 and all previous editions of the DSM have been published by the 
American Psychiatric Association (as opposed to the American Psychological Association). 
Thus, although the DSM has been used extensively by clinical psychologists and a wide 
range of other nonmedical mental health professionals (social workers, counselors, etc.), 
the authors who have had the most significant impact on its contents are medical doctors. 
So it should come as no surprise that the DSM reflects a medical model of psycho-
pathology in which each disorder is an entity defined categorically and features a list 

Considering Culture

Typical but Abnormal?

At one time or another, many of us have used 
the “everybody else is doing it” explanation 
to rationalize our aberrant behavior. Drivers 
who speed, kids who steal candy, partiers 
who drink too much, citizens who cheat on 
their taxes: Any of them might argue, “I’m not 
the only one,” and they’d be right. Should the 
commonality of a behavior affect the way we 
evaluate that behavior? If we tweak the ques-
tion to consider abnormal (but not necessarily 
unlawful or unruly) behavior, does behavior 
become normal—and possibly, by exten-
sion, healthy or acceptable—if lots of people 
engage in it? Or is it possible that abnormal 
is abnormal—and possibly, by extension, 
unhealthy or unacceptable—no matter how 
many people do it?

These questions are particularly relevant to 
the definition of mental illness, especially when 
we take issues of culture and diversity into 
account. Thomas A. Widiger and Stephanie Mull-
ins-Sweatt (2008) considered the issue and came 
to this conclusion: “Simply because a behav-
ior pattern is valued, accepted, encouraged,  

or even statistically normative within a particu-
lar culture does not necessarily mean it is con-
ducive to healthy psychological functioning” 
(p. 360). This statement suggests that it is pos-
sible for a behavior to be quite common, even 
conventional, within a culture yet patholog-
ical at the same time. They question whether 
numerous behavior patterns—extensive  
and meticulous rituals among some religious 
groups, patterns of interpersonal submission 
in some Asian cultures, and the practice of 
remaining house-bound among some Muslim 
women in certain parts of the world—might 
actually represent disordered behavior (obses-
sive-compulsive disorder, dependent person-
ality disorder, and agoraphobia, respectively) 
despite their prevalence within the culture.

Do you agree with the idea that a behavior 
can be pathological within a particular culture 
even if it is common or typical within that cul-
ture? Why or why not? If so, can you think of 
examples in other cultures and in your own 
culture as well? And, importantly, who should 
determine the definitions of universal psycho-
logical wellness or disorder?
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of specific symptoms (Blaney, 2015; Deacon, 2013). 
(We discuss these aspects of DSM disorders in more 
detail later in this chapter.)

Besides their profession, what else do we know 
about the primary authors of the DSM? The first 
edition of the DSM, published in 1952, was created 
by the foremost mental health experts of the time, 
who were almost exclusively white, male, trained in 
psychiatry, at least middle age, and at least middle 
class. Especially with the most recent revisions of the 
DSM, deliberate efforts have been made to include 
more diversity among the contributors. In spite of 

this forward progress, some have remained critical: “The designers of the DSM-III and 
DSM-III-R (and to a lesser extent the fourth edition and the text revision) were still 
predominantly senior White male psychiatrists who embedded the document with their 
biases” (Malik & Beutler, 2002, pp. 5–6). As we will explore later in this chapter, the cul-
ture and values of those who define mental disorders can play an influential role in the 
definitions they produce.

Why Is the Definition of Abnormality Important?

The process by which disorders are defined is much more than an academic exercise 
for scholars to debate. Instead, this process and the definitions it yields have very real 
consequences for professionals and nonprofessionals alike (Kinghorn, 2013; Widiger & 
Mullins-Sweatt, 2008).

As an example, consider attenuated psychosis syndrome. Currently, attenuated psy-
chosis syndrome is not an official diagnostic category. Instead, it is listed as a proposed 
criteria set in the “Emerging Measures and Models” section of DSM-5 (American 
Psychiatric Association, 2013; Fusar-Poli, Carpenter, Woods, & McGlashan, 2014). This 
section describes conditions that DSM authors decided to leave out of the list of “offi-
cial” disorders, at least for now, but to list as “unofficial” conditions for the purpose of 
inspiring clinicians and researchers to study them more. Attenuated psychosis syndrome 
(as described earlier in this chapter) is a bit like a “light” version of schizophrenia (“atten-
uated” means reduced or lessened). Its symptoms include delusions, hallucinations, and 
disorganized speech that are not severe or long-lasting. Its description also mentions that 
the person’s “reality testing”—her or his ability to stay in touch with the same reality that 
the rest of us experience—remains relatively intact. The symptoms must be present only 
once per week within the last month but must be distressing or disabling.

Importance for Professionals

By listing attenuated psychosis syndrome as a proposed criteria set, the DSM authors 
have facilitated the study of attenuated psychosis syndrome by researchers and its con-
sideration by clinicians. If attenuated psychosis syndrome becomes an official diagnosis, 
we will undoubtedly see an increase in both of these activities. Additionally, if attenu-
ated psychosis syndrome becomes official, people will be diagnosed with it and will be 

}} Photo 7.1
Distinguishing 
normality from 
abnormality has 
been the focus 
of many theories 
offered throughout 
the history of 
clinical psychology. 
In your opinion, 
what are the 
most important 
distinguishing 
factors?
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conceptualized (by professionals and themselves) as having this form of mental illness. 
On the other hand, if attenuated psychosis syndrome had never appeared in any form in 
any edition of DSM, it is less likely that researchers would study it or clinicians would 
add it to their professional vocabulary. And the same people who would have received 
the diagnosis would be viewed as slightly odd or eccentric but not mentally ill. Thus, the 
presence or absence of a diagnostic label for a particular human experience has a power-
ful impact on the attention it receives from clinical psychologists.

Importance for Clients

For clients, future decisions by DSM authors about the status of attenuated psychosis 
syndrome may carry special significance. Some clients could experience beneficial con-
sequences of being diagnosed with attenuated psychosis syndrome. Consider Lucinda, 
a woman whose experience over the past few months meets the criteria for attenuated 
psychosis syndrome. If this disorder was available as an official label, the label could 
help Lucinda identify and demystify an otherwise nameless experience; feel as though 
she shares a recognized problem with others (rather than feeling like the only one 
with the problem); acknowledge the significance of her experience with family, friends, 
and employers; and gain access to treatment that might have been unavailable with-
out a diagnosis (especially if she uses health insurance to pay [Eriksen & Kress, 2005; 
Langenbucher & Nathan, 2006]). On the other hand, Lucinda could also experience 
harmful consequences from being diagnosed with attenuated psychosis syndrome. The 
label could carry a stigma that damages her self-image; lead to stereotyping by individ-
uals who know her or work with her; and even have an effect on the outcome of legal 
issues she may encounter, such as child custody cases, sentencing decisions, and fitness-
to-stand-trial decisions (Butcher, Mineka, & Hooley, 2007; Eriksen & Kress, 2005).

Thus, the decisions DSM authors make when defining abnormality, both as a  
broad concept and as specific diagnostic categories, profoundly influence many aspects 
of clients’ lives.

In My Practice . . .

In my practice, quite a few of my clients have 
revealed misconceptions about DSM diagno-
ses. Helping them overcome those misconcep-
tions became a crucial component of the early 
stages of successful therapy.

In one case, Teresa, a 35-year-old woman, 
sought therapy after considering it for a long 
time. What “pushed her over the edge,” she 
explained, was the fact that her 11-year-old 
son, Thomas, had recently been diagnosed 

with major depression by his pediatrician. 
Teresa held the mistaken belief that DSM diag-
noses were permanent. So, in Teresa’s mind, 
Thomas would never overcome his depression. 
He would struggle with it for the rest of his 
life. The thought of her “sweet little boy” con-
demned to a life of sadness caused Teresa so 
much despair that she ultimately feared that 
she, too, would become irreversibly depressed. 
A primary goal for my work with Teresa was to 
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help her understand that many DSM diagno-
ses, including major depression, were unlikely 
to be permanent conditions, especially with 
treatment (which Thomas was receiving).

Another case involved Julian, a 30-year-
old man. Julian was overly concerned with 
germs and cleanliness. He showered several 
times a day and washed his hands about 20 
times per day. These behaviors didn’t prevent 
him from living his life—he had a long-term 
romantic relationship, performed well at 
work, and had an active social life—but there 
were at least occasional moments when his 
need to wash got in the way. For example, 
when his friends threw him a surprise birth-
day party at a restaurant, Julian needed to 
leave the party early to run home and shower. 
Another day, he missed much of his sister’s 
wedding because he felt compelled to wash 
his hands twice during the ceremony. After 
a thorough assessment, I told Julian that  
I believed his problems were best diagnosed 

as a mild case of obsessive-compulsive disor-
der. That’s when it became evident that Julian 
held the misconception that DSM diagnoses 
inevitably worsened over time. As soon as 
the words “obsessive-compulsive disorder” 
left my mouth, Julian’s face went blank. He 
explained that he “knows what happens” to 
people with OCD: “They keep getting worse 
and worse until their symptoms totally take 
over. Pretty soon, I’m gonna be a prisoner in 
my own house. I won’t be able to go out, work, 
or do anything. I’ll turn into a total germo-
phobe who washes himself all day every day.” 
I immediately understood the urgency of 
correcting Julian’s misconception. I told him 
emphatically that OCD does not inevitably get 
worse. I added that as his psychologist, I had 
a lot of confidence that with treatment (as he 
was admirably seeking), his OCD symptoms 
would actually improve significantly. It took 
Julian a while to believe me, but once he did, 
his treatment was on track.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.

(Continued)

DIAGNOSIS AND CLASSIFICATION OF  
MENTAL DISORDERS: A BRIEF HISTORY

Before the DSM

Abnormal behavior garnered attention long, long before the first version of the DSM 
appeared. Discussion of abnormal behavior appears in the writings of ancient Chinese, 
Hebrew, Egyptian, Greek, and Roman societies (Butcher et al., 2007; Millon & Simonsen, 
2010). Hippocrates (460–377 BCE) wrote extensively about abnormality, but unlike 
most of his predecessors, he did not offer supernatural explanations such as possession 
by demons or gods. Instead, his theories of abnormality emphasized natural causes. 
Specifically, he pointed to an imbalance of bodily fluids (blood, phlegm, black bile, and 
yellow bile) as the underlying reason for various forms of mental illness (Blashfield, 1991; 
Butcher et al., 2007). Although his specific theory is viewed by contemporary mental 
health experts as outdated, Hippocrates’ accent on natural causes of psychopathology 
was a significant early step toward more current definitions.
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If we fast-forward from Hippocrates to the 19th century, we find an era when many cities 
in Europe and the United States were establishing asylums for the treatment of the mentally ill 
(as opposed to the imprisonment or abuse they might have suffered previously). In these inpa-
tient treatment settings, mental health professionals had the opportunity to observe individ-
uals with mental disorders for extended periods of time. In many such settings, a by-product  
of this extended care was a list of categories into which clients could be organized. One exam-
ple occurred in France, where Philippe Pinel (discussed in more detail in Chapter 2) proposed 
specific categories such as melancholia, mania, and dementia, among others. Eventually, the 
staff of some of these institutions shared their idiosyncratic diagnostic systems with one 
another, and more common terminology evolved (Langenbucher & Nathan, 2006).

Around 1900, more important steps were taken toward the eventual DSM system 
that we currently use (Widiger & Mullins-Sweatt, 2008). Emil Kraepelin (also discussed 
in Chapter 2) labeled specific categories such as manic-depressive psychosis and dementia 
praecox (roughly equivalent to bipolar disorder and schizophrenia, respectively; Millon & 
Simonsen, 2010). These and other contributions by Kraepelin have resulted in his reputa-
tion as a founding father of the current diagnostic system (Langenbucher & Nathan, 2006). 
During the late 1800s and early 1900s, the primary purpose of diagnostic categories was the 
collection of statistical and census data. Later, in the mid-1900s, the U.S. Army and Veterans 
Administration (now Veterans Affairs) developed their own early categorization system in 
an effort to facilitate the diagnosis and treatment of soldiers returning from World War II  
(American Psychiatric Association, 2000; Office of the Surgeon General, Army Service 
Forces, 1946). This military categorization system was quite different from the most recent 
editions of the DSM, but it actually had significant influence on the creation of the first edi-
tion of the DSM, which appeared less than a decade later (Langenbucher & Nathan, 2006).

DSM—Earlier Editions (I and II)

DSM-I was published by the American Psychiatric Association in 1952. DSM-II fol-
lowed as a revision in 1968. These two editions of the DSM were quite similar to each 
other, but as a pair, they were quite different from all the DSM editions subsequently 
published (Lilienfeld & Landfield, 2008a). DSM-I and DSM-II contained only three 
broad categories of disorders: psychoses (which would contain today’s schizophrenia), 
neuroses (which would contain today’s major depression, bipolar disorder, and anxiety 
disorders), and character disorders (which would contain today’s personality disorders; 
Blashfield, Flanagan, & Raley, 2010; Horwitz, 2015).

It is particularly noteworthy that the definitions of disorders in DSM-I and DSM-II 
were not scientifically or empirically based. Instead, they represented “the accumulated 
clinical wisdom of the small number of senior academic psychiatrists who staffed the 
DSM task forces” (Langenbucher & Nathan, 2006, p. 5). Most of these psychiatrists were 
psychoanalytic in orientation, and the language of the first two DSM editions reflected 
the psychoanalytic approach to understanding people and their problems. Additionally, 
the descriptions of individual disorders in DSM-I and DSM-II were not lists of specific 
symptoms or criteria; instead, they were simply prose, typically one paragraph per dis-
order, offering relatively vague descriptions of clinical conditions. As a result, the diag-
nostic categories in DSM-I and DSM-II had very limited generalizability or utility for 
clinicians in practice at the time (Woo & Keatinge, 2008).
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DSM—More Recent Editions  
(III, III-R, IV, and IV-TR)

DSM-III, published in 1980, was very dissimilar from DSM-I and DSM-II (Widiger & 
Mullins-Sweatt, 2008; Widiger & Trull, 2007). In comparison to DSM-I and DSM-II, 
it reflected an approach to defining mental disorders that differed substantially in 
some important ways (Blashfield et al., 2010; Decker, 2013; Sprock, 2015; Whooley & 
Horwitz, 2013):

• It relied to a much greater extent on empirical data to determine which disorders 
to include and how to define them.

• It used specific diagnostic criteria to define disorders. Whereas the DSM-III 
retained some descriptive paragraphs (and in fact augmented them for most 
disorders), these paragraphs were followed by specific criteria—checklists, 
basically—that delineated in much greater detail the symptoms that must be 
present for an individual to qualify for a diagnosis.

• It dropped any allegiance to a particular theory of therapy or psychopathology. 
As a result, the psychoanalytic language of previous editions was replaced by 
terminology that reflected no single school of thought.

• It introduced the multiaxial assessment system that remained in DSM 
through the next several editions but was dropped in DSM-5. When multiaxial 
assessment was in place, the psychiatric problems were described on each of five 
distinct axes. Axis I included disorders thought to be more episodic (likely to have 
beginning and ending points), and Axis II included disorders thought to be more 
stable or long-lasting. Axes III and IV offered clinicians a place to list medical 
conditions and psychosocial/environmental problems, respectively, relevant to 
the mental health issues at hand. And Axis V, known as the Global Assessment of 
Functioning (GAF) scale, provided clinicians an opportunity to place the client 
on a 100-point continuum describing the overall level of functioning.

An immediately noticeable feature of DSM-III was its size: It was a significantly 
longer, more expansive diagnostic manual than its predecessors. For the disorders that 
had appeared in earlier editions, DSM-III offered extended descriptions and added lists 
of specific criteria. In addition, it included many new disorders—265 disorders in total, as 
compared with 182 in DSM-II and 106 in DSM-I. As a result of all these factors, DSM-III 
contained more than three times as many pages as DSM-II (Houts, 2002). Subsequent 
revisions to the DSM—DSM-III-R (American Psychiatric Association, 1987), DSM-IV 
(American Psychiatric Association, 1994), and DSM-IV-TR (American Psychiatric 
Association, 2000)—retained the major quantitative and qualitative changes instituted 
by DSM-III in 1980 (Widiger & Crego, 2015). DSM-5 retained many of these changes 
as well, although it also features some significant changes of its own (to be discussed in 
detail later in this chapter).

Table 7.1 offers an example of a specific disorder—generalized anxiety disorder, 
or “anxiety neurosis,” as it was previously described—defined at an early stage of DSM 



ChaPter 7  •  DIagnosIs anD ClassIfICatIon Issues   159

Table 7.1  Anxiety Neurosis/Generalized Anxiety Disorder as Defined in DSM-II  
and DSM-5

DSM-II (American 
Psychiatric Association, 
1968): 300.0 Anxiety Neurosis

DSM-5 (American Psychiatric Association, 2013): 300.02 
Generalized Anxiety Disorder

this neurosis is characterized 
by anxious over-concern 
extending to panic and 
frequently association with 
somatic symptoms. unlike 
Phobic neurosis, anxiety may 
occur under any circumstances 
and is not restricted to specific 
situations or objects. this 
disorder must be distinguished 
from normal apprehension 
or fear, which occurs in 
realistically dangerous 
situations.

excessive anxiety and worry (apprehensive expectation), occurring 
more days than not for at least 6 months, about a number of events or 
activities (such as work or school performance).

the person finds it difficult to control the worry.

the anxiety and worry are associated with three (or more) of the following 
six symptoms (with at least some symptoms present for more days than 
not for the past 6 months). note: only one item is required in children.

1. restlessness or feeling keyed up or on edge

2. being easily fatigued

3. difficulty concentrating or mind going blank

4. irritability

5. muscle tension

6. sleep disturbance (difficulty falling or staying asleep, or restless 
unsatisfying sleep)

the anxiety, worry, or physical symptoms cause clinically significant 
distress or impairment in social, occupational, or other important areas 
of functioning.

the disturbance is not attributable to the physiological effects of a 
substance (e.g., a drug of abuse, a medication) or another medical 
condition (e.g., hyperthyroidism).

the disturbance is not better explained by another mental disorder 
(e.g., anxiety or worry about having panic attacks in panic disorder, 
negative evaluation in social anxiety disorder [social phobia], 
contamination or other obsessions in obsessive-compulsive disorder, 
separation from attachment figures in separation anxiety disorder, 
reminders of traumatic events in posttraumatic stress disorder, gaining 
weight in anorexia nervosa, physical complaints in somatic symptom 
disorder, perceived appearance flaws in body dysmorphic disorder, 
having a serious illness in illness anxiety disorder, or the content of 
delusional beliefs in schizophrenia or delusional disorder).

Sources: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Second Edition (Copyright 
©1968). American Psychiatric Association. All Rights Reserved.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (Copyright ©2013). 
American Psychiatric Association. All Rights Reserved.
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history (DSM-II; American Psychiatric Association, 1968) and at the most recent stage 
(DSM-5; American Psychiatric Association, 2013). In contrast to the current definition, 
several features of the DSM-II definition are noteworthy, including the psychoanalyti-
cally derived term neurosis in the title of the disorder and the use of a brief descriptive 
paragraph rather than the more detailed checklist of specific criteria.

DSM-5: The Current Edition

In May 2013, DSM-5 was published. It was the first substantial revision of the manual 
in about 20 years, and it was a massive effort. Led by two prominent mental health 
researchers, David Kupfer and Darrel Regier, it involved hundreds of experts from over 
a dozen countries contributing their time and expertise over a 12-year period that was 
particularly intensive in the last half-dozen years before its release (American Psychiatric 
Association, 2013; Kupfer, Kuhl, & Regier, 2013; Marty & Segal, 2015; Paris, 2013b, 
2015a; Regier, Kuhl, & Kupfer, 2013).

Many steps were involved in this huge undertaking. Early on, a task force— 
essentially, a committee of prominent researchers in various areas of mental disorders—
was created. The members of this task force then led work groups, each of which focused 
on a particular area of mental disorders (e.g., the Eating Disorders Work Group, the 
Psychotic Disorders Work Group). These Work Groups reviewed the disorders listed 
in the previous DSM and considered proposals for revision, including ideas for adding, 
eliminating, combining, splitting, or revising the definitions of disorders. The leaders 
also created a Scientific Review Committee of experts separate from the Work Groups 
whose job was to make sure that there was sufficient scientific evidence to support the 
changes proposed by the Work Groups (Kendler, 2013). Later in the process, they con-
ducted field trials for their proposed changes—in other words, they asked practicing 
clinicians to try using them with clients, with the intention of determining how reliable 
and clinically useful they were (American Psychiatric Association, 2013; Clarke et al., 
2013; Regier, Narrow, et al., 2013; Widiger & Glover, 2015).

Beginning in 2010, the DSM-5 authors maintained a website (dsm5.org) on which 
they communicated to the public about their progress, including posts of the drafts of 
proposed changes. The website also solicited comments from interested parties, whether 
professionals, clients, mental health advocacy groups, or any member of the public. And 
they received plenty—over 13,000 comments through the website, plus another 12,000 
in other forms such as e-mail and letters (American Psychiatric Association, 2013; Jeste, 
Lieberman, Scully, & Kupfer, 2012; D. Porter, 2013).

Throughout the process, the DSM-5 authors tried to coordinate their efforts with 
those of the World Health Organization (WHO), which publishes the International 
Classification of Diseases (ICD). ICD is the primary way that diseases—both mental dis-
orders and all other health-related problems—are coded and categorized in many 
countries outside the United States (S. C. Evans & Roberts, 2015). Greater consis-
tency between DSM and ICD will allow better communication between countries 
and improved research design (American Psychiatric Association, 2013; Frances, 
2013a; Frances & Nardo, 2013; Paris, 2015a; Regier, Kuhl, et al., 2013). (China also 
has its own system of classifying mental disorders, the Chinese Classification of Mental 
Disorders.)
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Changes DSM-5 Did Not Make

The authors of DSM-5 made plenty of changes, but before we review them, let’s review 
the changes they considered but ultimately did not make. These are important because 
they illustrate decision-making processes used by the DSM-5 authors, the fact that not 
every proposal is adopted, and changes that may be reconsidered for future editions of 
the manual.

 � Initially, the authors of DSM-5 considered significantly overhauling the manual 
to emphasize neuropsychology, or the biological roots, of mental disorders. This would 
have been a significant paradigm shift in which the fundamental way we define mental 
disorders changes from descriptions of behavioral symptoms to biological evidence—in 
much the same way that many areas of medicine use blood tests, biopsies, x-rays, PET 
scans, gene analyses, or other lab results to determine whether a person has a disease. 
However, it became evident to the DSM authors that mental health lags behind many other 
specialties in this regard. In other words, although there are many mental disorders that 
involve biological factors, those disorders lack definitive, reliable “biological markers”— 
the kinds of things that indicate that a person “tests positive” or “tests negative” in a 
conclusive way. Such biological markers may become known in time as neuroscience 
advances, but for now, research has simply not yet uncovered them clearly enough to 
use them as diagnostic tools (Paris, 2013b, 2015a; Pierre, 2013; Stringaris, 2013). As one 
author put it, “DSM-5 has been written for 2013, not for 2063 or 2113,” at which time 
the connections between mental disorders and their neurological or biological underpin-
nings may be sufficiently strong (Paris, 2013a, p. 41).

 � Another across-the-board change that the DSM-5 authors considered was a shift 
toward a dimensional definition of mental disorders (Mullins-Sweatt, Samuel, & Helle, 
2017; Regier, Narrow, Kuhl, & Kupfer, 2009; Widiger & Mullins-Sweatt, 2016). This 
issue is discussed in more detail later in this chapter, but essentially, it involves viewing 
disorders not strictly in a categorical or “yes or no” way, but along a continuum. In 
other words, rather than describing a client only as either “having” or “not having” major 
depressive disorder, the clinician could rate the client’s depression symptoms (or another 
underlying characteristic) on a scale (e.g., a range of 1–10; Whooley & Horwitz, 2013). 
Ultimately, this idea was rejected as too premature and overly complicated to justify such 
a comprehensive renovation of the manual, but the DSM-5 authors suggest that it may 
be seriously considered for future editions (American Psychiatric Association, 2013; De 
Fruyt et al., 2013; Gore & Widiger, 2013; J. Phillips, 2013).

 � A dimensional approach was also seriously considered for a particular subset of 
mental disorders: personality disorders. As described later in this chapter, a significant 
body of research has accumulated to suggest that personality disorders fit best with the 
idea of dimensional, as opposed to strictly categorical, conceptualization. The DSM-5 
authors proposed a specific way of understanding personality disorders dimensionally, 
but the proposal was rejected as being too complex and not clinically useful enough. 
Although it is not in effect, that proposal is included in a later section of DSM-5 called 
“Emerging Measures and Models” with the hope that researchers will study and possibly 
revise it for future consideration (American Psychiatric Association, 2013; Black, 2013; 
Hopwood, Schade, Krueger, Wright, & Markon, 2013; Skodol et al., 2013).
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 � Speaking of personality disorders, the DSM-5 authors considered removing 5 of 
the 10 personality disorders previously included in that section, a change that would have 
significantly reshaped that category. The five that were on the chopping block at one 
point were paranoid, schizoid, histrionic, dependent, and narcissistic personality disor-
ders. The DSM-5 authors ultimately decided to retain all of them (American Psychiatric 
Association, 2011; Pull, 2013).

 � There were numerous proposals for specific new disorders that were considered 
but rejected. Many of these appear in the “Emerging Measures and Models” section as 
“proposed criteria sets” to enable researchers to conduct studies that will help determine 
whether they “make the cut” for future editions of DSM. Among them are the following:

�	Attenuated psychosis syndrome, which features the hallucinations, delusions, and 
disorganized speech characteristic of schizophrenia but in much less intense 
and more fleeting forms, and in which the person doesn’t lose touch with 
reality in a pervasive way (American Psychiatric Association, 2013; Frances, 
2013a; Tsuang et al., 2013; Wakefield, 2013a)

�	Mixed anxiety-depressive disorder, which features some symptoms of anxiety, 
some symptoms of depression, but not enough of either to qualify for any 
existing disorder (such as generalized anxiety disorder or major depressive 
disorder; American Psychiatric Association, 2013; Frances, 2012a)

�	Internet gaming disorder, which features excessive and disruptive Internet 
game-playing behavior (Bean, Nielsen, van Rooij, & Ferguson, 2017; King 
& Delfabbro, 2014a, 2014b). To a lesser extent, the DSM-5 authors also 
considered other disorders based on various nonsubstance addictive-related 
behaviors such as shopping, exercise, work, and sex (American Psychiatric 
Association, 2013; Frances, 2013a; G. Greenberg, 2013; Kafka, 2013; King & 
Delfabbro, 2013; Petry & O’Brien, 2013; Wakefield, 2013a).

New Features in DSM-5

Some of the most significant changes in DSM-5 do not focus on specific disorders but 
on the way the entire manual is organized or presented. Among them are the following:

 � The title of the manual is not DSM-V, but DSM-5. That is, the authors deliber-
ately shifted away from the traditional Roman numerals used in previous editions (e.g., 
DSM-II, DSM-III, DSM-IV) and toward Arabic numerals instead. The reason for this 
shift is to enable more frequent minor updates that will be named just as changes to 
computer operating systems and applications are often named: DSM-5.1, DSM-5.2,  
et cetera. Thus, this naming change is not merely superficial. It suggests that DSM is 
a “living document” that, in the future, will be more quick to respond to new research 
that improves our understanding of mental disorders. No longer will we have to stick 
with a single, static version of DSM for a decade or two until the time arrives for a 
major revamp; instead, smaller-scale changes can be made more continuously. (As of 
early 2019, no 5.1 or otherwise updated version of DSM had yet been released.) The 
“Emerging Measures and Models” section of the manual (mentioned earlier) goes hand 
in hand with this notion of a living document, as it prompts researchers and clinicians 



ChaPter 7  •  DIagnosIs anD ClassIfICatIon Issues   163

to consider conditions that have not yet been officially included in DSM but may, after 
more attention, be included in future editions (Kraemer, 2013; Moran, 2013a; Paris, 
2013b, 2015a; Stringaris, 2013; Wakefield, 2013a; Whooley & Horwitz, 2013).

 � The multiaxial assessment system—a central feature of DSM since its introduc-
tion in DSM-III in 1980—was dropped altogether from DSM-5. This removal brings a 
number of important changes to the way clinicians diagnose clients. For example, the 
tradition of separate axes for disorders that tend to persist long-term (such as devel-
opmental disorders and personality disorders, formerly on Axis II) from disorders that 
tend to be more short-term or episodic (such as major depression, formerly on Axis I)  
is now gone. This could result in different conceptualizations of these disorders by 
researchers, clinicians, clients, or third-party payers in the future. Also, Axis V, the Global 
Assessment of Functioning (GAF) scale, is now eliminated, so there is no longer a single 
numeric scale on which clinicians can describe their clients’ level of functioning across 
all disorders (although a questionnaire that clients complete themselves that the World 
Health Organization has created is included for future consideration in the “Emerging 
Measures and Models” section; American Psychiatric Association, 2013; Kupfer et al., 
2013; Paris, 2015a; Wakefield, 2013a).

New Disorders in DSM-5

DSM-5 introduced a number of new disorders—not merely revisions or regroupings 
of existing disorders (as we’ll see in the next section) but disorders that, at least to some 
extent, cover problems that were not covered by any disorders in the previous edition of 
the manual. Among them are the following:

 � Premenstrual dysphoric disorder (PMDD; discussed in more detail in a box later 
in this chapter), which is essentially a severe version of premenstrual syndrome (PMS), 
including a combination of at least five emotional and physical symptoms occurring in 
most menstrual cycles during the last year that cause clinically significant distress or 
interfere with work, school, social life, or relationships with others (American Psychiatric 
Association, 2013; Paris, 2013b; Regier, Kuhl, et al., 2013; Wakefield, 2013a).

 � Disruptive mood dysregulation disorder (DMDD), which is essentially frequent 
temper tantrums in children 6 to 18 years old (at least three tantrums per week over 
the course of a year) that are clearly below the expected level of maturity and occur in 
at least two settings (e.g., home, school, or with friends) along with irritable or angry 
mood between the temper tantrums. The creation of this new diagnosis was prompted by 
the drastic increase in the diagnosis (and possible overdiagnosis and overmedication) of 
bipolar disorder in children in recent decades (American Psychiatric Association, 2013; 
Copeland, Angold, Costello, & Egger, 2013; Frances & Batstra, 2013; Pierre, 2013).

 � Binge eating disorder (BED), which resembles the part of bulimia nervosa in which 
the person overindulges in food but lacks the part in which the person tries to subtract 
the calories through compensatory behaviors like excessive exercise. Binges must take 
place at least once per week for 3 months and be accompanied by a lack of control over 
the eating as well as other symptoms like rapid eating, eating until overly full, eating 
alone to avoid embarrassment, and feelings of guilt or depression afterward (American 
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Psychiatric Association, 2013; Cassin & David, 2015; Moran, 2013b; Ornstein et al., 
2013; Stice, Marti, & Rohde, 2013).

 � Mild neurocognitive disorder (mild NCD), which is essentially a less intense version 
of major neurocognitive problems like dementia and amnesia. It requires modest decline 
in such cognitive functions as memory, language use, attention, or executive function, but 
nothing serious enough that it interferes with the ability to live independently (American 
Psychiatric Association, 2013; Blazer, 2013; Frances, 2013a).

 � Somatic symptom disorder (SSD), which involves a combination of at least one sig-
nificantly disruptive bodily (somatic) symptom with excessive focus on that symptom 
(or symptoms) that involves perceiving it as more serious than it really is, experiencing 
high anxiety about it, or devoting excessive time and energy to it (American Psychiatric 
Association, 2013; Frances, 2012b, 2013d; Frances & Chapman, 2013; Rief & Martin, 
2014).

 � Hoarding disorder, in which the person has continuing difficulty discarding pos-
sessions no matter how objectively worthless they are and, as a result, lives in a congested 
or cluttered home and experiences impairment in important areas such as work, social-
ization, or safety. In past DSMs, the diagnosis of obsessive-compulsive disorder may have 
been considered for hoarders, but their behavior often matched OCD criteria imper-
fectly, and with DSM-5, the criteria for hoarding are now distinct (American Psychiatric 
Association, 2013; G. Greenberg, 2013; Regier, Kuhl, et al., 2013).

Revised Disorders in DSM-5

In some cases, changes in DSM-5 involved established disorders being revised in some 
way—diagnostic criteria were modified, disorders were combined, or age limits were 
adjusted. Among the revisions:

 � The “bereavement exclusion” formerly included in the diagnostic criteria for 
major depressive episode was dropped. To explain, previous editions of DSM featured a 
statement that major depression could not be diagnosed in a person who was mourning 
(or bereaving) the death of a loved one during the first two months following the death. 
The rationale for the exclusion was that the sadness that commonly comes with such 
loss should not be confused with the mental disorder of major depression. The decision 
to drop this statement in DSM-5 means that now the diagnosis can be given to people 
who lost a loved one within the past 2 months, but only if the clinician determines that 
the symptoms (sadness, changes in sleeping and eating, etc.) exceed expectations based 
on the person’s own history and culture. The rationale for dropping the exclusion was 
to make sure that people in mourning who are indeed experiencing abnormal levels of 
depressive symptoms will be recognized, diagnosed, and promptly treated before things 
get even more dire (American Psychiatric Association, 2013; Fox & Jones, 2013; Parker, 
2013; R. Porter, Mulder, & Lacey, 2013; Wakefield, 2013b).

 � The DSM-IV diagnoses of autistic disorder, Asperger’s disorder, and related 
developmental disorders were combined into a single DSM-5 diagnosis: autism spec-
trum disorder. The reason for consolidating these disorders is that, according to DSM-5 
authors, they represent various points on the same spectrum of impairment, defined 
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by social communication problems and restrictive or repetitive behaviors and interests 
(American Psychiatric Association, 2013; Kent et al., 2013; Kupfer et al., 2013; Mayes, 
Black, & Tierney, 2013; Pina-Camacho et al., 2013; Regier, Kuhl, et al., 2013). In other 
words, they are now seen as mild, moderate, or severe versions of the same problem.

 � In the criteria for attention-deficit/hyperactivity disorder (ADHD), the age at 
which symptoms must first appear was changed from 7 to 12 years old, and the num-
ber of symptoms required for the diagnosis to apply to adults was specified as five (as 
opposed to six for kids; American Psychiatric Association, 2013; Frances, 2013a; Paris, 
2013a; Wakefield, 2013a).

 � In the criteria for bulimia nervosa, the frequency of binge eating required for 
the disorder was dropped from twice per week to once per week. In the diagnosis of 
anorexia nervosa, the requirement that menstrual periods stop has been omitted, and 
the definition of low body weight has been changed from a numeric definition (less than 
85% of expected body weight) to a less specific description that takes into account age, 
sex, development, and physical health (American Psychiatric Association, 2013; Moran, 
2013b; Ornstein et al., 2013).

 � The two separate DSM-IV diagnoses of substance abuse and substance depen-
dence have been combined into a single diagnosis: substance use disorder. Tolerance and 
withdrawal, which had been solely linked to substance dependence in DSM-IV (and 
confused with addiction), were not in fact solely experienced by those with substance 
dependence but also by people who use substances in various capacities (American 
Psychiatric Association, 2013; Compton, Dawson, Goldstein, & Grant, 2013; Hasin  
et al., 2013).

 � Mental retardation was renamed intellectual disability (intellectual development  
disorder), and learning disabilities in reading, math, and writing were combined into a  
single diagnosis with a new name: specific learning disorder (American Psychiatric 
Association, 2013; Berkule, 2015; Schalock, 2015).

 � Obsessive-compulsive disorder was removed from the Anxiety Disorders cat-
egory and placed into its own new category, Obsessive-Compulsive and Related 
Disorders, which also includes trichotillomania (hair-pulling), excoriation (skin-picking), 
and body dysmorphic disorder (Abramowitz & Jacoby, 2014, 2015; American Psychiatric 
Association, 2013).

 � The category of Mood Disorders was split into two: Depressive Disorders (in 
which mood is singularly sad) and Bipolar and Related Disorders (in which mood alter-
nates between sadness and mania; American Psychiatric Association, 2013; Gotlib & 
LeMoult, 2014).

Controversy Surrounding DSM-5

DSM-5 arrived in May 2013 amid controversy that had already been swirling for many 
months (Cooper, 2013). The controversy extended well beyond academic journals and pro-
fessional conferences into popular media such as magazines, newspapers, books, television, 
and websites geared toward the general public. Coverage of controversy extended well 
past the United States into Europe, Australia, Asia, and South America (Frances, 2013e). 
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Members of multiple DSM-5 Work Groups quit in the middle of the revision, publicly 
casting doubt on the process used to create the DSM-5 (Frances, 2012c; G. Greenberg, 
2013). Letters of protest came from leaders of multiple mental health organizations, 
including Division 32 (Society of Humanistic Psychology) of the American Psychological 
Association, the American Counseling Association, and the British Psychological Society 
(G. Greenberg, 2013; Whooley & Horwitz, 2013). Numerous mental health professionals 
called for a boycott of DSM-5 (Caccavale, 2013; Frances, 2013g).

The majority of the commentary surrounding DSM-5 was critical, and the most 
vocal critic was Allen Frances (2012a, 2012b, 2013a, 2013b, 2013c, 2013d, 2013e, 2013f, 
2013g). It is important to recognize that Frances was the chair of the Task Force for 
DSM-IV—in other words, he led the previous revision of the manual that was published 
in 1994, and as such he had direct experience with the enormous challenge and conse-
quences of producing a new DSM. Frances had actually been retired for almost a decade, 
with no intention of being involved in DSM-5 at all, until he found himself at a cocktail 
party at the annual meeting of the American Psychiatric Association in 2009 and was 
pulled into the debate about DSM-5 by colleagues who informed him about the revision 
process (Frances, 2013a). Since that time, Frances has put forth a steady stream of arti-
cles, blog posts, radio and TV appearances, and even a full book on the flaws and failings 
of DSM-5. His tone has been consistently critical and condemning, and in many cases, 
he has been remarkably outspoken. For example:

 � “This is the saddest moment in my 45-year career of studying, practicing, and 
teaching psychiatry. The Board of Trustees of the American Psychiatric Association has 
given its final approval to a deeply flawed DSM-5 containing many changes that seem 
clearly unsafe and scientifically unsound. . . . Our patients deserve better, society deserves 
better, and the mental health professions deserve better.” (Frances, 2012b)

 � “With the DSM-5, patients worried about having a medical illness will often be 
diagnosed with somatic symptom disorder, normal grief will be misidentified as major 
depressive disorder, the forgetfulness of old age will be confused with mild neurocog-
nitive disorder, temper tantrums will be labeled disruptive mood dysregulation disor-
der, overeating will become binge eating disorder, and the already overused diagnosis of 
attention-deficit disorder will be even easier to apply.” (Frances, 2013i)

 � “[I have offered many] warnings about the risks that DSM-5 will mislabel normal 
people, promote diagnostic inflation, and encourage inappropriate medication use. . . . 
Many other individuals, mental health organizations, professional journals, and the press 
have loudly sounded the very same alarm. We have had some positive impact . . . but 
overall we failed. DSM-5 pushes psychiatric diagnosis in the wrong direction.” (Frances, 
2013a, p. xviii)

 � “My advice . . . is to ignore DSM-5. . . . It is not well done. It is not safe. Don’t 
buy it. Don’t use it. Don’t teach it.” (Frances, 2013f)

Frances is certainly not alone. Although few were quite so blunt, many others offered 
harsh criticism of many aspects of DSM-5 (e.g., G. Greenberg, 2013; Paris, 2013a, 2015a). 
What, specifically, did they criticize?
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 � Diagnostic overexpansion. The primary criticism of DSM-5, which is a continuation 
of a complaint of recent DSMs, is that its diagnoses cover too much of normal life—in 
other words, too often it takes difficult or inopportune life experiences and labels them 
as mental illnesses (Paris, 2015b; Wakefield, 2013a, 2016). (The history of this criticism 
is covered later in this chapter, and the current version of the controversy is covered in 
more detail in Chapter 3.) These critics argue that prior to DSM-5, a woman with severe 
PMS, an aging adult whose memory isn’t quite what it used to be, an adult who binges on 
food once a week and feels guilty about it, and a child who throws temper tantrums were 
experiencing normal life struggles, but with the publication of DSM-5, they run the risk 
of being labeled mentally ill, with premenstrual dysphoric disorder, mild neurocognitive 
disorder, binge eating disorder, and disruptive mood dysregulation disorder, respectively. 
These critics also point out that the addition of these disorders in DSM-5 was often done in 
spite of questionable research evidence (Frances, 2013a; Wakefield, 2013a). They further 
emphasize the likelihood that the revisions in diagnostic criteria to existing disorders— 
the removal of the bereavement exception for major depressive episode, the older age by 
which ADHD symptoms may now start, the lower frequency requirement for binge eat-
ing for bulimia—will result in higher rates of these disorders (Fox & Jones, 2013; Parker, 
2013; Wakefield, 2013c). The only change likely to go against this trend is the consoli-
dation of autistic disorder, Asperger’s disorder, and similar developmental disorders into 
the single autism spectrum disorder (Dobbs, 2013; Frances, 2012b; Mayes et al., 2013). A 
possible factor in this overexpansion—the pharmaceutical industry—is discussed in more 
detail in Chapter 3.

 � Transparency of the revision process. Although the DSM-5 authors maintained a 
website on which they shared information throughout the revision process, including 
proposals for changes to the manual, some critics argued that they were vague and selec-
tive about what they shared, that too many of their ideas and decisions were eventually 
made behind closed doors, and that the members of the Work Groups were required to 
sign confidentiality agreements to keep their processes out of public awareness (Cosgrove 
& Wheeler, 2013; Frances, 2012c, 2012e; Paris, 2013a).

 � Membership of the work groups. The decisions made by DSM authors depends, at 
least to some extent, on who those authors are. Those who were invited into the DSM-5  
revision process were, predominantly, researchers. Undoubtedly, they understand the dis-
orders in their area of expertise in terms of designing and conducting empirical studies, 
but some of them do not practice at all, and those who do may only do so minimally, so 
their ability to assess the impact of DSM changes on full-time clinicians practicing in real-
world clinics, hospitals, and private practices may have been lacking (Paris, 2013a, 2015a; 
Whooley & Horwitz, 2013). That is, the clinical utility of DSM-5 may suffer from a lack 
of clinical practice experience among its authors (Mullins-Sweatt, Lengel, & DeShong, 
2016). Supporting this argument is a study in which more than 500 practicing clinicians 
were given the opportunity to organize DSM disorders into categories. They consistently 
categorized the disorders differently from the DSM, but similar to each other (Reed et al., 
2013). On the other hand, DSM-5 also received criticism from the director of the National 
Institute of Mental Health (NIMH), a leading funding agency for mental health research, 
in which he announced that NIMH will be developing its own Research Domain Criteria 
(RDoC) by which to define mental health problems for research purposes. In the meantime, 
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NIMH will show preference to research proposals 
that consider mental health issues across DSM-5 cate-
gories rather than within them (Insel, 2013; Lilienfeld 
& Treadway, 2016; Sanislow, Quinn, & Sypher, 2015). 
Also related to the membership of the Work Groups 
is the fact that some of these members have “pet” 
diagnostic proposals of their own, and a Work Group 
member who promoted his or her pet proposal con-
sistently and effectively had a better chance of a suc-
cessful negotiation, resulting in DSM-5 change, than 
someone who wasn’t invited into the Work Group in 
the first place (Frances, 2013a; Shorter, 2013).

 � Field trial problems. As mentioned earlier, the authors of DSM-5 ran field trials 
in which they tested the reliability of their new diagnoses with clinicians in real-world 
clinical settings. The problem, according to critics, is that some of the reliability ratings 
that these field tests produced were too low. In other words, these changes didn’t yield 
sufficiently consistent diagnoses across clinicians. A second stage of field trials, in which 
some of these issues could have been corrected, was cancelled (Frances, 2012d, 2013a).

 � Price. The original list price for DSM-5 was $199 hardback, $149 paperback, and 
$149 e-book. By comparison, when DSM-IV was released in 1994, it cost $65 (Frances, 
2013h). Some critics view this as a steep price for a book considered an essential refer-
ence for all mental health professionals, all students of clinical psychology, psychiatry, 
and related fields, and many health professionals more broadly. (It is worth noting that 
much of the International Classification of Diseases [ICD], the manual of mental disorders 
used in other parts of the world outside the United States, is available for free on the 
Internet [Reed, Robles, & Dominguez-Martinez, 2016].) In fact, since the success of 
DSM-III in the 1980s, DSM proceeds have provided significant funding to its publisher, 
the American Psychiatric Association. Sadler (2013) reports that according to American 
Psychiatric Association treasurer reports, DSM-IV brought in between 5 and 6 million 
dollars per year between 2005 and 2011—years well after its initial publication, when 
sales might have been even higher. These critics and others have questioned the extent 
to which profits might influence the price point of the book as well as the decisions made 
in the process of creating it (Blashfield, Keeley, Flanagan, & Miles, 2014; Frances, 2012f).

Criticisms of the DSM

The most recent editions of DSM have been widely used by all mental health professions, 
and they undeniably represent improvements over their predecessors in some important 
ways. Strengths of recent editions include their emphasis on empirical research, the use 
of explicit diagnostic criteria, interclinician reliability, and atheoretical language (e.g., 
Klerman, 1984; Malik & Beutler, 2002; Matarazzo, 1983). Additionally, the DSM has 
facilitated communication between researchers and clinicians by providing a common 
professional language that has become very widely accepted (Lilienfeld & Landfield, 
2008a; M. Wilson, 1993). However, the recent DSMs have received significant criticism 
as well. We touched on some of this criticism in our discussion of DSM-5 earlier; here, 
we consider those topics in more detail and other topics as well.
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Considering Culture

Are Eating Disorders Culturally Specific?

DSM-5 (American Psychiatric Association, 
2013) includes a Glossary of Cultural Concepts 
of Distress, which lists syndromes and experi-
ences that are relatively unique to particular 
cultures. Do anorexia and bulimia belong on 
this list?

Currently, of course, anorexia and bulimia 
are included among the official DSM disorders 
rather than among the cultural concepts of 
distress, most of which originate outside the 
United States. But there is reason to ques-
tion whether these disorders are culturally 
specific—after all, they are far more preva-
lent among females in industrialized, West-
ern societies, especially the United States, 
than in other cultures and locations. Pamela 
K. Keel and Kelly L. Klump (2003) conducted 
an extensive study of this question, examin-
ing the incidence rates of anorexia and buli-
mia in Western and non-Western parts of the 
world, as well as the history of these two dis-
orders before they were officially defined and 
labeled. In their review of previous studies on 
the subject, Keel and Klump stated that some 
researchers had put forth the argument that 
these eating disorders were limited to West-
ern culture and were therefore culture-bound. 

Other researchers emphasized that factors 
besides culture, including genetics, were the 
primary causes of these disorders. Ultimately, 
Keel and Klump concluded that although 
anorexia did not meet their definition of a 
culture-bound condition, bulimia did. Among 
the evidence they cited was a study of eat-
ing disorders in Fiji where bulimic behaviors 
(especially self-induced vomiting and other 
compensatory behaviors) were virtually non-
existent until immediately following the 
introduction of television––which glamor-
izes Hollywood’s thinness-based definitions 
of female ideal body image––at which point 
these behaviors increased suddenly and  
dramatically (A. E. Becker, Burwell, Gilman, 
Herzog, & Hamburg, 2002).

The questions raised by Keel and Klump’s 
(2003) study are certainly important to clinical 
psychology. What separates a local, indigenous, 
“folk” syndrome from a bona fide, official disor-
der? Culture can certainly shape psychological 
problems, but can each culture create entirely 
unique disorders that are unrelated to disor-
ders elsewhere? And, ultimately, to what extent 
should a clinical psychologist’s treatment of a 
client depend on whether the client’s problem is 
defined as culturally bound or more universal?
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Breadth of Coverage

Recent editions of the DSM include many more disorders than editions published a rel-
atively short time earlier. Some have argued that this expansion has been too rapid and 
that the result is a list of mental disorders including some experiences that should not be 
categorized as forms of mental illness (e.g., Burr & Butt, 2000; Langenbucher & Nathan, 
2006; Pilgrim & Bentall, 1999). Houts (2002) points out that many of the newer disor-
ders are not entirely “mental” disorders, including some disorders with physical factors 
such as the sexual disorders, substance-related disorders, and sleep disorders. Kutchins 
and Kirk (1997) and Caplan (1995) make the case that the DSM includes an increasing 
number of disorders that are better understood as problems in day-to-day life than as 
diagnosable mental illnesses—an argument not dissimilar to the one made decades ago 
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by Thomas Szasz (1961, 1970), when the diagnostic manual was nowhere near as wide 
ranging. A potential risk of expanding the range of pathology this way is that greater 
numbers of people may face stigma associated with a diagnostic label, either from others 
or as self-stigma. Or the concept of mental illness may be spread too thin, which would 
solve the stigmatization problem but could result in the trivialization of any form of 
mental illness, such that they are not taken as seriously as they should be (Hinshaw 
& Stier, 2008). In addition, as psychological diagnoses multiply, the chances that they 
will overlap with one another increase, leading to a likelihood of comorbidity (diag-
nosis of more than one disorder) that some argue is excessively high (e.g., Kendall &  
Drabick, 2010).

Controversial Cutoffs

One of the essential differences between earlier and later editions of DSM is the presence 
of lists of specific symptoms and, moreover, specific cutoffs regarding those lists of symp-
toms. For example, the current diagnostic criteria for major depressive disorder include 
nine specific symptoms, at least five of which must be present for at least a 2-week period. 
Why a minimum of five symptoms rather than three, seven, or some other number? And 
why 2 weeks rather than 1 week, 1 month, or some other duration? Some have argued 
that these cutoffs have been arbitrarily or subjectively chosen by DSM authors and that, 
historically, the consensus of the DSM authors (as opposed to empirical data) has played 
a significant role in these cutoff decisions (Barlow & Durand, 2005; Widiger & Mullins-
Sweatt, 2008). Similarly, many DSM diagnoses include criteria intended to establish a 
level of severity that must be met in order for the diagnosis to be assigned—statements 
that the symptoms must cause significant distress or impairment in various areas of the 
client’s life, including interpersonal relationships or functioning at work/school. What, 
exactly, constitutes significant distress or impairment? And how are mental health pro-
fessionals trained to make such a judgment? Such questions remain problematic in the 
controversy over cutoffs that separate normal from abnormal functioning (Narrow & 
Kuhl, 2011; Spitzer & Wakefield, 1999).

One reason why the cutoff for any disorder is especially relevant is that third-party 
payers (e.g., health insurance companies) typically pay for treatment only if it is for a 
diagnosed disorder. As a result, “upcoding” can become an ethical issue for psychologists 
who want to ensure that their clients receive their health insurance benefits even if they 
do not technically qualify for a DSM category. Upcoding, essentially, is falsely reporting 
that a client has a DSM diagnosis when in fact they fall short of the criteria (or reporting 
that a client has a more severe diagnosis than they warrant). For example, if a client is 
somewhat anxious but the client’s symptoms are not sufficient in quantity, severity, or 
duration to qualify for generalized anxiety disorder, a psychologist may consider diag-
nosing the client with the disorder anyway. Upcoding, of course, can constitute insur-
ance fraud and a violation of professional ethics (Cartwright, Lasser, & Gottlieb, 2017; 
Fried, 2018; Peck & Scheffler, 2002). Nonetheless, surveys of psychologists in which 
they indicate whether and how they would diagnose clients who are near or below the 
cutoff for a DSM diagnosis suggest that upcoding is not uncommon, especially when the 
psychologist knows that the client is using health insurance to pay (Lowe et al., 2007; 
Pomerantz & Segrist, 2006).

 Web Link 7.2
DSM criticism
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Cultural Issues

When DSM-IV arrived in 1994, it signaled important advances in the consideration of 
cultural issues regarding mental disorders. DSM-5 continues many of those advances. As 
described in Chapter 4, DSM-5 includes an “Outline for Cultural Formulation” and the 
accompanying “Cultural Formulation Interview” designed to help clinicians assess in a 
culturally competent way. It also includes a glossary of cultural concepts of distress, or 
terms used by various cultural groups to describe specific psychological conditions. In 
addition, for many disorders, the text describing the disorder now includes comments 
on cultural variations, such as the way a disorder may be expressed differently in diverse 
cultures. For example, in the paragraphs describing schizophrenia, DSM-5 contains sev-
eral paragraphs on cultural issues, including such statements as “Ideas that appear to be 
delusional in one culture (e.g., witchcraft) may be commonly held in another” (American 
Psychiatric Association, 2013, p. 103).

Despite this considerable progress toward improving cultural sensitivity, the recent 
editions of DSM have received pointed criticism for shortcomings related to culture and 
diversity (e.g., Mezzich, Kleinman, Fabrega, & Parron, 1996). For example, although 
more ethnic minorities and women were included among the authors of recent DSMs 
than earlier editions, these authors weren’t creating a new DSM from scratch. Instead, 
they were revising an established manual that was originally created by a group of authors 
that was overwhelmingly white and male. So although their input was valued and incor-
porated, its impact was limited to revisions of previously confirmed DSM decisions rather 
than a more substantive renovation (Velasquez, Johnson, & Brown-Cheatham, 1993).

Also, although the recent revisions of the DSM have been praised for basing deci-
sions on empirical data, critics have questioned the extent to which culturally diverse 
populations are included among the participants in those empirical studies. In fact, 
some detractors of the DSM have stated that very few of the empirical studies consid-
ered by the authors of the current DSM have focused sufficiently on ethnic minorities, 
which suggests that the DSM still may not reflect minority experiences (e.g., Markus & 
Kitayama, 1991; Mezzich et al., 1996). The implicit values of Western culture have been 
the focus of some DSM critics as well. They argue that these values are embedded in 
the DSM and that they don’t encompass the values of many people from non-Western  
societies. Specifically, Eriksen and Kress (2005) explain that in comparison with the tra-
ditional Western view, the majority of the world’s population believes that the bound-
aries between an individual and the people or environment surrounding them are more 
permeable and that interdependence between individuals, rather than striving for inde-
pendence and self-sufficiency, is highly valued. The DSM conceptualizations of some 
disorders (such as some psychotic disorders, some personality disorders, and a number of 
others) may presume a Western worldview (Lewis-Fernandez & Kleinman, 1994).

Gender Bias

Some disorders are diagnosed far more often in males: alcohol use disorder, conduct 
disorder, ADHD, and antisocial personality disorder, to name a few. Other disorders 
are diagnosed far more often in females: major depression, many anxiety disorders, eat-
ing disorders, borderline personality disorder, histrionic personality disorder, and oth-
ers (American Psychiatric Association, 2013; Cosgrove & Riddle, 2004). Critics of the 
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Premenstrual Dysphoric Disorder

One of the most notable new disorders listed 
in DSM-5 is premenstrual dysphoric disorder 
(PMDD). It falls within the Depressive Dis-
orders category, along with major depres-
sive disorder and other disorders that center 
around sad or irritable mood. According to its 
description, PMDD should not be equated with 
premenstrual syndrome (PMS), which is more 
common and less severe than PMDD. Instead, 
PMDD requires either “clinically significant 
distress” or “interference with work, school, 
usual social activities, or relationships with 
others” (American Psychiatric Association, 
2013, p. 172). The diagnosis of PMDD requires 
at least five symptoms from a list of 11 occur-
ring in most menstrual cycles of the past year 
during the week before the menstrual period, 
at least one of which is mood-related (e.g., 
mood swings, irritability, sadness) and at least 
one of which is behavioral or physical (e.g., 
trouble concentrating, lack of energy, changes 
in eating or sleeping, breast tenderness or 
swelling, or pain in joints or muscles).

There is no question that some women 
experience severe premenstrual symptoms 
that meaningfully influence their lives. There  
is a question, however, as to whether that  
experience should be labeled a mental illness. 
Some benefits could certainly accompany the 
diagnosis of PMDD: It could legitimize the sever-
ity of the experience for women who receive 
the diagnosis, provide an explanation for their 
symptoms, elicit compassion from others, pre-
vent misdiagnosis under another category, and 
enable treatment (Gallant & Hamilton, 1988). 
However, there may also be some drawbacks 
to the diagnosis of PMDD. Specifically, for a 
woman who has received the diagnostic label 
of PMDD and shared it with others, it may pose 
a significant challenge to convince other people  
(e.g., employers, friends, family) that she is not 

psychologically abnormal (Caplan, 1992). More-
over, the presence of a PMDD diagnosis in a 
woman’s medical record could have an effect on 
legal cases in which she is involved. For exam-
ple, in a custody dispute, a woman with a PMDD 
diagnosis may be at a distinct disadvantage com-
pared with a woman with identical symptoms 
for which no diagnostic category exists (Caplan, 
1992; Eriksen & Kress, 2005).

The idea of a PMDD diagnosis has gener-
ated controversy since it was first proposed in 
the 1980s (under the name “Late Luteal Phase 
Dysphoric Disorder” at the time) (Figert, 1996). 
It was considered for inclusion in previous 
editions of DSM, and listed in an appendix of 
conditions to be considered for the future in 
DSM-IV in 1994, but it became a full-fledged 
disorder in 2013 with the publication of DSM-5.  
Feminist groups in particular have opposed 
its inclusion as an official disorder in the DSM. 
They have emphasized that it represents a 
form of gender bias likely to overpathologize 
women, especially since there is no parallel 
diagnosis for men despite the fact that men 
also experience some degree of hormonal 
fluctuations. Additionally, they have pointed 
out that although premenstrual symptoms 
can be problematic, they are better under-
stood as physical or gynecological problems 
rather than a form of mental illness, espe-
cially because they last a short time and 
subside on their own without treatment. 
Opponents of the proposed PMDD diagnosis 
have also criticized the quality and quantity 
of the research on PMDD, concluding that it 
does not substantiate PMDD as a distinct 
form of mental illness (Alevizou, Vousoura, &  
Leonardou, 2018; Caplan, 1992, 1995; Caplan & 
Cosgrove, 2004; Eriksen & Kress, 2005).

Many questions relevant to contem-
porary clinical psychologists arise from the 
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PMDD debate. Where should we draw the line 
between diagnosable mental illness and the 
unpleasant or problematic aspects of normal 
life? What quantity and quality of empirical 
research should be necessary to support the 
inclusion of a new disorder in the DSM?

Looking ahead, these questions apply not 
only to the new disorders included in DSM-5  
but to its proposed criteria sets as well, in 
other words, the nonofficial conditions that 
are being considered for official status in a 
future edition of DSM.

current DSM have argued that some diagnostic categories are biased toward pathol-
ogizing one gender more than the other. Specifically, these diagnoses may represent 
exaggerations of socially encouraged gender roles, suggesting that society, rather than 
or in addition to the individual, plays a prominent role in their emergence (e.g., Caplan 
& Cosgrove, 2004; Kutchins & Kirk, 1997; Yonkers & Clarke, 2011). Some empirical 
studies have found that clinicians define mental health differently for males and females 
(e.g., Broverman, Broverman, Clarkson, Rosenkrantz, & Vogel, 1970; Ritchie, 1994;  
J. A. Sherman, 1980) and that clients of different genders with identical symptoms often 
receive different diagnoses from clinicians (D. Becker & Lamb, 1994). The controversy 
over premenstrual dysphoric disorder (PMDD), which had been rejected from pre-
vious editions of DSM but is now included as a disorder in DSM-5, has renewed this 
criticism of DSM authors. See Box 7.4 for more on PMDD.

Nonempirical Influences

Authors of recent editions of the DSM have increasingly used empirical evidence to 
determine the diagnostic categories, and the manual is certainly more reliable as a result. 
However, nonempirical influences have intruded on the process to some extent, accord-
ing to various commentators on the DSM process (e.g., Blashfield, 1991; Caplan, 1995; 
Kutchins & Kirk, 1997). At times, political wrangling and public opinion may have pres-
sured DSM authors to make certain decisions. For example, once-proposed disorders 
such as masochistic personality disorder have been strongly and publicly opposed by 
political organizations, and decisions not to include them officially in the DSM may 
stem in part from this opposition. The changing status of homosexuality—which was an 
official disorder in DSM-I and DSM-II, was a disorder only if “ego-dystonic” (in other 
words, if it caused distress) in DSM-III, and has been absent from the manual since 
DSM-III-R—also may reflect efforts during the 1970s and 1980s by organized groups 
to influence the mental health establishment as well as changing values in DSM authors 
and society more generally.

In addition to politics and public opinion, financial concerns may have played a role 
in some DSM decisions, according to some (e.g., Blashfield, 1991; Cosgrove et al., 2006; 
Cosgrove & Vaswani, 2019; Kirmayer & Minas, 2000; Whitaker & Cosgrove, 2015). 
As increasing numbers of therapy clients paid via health insurance in the last several 
decades of the 20th century, clinicians found that, typically, the health insurance com-
panies required a diagnosis for payment. As it happens, the number of DSM diagnoses 

 Web Link 7.4 
DSM author ties 
to pharmaceutical 
companies

 Web Link 7.3 
Premenstrual 
dysphoric disorder



174   Part II  •  assessment

expanded substantially around that time. Also, phar-
maceutical companies sponsor a substantial number 
of research projects on various forms of psychopa-
thology, including those that are proposed and under 
consideration for future inclusion in the DSM. 
As mentioned earlier in this chapter, quite a few 
DSM authors have financial ties to these companies 
(Cosgrove et al., 2006; Cosgrove & Krimsky, 2012). 
Of course, drug companies stand to boost profits 
when new diagnostic categories, and the new client 
“markets” that come along with them, are created.

Limitations on Objectivity

No matter how much the DSM authors emphasize empiricism in the process of defining 
mental disorders, there is a limit to their objectivity. In fact, the leading authors of the 
DSM-IV and DSM-IV-TR stated that “although based on empirical data, DSM-IV deci-
sions were the results of expert consensus on how best to interpret the data” (Frances, 
First, & Pincus, 1995, p. 34). To some extent, the opinions of these experts can be influ-
enced by changes in our society: “Throughout the manufacture of the DSM, people are 
making decisions and judgments in a social context. Whether or not a new set of behav-
iors warrants a diagnostic label depends on culturally varying judgments about what is 
clinically significant” (Houts, 2002, p. 53).

ALTERNATIVE DIRECTIONS IN  
DIAGNOSIS AND CLASSIFICATION

DSM has always offered a categorical approach to diagnosis. The word categorical refers 
to the basic view that an individual “has” or “does not have” the disorder—that is, the 
individual can be placed definitively in the “yes” or “no” category regarding a particu-
lar form of psychopathology. Popular and professional language reflects this categorical 
approach: “Does my child have ADHD?” “Some of my clients have bipolar disorder.” 
“Michael has obsessive-compulsive disorder.”

In recent years, and especially regarding some disorders (e.g., personality disorders), 
noncategorical approaches to psychopathology have received significant attention and 
empirical support. Specifically, the dimensional approach has been proposed by a num-
ber of researchers and clinicians (e.g., Blashfield, 1991; Costa & Widiger, 2001; Trull & 
Durrett, 2005; Widiger & Trull, 2007). According to a dimensional approach, the issue 
isn’t the presence or absence of a disorder; instead, the issue is where on a continuum 
(or “dimension”) a client’s symptoms fall. As an example, consider Robert, a client with 
a strong tendency to avoid social situations because he fears criticism and rejection from 
others. A categorical system would require Robert’s psychologist to determine whether 
Robert has a particular disorder—perhaps social phobia or avoidant personality disorder. 
A dimensional system wouldn’t require a yes or no answer to the question. In place of 
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this dichotomous decision, Robert’s psychologist would be asked to rate Robert on a 
continuum of anxious avoidance of social situations. In other words, rather than a “black-
or-white” type of decision, Robert’s psychologist would determine which “shade of gray” 
best describes Robert’s symptoms.

The dimensions of psychological disorders may not be defined by traditional DSM 
categories. Instead, proponents of the dimensional approach to abnormality suggest that 
all of us—the normal and the abnormal—share the same fundamental characteristics 
but that we differ in the amounts of these characteristics that we each possess. What 
makes some of us abnormal is an unusually high or low level of one or more of these 
characteristics.

But what are these fundamental shared characteristics? The five-factor model of per-
sonality (also known as the “Big Five” model) is a leading candidate, at least for the person-
ality disorders, and perhaps more broadly (Bagby & Whitaker, 2018; Costa & Widiger, 
2001; Crego, Oltmanns, & Widiger, 2018; Gore & Widiger, 2013; Helle, DeShong, 
Baraldi, & Mullins-Sweatt, 2018; J. D. Miller, Lynam, Siedor, Crowe, & Campbell, 2018; 
Moorman & Samuel, 2018; D. Watson, Stasik, Ro, & Clark, 2013; Widiger & Mullins-
Sweatt, 2009; Widiger & Trull, 2007). In other words, according to the dimensional 
approach to abnormality, each of our personalities contains the same five basic factors—
neuroticism, extraversion, openness to experience, agreeableness, and conscientiousness. 
These five factors (or some variation of them) could constitute the dimensions on which 
clinical psychologists describe clients with personality problems. Thus, in the case of 
Robert (described earlier), instead of giving him a high rating on a dimension called 
“avoidant personality disorder” or “social phobia,” the clinician might give the client a 
low rating on the dimension of extraversion. (As mentioned earlier in this chapter, the 
authors of DSM-5 seriously considered a dimensional make-over of the personality dis-
orders but ultimately decided against it, at least for now.)

Conceptualizing people’s psychological problems the way DSM always has (i.e., cat-
egorically) certainly has many advantages. In fact, some have argued that categorical 
thinking is unavoidable and essential to our understanding and communication about 
mental disorders: “Just as water is basic to human existence, classification is fundamental 
to human cognition. As human beings, we are hardwired to think in categorical terms. 
Human cognition without categorization is unimaginable” (Blashfield & Burgess, 2007, 
p. 113). Perhaps most important, categories of mental illness facilitate efficient commu-
nication between professionals as well as nonprofessionals. If we instead conceptual-
ized people’s psychological problems dimensionally, communication would necessarily 
become more cumbersome. Moreover, generations of mental health professionals have 
been trained to understand psychopathology categorically, so it has become firmly estab-
lished as the preferred model (Lilienfeld & Landfield, 2008a), and accumulating evi-
dence suggests that some specific disorders, such as the psychotic disorders, may indeed 
exist categorically rather than dimensionally (Linscott & van Os, 2010). However, the 
dimensional model offers some interesting advantages as well. It allows for a more thor-
ough description of clients. Also, rather than arbitrarily dividing a dimension into two 
categories, it allows for more detailed placement on that dimension. Although clinical 
psychologists currently work within the categorical DSM system, a growing body of 
research supports the possible incorporation of a dimensional model of psychopathol-
ogy, perhaps in some kind of combination with categorical approaches and at least with 
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the personality disorders (Achenbach, 2009b; Costa & Widiger, 2001; Maser et al., 
2009; Simonsen, 2010; Skodol, 2010; Widiger & Gore, 2015; Widiger & Trull, 2007). 
Although this dimensional model was not used to revamp the personality disorders  
section of DSM-5, it may appear in some form in a future edition of the manual.

Metaphorically Speaking

If You’ve Eaten Chocolate Chip Cookies, 
You Understand the Dimensional 
Model of Psychopathology

Chocolate chip cookies are usually made from 
the same short list of ingredients: flour, sugar, 
chocolate chips, butter, eggs, baking soda, 
vanilla. If you bite into a chocolate chip cookie 
and it tastes unusual, atypical, or even “abnor-
mal,” what’s the reason? Perhaps it contains 
the same ingredients as other chocolate chip 
cookies but simply in different amounts—more 
sugar, less butter, fewer chocolate chips—than 
“normal” cookies. In other words, the difference 
between “abnormal” and “normal” cookies could 
be quantitative. Or maybe the “abnormal” cookie 
contains some entirely different ingredients that 
“normal” cookies simply don’t contain—nut-
meg, cinnamon, pepper, garlic, or something 
else. In this case, the difference is qualitative.

The proponents of the dimensional 
model of psychopathology believe that the 
same question of qualitative versus quan-
titative differences between normality 
and abnormality applies to people as well 
as to chocolate chip cookies. They believe 
that all our personalities are made of the 
same short list of “ingredients,” or traits. In 
the past few decades, they have increas-
ingly pointed to the Big Five—neuroticism,  
extraversion, openness, conscientiousness, 
and agreeableness—as characteristics that 
are common to all of us, including normal 
and abnormal individuals. According to the 
dimensional model, what is abnormal about 
abnormal people is the amount of one of these 

basic ingredients—extremely high neuroti-
cism, extremely low extraversion, or extremely 
high openness, for example. In other words, 
abnormal people have the same “ingredients” 
as normal people but in significantly different 
amounts—a quantitative difference. In con-
trast, supporters of the categorical approach to 
psychopathology tend to believe that the dif-
ference between abnormal and normal people 
is more qualitative, suggesting that abnormal 
people have an “ingredient” that normal peo-
ple simply don’t have.

Certain forms of psychopathology tend 
to lend themselves to the dimensional model 
more than do others. Specifically, a growing 
body of research suggests that the personal-
ity disorders can be conceptualized quite well 
using the dimensional approach based on the 
Big Five personality factors (e.g., Widiger &  
Mullins-Sweatt, 2009; Widiger & Trull, 2007). 
This makes some intuitive sense: If human per-
sonality essentially consists of these five factors 
and we have a category of disorders called “per-
sonality disorders,” it stands to reason that the 
personality disorders we have identified should 
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map onto the five factors of personality we have 
recognized. Empirical support for this theory 
has suggested several specific links: Paranoid 
personality disorder is characterized by very 
low agreeableness; histrionic personality disor-
der is characterized by very high extraversion; 
obsessive-compulsive personality disorder is 
characterized by very high conscientiousness; 
borderline personality disorder is character-
ized by very high neuroticism. Evidence linking 
the Big Five to other disorders, however, is less 
impressive (Costa & Widiger, 2001).

The debate regarding the dimensional and 
categorical models of psychopathology evokes 
important questions for clinical psychologists. 
Are people, in fact, all made of the same psy-
chological “ingredients”? If so, should we under-
stand the differences between abnormal and 
normal people as quantitative? Or are we made 
of entirely different “ingredients,” and would it 
be more advantageous to understand our differ-
ences as qualitative? How might the answers to 
these questions influence the assessment and 
treatment that clinical psychologists conduct?

CHAPTER SUMMARY

Diagnosis is a primary task of clinical psychologists, 
but the process of defining mental disorders, and 
abnormality more generally, has been the subject of 
some debate. The DSM is generally considered the 
authoritative source of definitions for mental disor-
ders, and it is widely accepted and used among men-
tal health professionals. The DSM has been revised 
several times since its original publication by the 
American Psychiatric Association in 1952. The most 
recent edition, DSM-5, was published in 2013 and 
offers numerous new features, new disorders, and 
revised definitions of previously included disorders, 
many of which have elicited controversy and criti-
cism. The DSM has always employed a medical model 

of psychopathology characterized by a categorical 
approach that describes disorders as either present 
or absent. An alternative, dimensional approach has 
been promoted in recent years, especially for the per-
sonality disorders, which would describe the extent 
to which clients have particular universal characteris-
tics rather than whether or not they have a disorder. 
The DSM has become increasingly empirical and 
reliable as it has been revised, but it has also received 
criticism for pathologizing aspects of normal life, 
using arbitrary cutoffs regarding some diagnostic cri-
teria, paying insufficient attention to issues of culture 
and diversity, and allowing nonempirical factors too 
much influence.
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CRITICAL THINKING QUESTIONS

1. In your opinion, what factors are most important 
in distinguishing abnormal from normal 
behavior?

2. In your opinion, who should define normal 
versus abnormal behavior?

3. How might the changes in the DSM-5  
influence both clinical psychologists and the 
clients they treat?

4. Of the criticisms of the current DSM described 
in this chapter, which seem most and least 
legitimate?

5. In your opinion, what are the strengths and 
weaknesses of the categorical and dimensional 
approaches to diagnosis?
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THE CLINICAL INTERVIEW

8

This chapter focuses on the clinical interview, and it is the first of the series of chap-
ters on techniques of assessment. Assessment is closely and uniquely associated 

with the identity of clinical psychology. None of the other mental health professionals— 
psychiatrists, social workers, professional counselors, nonclinical psychologists—incorporate  
assessment into their training and their work to the extent clinical psychologists do.

Any assessment technique used by a clinical psychologist should possess the qual-
ities of validity, reliability, and clinical utility (Hogan & Tsushima, 2016; J. M. Wood  
et al., 2007). An assessment technique has validity to the extent that it measures what it 
claims to measure (Hood, 2015). If you’ve taken certain “intelligence” or “personality” 
tests, perhaps on the Internet or in popular magazines, and wondered, “Does this really 
measure what it says it measures?” you were wondering about validity. The technique 
has reliability to the extent that it yields consistent, repeatable results (Hogan, 2015). If 
its results depend on when, where, or how the technique was administered, its reliability 
might be questionable. Finally, assuming the technique is used in clinical settings, it 
should provide clinical utility as well. Even the most valid and reliable test ever created 
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Learning 
Objectives
8.1 Summarize key skills and 

behaviors for a psychologist 
conducting a clinical 
interview.

8.2 Define rapport as it relates to 
a clinical interview.

8.3 Explain major techniques 
that a clinician may use 
during a clinical interview.

8.4 Evaluate the potential impact 
of note taking during the 
clinical interview.

8.5 Describe characteristics of 
a clinician’s office that may 
contribute to successful 
clinical interviews.

8.6 Differentiate among the types 
of clinical interviews.

8.7 Propose ways a psychologist 
could acknowledge 
cultural differences while 
interviewing clients from 
differing backgrounds.

wouldn’t be helpful to a clinical psychologist if it didn’t bene-
fit the clinician and, ultimately, the client in some meaningful 
way (DeLao & Keeley, 2015). These terms, as well as subtypes of 
validity and reliability, are explained further in Table 8.1.

An element common to all kinds of psychological assess-
ment is feedback. In other words, clinical psychologists provide 
their clients with the results of tests or interviews that have been 
conducted (American Psychological Association, 2002). This 
feedback can come in the form of a face-to-face meeting, a writ-
ten report, or other forms. Psychologists learn to provide feed-
back during graduate training, but postgraduate internships and 
professional experience also shape the way they provide feedback 
to clients (K. T. Curry & Hanson, 2010). Most psychologists 
believe that clients find their feedback to be helpful and posi-
tive, even before any type of intervention (e.g., psychotherapy) is 
implemented (S. R. Smith, Wiggins, & Gorske, 2007).

Clinical psychologists conducting assessments can employ 
a wide variety of methods, including intelligence tests, achieve-
ment tests, neuropsychological tests, personality tests, and spe-
cialized measures for targeted variables. In fact, psychological 
testing, which we cover in the next chapters, has been called 
“one of the brightest jewels in the crown of clinical psychology” 
(J. M. Wood et al., 2007, p. 77). However, of all the available 
procedures, clinical psychologists rely most frequently on the 
clinical interview. The vast majority of clinical psychologists use 
interviews, and few assessments are conducted without an inter-
view of some kind (Norcross, Hedges, & Castle, 2002; Watkins, 
Campbell, Nieberding, & Hallmark, 1995).

THE INTERVIEWER

The most pivotal element of a clinical interview is the person 
who conducts it. A skilled interviewer not only is a master of the technical and practical 
aspects of the interview but also demonstrates broad-based wisdom about the human 
interaction interviewing entails.

General Skills

Before leaping into any interview, the interviewer should have acquired some general 
skills to serve as a foundation for interviewing in any context. These general skills focus 
on the interviewer’s own frame of mind rather than any particular set of techniques. 
Sommers-Flanagan and Sommers-Flanagan (2009) describe several such requirements: 
quieting yourself, being self-aware, and developing positive working relationships.
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Table 8.1  Defining Validity, Reliability, and Clinical Utility for 
Assessment Methods

validity is the extent to which 
the assessment 
technique . . .

measures what it claims to 
measure.

Content validity is the extent to which 
the assessment 
technique . . .

has content appropriate for what 
is being measured.

Convergent validity is the extent to which 
the assessment 
technique . . .

correlates with other techniques 
that measure the same thing.

Discriminant validity is the extent to which 
the assessment 
technique . . .

does not correlate with 
techniques that measure 
something else.

reliability is the extent to which 
the assessment 
technique . . .

yields consistent, repeatable 
results.

Test-retest reliability is the extent to which 
the assessment 
technique . . .

yields similar results across 
multiple administrations at 
different times.

Interrater reliability is the extent to which 
the assessment 
technique . . .

yields similar results across 
different administrators.

Internal reliability (e.g., 
split-half reliability)

is the extent to which 
the assessment 
technique . . .

consists of items that are 
consistent with one another.

Clinical utility is the extent to which 
the assessment 
technique . . .

improves delivery of services or 
client outcome.

Source: Adapted from Wood et al. (2007).

The term quieting yourself does not simply mean that the interviewer shouldn’t 
talk much during the interview (although rambling by the interviewer is usually not a 
good idea). Rather than the interviewer’s speech, what should be quieted is the inter-
viewer’s internal, self-directed thinking pattern. To the extent that interviewers are pre-
occupied by their own thoughts, they will struggle in the fundamental task of listening to 
their clients. Simply put, the voice in the interviewer’s own mind should not interrupt or 
drown out the voice of the client.



182   ParT II  •  assessmenT

As an example, consider Joseph, a second-year 
graduate student in a clinical psychology program. 
Joseph has just begun his supervised practicum work 
in an outpatient mental health clinic, and clinical 
interviews are among his frequent activities at the site. 
As a novice interviewer, Joseph may find a number of 
self-directed questions repeatedly running through his 
mind while an interview takes place: “Was that a good 
question? Should I have asked something else? What 
does this client think of me? Do I come across as com-
petent? Am I competent? What should I ask next?” 
A certain amount of self-reflection and thoughtful-
ness about the ongoing process of an interview is 
beneficial, but Joseph’s extensive self-questioning  
may distract him from his client. As Joseph gains more 
experience and confidence through graduate school 
and later as a professional, his listening capacity may 
increase as he is increasingly able to quiet such inter-
nal questions.

Being self-aware is another important skill for 
the clinical interviewer. This self-awareness should 
not be confused with the excessive self-consciousness  
exemplified by Joseph in the previous example, which 
should be minimized. The type of self-awareness 
that should be maximized is the interviewer’s ability 
to know how he or she tends to affect others inter-

personally and how others tend to relate to him or her. To illustrate this point, imag-
ine yourself as a new client in a clinical psychologist’s waiting room for the first time. 
When the psychologist comes out to greet you, he looks and speaks exactly like Albert 
Einstein. Would his appearance and demeanor influence the way you responded to him 
during the interview? What if the psychologist resembled Kim Kardashian? Or LeBron 
James? Or Betty White? Every interviewer has a distinct combination of idiosyncratic 
qualities—looks, voice, mannerisms, body language, accents, and so on—that may 
evoke certain responses from clients. Skilled interviewers are cognizant of their unique 
traits, including their cultural assumptions as well as more superficial characteristics, 
and consider their effect on the interview process (Sommers-Flanagan & Sommers-
Flanagan, 2009).

In addition to quieting themselves and knowing themselves, good interviewers 
appreciate the importance of developing positive working relationships with clients. 
In many clinical settings, an interview client is likely to become a psychotherapy client, 
so a good start to the working relationship benefits both parties. There is no formula for 
developing positive working relationships during an interview; however, attentive listen-
ing, appropriate empathy, genuine respect, and cultural sensitivity play significant roles. 
Positive working relationships are always a function of the interviewer’s attitude as well 
as the interviewer’s actions (Sommers-Flanagan & Sommers-Flanagan, 2009).

}} Photo 8.1
The clinical 
interview is a core 
element of most 
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conducted 
by clinical 
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what are the most 
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Specific Behaviors

When interviewers succeed in quieting themselves, knowing themselves, and developing 
good working relationships, they have laid the groundwork for conducting successful 
interviews. The next task is to master the tools of the trade, the specific behaviors char-
acteristic of effective interviewers.

As mentioned earlier, a primary task of the interviewer is to listen. Listening may 
seem like a simple enough task, but it can be broken down into even more fundamen-
tal building blocks of attending behaviors (many described in Ivey, Ivey, & Zalaquett, 
2010).

Eye Contact

Perhaps it’s an obvious point, but interviewers must realize the connection between 
attentive listening and eye contact. Eye contact not only facilitates listening, but it also 
communicates listening. That is, when the client notices the interviewer’s continuous, 
appropriate eye contact, the client feels heard. Of course, culture plays a significant role 
in the meaning of eye contact. In some cultures, eye contact that lasts too long or is too 
intense may communicate threat, seduction, or other messages that an interviewer would 
be wise to avoid. On the other hand, scarce, inconsistent eye contact may be viewed by 
some clients as inattentive or insulting. Like so many other aspects of the clinical inter-
view, eye contact is a specific behavior that requires cultural knowledge and sensitivity on 
the part of the interviewer, both as the sender and receiver of eye contact.

Body Language

As with eye contact, culture can shape the connotations of body language. A few general 
guidelines for the interviewer include facing the client, appearing attentive, minimizing 
restlessness, and displaying appropriate facial expressions. But even these guidelines are 
subject to cultural interpretation, and a client may not feel understood if an interviewer 
unknowingly communicates disinterest through body language. Furthermore, the cli-
ent’s body language can be misinterpreted by an interviewer whose knowledge of the 
client’s cultural background is deficient.

Vocal Qualities

Skilled interviewers have mastered the subtleties of the vocal qualities of language—not 
just the words but how those words sound to the client’s ears. They use pitch, tone, vol-
ume, and fluctuation in their own voices to let clients know that their words and feelings 
are deeply appreciated. And these interviewers also attend closely to the vocal qualities 
of their clients.

Verbal Tracking

Effective interviewers are able to repeat key words and phrases back to their clients to 
assure the clients that they have been accurately heard. Interviewers don’t do this in a 
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mechanical way; instead, they weave the clients’ language into their own. In addition, 
interviewers skilled at verbal tracking monitor the train of thought implied by clients’ 
patterns of statements and are thus able to shift topics smoothly rather than abruptly.

Referring to the Client by the Proper Name

It sounds simple enough, but using the client’s name correctly is essential (Fontes, 2008). 
Inappropriately using nicknames or shortening names (e.g., calling Benjamin “Benji”), 
omitting a “middle” name that is in fact an essential part of the first name (e.g., calling 
John Paul “John”), or addressing a client by first name rather than a title followed by 
surname (e.g., addressing Ms. Washington as “Latrice”) are presumptuous mistakes that, 
for some clients, can jeopardize the sense of comfort with the interviewer. Especially 
with clients of certain ethnicities or ages, the misuse of names in this way may be disre-
spectful and may be received as a microaggression (discussed in Chapter 4; D. W. Sue, 
Capodilupo, & Holder, 2008; D. W. Sue et al., 2007). The initial interview is an ideal 
opportunity to ask clients how they would prefer to be addressed and to confirm that it 
is being done correctly. This gesture in itself can be interpreted by clients as a sign of 
consideration.

Observing Client Behaviors

All of the previously described interviewer behaviors, and many other important deci-
sions the interviewer makes, can be informed by behavioral observations of the client by the 
interviewer (Kamphaus & Dever, 2016; Leichtman, 2009). Typically, when psychologists 
write a report summarizing the results of an assessment (including the clinical interview), 
that report contains at least a brief section describing the behavior of the client during 
the process. That behavior can vary widely: Some clients are calm while others are ner-
vous; some are easygoing while others are hostile; some stay on task while others stray 
in random directions; some are emotional while others are stoic; and so on. Observing 
client behaviors during the interview allows the psychologist to consider not only what 
the client said but how the client said it, and that “how” component can offer important 
information to the psychologist about responding during the interview and understand-
ing the client.

The interviewer should carry out all these attending behaviors naturally and authen-
tically (Ivey et al., 2010). Beginners may need to make deliberate attempts to incorporate 
such behaviors, but with experience, they should occur more effortlessly. As they do, 
clients will respond more positively.

Specific examples of the importance of cultural variables to listening during the clin-
ical interview may help illustrate the previously mentioned points. Compared with tra-
ditional Western culture, Chinese culture tends to feature far less eye contact, especially 
between members of the opposite sex. Eye contact that falls within the normal range 
among Western individuals may communicate rudeness or sexual desire among Chinese 
people. Norms for physical touch also differ from one culture to another, with Asian cul-
tures typically incorporating less than European Americans. People from diverse cultures 
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have also developed measurable differences in the physical distance or “personal space” 
they maintain. Individuals of Middle East and Latino/Latina cultures tend to stand or 
sit closer together, whereas North American and British people tend to maintain more 
space between themselves. Tendencies such as these represent essential knowledge for 
the culturally competent interviewer (Ivey et al., 2010; D. W. Sue & Sue, 2008).

COMPONENTS OF THE INTERVIEW

Although interviews may vary drastically according to the setting, purpose, and other fac-
tors, several components are universal to interviews: rapport, technique, and conclusions.

Rapport

Rapport refers to a positive, comfortable relationship between interviewer and client. 
When clients feel a strong sense of rapport with interviewers, they feel that the inter-
viewers have “connected” with them and that the interviewers empathize with their 
issues. In this situation, clients tend to disclose more information and invest themselves 
further in the interview process than they might have otherwise.

How can an interviewer establish good rapport with clients? No foolproof tech-
nique exists, especially across the culturally, demographically, and diagnostically wide 
range of clients with whom a clinical psychologist might work. And if the goal is to 
make the client feel connected and sympathized with, there is no substitute for genuinely 
connecting and sympathizing with the client. However, there are some specific efforts 
interviewers can make to enhance the client’s experience of rapport.

First, interviewers should make an effort to put the client at ease, especially early 
in the interview session. For some clients, the first visit to a clinical psychologist can be 
daunting. They may be fearful about the interview or may be under a misperception of 
what the session will entail. Engaging in small talk about innocuous topics (“Did you 
have any trouble finding the office?” or “I haven’t been outside in a while—is it still cold 
out?”) for a minute or two at the beginning of the interview can make an initially nervous 
client feel more comfortable (Othmer & Othmer, 1994). Of course, this small talk should 
not be excessive, nor should it distract from the purposes of the interview.

Second, interviewers can acknowledge the unique, unusual situation of the clinical 
interview. From the client’s perspective, the interview experience is unlike any other inter-
action: They are expected to discuss private, difficult, often emotionally charged issues 
with a person they just met and know very little about. Letting clients know that you rec-
ognize their position and appreciate their willingness to participate communicates empa-
thy and enhances rapport. Along the same lines, inviting clients to ask questions about the 
interview process provides them with a sense of knowledge and control, which can also 
improve their comfort level (Sommers-Flanagan & Sommers-Flanagan, 2009).

Third, interviewers can enhance rapport by noticing how the client uses language 
and then following the client’s lead. Interviewers should pick up on the client’s vocabulary 
and, as much as possible, speak in similar terms (Othmer & Othmer, 1994). For example, 
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if a client frequently uses visual imagery (“I can’t see the forest for the trees,” “That’s a 
blind spot for me,” etc.), interviewers should make an effort to use visual terminology as 
well. If they use more tactile, “touch” words (“It feels like everything’s slipping through 
my fingers,” “I’m losing my grip,” etc.), interviewers should respond accordingly. When 
a client uses a metaphor, the interviewer can extend it. For example, consider Ian, a full-
time undergraduate student with a demanding job, several extracurricular activities, and 
numerous family obligations. When he describes his anxiety and stress by saying, “It’s 
like I’m juggling, and I can’t keep all the balls in the air,” the interviewer might establish 
better rapport by asking, “What if one of the balls fell?” than “What would happen if you 
failed in one of your responsibilities?” Clients whose interviewers literally “speak their 
language” tend to feel relaxed and understood.

Technique

If rapport is how an interviewer is with clients, technique is what an interviewer does with 
clients. These are the tools in the interviewer’s toolbox, including questions, responses, 
and other specific actions.

Considering Culture

Communication Across Cultures

Members of some cultures tend to exhibit 
identifiably distinct communication behav-
iors. Interviewers should accept this concept 
generally, but they should also be aware of as 
many of these distinct communication ten-
dencies as possible.

D. W. Sue and Sue (2008) identify some of 
these variables in communication style and 
describe how they differ across ethnicities. In 
terms of speaking volume, Asian Americans 
and Hispanic Americans tend to speak more 
softly than whites. Whites, in turn, tend to 
speak more quickly than some other cultural 
groups, such as Native Americans. African 
Americans tend to maintain more direct eye 
contact when speaking than when listening, 
whereas the opposite is true for whites. Native 
Americans often display an indirect gaze 
during conversation, whereas Asian Amer-
icans are inclined to avoid eye contact when 

speaking to people of higher status (including, 
possibly, the interviewer). And when we con-
sider the amount of time before responding, 
African Americans and whites are likely to 
respond rather quickly, whereas Native Amer-
icans, Asian Americans, and Hispanic Ameri-
cans may demonstrate a mild delay.

But ethnicity is not the only characteris-
tic on which communication differences may 
center. Mio, Barker-Hackett, and Tumambing 
(2009) and J. Wood (1994, 1999) highlight the 
observable and common differences in speak-
ing style between men and women. Men tend 
to use talk to assert themselves, promote their 
ideas, and achieve goals, whereas women are 
more likely to use talk to build rapport and 
sustain relationships. Women are apt to value 
self-disclosure for the closeness it brings; men 
are apt to believe that self-disclosure increases 
vulnerability. When men use speech to help 
others, the help is likely to take the form of 
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advice or problem solving. In contrast, when 
women use speech to help others, the help is 
likely to take the form of empathy or under-
standing of emotions.

Any or all of these differences could be 
among the cultural factors of interest to the 
clinical interviewer. Imagine, for example, 
that Dr. Ryan, a clinical psychologist, was to 
conduct clinical interviews of five clients: 

a Hispanic American woman, an African 
American man, an Asian American woman, a 
Native American man, and a white woman. 
How crucial is it for Dr. Ryan to have some 
appreciation of ethnicity- and gender-related 
communication tendencies? As each inter-
view ends, how might Dr. Ryan’s conclusions 
depend on this appreciation of communica-
tion tendencies?

Directive Versus Nondirective Styles

Interviewers who use a directive style get exactly the information they need by asking 
clients specifically for it. Directive questions tend to be targeted toward specific pieces of 
information, and client responses are typically brief, sometimes as short as a single word 
(e.g., “yes” or “no”). On the other hand, interviewers who use a nondirective style allow 
the client to determine the course of the interview. Without direction from the inter-
viewer, a client may choose to spend a lot of time on some topics and none on others.

Certainly, both directive and nondirective approaches play an important role in 
interviewing. Direct questioning can provide crucial data that clients may not otherwise 
choose to discuss: important historical information (“How often have you attempted 
suicide in the past?” “Is there a history of schizophrenia in your family?”), the presence 
or absence of a particular symptom of a disorder (“How many hours per day do you 
typically sleep?”), frequency of behaviors (“How often have you had panic attacks?”), 
and duration of a problem (“How long has your son had problems with hyperactivity?”), 
among other information. For example, imagine Dr. Molina interviewing Raymond, a 
client whose presenting problem is depressive in nature. If Dr. Molina directly inquires 
about symptoms and duration—“When did you first notice these feelings of sadness? 
Has your weight changed during that time? Do you feel fatigued? Do you have trouble 
concentrating?”—Dr. Molina will be sure to gather information essential for diagnosis.

Indirect questioning, conversely, can provide crucial information that interviewers 
may not otherwise know to inquire about. If, instead of the direct questions listed in 
the previous paragraph, Dr. Molina asks Raymond, “Can you tell me more about your 
feelings of sadness?” Raymond’s response may not specifically mention how long the 
symptoms have been present or refer to each individual criterion for major depression, 
dysthymia, or other related disorders. However, Dr. Molina’s indirect question does 
allow Raymond to expand on anything he believes is essential, including symptoms, 
duration, background data, or other elements that may prove to be extremely relevant 
(J. Morrison, 2008).

Both directive and nondirective approaches have shortcomings as well, especially 
when an interviewer relies too heavily on either one. Sometimes, directive approaches 
can sacrifice rapport in favor of information. In other words, interviewers who are overly 
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directive may leave clients feeling as though they didn’t have a chance to express them-
selves or explain what they thought was important. Although nondirective interview-
ing can facilitate rapport, it can fall short in terms of gathering specific information. 
Interviewers who are overly nondirective may finish an interview without specific data 
necessary for a valid diagnosis, conceptualization, or recommendation.

Perhaps the best strategy regarding directive and nondirective interviewing is one 
that involves balance and versatility (J. Morrison, 2008). At the outset of the interview, 
it may be wise to allow clients to speak freely to communicate what they think is most 
important. Even without direction from the interviewer, most clients will nonetheless 
address a number of direct questions that the interviewer might have asked. Later in 
the session, the interviewer can become more directive, asking the remaining targeted 
questions and soliciting more limited answers (e.g., yes/no, specific factual information) 
from clients.

Specific Interviewer Responses

Ultimately, interviewing technique consists of what the interviewer chooses to say. The 
interviewer’s questions and comments can span a wide range and serve many purposes. 
There are numerous common categories of interviewer responses: open- and closed-
ended questions, clarification, confrontation, paraphrasing, reflection of feeling, and sum-
marizing (Othmer & Othmer, 1994; Sommers-Flanagan & Sommers-Flanagan, 2009).

Open- and Closed-Ended Questions

Whether a question is open- or closed-ended can have great impact on the information a 
client provides an interviewer. For example, consider a clinical psychologist interviewing 
Brianna, a 24-year-old outpatient client who mentioned in her initial phone call that she 
thinks she may be bulimic. An open-ended question, such as, “What more can you tell 
me about the eating problems you mentioned on the phone?” may take the interview 
in a different direction than a closed-ended question, such as, “How many times per 
week do you binge and purge?” “Which purging methods do you use—vomiting, exer-
cise, nausea?” or “Have you been diagnosed with an eating disorder in the past?” Open-
ended questions allow for individualized and spontaneous responses from clients. These 
responses tend to be relatively long, and although they may include a lot of information 
relevant to the client, they may lack details that are important to the clinical psychol-
ogist. Closed-ended questions allow for far less elaboration and self-expression by the 
client but yield quick and precise answers. Indeed, open-ended questions are the building 
blocks of the nondirective interviewing style, whereas the directive interviewing style 
typically consists of closed-ended questions.

Clarification

The purpose of a clarification question is to make sure the interviewer has an accurate 
understanding of the client’s comments. Clarification questions not only enhance the 
interviewer’s ability to “get it,” they also communicate to the client that the interviewer 
is actively listening and processing what the client says. For example, with Brianna (the 
client with bulimic symptoms described earlier), the interviewer may at one point say, 
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Metaphorically Speaking

If You’ve Taken Multiple-Choice, 
True/False, and Essay Exams, You 
Understand Open- and Closed-Ended 
Interview Questions

As you are surely well aware by this point in 
your academic career, there is a big difference 
between multiple-choice/true-false (MC/TF) 
exams and essay exams. MC/TF questions 
usually target a specific piece of information, 
and students’ responses are restricted (in most 
cases, to a single word or letter). There are usu-
ally more items on an MC/TF exam than on an 
essay exam, because each MC/TF question is 
brief and of limited scope. As a student, when 
you take an MC/TF exam, you are providing 
your teacher with the units of knowledge that 
the teacher has deemed important.

Essay exams are different in that they 
allow you to “show what you know” in a more 
unrestricted way. Although you may or may 
not provide the specific information that the 
teacher is looking for, you nonetheless choose 
what you think is most important in respond-
ing to the questions. The number of essay 
questions is typically small, since they allow 
for longer, more expansive answers. The scope 
of essay questions is typically broader than 
that of MC/TF questions.

Closed-ended interview questions are 
quite similar to MC/TF questions, whereas 
open-ended interview questions are quite 
similar to essay exam questions. Closed-ended 

questions (and the structured interviews in 
which they are prominently featured) are 
more targeted; elicit brief, pointed responses; 
and allow for less elaboration. They usually 
appear in long series, and they reflect the 
specific topics that the interviewer considers 
most relevant. Open-ended questions (and the 
unstructured interviews in which they tend to 
appear) are less focused and allow for more 
free-form responses. Clients determine the 
content of these responses according to the 
topics they believe are most relevant. There 
are usually a relatively small number of open-
ended questions, since they can elicit lengthy 
responses.

One important point about this meta-
phor is that as the interviewer, your posi-
tion is parallel to that of the teacher, not the 
student. In other words, as students, you are 
accustomed to answering test questions, 
but as interviewers, your task is to design 
test questions. In your opinion, what are 
the advantages and disadvantages from the 
teacher’s perspective of MC/TF and essay 
exams? If you were the teacher, would one 
type of exam question (MC/TF or essay) tend 
to produce more valid assessments of your 
students’ knowledge than the other? If you 
were an interviewer, would one type of inter-
view question (open- or closed-ended) tend to 
produce more valid assessments of your cli-
ents than the other? What about combining 
the two types of questions?
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“You mentioned that a few months ago you started exercising excessively after eating 
large amounts of food but that you’ve never made yourself vomit—do I have that right?” 
or “I want to make sure I’m understanding this correctly—did you mention that you’ve 
been struggling with eating-related issues for about 6 months?” Either of these questions 
would allow Brianna to confirm or correct the interviewer so that ultimately the client 
is correctly understood.
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An important note about clarification: Sometimes, it’s better to wait than to imme-
diately demand clarification. Often, novice interviewers are so concerned about getting 
all the facts straight that they will interrupt the client at inopportune moments, partic-
ularly when the client is describing emotionally laden events. For example, imagine Dr. 
Palmer interviewing Austin, a client whose is seeking help for a phobia of driving that 
he developed after a serious car accident a few months ago. His work with Dr. Palmer 
starts with a clinical interview, and during the interview, Austin decides to describe the 
accident itself, in detail. It’s one of the few times that Austin has described the accident to 
anyone, and doing so makes him very upset. As he starts to cry, Austin describes how he 
was making a left turn out of a gas station and saw two cars on the road: a red car com-
ing from the left and a blue pickup truck coming from the right. Through more tears, 
he describes how he misjudged the distance and speed of the black pickup truck—but 
before he can finish that sentence and continue on to the moment of impact, Dr. Palmer 
interrupts him: “Wait—I thought the pickup truck was blue, but you just said black. 
What color was it?” By doing so, Dr. Palmer will get the information correct (Austin 
misspoke the second time—the pickup truck was in fact blue), but she risks coming 
across as insensitive to Austin’s emotional experience. She may strike Austin as being 
more concerned about minor objective facts than his overall subjective experience. For a 
detail like this one, it might be wiser for Dr. Palmer to wait to clarify. Later, when Austin 
is less emotional, if it still seems important to know what color the pickup truck was, Dr. 
Palmer can choose to seek clarification. If it seems unimportant by that point, she can 
choose not to do so.

Confrontation

Interviewers use confrontation when they notice discrepancies or inconsistencies in 
a client’s comments. Confrontations can be similar to clarifications, but they focus on 
apparently contradictory information provided by clients. For example, an interviewer 
might say to Brianna, “Earlier, you mentioned that you had been happy with your body 
and weight as a teenager, but then a few minutes ago you mentioned that during high 
school you felt fat in comparison with many of your friends. I’m a bit confused.”

Paraphrasing

Unlike clarifying or confronting, paraphrasing is not prompted by the interviewer’s need 
to resolve or clarify what a client has said. Instead, paraphrasing is used simply to assure 
clients that they are being accurately heard. When interviewers paraphrase, they typi-
cally restate the content of clients’ comments, using similar language. So if Brianna men-
tions, “I only binge when I’m alone,” the interviewer might immediately respond with 
a statement such as, “You only binge when no one else is around.” A paraphrase usually 
doesn’t break new ground; instead, it maintains the conversation by assuring the client 
that the interviewer is paying attention and comprehending.

Reflection of Feeling

Whereas a paraphrase echoes the client’s words, a reflection of feeling echoes the cli-
ent’s emotions. Reflections of feeling are intended to make clients feel that their emotions 
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are recognized, even if their comments did not explicitly include labels of their feelings. 
For example, if Brianna’s comment “I only binge when I’m alone” was delivered with a 
tone and body language that communicated shame—her hand covering her face, her 
voice quivering, and her eyes looking downward—the interviewer might respond with a 
statement such as “You don’t want anyone to see you bingeing—do you feel embarrassed 
about it?” Unlike paraphrasing, reflecting a client’s feelings often involves an inference 
by the interviewer about the emotions underlying the client’s words.

Summarizing

At certain points during the interview—most often at the end—the interviewer may 
choose to summarize the client’s comments. Summarizing usually involves tying 
together various topics that may have been discussed, connecting statements that may 
have been made at different points, and identifying themes that have recurred during 
the interview. Like many of the other responses described in this section, summarizing 
lets clients know that they have been understood but in a more comprehensive, integra-
tive way than, say, paraphrasing single statements. After a full interview with Brianna, 
an interviewer may summarize by offering statements along the lines of “It seems as 
though you are acknowledging that your bingeing and purging have become significant 
problems in recent months, and although you’ve kept it to yourself and you may feel 
ashamed about it, you’re willing to discuss it here with me and you want to work toward 
improving it.” An accurate summarization conveys to the client that the interviewer has 
a good grasp on the “big picture.”

Conclusions

Typically, clinical interviews involve a conclusion of some kind made by the interviewer. 
The conclusion can take a number of different forms, depending on the type of inter-
view, the client’s problem, the setting, or other factors. In some cases, the conclusion can 
be essentially similar to a summarization. Or the interviewer might be able to go a step 
further by providing an initial conceptualization of the client’s problem that incorporates 
a greater degree of detail than a brief summarization statement. In some situations, the 
conclusion of the interview may consist of a specific diagnosis made by the interviewer 
on the basis of the client’s response to questions about specific criteria. Or the conclusion 
may involve recommendations. These recommendations might include outpatient or 
inpatient treatment, further evaluation (by another psychologist, psychiatrist, or health 
professional), or any number of other options.

PRAGMATICS OF THE INTERVIEW

The interviewer encounters quite a few decisions long before the client arrives for  
the interview. Many of these decisions involve the setting in which the interview will  
take place and the professional behaviors the interviewer plans to use during the inter-
view itself.

 Web Link 8.2
effects of note 
taking on clients
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Note Taking

Should an interviewer take notes during an interview? There is little consensus about 
note taking among clinical psychologists. Some write profusely during interviews, typing 
furiously on laptops or tablets, or filling pages with handwritten observations of their 
clients and selected snippets of the conversation. Others choose to take no notes at all 
during the session, although they may write what they recall soon after the interview 
ends (Greenson & Jaffe, 2004; Hickling, Hickling, Sison, & Radetsky, 1984).

There are good reasons for taking notes. Written notes are certainly more reliable 
than the interviewer’s memory. Many clients will expect the interviewer to take notes 
and may feel as though their words will soon be forgotten if the interviewer is not taking 
notes. On the other hand, there are also drawbacks to taking notes. The process of note 
taking can be a distraction, both for the interviewer, who may fail to notice important 
client behaviors while looking down to write, and for the client, who may feel that the 
interviewer’s notebook is an obstacle to rapport. Some interviewers aim for a middle 
ground between no notes and excessive notes, such that they jot down the most essen-
tial highlights of an interview but prevent the note-taking process from disrupting the 
conversation or their attention toward the client. In some clinical situations, interview-
ers may be wise to explain their note-taking behavior to clients. In particular, a client- 
centered rationale for the note-taking behavior—“I’m taking notes because I want to 
make sure I have a good record of what you have told me” or “I don’t take notes during 
interviews because I don’t want anything to distract either of us from our conversation”— 
may enhance rapport between interviewer and client (Fontes, 2008; Sommers-Flanagan 
& Sommers-Flanagan, 2009).

A few empirical studies have examined the effects of note taking on important inter-
view variables, with mixed results. In one study, researchers measured the quality of the 
relationship between interviewer and interviewee in three note-taking conditions: paper 
and pen, iPad, and computer. They found no differences across the three conditions 
(Wiarda, McMinn, Peterson, & Gregor, 2014). In another study, the quality of the rela-
tionship did depend on note-taking condition: It was significantly lower for interviewers 
who used computers versus interviewers who did not (D. C. Rosen, Nakash, & Alegría, 
2016). It is likely that the effect of note taking is highly dependent on the particular sit-
uation, including exactly how a client interprets the use of any particular mode of note 
taking and exactly how an interviewer uses that mode.

Audio and Video Recordings

Written notes are not the only way of documenting an interview. Clinical psychologists 
may prefer to audio- or video-record the session. Unlike note taking, recording a client’s 
interview requires that the interviewer obtain written permission from the client. While 
obviously providing a full record of the entire session, recordings can, with some clients, 
hinder openness and willingness to disclose information. As with note taking, an expla-
nation of the rationale for the recording, as well as its intended use (e.g., review by the 
interviewer or a supervisor) and a date by which it will be erased or destroyed, is typically 
appreciated by the client.
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The Interview Room

What should the interview room look like? In truth, there is tremendous variability 
among the rooms in which clinical psychologists conduct interviews (D. Jackson, 2018). 
The size of the room, its furnishings, and its decor are among the features that may differ. 
As a general rule, “when choosing a room [for interviews], it is useful to strike a balance 
between professional formality and casual comfort” (Sommers-Flanagan & Sommers-
Flanagan, 2009, p. 31). That is, the interview room should subtly convey the message to 
the client that the clinical interview is a professional activity but one in which warmth and 
comfort are high priorities.

In My Practice . . .

In my practice, I’ve had some interesting 
experiences regarding note taking during clin-
ical interviews. Earlier in my career, I placed 
a high priority on the comprehensiveness of 
my notes. I tried to write down as much as  
I could as quickly as I could. This approach to 
note taking yielded interview notes that were 
lengthy and detailed but often proved costly 
in terms of rapport. One particularly outspo-
ken client interrupted my scribbling and said, 
“Are you even listening?” I was surprised by 
the comment—I had indeed been listening 
intently and writing down every word—until I 
realized that when I looked up at her to answer 
her question, that was the first eye contact 
I had made with her in quite a while. I’ve 
had the opposite experience, too—listening  
intently without taking notes, prompting at 
least one client to ask, “How are you going to 
remember all of this? Don’t you need to write 
it down?”

The middle ground is a nice place to 
settle—jotting down occasional notes on the 
most important material but spending more 
time looking at the client than at the notepad 
or laptop. However, even the middle ground 

has its disadvantages. I’ve had several cli-
ents who showed a keen awareness of exactly 
when I choose to write. One client who had 
been encouraged by her supervisor at work 
to seek therapy asked, “Why were you writing 
stuff down when I was talking about my job? 
Are you going to tell my boss?” A young adult 
client remarked, “I noticed you didn’t write 
much down when I was talking about how my 
parents treated me when I was a kid. Does that 
mean that you don’t focus on that kind of stuff 
in therapy?” A socially anxious client said,  
“I bet you thought I was crazy when I was 
talking about how nervous I get around other 
people. Is that what you were writing right 
then? That I seem crazy?”

I have always found it quite beneficial to 
explain to clients why I make the decisions 
I do about note taking during interviews, 
whether the purpose is to aid my memory 
later, pay attention to them in the moment, 
or some combination of reasons. Clients  
typically respect the explanation, and the 
focus then rightly shifts to the content of the 
interview itself rather than the note-taking 
process.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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As a specific example, consider seating arrange-
ments, one of the many features of interview rooms 
that may vary. There are quite a few options: the 
traditional (and increasingly rare) psychoanalytic 
arrangement in which the client lies on a couch while 
the interviewer sits in a chair, interviewer and client 
sitting face-to-face, interviewer and client in chairs 
at an angle between 90 degrees and 180 degrees, and 
others. A table or desk may be positioned between 
the chairs, small side tables may accompany each 
chair, or the chairs may have no furniture between 
them at all. And depending on the setting, the chairs 
themselves may run the gamut of anything available 

at office- or home-furniture stores. As long as the interview room facilitates the funda-
mental goals of the interview, such as gathering information and building rapport in a 
private setting free of interruptions, its purpose is well served (Sommers-Flanagan & 
Sommers-Flanagan, 2009).

Devlin and Nasar (2012; see also Nasar & Devlin, 2011) have surveyed both thera-
pists and nonprofessionals regarding the impressions that clinicians’ offices can make on 
clients. They showed participants 30 different photographs of actual clinicians’ offices—
the rooms where interviews (and psychotherapy) take place—and asked them to rate the 
rooms in a variety of ways. Results indicated that the most preferred offices were the ones 
that were orderly rather than messy, and “soft” (with comfortable seats, decorative rugs, 
muted lighting, art, and plants) rather than “hard” (sparsely furnished, institutional, or 
overly modern). Additionally, more spacious, uncluttered offices were rated more pos-
itively than offices that were cramped and featured disordered piles of papers and tan-
gles of electric cords. Although individual responses may certainly differ among clients, 
such studies indicate that decisions clinicians make about the rooms where they conduct 
interviews and other clinical services can be quite important.

When making decisions related to the decor of an office, clinical psychologists usu-
ally steer clear of overtly personal items such as family photos, souvenirs, and memora-
bilia. Such items might be inconsistent with the professional ambience that the interview 
room should exude, and, perhaps more important, they can influence the content of the 
interview in some cases. For example, consider Rochelle and Javon, a married couple 
seeking help from Dr. Warner for relationship problems due to infertility. A prominent 
photo of Dr. Warner’s own infant son or daughter may evoke feelings in this couple that 
would alter the course of the interview. Rochelle or Javon may experience envy or resent-
ment or (whether accurate or not) assume that Dr. Warner may be unable to empathize 
fully with their difficulties, and these feelings may impair the interview process.

Confidentiality

When clients enter the interview room, they may have inaccurate assumptions about the 
confidentiality of the ensuing discussion. Many people incorrectly assume that any session 
with a psychologist is absolutely confidential (D. J. Miller & Thelen, 1986), when in fact 
there are some situations that require the psychologist to break confidentiality. These 
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situations are typically defined by state law and 
often involve the psychologist discovering during 
a session that the client intends to seriously harm 
someone (self or others) or that ongoing child abuse 
is occurring. (These exceptions to confidentiality are 
discussed in greater detail in Chapter 5, “Ethical and 
Professional Issues in Clinical Psychology.”) Some 
clients may make the opposite mistake, wrongly 
assuming that their relatives, supervisors, or others 
will have access to their interview records, and as a 
result may choose to disclose very little about their 
problems.

To inform their clients about confidentiality, 
and especially to correct any misconceptions such as those described earlier, interview-
ers should routinely explain policies regarding confidentiality as early as possible. Such 
explanations should be consistent with state law and professional ethics and provided in 
writing, with ample opportunity for oral discussion offered as well. Psychologists who 
discuss confidentiality and its limits with interview clients demonstrate competent and 
ethical practice (American Psychological Association, 2002).

TYPES OF INTERVIEWS

Clinical interviews take on different forms according to the demands of the situation, 
which may depend on the setting, the client’s presenting problem, and the issues the 
interview is intended to address. In actual practice, there are countless unique, idiosyn-
cratic varieties of interviews, but most fall into a few broad categories: intake interviews, 
diagnostic interviews, mental status exams, and crisis interviews.

Intake Interviews

The purpose of the intake interview is essentially to determine whether to “intake” 
the client to the setting where the interview is taking place. In other words, the intake 
interview determines whether the client needs treatment; if so, what form of treatment is 
needed (inpatient, outpatient, specialized provider, etc.); and whether the current facility 
can provide that treatment or the client should be referred to a more suitable facility 
(Sommers-Flanagan, 2016).

Intake interviews typically involve detailed questioning about the presenting com-
plaint. For example, consider Julia, a 45-year-old client who arrives for an intake inter-
view at an outpatient community mental health center and describes “hearing voices.” 
Dr. Epps, the clinical psychologist conducting the intake interview, is likely to ask ques-
tions about the frequency, intensity, and duration of Julia’s psychotic symptoms, as well 
as symptoms of other conditions that Julia may exhibit. Dr. Epps would also closely 
observe Julia during the interview and note any relevant behaviors. Questions about 
Julia’s personal history, especially the previous existence of this or other psychological or 
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psychiatric problems, would also be an important part of the intake interview. At the con-
clusion of the interview, Dr. Epps would use all information solicited to decide whether 
Julia’s problems would be best treated at this community mental health center and, if so, 
recommend a particular mode or frequency of treatment. If not, Dr. Epps would provide 
Julia with referrals to other treatment providers, including inpatient or outpatient set-
tings as appropriate.

Diagnostic Interviews

As the name indicates, the purpose of the diagnostic interview is to diagnose. At the end 
of a well-conducted diagnostic interview, the interviewer is able to confidently and accu-
rately assign Diagnostic and Statistical Manual of Mental Disorders (DSM) diagnoses to the 
client’s problems. When an interview yields a valid, specific diagnosis, the effectiveness 
of the recommendations and subsequent treatment may be increased.

If the purpose of the diagnostic interview is to produce a diagnosis, it would make 
sense for the diagnostic interview to include questions that relate to the criteria of DSM 
disorders. How directly should the questions reflect the diagnostic criteria? Some clini-
cal psychologists believe that the questions should essentially replicate the DSM criteria; 
after all, if our profession follows a diagnostic manual with disorders defined by metic-
ulous lists of symptoms, what better way to reach a diagnosis than to ask directly about 
each symptom? Other clinical psychologists believe that every question in a diagnostic 
interview need not be coupled with a specific DSM diagnostic criterion. These clinical 
psychologists prefer a more flexible interview style in which they choose or create ques-
tions as they move through the interview, and they use inference rather than absolute fact 
to make diagnostic decisions. In other words, some clinical psychologists prefer struc-
tured interviews, while others prefer unstructured interviews.

Structured Interviews Versus Unstructured Interviews

A structured interview is a predetermined, planned sequence of questions that an inter-
viewer asks a client. Structured interviews are constructed for particular purposes, usu-
ally diagnostic. An unstructured interview, in contrast, involves no predetermined or 
planned questions. In unstructured interviews, interviewers improvise: They determine 
their questions on the spot, seeking information that they decide is relevant during the 
course of the interview (Maruish, 2008; Mueller & Segal, 2015; O’Brien & Tabaczynski, 
2007; Sommers-Flanagan, Zeleke, & Hood, 2015).

Structured interviews possess a number of advantages over unstructured interviews, 
particularly from a scientific or empirical perspective (Sommers-Flanagan & Sommers-
Flanagan, 2009; Villa & Reitman, 2007):

• Structured interviews produce a diagnosis based explicitly on DSM criteria, 
reducing reliance on subjective factors such as the interviewer’s clinical judgment 
and inference, which can be biased or otherwise flawed.

• Structured interviews tend to be highly reliable, in that two interviewers using 
the same structured interview will come to the same diagnostic conclusions far 
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more often than two interviewers using unstructured interviews. Overall, they 
are more empirically sound than unstructured interviews.

• Structured interviews are standardized and typically uncomplicated in terms of 
administration.

On the other hand, structured interviews have numerous disadvantages as well 
(Sommers-Flanagan et al., 2015):

• The format of structured interviews is usually rigid, which can inhibit rapport 
and the client’s opportunity to elaborate or explain as he or she wishes.

• Structured interviews typically don’t allow for inquiries into important topics 
that may not be directly related to DSM criteria, such as relationship issues, 
personal history, and problems that fall below or between DSM diagnostic 
categories.

• Structured interviews often require a more comprehensive list of questions than 
is clinically necessary, which lengthens the interview.

In the early days of clinical psychology, structured interviews were uncommon, but in 
recent years they have become more accepted and in many settings preferred. There are a 
number of published structured interviews that focus on specific diagnostic issues, such as 
the Anxiety and Related Disorders Interview Schedule for DSM-5 (T. A. Brown & Barlow, 
2014). However, especially in recent years, the most prominent structured interview has 
been the more wide-ranging Structured Clinical Interview for DSM-5 Disorders 
(SCID; First, 2015; First, Gibbon, Spitzer, Williams, & Benjamin, 1997; First, Spitzer, 
Gibbon, & Williams, 1997a, 1997c).

The SCID was created by some of the leading authors of recent editions of the 
DSM, and it is essentially a comprehensive list of questions that directly ask about the 
specific symptoms of the many disorders included in the DSM. For the most part, each 
question in the SCID has a one-to-one correspondence with a specific criterion of a DSM 
diagnosis. In fact, the SCID administration booklet is structured in a two-column format 
such that each DSM symptom appears parallel to a question specifically about it. As an 
example, one of the specific DSM criteria for obsessive-compulsive disorder is “recurrent 
and intrusive distressing recollections of the event, including images, thoughts, or per-
ceptions”; the SCID, next to this criterion, includes the question, “Did you think about 
[TRAUMA] when you did not want to or did thoughts about [TRAUMA] come to you 
suddenly when you didn’t want them to?” (First, Spitzer, Gibbon, & Williams, 1997b,  
p. 74). Like this one, most SCID questions are designed to elicit “yes” or “no” answers, 
and clients can be asked to elaborate briefly when they say “yes.”

The SCID is modular, which means that interviewers can choose only those mod-
ules (or sections) of the SCID that are relevant for a particular clinical case and omit the 
other modules. For example, imagine that Dr. Rodriguez is interviewing Ethan, an adult 
client in an outpatient clinic. In an initial phone call to the clinic and on a brief wait-
ing-room screening form, Ethan has indicated that his problem involves a severe phobia 
of dogs. Dr. Rodriguez may choose to administer the anxiety module of the SCID but 
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to omit the modules that are irrelevant to Ethan’s problems, such as the module on psy-
chotic disorders. One benefit of this modular design is a reduction in the time needed to 
complete the SCID. Of course, if an interviewer prefers to administer the entire SCID, 
no module omission is required. When the assessment involves the possible presence 

of a personality disorder, a separate version of the 
SCID designed for that purpose (the SCID-PD) is 
necessary (First, 2015).

Whereas some clinical psychologists—namely, 
researchers and those clinicians who emphasize the 
empirical foundations of clinical psychology—use 
structured interviews such as the SCID regularly, 
others use unstructured interviews regularly. In 
actual practice, quite a few clinical psychologists 
blend these approaches to conduct an interview 
that may be labeled as a partially structured or 
semistructured interview (Maruish, 2008; Nock, 
Holmberg, Photos, & Michel, 2007). Such inter-
views may include unstructured segments, typically 

at the beginning of the interview, which allow clients to describe in their own words 
the current problem and any relevant history. (The SCID, actually, includes an “over-
view” section at the outset that is intended to fulfill this purpose.) After this unstructured 
segment, an interviewer may ask a succession of targeted questions to address specific 
diagnostic criteria.

Mental Status Exam

The mental status exam is employed most often in medical settings. Its primary pur-
pose is to quickly assess how the client is functioning at the time of the evaluation. The 
mental status exam does not delve into the client’s personal history, nor is it designed 
to determine a DSM diagnosis definitively. Instead, its yield is usually a brief paragraph 
that captures the psychological and cognitive processes of an individual “right now”—
like a psychological snapshot (Lukas, 1993; J. Morrison, 2008; Sommers-Flanagan & 
Sommers-Flanagan, 2009; Strub & Black, 1977; Wiger & Mooney, 2015).

The format of the mental status exam is not completely standardized, so it may 
be administered differently by various health professionals. (Psychiatrists, in addition to 
clinical psychologists and other mental health professionals, often use the mental status 
exam.) Although specific questions and techniques may vary, the following main catego-
ries are typically covered (Sommers-Flanagan, 2016):

• Appearance

• Behavior/psychomotor activity

• Attitude toward interviewer

• Affect and mood
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• Speech and thought

• Perceptual disturbances

• Orientation to person, place, and time

• Memory and intelligence

• Reliability, judgment, and insight

Because of its lack of standardization, two interviewers who use the mental status exam 
may ask different questions within the same category. For example, in the “memory and 
intelligence” category, the interviewer may assess memory by asking the client about schools 
attended or age differences with siblings and assess intelligence by asking the client to count 
backward by 7 from 100, to recall a brief series of numbers or words, or to indicate the direc-
tion traveled between two cities. The mental status exam is not intended as a meticulous, com-
prehensive diagnostic tool. Instead, it is intended for brief, flexible administration, primarily 
in hospitals and medical centers, requiring no manual or other accompanying materials.

Crisis Interviews

The crisis interview is a special type of clinical interview and can be uniquely challeng-
ing for the interviewer. Crisis interviews have purposes that extend beyond mere assess-
ment. They are designed not only to assess a problem demanding urgent attention (most 
often, clients actively considering suicide or another 
act of harm toward self or others) but also to provide 
immediate and effective intervention for that problem 
(Sommers-Flanagan & Shaw, 2017). Crisis interviews 
can be conducted in person but also take place often 
on the telephone via suicide hotlines, crisis lines, and 
similar services.

Quickly establishing rapport and expressing 
empathy for a client in crisis, especially a suicidal 
client, are key components of this type of interview. 
Providing an immediate, legitimate alternative to 
suicide can enable the client to endure this period 
of very high distress and reach a later point in time 
when problems may feel less severe or solutions may 
be more viable. Sometimes, interviewers in these situations ask clients to sign or verbally 
agree to suicide prevention contracts. These contracts essentially require the client to 
contact the interviewer before committing any act of self-harm. Research on the use of 
contracts of this type (often called “no-suicide contracts”) suggests that they are ques-
tionable in their effectiveness (McMyler & Pryjmachuk, 2008). In fact, in some cases they 
may have the unintended negative effect of communicating to the client that the psy-
chologist is more concerned about protecting themselves from legal liability (by being 
able to provide documentation of their efforts in case suicidal behavior does take place) 
than the client’s actual well-being (Range et al., 2002; B. Stanley & Brown, 2012). As an 
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alternative, some psychologists have suggested “commitment to treatment” statements, 
which essentially involve a promise to keep working toward improvement rather than a 
promise not to engage in suicidal behaviors (Rudd, Mandrusiak, & Joiner, 2006).

When interviewing an actively suicidal person, five specific issues should be assessed 
(adapted from Sommers-Flanagan & Sommers-Flanagan, 2009):

• How depressed is the client? Unrelenting, long-term depression and a lack of hope 
for the future indicate high risk.

• Does the client have suicidal thoughts? If such thoughts have occurred, it is 
important to inquire about their frequency and intensity.

• Does the client have a suicide plan? Some clients may have suicidal thoughts but 
no specific plan. If the client does have a plan, its feasibility (the client’s access to 
the means of self-harm, such as a gun, pills, etc.), its lethality, and the presence of 
others (family, friends) who might prevent it are crucial factors.

• How much self-control does the client currently appear to have? Questions about 
similarly stressful periods in the client’s past, or about moments when self-harm 
was previously contemplated, can provide indirect information about the client’s 
self-control in moments of crisis.

• Does the client have definite suicidal intentions? Direct questions may be 
informative, but other indications such as giving away one’s possessions, putting 
one’s affairs in order, and notifying friends and family about suicide plans can 
also imply the client’s intentions.

CULTURAL COMPONENTS

Appreciating the Cultural Context

All human behaviors, including the words and actions of a client during a clinical inter-
view, take place in a cultural context. It is imperative that the interviewer retain this per-
spective when observing and listening to the client. Interviewers should possess sufficient 
knowledge about culture—their own as well as their clients’—to understand the meaning 
of interview material within the appropriate cultural context. Behaviors, thoughts, or 
emotions that might be viewed as abnormal or pathological by some cultural standards 
may in fact be normal according to others, and interviewers should be careful not to 
overpathologize by imposing their own cultural values. Clinical psychologists should 
make efforts, in interviews and other interactions with clients, to appreciate clients from 
a perspective that takes into account the clients’ own cultures. Clinical psychologists also 
make adaptations to cultural expectations or norms when conducting the interview, such 
as perhaps including a bit more small talk with a member of a culture where its absence 
is likely to hinder rapport, or consulting with professionals who know the culture well 
(Sommers-Flanagan et al., 2015; Sommers-Flanagan, 2016).

As an example, consider Paula, a 60-year-old Jewish mother of two grown children, 
who is being interviewed by Dr. McMillan, a clinical psychologist whose own religious 
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background is Catholic. Paula explains her anxiety and depression as partially stemming 
from her son’s recent announcement that his own 10-year-old son (Paula’s grandson), 
unlike the generations before him, will not study Hebrew and become a bar mitzvah. 
Although the bar mitzvah (a traditional Jewish ritual symbolizing entry into adulthood 
that culminates in reading Hebrew from the Torah at age 13—or at age 12 for girls, for 
whom it is called a bat mitzvah) may not be a milestone for Dr. McMillan personally, it 
is vital that Dr. McMillan recognize its significance within Jewish culture and to Paula in 
particular. If Dr. McMillan fails to appreciate the significance of the bar or bat mitzvah in 
the Jewish community, Paula’s problems may be misinterpreted or underestimated. And as 
a result, during her interview, Paula may feel misunderstood and rapport may be damaged.

Of course, the culturally competent interviewer should not assume that every per-
son from a culture holds identical values. As a group, members of a culture may tend to 
act, believe, or feel a certain way, but tremendous variability often exists among indi-
viduals within that cultural group. Thus, in the previous example, Dr. McMillan should 
have some idea of the meaning that Jews attach to the bar or bat mitzvah but not rigidly 
assume that Paula’s individual views are necessarily prototypical.

Religion, of course, is just one of many components of culture that may be import-
ant to a particular client (Grieger, 2008). Box 8.4 provides a broad list of questions inter-
viewers can use to inquire about clients’ cultural backgrounds (Fontes, 2008).

Acknowledging Cultural Differences

When cultural differences exist between interviewer and client—which happens quite 
frequently, especially if we define culture by ethnicity, gender, religion, age, or a number 
of other variables—it is often wise for the interviewer to acknowledge these differences 
openly. Open, respectful discussion of cultural variables can enhance rapport, increase the 
client’s willingness to share information, and help the interviewer gain a more accurate 
understanding of the client’s issues (Sommers-Flanagan & Sommers-Flanagan, 2009). 
Without it, the interview process—and the assessment process more broadly—can prove 
invalid and can lead to culturally insensitive treatment (Ridley, Tracy, Pruitt-Stephens, 
Wimsatt, & Beard, 2008).

In many cases, it is appropriate for the interviewer to inquire directly about cultural 
background to become more informed about the client’s perspective. Of course, such 
questions (as listed in Box 8.4) should be asked sensitively rather than callously. Clients 
can be an enlightening source of information about their own cultural backgrounds; 
however, the interviewer should not lean on them too strongly. The purpose of the inter-
view, after all, is not for the client to educate the interviewer. Interviewers should contin-
ually seek other sources of information about specific cultures—written, experiential, or 
otherwise—to increase their cultural awareness. In the earlier example of Paula, it would 
be preferable if Dr. McMillan came into the interview already having a sense of what a 
bar mitzvah is and what it typically means to Jewish people. If he made it clear to Paula 
that he had this basic knowledge but asked her about some of the finer points or some 
of her specific feelings about it, she might admire his efforts. On the other hand, if he 
entered the interview completely ignorant and insisted that Paula explain the basics to 
him—what a bar mitzvah is, when it takes place, what it means—she may perceive his 
questions as burdensome, and the interview may suffer as a result.
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Interview Questions to Consider When Inquiring  
About the Cultural Backgrounds of Clients

 1. Where were you born?

 2. Who do you consider family?

 3. What was the first language you learned 
to speak?

 4. Tell me about the other language(s) you 
speak.

 5. What language or languages are spoken 
in your home?

 6. What is your religion? How observant 
are you in regard to practicing that 
religion?

 7. What activities do you enjoy when you 
are not working?

 8. How do you identify yourself culturally?

 9. What aspects of [client’s self-reported 
cultural background] are most important 
to you?

10. How would you describe your home and 
neighborhood?

11. Who do you usually turn to for help 
when facing a problem?

12. What are your goals for this interview 
today?

Source: Fontes (2008), p. 31.
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CHAPTER SUMMARY

Like any assessment technique, the clinical interview 
should be reliable, valid, and clinically useful. The 
clinical interview is a core element of psychological 
assessment. Skillful interviewers are adept at quiet-
ing their internal self-talk to enhance attentiveness; 
being self-aware, particularly regarding the responses 
they tend to elicit from others; and developing pos-
itive working relationships. They establish rapport 
via a respectful, caring attitude and attend to subtle 
aspects of communication such as body language and 
vocal qualities in their clients. Skillful interviewers 
are also proficient with specific interviewing tech-
niques, including open- and closed-ended questions,  
clarifications, confrontations, paraphrasing, reflec-
tion of feeling, summarizing, and forming conclu-
sions. There are numerous pragmatic issues relevant 
to the clinical interview, including note taking, 

audio- or video-recording, the look and feel of the 
interview room, and confidentiality. It can be advan-
tageous for the interviewer to discuss the rationale 
behind decisions regarding these pragmatic issues 
with clients. Clinical interviews take a variety of 
forms, but many can be categorized as intake inter-
views, diagnostic interviews, mental status exams, 
or crisis interviews. Structured clinical interviews 
such as the SCID tend to have strong reliability 
and validity but may sacrifice rapport; unstructured 
clinical interviews are more client directed and may 
facilitate rapport, but their reliability and validity are 
weaker. Semistructured interviews strike a balance 
between structured and unstructured approaches. 
Appreciation and acknowledgment of cultural issues 
enhance any clinical interview and should be a pri-
mary goal for all interviewers.
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KEY TERMS AND NAMES

assessment 179
attending behaviors 183
being self-aware 182
body language 183
clarification 188
clinical interview 179
clinical utility 179
closed-ended question 188
conclusion 191
confrontation 190
crisis interview 199

developing positive working 
relationships 182

diagnostic interview 196
directive 187
intake interview 195
listening 183
mental status exam 198
nondirective 187
open-ended question 188
paraphrasing 190
quieting yourself 181
rapport 185

reflection of feeling 190
reliability 179
semistructured interview 198
Structured Clinical Interview for 

DSM-5 Disorders (SCID) 197
structured interview 196
summarizing 191
technique 186
unstructured interview 196
validity 179
verbal tracking 184
vocal qualities 183

CRITICAL THINKING QUESTIONS

1. This chapter describes an interviewer’s self-
awareness as an important general skill. What 
steps should clinical psychologists take to 
become more self-aware?

2. Describe two different client–therapist pairings 
in which issues of culture might influence the 
meaning of eye contact or body language in 
different ways.

3. Considering the wide range of clinical problems 
that clients might bring to an interview, for 
which, in your opinion, would direct versus 
indirect questioning be best suited?

4. If you were a clinical psychologist, would you 
take notes during a clinical interview? Why or 
why not?

5. If you were a clinical psychologist, in what 
situations would you openly acknowledge 
cultural differences between yourself and an 
interview client?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations  
and Tracks

assessment/Diagnosis assessment/Testing assessment/Testing
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KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Assessment

http://asm.sagepub.com/

Journal of Clinical Psychology

http://onlinelibrary.wiley.com/journal/10.1002/
(ISSN)1097-4679

Journal of Contemporary Psychotherapy

http://link.springer.com/journal/10879

Psychological Assessment

http://www.apa.org/pubs/journals/pas/index.aspx

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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Measuring cognitive performance has been a hallmark of clinical psychology since its 
origin (Wood, Garb, & Nezworski, 2007). Knowledge of a client’s level of cognitive 

functioning, including both strengths and deficits, can help a clinical psychologist with 
diagnosis and treatment of many presenting problems. Some assessments, such as those for 
specific learning disorder (formerly known as learning disabilities), intellectual disability 
(also known as intellectual developmental disorder, and formerly known as mental retar-
dation), or giftedness, focus on cognitive issues from the start. In other assessments, such 
as those focusing on mood disorders or disruptive behavior, cognitive tests can provide 
important contextual information.

This chapter focuses on three types of tests, each related to cognitive func-
tioning in some way but each with a distinct purpose. Intelligence tests measure a  
client’s intellectual abilities. Achievement tests, in contrast, measure what a client 
has accomplished with those intellectual abilities. Neuropsychological tests focus 
on issues of cognitive or brain dysfunction, including the effects of brain injuries and 
illnesses.
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INTELLIGENCE TESTING

Classic Theories of Intelligence

The specific intelligence tests used by contemporary clini-
cal psychologists are rooted in contrasting theories of intelli-
gence. Each of these theories puts forth a different answer to 
the essential question: What is intelligence? Actually, clinical 
psychologists have never reached a consensus regarding the defi-
nition of intelligence. Experts in this area of clinical psychol-
ogy have emphasized many abilities as central to intelligence: 
speed of mental processing, sensory capacity, abstract thinking, 
imagination, adaptability, capacity to learn through experience, 
memory, reasoning, and inhibition of instinct, to name a few (as 
summarized by Sternberg, 2000; Sternberg & Grigorenko, 2008; 
Wasserman & Tulsky, 2005). In the debate about defining intel-
ligence, perhaps no specific issue has received as much attention 
as the singular versus plural nature of intelligence (Wasserman, 
2018). In other words, is intelligence one thing or many things?

Charles Spearman: Intelligence Is One Thing

In the early 1900s, Charles Spearman proposed a theory: Intel-
ligence is a singular characteristic. Spearman labeled this charac-
teristic “g” for general intelligence and argued that it represented 
a person’s global, overall intellectual ability. His theory was 
based on research in which he measured many different, specific 
capabilities of his participants, including academic abilities and 
sensory-discrimination tasks. The primary finding was a strong 
correlation between this wide range of abilities, suggesting that a 

single factor underlies them all. Spearman acknowledged that more specific abilities (“s”) 
existed, but he argued that they played a relatively minor role in intelligence. Essentially, 
according to Spearman, intelligence was one thing (Brody, 2000; Revelle, 2015).

Louis Thurstone: Intelligence Is Many Things

Louis Thurstone was among the first and the strongest opponents to Spearman’s singu-
lar theory of intelligence. According to Thurstone, intelligence should not be understood 
as a single, unified ability but as numerous distinct abilities that have little relationship 
to one another. Among his other contributions in the first half of the 1900s, Thurstone 
was a pioneer of the statistical procedure called multiple factor analysis, which enabled 
him to identify underlying factors in a large data set. When he performed these statis-
tical analyses on examinations of various intellectual abilities, he could have found one 
dominant factor underlying all abilities. Instead, he found several independent factors. 
These factors were given labels such as verbal comprehension, numerical ability, spatial 
reasoning, and memory. The specific names and number of the factors are less important, 

Learning 
Objectives
9.1 Compare major theories of 

intelligence from the early 
1900s to present.

9.2 Describe how the Wechsler 
intelligence tests are used 
for intellectual assessment.

9.3 Differentiate between 
intelligence testing and 
achievement testing.

9.4 Explain the role of 
achievement testing in 
diagnosing specific learning 
disorder.

9.5 Define the purpose of 
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neuropsychological 
batteries and instruments 
used by clinical 
neuropsychologists.
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however, than Thurstone’s fundamental point: Intel-
ligence is not one thing; it is many things (Brody, 
2000). Thus, according to Thurstone, if you know 
how capable someone is regarding, say, mathematics, 
you cannot predict with confidence how capable that 
person is regarding, say, verbal skills.

Eventually, Spearman and Thurstone each 
acknowledged the validity of the other’s arguments 
and came to somewhat of a compromise. They set-
tled on a hierarchical model of intelligence in 
which specific abilities (“s”) existed and were import-
ant, but they were all at least somewhat related to 
one another and to a global, overall, general intel-
ligence (“g”) (Willis, Dumont, & Kaufman, 2015a).

More Contemporary Theories of Intelligence

Other theories of intelligence have emerged since the debates between Spearman and 
Thurstone, most of which provide a fresh perspective on the singular versus plural 
issue (Brody, 2000; Davidson & Downing, 2000; Nisbett et al., 2012). For example, in 
the latter half of the 1900s, James Cattell proposed two separate intelligences: fluid 
intelligence—the ability to reason when faced with novel problems—and crystal-
lized intelligence—the body of knowledge one has accumulated as a result of life 
experiences. With exactly two very broad categories of intelligence, Cattell’s theory 
falls somewhere between Spearman’s theory of a singular intelligence and Thur-
stone’s theory of many intelligences. More recently, new hierarchical models of intel-
ligence have emerged as well, including John Carroll’s (2005) three-stratum theory 
of intelligence, in which intelligence operates at three levels: a single “g” at the 
top, eight broad factors immediately beneath “g,” and more than 60 highly specific 
abilities beneath these broad factors. This model, like most contemporary models of 
intelligence, not only acknowledges “g” but also recognizes that more specific abili-
ties exist as well (Wasserman & Tulsky, 2005). As we see in this chapter, most contem-
porary intelligence tests mirror this view by producing a single overall score—one 
number to represent how intelligent a person is—in addition to a number of other 
scores representing more specific abilities. The Wechsler and Stanford-Binet intel-
ligence tests are primary among these, and we will turn our attention to them soon. 
But it is worth mentioning that there are other intelligence tests besides the Wechsler 
and Stanford-Binet tests that are also widely used among clinical psychologists. 
Those tests include the Woodcock-Johnson tests, such as the Woodcock-Johnson  
IV Tests of Early Cognitive and Academic Development (for children aged 2.5–7) 
and the Woodcock-Johnson IV Tests of Cognitive Abilities (generally for clients aged 
5–95), as well as the Kaufman Assessment Battery for Children-II (for children aged 
3–18) (Drozdick, Singer, et al., 2018; Morrison, Singer, & Raiford, 2018; Schrank &  
Wendling, 2018a, 2018b). Each of these tests is paired with an achievement test 
created and typically co-normed by the same company (Woodcock-Johnson and 
Kaufman, respectively).

} Photo 9.1 
Clinical 
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intelligence, 
achievement, and 
neuropsychological 
functioning for 
many purposes, 
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assessment of a 
child exhibiting 
academic problems.
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Metaphorically Speaking

If You’ve Watched Multi-Sport Athletes, 
You Understand the Challenges of 
Defining and Assessing Intelligence

Michael Jordan is undoubtedly one of the 
greatest basketball players of all time. His five 
MVP awards and six NBA championships offer 
indisputable evidence. But if we broaden the 
question—is Michael Jordan a great athlete?—
we can begin to appreciate some of the chal-
lenges in defining ability, whether athletic or 
intellectual.

In 1993, after 9 extremely successful years 
in the NBA, Jordan decided (to the surprise of 
many) to leave basketball and focus on base-
ball. He signed on with the Chicago White Sox 
and was assigned to the Birmingham Barons, a  
Double-A minor league team. His prowess did 
not easily transfer from the basketball court 
to the baseball diamond. Instead of the familiar 
highlights of acrobatic dunks and picturesque 
jump shots, sports fans saw Jordan flailing at 
curve balls and misjudging fly balls. His hitting 
and fielding improved slightly but not enough for 
him to advance any closer to the major leagues.

Should we expect that a person who 
excels at one sport will similarly excel at 
others? If so, perhaps each of us possesses a 
general athletic ability that influences our per-
formance at any sport—a lot like Spearman’s 
concept of a general intelligence (“g”). If not, 
perhaps each of us has a number of specific 
athletic abilities that are unrelated to one 
another—a lot like Thurstone’s theory of spe-
cific (“s”), multiple intelligences.

Which theory does the example of 
Michael Jordan support? On the one hand, the 
contrast between Jordan’s basketball excel-
lence and baseball mediocrity supports the 
idea that our abilities are independent. Indeed, 
in the history of athletics, there have been very 
few people (e.g., Jim Thorpe, Bo Jackson, Danny 

Ainge, Deion Sanders) who have reached the 
highest level of multiple sports. On the other 
hand, there are quite a few athletes who have 
reached the highest level of one sport and had 
some success (perhaps at the college or minor 
league level) at another sport as well, includ-
ing Russell Wilson (football and baseball), 
Tim Tebow (football and baseball), Jim Brown 
(football and lacrosse), Stephen Curry (basket-
ball and golf), and Jackie Robinson (baseball, 
basketball, football, and track). Michael Jordan 
may belong on that list, too: Despite focus-
ing exclusively on basketball for many years,  
Jordan was able, with minimal preparation, to 
step onto a minor league baseball team and at 
least hold his own. He may not have excelled, 
but he did achieve some success at a level of 
baseball—a minor league team just two steps 
away from the majors—that far exceeds the 
talents of the vast majority of players. This 
would suggest that he possesses some fun-
damental, general athletic ability that applies, 
to some extent, to any sport. Perhaps Michael 
Jordan’s experiences best support the hierar-
chical models of ability, which acknowledge a 
general, across-the-board ability (of athletics 
or intelligence) as well as more specific talents 
(basketball vs. baseball, math vs. verbal skills) 
that are influenced by the general ability but 
may be somewhat independent as well.

In your personal experience, does ath-
letic ability seem to be one thing or many 
things? Consider the athletic abilities of peo-
ple you have known (or perhaps played with 
or against). Are the best at one sport typically 
among the best at other sports? What about 
intellectual ability? Among your friends and 
family, do people seem to have a singular, 
general intelligence that influences all their 
abilities, or many distinct intelligences that 
operate independently?
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Wechsler Intelligence Tests

Since David Wechsler’s earliest attempts to measure intelligence in the early 1900s, the 
tests that bear his name have risen to prominence among clinical psychologists (Coalson, 
Raiford, Saklofske, & Weiss, 2010; Drozdick, Raiford, et al., 2018; G. Goldstein, 2008; 
Lichtenberger & Kaufman, 2009; Willis et al., 2015b). There are three separate Wechsler 
intelligence tests, each the most widely used among psychologists for its respective age 
range (Wright et al., 2017). The names and current editions of the Wechsler intelligence 
tests are as follows:

 • Wechsler Adult Intelligence Scale—Fourth Edition (WAIS-IV)

 • Wechsler Intelligence Scale for Children—Fifth Edition (WISC-V)

 • Wechsler Preschool and Primary Scale of Intelligence—Fourth Edition 
(WPPSI-IV)

Table 9.1 provides a brief description for each of these Wechsler intelligence tests, as 
well as the other intelligence, achievement, and neuropsychological tests covered in detail 
in this chapter.

Table 9.1  At-a-Glance Information About the Tests Detailed in This Chapter

Most Recent 
Edition

Year 
Published Age Range (Years)

Intelligence Tests

Wechsler adult Intelligence scale (WaIs) IV 2008 16 to 90

Wechsler Intelligence scale for Children (WIsC) V 2014 6 to 16

Wechsler Preschool and Primary scale of 
Intelligence (WPPsI)

IV 2012 2 years and 6 months to 
7 years and 3 months

stanford-Binet Intelligence scales V 2003 2 to 85+

universal nonverbal Intelligence test (unIt) 2 2015 5 to 21

Achievement Tests

Wechsler Individual achievement test (WIat) III 2009 4 to 50

Neuropsychological Tests

halstead-reitan neuropsychological test 
Battery (hrB)

I Varies by 
test

15+

Bender Visual-Motor gestalt test II 2003 4+

nePsy II 2007 3 to 16

 Web Link 9.2 
david Wechsler

 Web Link 9.3 
site for WaIs-IV
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Collectively, the three Wechsler intelligence tests cover virtually the entire life span. 
They vary slightly from one another, as necessitated by the demands of measuring intel-
ligence at different ages. And, in practical terms, they are indeed separate tests rather 
than slight variants of one another. (They are purchased as separate kits with separate 
manuals, answer sheets, materials, etc.) However, the three Wechsler intelligence tests 
share many fundamental characteristics:

 • They yield a single full-scale intelligence score, four or five index scores, 
and about a dozen (give or take a few, depending on optional subtests chosen) specific  
subtest scores. Together, this collection of scores indicates that the Wechsler tests employ 
a hierarchical model of intelligence (as discussed earlier), in which the full-scale intelli-
gence score reflects a general, global level of intelligence (“g”) and the index/factor scores 
and subtest scores represent increasingly specific areas of ability (“s”). These scores allow 
clinical psychologists to focus broadly or narrowly when making interpretations regarding 
intellectual ability.

 • They are administered one-on-one and face-to-face. In other words, the Wechsler 
tests cannot be administered to a group of examinees at the same time, nor are they entirely 
pencil-and-paper tests (e.g., multiple choice, true/false, essay) that examinees simply 
administer to themselves. Administration of the Wechsler intelligence tests is a structured 
interpersonal interaction requiring extensive training, typically received during graduate 
programs in clinical psychology (Raiford, Coalson, Saklofske, & Weiss, 2010).

 • Each subtest is brief (lasting about 2–10 minutes) and consists of items that 
increase in difficulty as the subtest progresses. Most often, the subtests are designed such 
that examinees continue until they fail a predetermined number of consecutive items (or 
“max out,” to state it informally). The nature of the tasks performed varies widely across the 
dozen or so subtests but includes both verbal and nonverbal tasks. (More detailed descrip-
tions of the subtests follow.)

 • Although each of the three Wechsler tests has a small number of unique subtests, 
most subtests appear in all three tests as either core or supplemental subtests. These com-
mon subtests are described in detail in Table 9.2.

 • Originally, the Wechsler tests were designed with two categories of subtests: 
verbal and performance. (“Performance” was essentially equivalent to “nonverbal.”) In 
more recent years, statistical tests including factor analyses have concluded that the sub-
tests don’t, in fact, cluster together into those two groups. Instead, they cluster together 
in four or five, rather than two, factors. Thus, the original verbal/performance split has 
been replaced by four or five factors, each receiving contributions from several subtests 
(Groth-Marnat, 2009; L. G. Weiss, Saklofske, Coalson, & Raiford, 2010). Specifically, the 
WAIS has four factors (listed below), and the WISC and WPPSI each have five factors 
(essentially, they share three with the WAIS, but the Perceptual Reasoning Index of the 
WAIS is divided into Visual Spatial Index and Fluid Reasoning Index).

{{ Verbal Comprehension Index—a measure of verbal concept formation 
and verbal reasoning

{{ Perceptual Reasoning Index—a measure of fluid reasoning, spatial 
processing, and visual-motor integration
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Table 9.2 Subtests Common to Wechsler Tests of Intelligence

Vocabulary orally explain the meaning of  
a word

 • What does “consistent” mean?

 • What is an “intersection”?

similarities orally explain how two things or 
concepts are alike

 • how are a door and a window alike?

 • how are success and failure alike?

Information orally answer questions focusing 
on specific items of general 
knowledge

 • on what continent is spain?

 • how many cents is a quarter worth?

Comprehension orally answer questions about 
general social principles and 
social situations

 • Why is it important for people to show 
identification before being allowed to vote?

 • What are some advantages of using only 
the minimal amount of water necessary in 
our homes?

Block design re-create a specific pattern or 
design of colored blocks

Picture 
Completion

View a picture of a simple object 
or scene and identify the important 
part that is missing

Matrix reasoning View an incomplete matrix and 
select the missing portion from 
multiple choices provided

Coding using pencil and paper, repeatedly 
copy simple shapes/symbols in 
appropriate spaces according to a 
key provided

(Continued)
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symbol search scan a group of visual shapes/ 
symbols to determine if target 
shape(s)/symbol(s) appear in 
group

Table 9.2 (Continued)

{{ Working Memory Index—a measure of the capacity to store, transform, 
and recall incoming information and data in short-term memory

{{ Processing Speed Index—a measure of the ability to process simple or 
rote information rapidly and accurately

 • They feature large, carefully collected sets of normative data. That is, the manual 
for each Wechsler test includes norms collected from about 2,000 people. These normative 
groups closely match recent U.S. Census data in terms of gender, age, race/ethnicity, and 
geographic region, among other variables (Zhu & Weiss, 2005). So when an examinee takes 
a Wechsler intelligence test, the examinee’s performance is compared with the performance 
of a large, same-age sample of individuals representing a wide-scale national population.

 • The full-scale and index scores generated by the Wechsler tests are “IQ” scores, 
meaning that they reflect an intelligence “quotient.” This quotient is the result of a division 
problem in which the examinees’ raw scores are compared with age-based expectations. 
For all Wechsler tests, mean IQ scores (full-scale and index) are 100, with a standard 
deviation of 15. For each subtest, a score of 10 is average, with a standard deviation of 3.

 • The Wechsler intelligence tests share a general approach to interpretation of 
scores. Assessors are instructed to first consider the full-scale IQ score. Next, they move 
on to interpret each index score in relation to the others and then the pattern of subtest 
scores. Finally, they note more detailed aspects of the testing, such as observable patterns  
of behavior that may have contributed to scores or inconsistent performance within  
a single subtest. Essentially, these successive steps allow the assessor to grasp the “big  
picture” of the intellectual profile before delving into increasingly detailed levels of  
analysis (Groth-Marnat, 2009).

 • The Wechsler intelligence tests are all backed by very impressive psychometric 
data. That is, a large number of empirical studies suggest that these tests have the character-
istics that clinical psychologists should seek in any test: strong reliability and validity. They 
measure what they intend to measure, and they do so consistently (Canivez & Watkins, 
2010; Groth-Marnat, 2009; Lichtenberger & Kaufman, 2004; Zhu & Weiss, 2005).

 • The Wechsler intelligence tests—and most other intelligence tests, for that 
matter—are used for a wide range of clinical applications, including evaluations that 
focus on issues of intellectual disability (intellectual developmental disorder), develop-
mental delays, giftedness, educational and vocational planning, school placement and 
qualification, and other targeted assessment questions (Zhu & Weiss, 2005). They can 
also be used to provide general intelligence information in broader contexts, including 
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a comprehensive assessment of a client whose presenting problems are more neuropsy-
chological (e.g., Alzheimer’s disease), emotional (e.g., mood disorders), or behavioral 
(e.g., attention-deficit/hyperactivity disorder [ADHD]).

 • The Wechsler intelligence tests were among the first to become available on a 
digital platform as an alternative to the traditional pencil-and-paper format. Known as 
the “Q-interactive” system, this new method of administering and scoring Wechsler tests 
allows psychologists to use tablets (e.g., iPads) and promise to reduce both the overall 
length of the tests and the number of scoring errors that can happen when a person 
rather than a machine does the computations (S. W. Clark, Gulin, Heller, & Vrana, 2017). 
However, it also brings a number of challenges, including the need for psychologists 
to be sufficiently tech-savvy, clients’ potential discomfort with the tablets, and finan-
cial expense for psychologists and graduate training programs (S. W. Clark et al., 2017;  
M. C. Roberts & Campbell, 2017). One study of graduate students trained to use the 
Q-interactive system found mixed reviews, with most preferring to learn the tests  
initially in pencil-and-paper format and only slightly more than half preferring to even-
tually switch to the Q-interactive format (Noland, 2017).

 • Generally, the Wechsler intelligence tests have a number of notable strengths: 
They have impressive reliability and validity; they feature comprehensive and recent  
normative data; they cover an extremely wide age range; they provide full-scale, index, 
and subtest scores that have great clinical utility; and, at this point in their history, they are 
very familiar to most clinical psychologists. On the other hand, these tests have received 
criticism for some limitations: Some subtests may be culturally loaded or biased, the 
connection between the tests and day-to-day life (ecological validity) may be limited,  
and scoring can be complex or subjective on some subtests (Groth-Marnat, 2009;  
Zhu & Weiss, 2005). On the whole, however, the Wechsler tests are held in high esteem 
by clinical psychologists.

Stanford-Binet Intelligence  
Scales—Fifth Edition

The Stanford-Binet intelligence tests have a rich history in clinical psychology. The first 
editions of the Stanford-Binet intelligence test dominated the field in the early 1900s 
until the Wechsler tests began to provide competition. Although the Wechsler tests have 
taken a leading role in recent decades, the Stanford-Binet remains highly respected and 
offers an approach to assessing intelligence that is both similar to and different from that 
of the Wechsler tests (G. Goldstein, 2008).

The most recent revision of the Stanford-Binet, the Stanford-Binet Intelligence 
Scales—Fifth Edition (SB5), is like the Wechsler tests in many ways. It is administered 
face-to-face and one-on-one. It employs a hierarchical model of intelligence and there-
fore yields a singular measure of full-scale IQ (or “g”), five factor scores, and many more 
specific subtest scores. It features the same means (100) and standard deviations (15) as 
the Wechsler intelligence tests for its full-scale and factor scores. Its psychometric data, 
including reliability and validity, are similarly strong.

The SB5 differs from the Wechsler tests in some important ways, however. Rather 
than three separate tests for three different age ranges, the SB5 covers the entire life 

 Web Link 9.4 
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span (ages 2–85+) as a single test. The normative sample is like those of the Wechsler 
tests in that it matches recent U.S. Census data on important variables, but it addition-
ally includes normative data from individuals with specific relevant diagnoses, includ-
ing learning problems, intellectual disability (intellectual developmental disorder), and 
ADHD. Its subtests include extensions at the low and high ends—in other words, a 
greater number of very easy and very difficult items—as an effort to more accurately 
assess people at the extremes, including those who may have intellectual disability or be 
gifted (Kamphaus & Kroncke, 2004).

Perhaps the most important difference between the SB5 and the Wechsler tests 
involves their specific factors and subtests. Whereas the Wechsler tests feature four or 
five factors, each of which yields an index score, the SB5 features exactly five, described 
briefly here:

 • Fluid Reasoning—the ability to solve novel problems

 • Knowledge—general information accumulated over time via personal 
experiences, including education, home, and environment

 • Quantitative Reasoning—the ability to solve numerical problems

 • Visual-Spatial Processing—the ability to analyze visually presented 
information, including relationships between objects, spatial orientation, 
assembling pieces to make a whole, and detecting visual patterns

 • Working Memory—the ability to hold and transform information in  
short-term memory

Each of these five factors is measured both verbally and nonverbally, a deliberate inno-
vation that is new to the SB5 and to IQ tests more generally. Each of these 10 areas (five 
factors, each measured both verbally and nonverbally) is assessed by one to three specific 
types of items (Kamphaus & Kroncke, 2004).

Overall, current editions of the Wechsler tests may have become more widely used 
than the current edition of the Stanford-Binet, but the SB5 continues to hold a similar 
position of respect and, in some settings, popularity as it has for the past century.

Additional Tests of Intelligence:  
Addressing Cultural Fairness

Especially in recent years, one of the primary criticisms of the Wechsler tests, the SB5, 
and other renowned IQ tests has centered on issues of cultural fairness. Specifically, 
these tests have been described as featuring numerous subtests, especially those relying 
on verbal skills, that place individuals from minority cultural groups at a disadvantage. In 
other words, to the extent that an intelligence test is based on culture-specific concepts, 
it may unfairly assess the intelligence of people of other cultures (Ortiz, Piazza, Ochoa, & 
Dynda, 2018). Certainly, the authors of prominent tests, including the Wechsler tests and 
the SB5, have made significant efforts to make recent editions of their tests less culturally 
biased or loaded. But entirely new tests have also emerged, with the explicit purpose of 
measuring IQ in a more culturally fair way.
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A leading example of such a test is the Universal Nonverbal Intelligence Test-2 
(UNIT-2; Bracken & McCallum, 2009, 2015; McCallum & Bracken, 2005, 2018). Origi-
nally published in 1996 and revised in 2015, the UNIT-2 is a completely language-free test 
of intelligence. It requires no speaking or shared understanding of language between the 
person administering the test and the person taking it. Like the Wechsler and Stanford- 
Binet intelligence tests, the UNIT-2 is administered one-on-one and face-to-face, 
but rather than using verbal instructions, the examiner presents instructions via eight  
specific hand gestures taught in the test manual and demonstrated in an accompanying 
video. Additionally, the responses of the examinee all consist of either pointing with  
fingers or minor manipulation of objects with hands or fingers.

The UNIT-2 is appropriate for clients aged 5 to 21 years and was normed on 1,800 
people who match recent U.S. Census data in terms of age, sex, race, parent education, 
community size, geographic region, and ethnicity. A small body of psychometric data on 
the UNIT and UNIT-2 has been published and suggests generally acceptable reliability 
and validity (Bracken & McCallum, 2015).

The UNIT-2 consists of six subtests organized into a two-tiered model of intelli-
gence. The two tiers are identified as Memory and Reasoning. The three subtests con-
tributing to the memory tier are

 • Object Memory, in which the examinee views a visual assortment of common 
objects for 5 seconds and then views a larger array and identifies the objects from 
the first array;

 • Spatial Memory, in which the examinee recalls the placement of colored chips 
on a three-by-three or four-by-four grid; and

 • Symbolic Memory, in which the examinee recalls and re-creates sequences of 
visually presented symbols.

The three subtests contributing to the reasoning tier are

 • Cube Design, in which the examinee arranges colored blocks in a specific three-
dimensional design;

 • Mazes, in which the examinee completes traditional maze puzzles; and

 • Analogic Reasoning, in which the examinee solves analogy problems that are 
presented visually rather than verbally.

The UNIT-2 is not without its shortcomings. It assesses a more limited range of abil-
ities than more traditional IQ tests; it is appropriate only for young clients (no version for 
preschool children or adults older than 21 has yet been developed); and its psychometric 
data, although encouraging, is limited in quantity. Additionally, as a relative newcomer to 
the intelligence test field, it is nowhere near as well established or popular as the standard 
Wechsler or Stanford-Binet tests, so the structure and format of the UNIT-2 remain 
unfamiliar to many clinical psychologists. (And the Wechsler family of tests includes their 
own version of a nonverbal intelligence test: the Wechsler Nonverbal Scale of Ability. It 
includes only minimal spoken instructions at the outset and mostly pictorial directions for 
clients throughout the subtests [Naglieri & Otero, 2018].) Such limitations are common 
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to nonverbal or “culture-free” tests more generally 
(Ortiz & Dynda, 2005). However, the development 
and increasing acceptance of the UNIT-2 and similar 
tests represent a significant step forward in the cul-
turally sensitive practice of intelligence assessment.  
Considering the large numbers of non-English-speaking 
people in the United States, clinical psychologists will 
increasingly require intelligence tests that are applicable 
and fair to clients of a broad cultural and linguistic 
range (Pieterse & Miller, 2010).

ACHIEVEMENT TESTING

Achievement Versus Intelligence

Clinical psychologists assess clients’ intelligence, but 
with separate tests they also assess clients’ achieve-
ment. What’s the difference between intelligence and 

achievement? As we have discussed, intelligence refers to a person’s cognitive capacity. 
In short, intelligence is what a person can accomplish intellectually. In contrast, achieve-
ment is what a person has accomplished, especially in the kinds of subjects that people 
learn in school, such as reading, spelling, writing, or math. Achievement tests typically 
produce age- or grade-equivalency scores as well as standard scores (D. Schneider & 
Mather, 2015).

Prior to DSM-5, the comparison of intelligence and achievement was a key factor 
in determining learning disabilities. In DSM-5, the terminology changed (“learning dis-
ability” is now called specific learning disorder), and the definition has changed as well, 
such that the primary comparison is between the person’s achievement (as measured by 
achievement tests and performance at school or work) and expected levels of achieve-
ment for people of the same age (American Psychiatric Association, 2013; Hogan & 
Tsushima, 2016).

When clinical psychologists conduct tests of intelligence or achievement (or any 
other kind of assessment), they typically explain their findings in a written psychological 
report. Psychological reports are the formal means by which they communicate their 
findings to others. Depending on the case, these “others” can represent a wide range of 
individuals: clients, parents of child clients, teachers, lawyers, judges, physicians, or other 
mental health professionals, just to name a few. It is important that clinical psychologists 
not only write intelligible, accurate reports that address the reason for referral but that 
they also “know their audience” in order to customize their reports in terms of read-
ability, selection of relevant information, and recommendations (Blais & Smith, 2008; 
Goldfinger & Pomerantz, 2010).

Achievement tests come in many varieties. Some measure a single area of achieve-
ment in detail, such as the KeyMath or the Gray Oral Reading achievement tests. Others 
are more comprehensive, featuring a wide range of subtests. Examples of these include 
the Woodcock-Johnson Tests of Achievement (WJ-ACH), the Kaufman Test of Educa-
tional Achievement (KTEA), and the Wechsler Individual Achievement Test (WIAT), 
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Considering Culture

Defining Intelligence  
Around the World

What is intelligence? It depends on the 
cultural values of those we ask. When 
we direct the question to people outside 
traditional Western culture, the answer 
sometimes features characteristics that 
are quite different from definitions that 
Spearman, Thurstone, Cattell, and Carroll 
have proposed (as summarized by Stern-
berg, 2000; Sternberg & Grigorenko, 2008).

 • In some societies in Africa 
(e.g., Zambia, Mali, and Kenya), 
intelligence consists largely of 
skills that preserve harmony in 
interpersonal relationships, both 
between and within groups. Interviews 
with some residents of Zambia, for 
example, suggest that cooperation, 
deference, respect for elders, and 
acceptance of social responsibilities 
characterize intelligent people.

 • In Zimbabwe, the word for 
intelligence—ngware—literally 
translates into a prudent and 
cautious approach to life and 
especially to social relationships.

 • In some Asian cultures, the definition 
of intelligence also involves heavy 
doses of social responsibility and 
benevolence. More specifically, Taoist 
conceptions of intelligence highlight 
humility, independent (rather than 
conventional) standards of judgment, 
and thorough knowledge of self.

 • The emphasis on social duties as 
central to intelligence appears in 
some Hispanic cultures as well. 
In fact, in a study of parents of 

schoolchildren in San Jose, California, 
in the 1990s, parents of Hispanic 
descent rated social competence as 
more closely related to intelligence 
than did parents of European descent 
(Okagaki & Sternberg, 1993).

 • The Western emphasis on speed of 
mental processing is not shared by 
all ethnic groups. In fact, some ethnic 
groups may value depth of thought 
more highly than speed of thought and 
may look unfavorably or doubtfully on 
work performed very quickly.

This variety of defining characteristics 
of intelligence raises a number of important 
questions. Is the definition of intelligence 
completely dependent on cultural context, or 
are some aspects of intelligence universal? To 
what extent should intelligence tests reflect 
the alternate definitions of intelligence held 
around the world or around the United States? 
Where should we draw the line between per-
sonality traits and intelligence? And, as Spear-
man and Thurstone debated many years ago, 
is intelligence one thing or many things?
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this last of which we consider below in more detail. Each of these achievement tests  
pairs with an intelligence test created and typically co-normed by the same company 
(Woodcock-Johnson, Kaufman, and Wechsler, respectively).

Wechsler Individual  
Achievement Test—Third Edition

The Wechsler Individual Achievement Test—Third Edition (WIAT-III) is a com-
prehensive achievement test for clients aged 4 to 50 years. Like the Wechsler intelligence 
tests, the WIAT-III is administered face-to-face and one-on-one.

The WIAT-III measures achievement in four broad areas: reading, math, written lan-
guage, and oral language. Each of these broad areas is assessed by two to four subtests. The 
Oral Language Composite derives from two subtests: Listening Comprehension (pay-
ing attention to orally presented information and answering questions about it) and Oral 
Expression (using speech to repeat spoken material, create stories about presented pic-
tures, provide directions, etc.). The Reading Composite derives from scores on such sub-
tests as Word Reading (reading isolated words), Pseudoword Decoding (using phonetic 
skills to sound out nonsense words, such as plore or tharch), and Reading Comprehension 
(reading sentences or passages and answering questions about their content). The Mathe-
matics Composite derives subtests such as Numerical Operations (written math problems) 
and Math Problem Solving (word problems, numerical patterns, statistics and probabil-
ity questions, etc.). The Written Language Composite derives subtests such as Spelling 
(increasingly difficult words) and Sentence Composition, Essay Composition (construct-
ing sentences, paragraphs, or essays as instructed; Lichtenberger & Breaux, 2010).

The WIAT-III yields standard scores on the same scale as most intelligence tests: 
a mean of 100 and a standard deviation of 15. It also yields age and grade equivalen-
cies for each subtest. The test was standardized on 3,000 people who were chosen to 
match recent U.S. Census data in terms of sex, age, race/ethnicity, geographic region, 
and parent education level. Many of the individuals in the standardization sample also 
took the age-appropriate Wechsler intelligence scale, so the WIAT-III is “linked” to 
the Wechsler IQ tests, which enhances the validity of comparisons between these two 
types of tests. Overall, the reliability and validity data supporting the WIAT-III are quite 
strong (Lichtenberger & Breaux, 2010).

NEUROPSYCHOLOGICAL TESTING

Neuropsychological testing represents a specialized area of assessment within clinical 
psychology, typically practiced by clinical psychologists whose training includes extra 
training in neuropsychology during graduate school courses, the predoctoral internship, 
and the postdoctoral internship (Hill & Westervelt, 2015; Spencer & Adams, 2016). The 
intent of neuropsychological tests is to measure cognitive functioning or impairment of 
the brain and its specific components or structures. Medical procedures such as computed 
tomography (CT), magnetic resonance imaging (MRI), and positron emission tomogra-
phy (PET) scans can show that parts of the brain look abnormal, but neuropsychological 
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tests can indicate how the brain is actually functioning. Such tests are especially useful for 
targeted assessment of problems that might result from a head injury, prolonged alcohol 
or drug use, or a degenerative brain illness. They can also be used to make a prognosis for 
improvement, plan rehabilitation, determine eligibility for accommodations at school or 
work, and establish a baseline of neuropsychological abilities to be used as a comparison 
at a later time (Dawson & Jacquin, 2015b; Golden, 2008; Hebben & Milberg, 2009; 
McCaffrey, Lynch, & Westervelt, 2011).

Some neuropsychological testing procedures are lengthy, comprehensive batteries 
that include a broad array of subtests. The patterns of scores on these subtests can go a 
long way toward pinpointing specific cognitive weaknesses. Other neuropsychological 
tests are much briefer and are typically used as screens for neuropsychological impair-
ment rather than as full-fledged neuropsychological assessment tools. Over time, the 
field has evolved from a “fixed-battery phase” in which psychologists typically use the 
same standard set of tests for most clients to a more “flexible-battery phase” in which psy-
chologists create a more customized battery by picking and choosing tests after consid-
ering the specific referral questions and areas of concern (Hale, Wilcox, & Reddy, 2016).

Psychologists who use neuropsychological tests have also become more increas-
ingly aware of neuropsychological assessment anxiety, an experience in which clients’ 
performance on these tests is influenced by the anxiety in the moment. One review of 
dozens of studies on the subject found that about two thirds of those studies identified 
a connection between performance and anxiety, with some areas of performance (e.g., 
attention, verbal memory, working memory) being especially vulnerable to decrease 
(Dorenkamp & Vik, 2018).

Let’s consider several examples of full neuropsychological batteries and briefer  
neuropsychological measures.

Full Neuropsychological Batteries

The Halstead-Reitan Neuropsychological Battery (HRB) is a battery of eight stan-
dardized neuropsychological tests. It is suitable for clients of age 15 years and older, but 
alternate versions are available for younger clients. The HRB (also known as HRNB) is 
administered only as a whole battery; its components are not to be administered sepa-
rately. Thus, it is a thorough (and rather lengthy) neuropsychological battery. Essentially, 
its primary purpose is to identify people with brain damage and, to the extent possible, 
provide detailed information or hypotheses about any brain damage identified, including 
specific cognitive impairments or physiological regions of the brain that may be defi-
cient. The findings of the HRB can help in diagnosis and treatment of problems related 
to brain malfunction (Broshek & Barth, 2000).

Some of the eight tests in the HRB involve sight, whereas others involve hear-
ing, touch, motor skills, and pencil-and-paper tasks. An example of one of the tests of 
the HRB is the Trail Making Test, which resembles the familiar “dot-to-dot” puzzles 
that children complete, but this test is timed, contains both numbers and letters, and 
produces a rather haphazard line instead of an identifiable figure or shape. A second 
example is the Category Test, in which a client sees a pattern of shapes and designs on 
a screen and presses the number key (1–4) that is suggested by the pattern. Clients hear 
a bell when correct and a buzzer when wrong, and their successes and failures are noted 
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by the examiner. The Finger Tapping (or Finger Oscillation) Test is a third example; in 
this test, clients tap a single typewriter key as rapidly as they can with the index finger 
for 10-second intervals. The number of taps they can produce, averaged across mul-
tiple attempts with each hand, estimates motor speed (G. Goldstein & Sanders, 2004; 
Reitan & Wolfson, 2004).

The examiner using the HRB compares a client’s test scores with published norms 
to assess overall performance and also with each other to determine the client’s own 
relative strengths and weaknesses. Interpretation of results can include detailed infer-
ences about specific neuropsychological pathologies and the localization of problems in 
cognitive functioning (e.g., a particular lobe or hemisphere of the brain).

In the decades since it was introduced, the HRB has been evaluated more than any 
other comprehensive neuropsychological test. These studies suggest strongly that the 
HRB and each of its tests have been established as reliable and valid. Additional strengths 
of the HRB include its comprehensiveness and clinical usefulness. Drawbacks of the 
HRB include its length (and corresponding expense), inflexibility (as a fixed battery), 
and a limited overlap with real-life, day-to-day tasks (Broshek & Barth, 2000; Hebben 
& Milberg, 2009).

The HRB may be among the most commonly administered comprehensive neu-
ropsychological batteries (Guilmette & Faust, 1991; Rabin, Paolillo, & Barr, 2016), 
but another long-standing, respected and popular alternative is the Luria-Nebraska 
Neuropsychological Battery (LNNB). The LNNB is similar to the HRB in that it 
is a wide-ranging test of neuropsychological functioning. It consists of 12 scales, with 
a similar range to that of the HRB. A primary difference is the LNNB’s emphasis on 
qualitative data in addition to quantitative data. In other words, to a greater extent than 
the HRB, the LNNB relies on qualitative written comments from the examiner about 
the testing process. These comments describe what the examiner observed about the 
client, such as problems comprehending the test (e.g., confusion, poor attention), how or 
why the client is missing items (e.g., slow movement, sight or hearing problems, speech 
flaws), or unusual behaviors (e.g., inappropriate emotional reactions, hyperactivity, dis-
traction). Another difference between the HRB and the LNNB is that the LNNB tends 
to be slightly briefer. As for the HRB, a strong body of psychometric data supports the 
LNNB’s reliability and validity (Golden, 2004; Golden, Freshwater, & Vayalakkara, 
2000; Hebben & Milberg, 2009).

The NEPSY-II is one of the few batteries of neuropsychological tests designed 
specifically for children. Specifically, it is suited for use in people between 3 and 16 years 
old. It is based on the same general principles put forth by the creator of the Luria- 
Nebraska test (Alexander Luria). It includes 32 separate subtests across 6 different catego-
ries: attention and executive functioning, language, memory and learning, sensorimotor, 
social perception, and visuospatial processing. Psychologists have flexibility in determin-
ing exactly how to use the various components of the test (Matthews & Davis, 2018).

Brief Neuropsychological Measures

The Bender-Gestalt test, originally published in 1938 and currently available as the 
Bender Visual-Motor Gestalt Test—Second Edition (Bender-Gestalt-II), is 
the most commonly used neuropsychological screen among clinical psychologists 
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(Watkins, Campbell, Nieberding, & Hallmark, 1995). The test is a straightforward 
copying task: The client is given a pencil, blank paper, and nine simple geometric 
designs (primarily made of combinations of circles, dots, lines, angles, and basic shapes) 
and is asked to copy each design as accurately as possible. It measures visuoconstructive 
abilities, which are also commonly known as perceptual-motor or visual-spatial skills 
(Lacks, 2000). The current edition is quite similar to the original Bender-Gestalt, but 
it offers memory tasks and additional stimuli.

This test is remarkably brief—on average, it takes only 6 minutes to administer 
(Lacks, 2000). It is appropriate for clients of any age above 3 years. For these reasons, 
clinical psychologists frequently include it as a quick “check” for neuropsychological 
problems. In other words, if it is already established that the client being evaluated has 
or is strongly suspected to have a neuropsychological problem, it is likely that the clinical 
psychologist will select a more comprehensive battery, such as the HRB or the LNNB, 
rather than the Bender-Gestalt. However, when the evaluation is for another purpose 
and the clinical psychologist simply wants a rapid appraisal of overall neuropsychological 
functioning, the Bender-Gestalt can be a good choice. Its results cannot specify locations 
of brain damage, but poor performance on the Bender-Gestalt can suggest brain damage 
in a diffuse way. As such, it can alert the clinical psychologist to the general presence of 
neuropsychological problems, and more thorough testing can subsequently be conducted. 
Poor performance on the Bender-Gestalt is indicated by a variety of errors that clients 
may make in copying the figures, including figures in which details are missing or notably 
inexact; figures that collide with each other on the page; inability to accurately “close” 
shapes such as circles or squares; disproportionate size of a figure or part of a figure; and 
angles in copied figures that do not match the angles in the originals (Lacks, 1999).

Another common neurological screen among clinical psychologists is the Rey- 
Osterrieth Complex Figure Test, originally published in 1941. This test is also a brief 
pencil-and-paper drawing task, but it involves only a single, more complex figure. The 
Rey-Osterrieth also features the use of pencils of different colors at various points in 
the test; this way, the examiner can trace the client’s sequential approach to this com-
plex copying task. It also includes a memory component, in which clients are asked 3 to 
60 minutes after copying the form to reproduce it again from memory (Helmes, 2000; 
Lacks, 2000).

The Repeatable Battery for the Assessment of Neuropsychological Status 
(RBANS; Randolph, 1998) is a neuropsychological screen that focuses on a broader 
range of abilities than does either the Bender-Gestalt or the Rey-Osterrieth. The RBANS 
tests not only visuomotor abilities but also verbal skills, attention, and visual memory. It 
takes 20 to 30 minutes to complete and includes 12 subtests in 5 categories: immedi-
ate and delayed memory, visuospatial/constructional, language, attention, and delayed 
memory. The subtests involve such tasks as learning a list of 10 words presented orally, 
naming pictures of various objects, recalling an orally presented list of numbers, recall-
ing a story told 20 minutes earlier, and (like the Bender-Gestalt and Rey-Osterrieth)  
copying of visual figures. The RBANS yields a total score as well as scores for each 
of the 12 subtests and 5 indices into which they are organized (Groth-Marnat, 2009; 
Groth-Marnat & Wright, 2016). A revision, called the RBANS Update, was published in 
2012 and enables the test to be administered to children as young as 12 years old (Hale 
et al., 2016; Randolph, 2012).
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Although it is used for a variety of other purposes as well, the Wechsler Mem-
ory Scale—Fourth Edition (WMS-IV; Wechsler, 2009a, 2009b) is frequently utilized 
for neuropsychological purposes. The WMS-IV is a memory test often used to assess 
individuals aged 16 to 90 who are suspected of having memory problems due to brain 
injury, dementia, substance abuse, or other factors. It assesses both visual and auditory 
memory across its seven subtests. It also assesses both immediate and delayed recall. One 
of the WMS-IV subtests, Logical Memory, involves the client hearing a story read aloud 
and then trying to recall the story both immediately and after a 20- to 30-minute delay. 
Another subtest, Visual Reproduction, involves presenting abstract visual figures to the 
client and asking him or her to reproduce them after they have been removed. For adults 
over 65 years of age, the WMS-IV offers a version that is shorter in duration, there-
fore minimizing the impact of fatigue on test results (Drozdick, Holdnack, & Hilsabeck, 
2011; Drozdick, Raiford, et al., 2018; Holdnack & Drozdick, 2010).

A final note about neuropsychological testing: As with any other kind of assessment, it 
is essential for clinical psychologists to develop and use cultural competence when selecting, 
administering, scoring, and interpreting neuropsychological tests. Many neuropsychologi-
cal instruments were standardized (either originally or currently) on European Americans, 
and their form or structure can emphasize European American values. When working with 
diverse clients, it is important to caution against overpathologizing and to consider (or 
consider developing) culture-specific norms whenever possible (Horton, 2008).

CHAPTER SUMMARY

Clinical psychologists use intelligence tests, 
achievement tests, and neuropsychological tests to 
assess various intellectual capacities of their clients. 
The most widely accepted intelligence tests endorse a 
hierarchical model of intelligence, as indicated by the 
fact that they yield a single overall intelligence score 
as well as more specific index, factor, or subtest scores. 
The Wechsler intelligence tests, including the WAIS-
IV for adults, the WISC-V for school-age children, 
and the WPPSI-IV for preschoolers, rank among the 
most commonly used and psychometrically sound 
measures of intelligence. Each Wechsler test features 
about a dozen subtests grouped into four or five 
factors, each of which contributes to the full-scale IQ. 
The Stanford-Binet intelligence test, which covers the 
entire age range in a single version, is also frequently 
used, especially among clinical psychologists who may 
be testing clients at the extremes of the intelligence 

range. Concerns about the cultural fairness of 
prominent intelligence tests has fostered the 
development of less culturally dependent tests such 
as the UNIT-2, which does not depend on linguistic 
compatibility between examiner and client. Whereas 
intelligence tests measure abilities, achievement tests 
such as the WIAT-III measure accomplishments, 
particularly in core academic areas such as math 
and reading. Achievement tests are commonly 
used when assessing for specific learning disorder. 
Neuropsychological tests are intended to measure 
cognitive function and dysfunction and, in some cases, 
to localize impairment to a particular region of the 
brain. Some neuropsychological measures are lengthy 
and comprehensive, such as the HRB, LNNB, and 
NEPSY-II; others, such as the Bender-Gestalt-II, 
Rey-Osterrieth Complex Figure Test, and RBANS, 
are briefer screens for neuropsychological problems.



ChaPter 9  •  IntelleCtual and neuroPsyChologICal assessMent   223

KEY TERMS AND NAMES

achievement 205
achievement tests 205
Bender Visual-Motor Gestalt 

Test—Second Edition  
(Bender-Gestalt-II) 220

John Carroll 207
James Cattell 207
crystallized intelligence 207
cultural fairness 214
fluid intelligence 207
fluid reasoning 214
full-scale intelligence score 210
“g” 206
Halstead-Reitan 

Neuropsychological  
Battery (HRB) 219

hierarchical model of 
intelligence 207

index scores 210
intelligence 206
intelligence tests 205
knowledge 214
Luria-Nebraska 

Neuropsychological  
Battery (LNNB) 220

NEPSY-II 220
neuropsychological tests 205
normative data 212
Perceptual Reasoning  

Index 210
Processing Speed Index 212
quantitative reasoning 214
Repeatable Battery for 

the Assessment of 
Neuropsychological  
Status (RBANS) 221

Rey-Osterrieth Complex  
Figure Test 221

“s” 206
Charles Spearman 206
specific learning disorder 216
Stanford-Binet Intelligence 

Scales—Fifth Edition  
(SB5) 213

subtest scores 210
three-stratum theory of 

intelligence 207
Louis Thurstone 206

Universal Nonverbal Intelligence 
Test-2 (UNIT-2) 215

Verbal Comprehension  
Index 210

visual-spatial processing 214
David Wechsler 209
Wechsler Adult Intelligence 

Scale—Fourth Edition  
(WAIS-IV) 209

Wechsler Individual Achievement 
Test—Third Edition  
(WIAT-III) 218

Wechsler Intelligence Scale 
for Children—Fifth Edition 
(WISC-V) 209

Wechsler Memory Scale—Fourth 
Edition (WMS-IV) 222

Wechsler Preschool and  
Primary Scale of  
Intelligence—Fourth  
Edition (WPPSI-IV) 209

working memory 214
Working Memory Index 212

CRITICAL THINKING QUESTIONS

1. In your opinion, what aspects of intelligence do 
contemporary intelligence tests overemphasize?

2. In your opinion, what aspects of intelligence do 
contemporary intelligence tests overlook?

3. To what extent do you agree with the idea that 
intelligence is a single ability (“g”), as opposed to 
separate unrelated abilities (“s”)?

4. Which subtests of the Wechsler intelligence tests 
seem most culturally fair? Which seem most 
potentially culturally unfair?

5. Why is it important for clinical psychologists 
who do not specialize in neuropsychology to be 
competent in the use of brief neuropsychological 
screens?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 

Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
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Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 
these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 

every two years); they may have changed as faculty 
members retire, take new jobs, or develop new 
interests; and a graduate program’s own website may 
have more extensive or up-to-date information.

Research Areas
Specialty Clinical  
and Practica Sites

Program Concentrations  
and Tracks

alzheimer’s disease

assessment/diagnosis

Brain Injury/head Injury

neuroimaging/Functional 
neuroimaging

neuropsychology

Miscellaneous and  
other—Clinical neuroscience

assessment/testing

neuroimaging

neuropsychology

traumatic Brain Injury

Miscellaneous—alzheimer’s 
dementia

Miscellaneous—gifted evaluation

Miscellaneous—neurological 
disorders

assessment/testing

neuropsychology

neuroscience

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e
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http://asm.sagepub.com/

The Clinical Neuropsychologist

http://www.tandfonline.com/loi/ntcn20#.V08kr_krLX4

Intelligence

http://www.journals.elsevier.com/intelligence

Neuropsychology

http://www.apa.org/pubs/journals/neu/index.aspx

Psychological Assessment

http://www.apa.org/pubs/journals/pas/index.aspx

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

 • Self-quizzes

 • eFlashcards

 • Culture expert interviews

 • In My Practice demonstration video

 • Full-text SAGE journal articles

 • Additional web resources

 • Mock assessment data
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PERSONALITY ASSESSMENT AND 
BEHAVIORAL ASSESSMENT

10

Clinical psychologists have developed many different approaches to assessing cli-
ents’ personality and behavior. But before we examine any specific tests or methods, 

there are three important, overarching themes to emphasize: multimethod assessment,  
evidence-based assessment, and culturally competent assessment.

MULTIMETHOD ASSESSMENT

No measure of personality or behavior is perfect. Some have excellent reliability, validity, 
and clinical utility, but even these have their limitations. For that reason, it is import-
ant for clinical psychologists not to rely exclusively on any single assessment method. 
Instead, personality is best assessed by using multiple methods, including tests of differ-
ent types, interview data, observations, or other sources. Each method offers a unique 
perspective on the client, and often they converge on similar conclusions. To the extent 
that these conclusions are supported by multiple tests rather than only one, the clinical 
psychologist can assert them with confidence.
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Learning 
Objectives
10.1 List the advantages of a 

multimethod assessment 
approach when conducting 
a psychological evaluation.

10.2 Propose how a psychologist 
conducting a personality 
assessment can 
demonstrate cultural 
competence.

10.3 Differentiate between 
objective and projective 
assessments of personality.

10.4 Identify objective 
personality tests 
commonly used by clinical 
psychologists.

10.5 Describe major projective 
personality tests used for 
psychological assessment.

10.6 Explain behavioral 
assessment methods used 
by clinical psychologists.

The advantages of multimethod assessment hold true 
even in less formal and professional settings. Consider a situ-
ation in which you are getting to know someone, such as in a 
new dating relationship. Your initial “assessment” of your part-
ner’s personality may take place on the first date—at a restau-
rant and a movie, perhaps. As the relationship continues, you’ll 
have a chance to “assess” your partner’s personality using other 
“methods”—you’ll see his or her personality and behavior with 
family, with friends, at parties, at home, at work, at school, and 
so on. You may get a strong first impression on the first date, 
but you probably won’t feel that you genuinely know and under-
stand your partner’s personality until you’ve “assessed” him or 
her in a variety of contexts, because each situation will reveal a 
different aspect of personality. In a more professional sense, the 
same applies to clinical psychologists “getting to know” a client 
via personality tests: Each method offers a unique perspective, 
and although some may be more enlightening than others, it is 
the integration of multiple methods that ultimately proves most 
informative.

EVIDENCE-BASED ASSESSMENT

In an earlier chapter, we discussed the recent advancement 
toward evidence-based treatments, or “treatments that work.” 
The movement toward evidence-based assessment, resting on 
the same principle of “what works” empirically, isn’t far behind. 
Clinical psychologists who practice evidence-based assessment 
select only those methods that have strong psychometrics, 
including reliability, validity, and clinical utility (each defined in 
Chapter 8; Therrien & Hunsley, 2015). Moreover, they select 

tests that have sufficient normative data and are sensitive to issues of diversity such as 
age, gender, race, and ethnicity. They typically target their assessment strategies toward 
a particular diagnosis or problem, such that “what works” for assessing attention-deficit/
hyperactivity disorder (ADHD) might be a different set of assessment tools than “what 
works” for assessing panic disorder, schizophrenia, bulimia, PTSD, or any other clin-
ical issue (Glynn & Mueser, 2018; Hunsley & Mash, 2008b; C. Johnston & Colalillo, 
2018; Moshier, Parker-Guilbert, Marx, & Keane, 2018). For example, two methods—the 
Structured Clinical Interview for DSM-5 (SCID, described in Chapter 8) and the Beck 
Depression Inventory-II (described later in this chapter)—are specifically identified 
as “highly recommended” instruments for diagnosing depression in adults (Persons & 
Fresco, 2008).

How do researchers determine “what works” when assessing particular clinical 
problems? In other words, what criteria should distinguish evidence-based assess-
ment methods from those lacking evidence? This is one of the great challenges in 
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the early development of evidence-based assess-
ment (Hunsley & Mash, 2008b, 2018). Of course, 
some of the strengths or weaknesses of an assess-
ment method can be expressed quantitatively. For 
example, test-retest reliability, which measures the 
extent to which the method yields similar results 
at different points in time, is expressed as a cor-
relation coefficient ranging from −1 to +1. In a 
landmark book on evidence-based assessment—A 
Guide to Assessments That Work—its editors 
define “adequate” test-retest reliability this way: 
“Preponderance of evidence indicates test-retest 
correlations of at least .70 over a period of several 
days to several weeks” (Hunsley & Mash, 2008a, 
p. 8). They go on to define “good” test-retest reliability as the same .70 level “over a 
period of several months” and “excellent” test-retest reliability as the same .70 level 
“over a period of a year or longer” (p. 8). These definitions seem reasonable enough, 
but they also point out that any criteria designed to delineate levels of evidence for 
assessment tools will incorporate some subjective decision making (e.g., Why .70 
rather than .60 or .80? Why those specific time periods rather than shorter or longer 
periods?), along with objective data.

Evidence-based assessment has gained quite a bit of momentum within the con-
text of evidence-based practices in health care more broadly (Jensen-Doss, Walsh, & 
Ringle, 2018; Youngstrom et al., 2017). Some of its advocates hope it will influence not 
only current graduate students in clinical psychology but also experienced psycholo-
gists “who use assessment instruments because they learned them in graduate school, 
rather than because there is strong evidence that they work. Now, a different and bet-
ter standard is available” (Nathan, 2008, p. xvii; see also Youngstrom & Van Meter, 
2018). On the other hand, there are those who remind us that not every decision within 
a clinical assessment should be predetermined by the instructions of guidebooks or 
manuals. For example, in a discussion of clinical interviewing, Sommers-Flanagan and 
Sommers-Flanagan (2009) state that

these manuals cannot address nuances in human interaction—nuances that 
sometimes elicit anger or tears—and these manuals cannot adequately guide 
clinicians on when to self-disclose, when to just listen, how to respond to 
client questions, or effective methods for establishing rapport with a living, 
breathing, culturally unique individual whom they want to help. (p. xi)

Undoubtedly, relying on assessment methods with demonstrable reliability, validity, 
and clinical utility for particular clinical problems is a professional step forward, espe-
cially if the alternative involves choosing methods on the basis of familiarity, popularity, 
or similarly unempirical factors. Contemporary clinical psychologists now face the chal-
lenge of integrating “what works” empirically with their own clinical judgment and their 
clients’ needs as they make decisions about assessment.

}} Photo 10.1
Personality is best 
assessed by using 
multiple methods, 
including tests of 
different types, 
interview data, 
observations, or 
other sources.
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CULTURALLY COMPETENT ASSESSMENT

Cultural competence is essential across all activities of clinical psychologists, especially 
personality assessment. Simply put, every culture has its own perception of “normal” and 
its own variations of “abnormal” as well. A personality assessment conducted without 
knowledge or sensitivity to these cultural specifics can be a dangerous thing; in fact, it 
has been labeled “cultural malpractice” by some (e.g., Dana, 2005). A primary danger lies 
in the possibility of overpathologizing—that is, viewing as abnormal that which is cul-
turally normal. In other words, the clinical psychologist must appreciate the meaning of 
a behavior, thought, or feeling within the context of the client’s culture, which may differ 
from the context of the psychologist’s own culture.

As an example of overpathologizing, consider Duron, a 45-year-old African 
American client who was urged by his wife and children to seek psychotherapy. On the 
intake form Duron completed in the waiting room of Dr. Platt, a white clinical psy-
chologist, he indicated that he was struggling with symptoms of depression and exces-
sive alcohol use. But as Duron and Dr. Platt spoke during the initial session, Dr. Platt 
was struck by what he considered excessive suspiciousness. He noticed that Duron was 
somewhat reluctant to reveal details about himself, posed numerous questions about 
confidentiality, and asked, “Why do you need to know that?” several times in response 
to interview questions. Duron did not schedule a second appointment when the first 
appointment ended, and Dr. Platt interpreted this as a sign of distrust. By the end of 
the session, Dr. Platt was convinced that Duron’s primary problem was not depres-
sion or alcohol abuse but paranoia. He subsequently administered personality tests to 
Duron and interpreted the results to support his hypothesis that Duron was paranoid. 
Of course, Dr. Platt’s mistake throughout this assessment process was his lack of knowl-
edge of African American cultural norms, especially as they relate to seeking psycho-
logical services from white therapists. In this situation, African Americans often exhibit 
a guardedness justified by many years of formal and informal racial prejudice, oppres-
sion, and betrayal (Boyd-Franklin, 1989; Hines & Boyd-Franklin, 2005; Maultsby, 
1982). Through Dr. Platt’s cultural insensitivity and ethnocentrism, he wrongly judged 
Duron’s behavior as pathologically paranoid when, in fact, Duron’s behavior was rea-
sonable based on his cultural background.

In Duron’s case, the source of the cultural bias was the clinician himself. During 
personality assessment, the bias can actually stem from a number of other sources as 
well, including the test and the service delivery method (Dana, 2005). For example, 
a test can be biased if it features language or structure that is culture specific rather 
than universally applicable. The test may also include norms that are not adequately 
culturally inclusive, resulting in a comparison of the client’s scores with the scores of an 
inappropriate reference group (see Box 10.1). Additionally, the service delivery method 
(essentially, the way the clinician uses the test) can be biased by including interpersonal 
interaction or an approach to time and task that is inconsistent with some cultures. 
Whether the bias stems from the clinician, the test, or the service delivery method, the 
clinical psychologist is responsible for recognizing and minimizing it in order to con-
duct culturally competent assessments.
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Considering Culture

Culture-Specific Norms for  
Personality Tests

Claudia is a Cuban American woman who has 
just completed the Minnesota Multiphasic 
Personality Inventory-2 (MMPI-2), a popular 
multiple-choice, pencil-and-paper personality 
test for adults (covered later in this chapter). 
The MMPI-2 yields a wide variety of scores on 
variables such as depression, anxiety, para-
noia, schizophrenia, mania, and others. To 
score Claudia’s test, her clinical psychologist 
will compare her responses with those of a 
“normative” group of people who took the test 
prior to its publication and whose scores form 
the basis of the norms tables in the MMPI-2 
manual. What cultural characteristics should 
the people in the normative group have? In 
other words, with whose scores, specifically, 
should Claudia’s scores be compared?

The possibilities range from very broad 
groups to very specific groups. Most broadly, 
the normative group could be a cultural mix 
representative of the U.S. population, and 
Claudia’s scores could be compared with those 
of the entire group as a whole. On the other 
hand, a more narrowly defined normative 
group could be used, such as Cuban Americans 
or females. In fact, we could combine these 
variables and consider an even more cultur-
ally specific group: Cuban American females.

There would be advantages to ignor-
ing the culture-specific norms and instead 
comparing Claudia’s scores with those of 
the entire normative sample (which, for the 
MMPI-2, consists of 2,600 adults). The full nor-
mative sample is, by definition, larger than 
any cultural subset. Only a small fraction 

of those 2,600 adults were Cuban American 
females, and such a small group may not be 
statistically representative of Cuban American 
females more generally. Test developers and 
researchers could make efforts to establish 
sufficiently large normative groups specific to 
each culture, but this could prove excessively 
costly and time-consuming, especially if many 
cultural variables are considered in combina-
tion (Cuban American females of Claudia’s age 
range and religion, for example).

On the other hand, there would be advan-
tages to comparing Claudia’s scores with cul-
ture-specific norms. By doing so, we could 
ensure that Claudia’s responses are being 
evaluated in a culturally sensitive manner. We 
could reduce the chances of overpathologiz-
ing her scores, a risk involved in comparing 
them with norms that do not reflect her own 
cultural background and values. Comparing 
Claudia’s scores only with the scores of others 
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Should a client’s scores on a personality test be 
compared with scores of the population as a whole or 
with scores of others who are culturally similar?
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like her prevents an ethnocentric judgment 
of Claudia’s mental health according to stan-
dards established by others culturally unlike 
her (J. M. Wood et al., 2007).

In actual practice, clinical psychologists 
compare client test data with both broad, 
heterogeneous normative groups and more 
specific, homogeneous normative groups. The 
MMPI-2 manual, for example, does not include 
ethnicity-specific norms, but it does include 
gender-specific norms, and in the years 
since the MMPI-2 was published, numerous 
researchers have established and published 

more culturally specific normative information 
for clinical psychologists to use (e.g., Butcher, 
Cheung, & Lim, 2003; Dana, 1995; Garrido  
& Velasquez, 2006; Kwan & Maestas, 2008; 
McNulty, Graham, Ben-Porath, & Stein, 1997; 
Velasquez, Garrido, Castellanos, & Burton, 
2004). Even cultural groups as specific as the 
Old Order Amish have their own set of MMPI-2 
norms (Knabb, Vogt, & Newgren, 2011). One 
solution to this quandary is to consider both 
broad and culture-specific normative data. 
Both can provide meaningful comparisons for 
a client’s responses to a personality test.

(Continued)

OBJECTIVE PERSONALITY TESTS

Generally speaking, personality tests can be placed in one of two categories: objective 
and projective. Objective personality tests include unambiguous test items, offer cli-
ents a limited range of responses, and are objectively scored. Most often, the objective 
personality tests that clinical psychologists use are questionnaires that clients complete 
with pencil and paper (or in some cases, on a computer). They typically involve a series 
of direct, brief statements or questions and either true/false or multiple-choice response 
options in which clients indicate the extent to which the statement or question applies 
to them (Morey & Hopwood, 2008). By contrast, projective personality tests feature 
ambiguous stimuli and an open-ended range of client responses. They are based on the 
assumption that clients reveal their personalities by the way they make sense of vaguely 
defined objects or situations (S. R. Smith & Archer, 2008). Projective personality tests 
will be covered in more detail in a later section. For now, let’s consider some of the most 
commonly used and reputable objective personality tests.

Minnesota Multiphasic Personality Inventory-2

The Minnesota Multiphasic Personality Inventory-2 (MMPI-2) is both the most pop-
ular and the most psychometrically sound objective personality test used by clinical psy-
chologists (Butcher & Beutler, 2003; Camara, Nathan, & Puente, 2000; Frauenhoffer, Ross, 
Gfeller, Searight, & Piotrowski, 1998; C. V. Wright et al., 2017). It is used in many countries 
and cultures around the world and has been translated into dozens of languages (Butcher, 
Mosch, Tsai, & Nezami, 2006; J. R. Graham, 2012). The format of the MMPI-2 is simple: 
The client reads 567 self-descriptive sentences and, using a pencil-and-paper answer sheet, 
marks each sentence as either true or false as it applies to him or her. The items span a wide 
range of behavior, feelings, and attitudes. A few simulated MMPI-2 items appear in Box 10.2.

 Web Link 10.1
MMPI-2 site
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Simulated MMPI-2 Items

• I feel like I am low on energy much of the 
time.

• I often find myself in conflicts with 
people in authority.

• During times of stress, I usually 
experience an upset stomach.

• Most of the people I know have plans to 
hurt me in some way.

• I have visions of things that aren’t real 
and that other people can’t see.

• I enjoy going to social events with dozens 
of people.

• I often can’t stop worrying about things 
even when there is no reason for the 
worry.

The MMPI-2 is a revision of the original MMPI, which was published in 1943. 
When Starke Hathaway and J. C. McKinley, the authors of the original MMPI, began 
their work in the 1930s, they sought an objective way to measure psychopathology. 
Numerous questionnaires of this type were available at that time, but none were based 
on a solid empirical foundation as the MMPI would be. When creating a personality test, 
it is relatively easy for an author to create a list of items that should, theoretically, elicit dif-
ferent responses from “normal” and “abnormal” people of various categories. Hathaway 
and McKinley chose to take on a greater challenge: to create a list of items that empiri-
cally elicit different responses from people in these normal and abnormal groups (Ben-
Porath & Archer, 2008; J. R. Graham, 2012).

Hathaway and McKinley succeeded in creating such a list of items by using a method 
of test construction called empirical criterion keying (Arbisi, 2015). Essentially, this 
method involves identifying distinct groups of people, asking them all to respond to the 
same test items, and comparing responses between groups. If an item elicits different 
responses from one group than from another, it’s a worthy item and should be included 
on the final version of the test. If the groups answer an item similarly, the item is dis-
carded because it does not help categorize a client in one group or the other. When 
empirical criterion keying is used, it doesn’t matter whether an item should, in theory, 
differentiate two groups; it matters only whether an item does, in actuality, differentiate 
two groups (Ruscio, 2015). As an example, consider the simulated item “I have visions of 
things that aren’t real and that other people can’t see.” In theory, we may expect schizo-
phrenics to endorse this item far more often than would nonschizophrenics. According 
to the empirical criterion keying method, this theoretical expectation is not enough. 
It must be supported by evidence that schizophrenics do, in fact, endorse this item 
far more often than do nonschizophrenics. According to the empirical criterion key-
ing method, only if the two groups actually respond differently to the item should it 
be included on the final version of the test. See Box 10.3 for additional explanation of 
empirical criterion keying.
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Metaphorically Speaking

If You’ve Shopped on Amazon.com, You 
Understand Empirical Criterion Keying

How do the people at Amazon.com (or most 
other online shopping sites) decide which 
items to suggest to customers? Actually, they 
use a strategy similar to empirical criterion 
keying. As you read through the descrip-
tion of an item on Amazon.com, the listing 
always includes the section, “Customers who 
bought this item also bought. . . .” The site 
uses its sales statistics to link certain items 
together: People who downloaded Drake’s 
latest album also downloaded Nicki Manaj’s, 
people who bought Star Wars DVDs also 
bought Lord of the Rings DVDs, and people 
who bought Dav Pilkey’s newest books also 
bought Aaron Blabey’s.

The important point is that these sugges-
tions are based on empirical data—not theory, 
opinion, common sense, or any other nonem-
pirical criteria. In other words, the people at 
Amazon.com could, if they chose, recommend 
to fans of Star Wars other DVDs that would 
seem, theoretically, to make sense. Rather 
than stating, “Customers who bought this 
item also bought . . . ,” they could tell us, “Cus-
tomers who like this item might also like. . . .” 
The “might also like” list would include DVDs 
similar in some way to Star Wars—other mov-
ies set in outer space, other movies directed by 
George Lucas, other movies featuring Harrison 
Ford, and so on.

Instead, the suggestions from Amazon.
com are based entirely on connections among 
movies according to empirical sales data. Per-
haps your intuition wouldn’t have told you 
that customers who bought Star Wars DVDs 
also bought Back to the Future or The Muppets, 
but according to sales data, they did. None  
of these “also bought” movies is especially 

similar to Star Wars, but the sales figures  
nonetheless demonstrate empirically that 
they sell to the same audience. Appearance  
on the list of suggestions has nothing to do 
with a connection between movies in terms 
of actors, subject matter, or any other criteria 
besides empirical sales data.

In a similar way, the creators of the 
MMPI were blindly empirical when they 
constructed their tests. Previous designers 
of personality tests had primarily relied on 
items they believed would separate abnor-
mal people from normal people. The MMPI’s 
creators instead insisted that an item would 
be included in their test only if it demon-
strated empirically that it produced different 
responses from people in different groups. It 
didn’t matter whether the item should distin-
guish the groups according to intuition, logic, 
common sense, or clinical wisdom; what mat-
tered was whether the empirical data showed 
that the item did in fact distinguish between 
groups. As a hypothetical example, if the item 
“I cry a lot” did not separate depressed peo-
ple from nondepressed people, it would be 
eliminated from the test, even if in theory it 
seems like an obvious distinction between the 
two groups. And if a seemingly unrelated item 
such as, say, “I prefer apples to oranges,” did 
separate depressed people from nondepressed 
people, it would be kept, despite its lack of a 
conceptual connection to depression.

What do you think of the “Customers who 
bought this item also bought . . .” suggestion 
lists on websites such as Amazon.com? What 
are the benefits and drawbacks to using an 
empirical criterion keying approach to cre-
ate such suggestion lists? Similarly, how do 
you evaluate the empirical criterion keying 
approach to personality test construction? 
What are its benefits and drawbacks?
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For Hathaway and McKinley, the distinct groups on which potential items 
were evaluated consisted of people who had been diagnosed with particular mental 
disorders (e.g., depressed, paranoid, schizophrenic, anxious, sociopathic, and hypo-
chondriacal groups) and a group of “normals” who did not have a mental health 
diagnosis. Although they began the process with more than 1,000 potential items, 
only 550 were retained after the empirical criterion keying method was complete. 
The items appeared in the test in random order, but for scoring purposes, they were 
organized into groups related to 10 specific pathologies. Each of those 10 groups 
of items represented a clinical scale, and the higher a client scored on a particular 
scale, the greater the likelihood that he or she demonstrated that form of psycho-
pathology. The 10 clinical scales remain the same in the MMPI-2 and are described 
in Table 10.1 (Ben-Porath & Archer, 2008).

Table 10.1 Clinical Scales of the MMPI, MMPI-2, and MMPI-A

Scale Number Scale Name Abbreviation Description of High Scale Scores

 1 hypochondriasis hs Somatic problems, excessive bodily concern, 
weakness, ailments, complaining and whining

 2 depression d depressed, unhappy, low confidence, 
pessimistic

 3 hysteria hy vague medical reactions to stress, somatic 
symptoms, denial of conflict and anger

 4 Psychopathic 
deviate

Pd Antisocial, rebellious, blaming others, poor 
consideration of consequences of actions

 5 Masculinity-
Femininity

Mf Rejection of traditional gender roles, effeminate 
men, masculine women

 6 Paranoia Pa Suspicious, guarded, hypersensitive, belief that 
others intend to harm

 7 Psychasthenia Pt Anxious, nervous, tense, worrisome, obsessive

 8 Schizophrenia Sc Psychotic, disorganized, or bizarre thought 
process, unconventional, hallucinations, 
delusions, alienated

 9 Mania Ma Manic, elevated mood, energetic, overactive, 
accelerated movement and speech, flight of 
ideas

10 Social 
Introversion

Si Introverted, shy, reserved, more comfortable 
alone than with others

Sources: Archer (1997) and Butcher (2011).
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Some of the names of the clinical scales described in Table 10.1 may seem unfa-
miliar, but they actually refer to very familiar and common clinical issues. The unfa-
miliar terms were commonly used when the MMPI was originally created, and they 
were retained in the MMPI-2 to maintain continuity even though some have become 
outdated. For example, Scale 4, “Psychopathic Deviate,” would probably be labeled 
“Antisocial” today. And the name for Scale 7, “Psychasthenia,” is an obsolete word 
roughly equivalent to “Anxiety.”

Another important feature introduced by the MMPI (and retained in the MMPI-2)  
was a way to assess clients’ test-taking attitudes. Hathaway and McKinley realized 
that self-report instruments are vulnerable to insincere efforts by the client. Some cli-
ents may intentionally exaggerate their symptoms (“fake bad”) to appear more impaired 
than they really are; others may intentionally minimize their symptoms (“fake good”) to 
appear healthier than they really are. Still other clients may respond randomly without 
paying much attention to items at all. The MMPI and MMPI-2 include a number of 
items designed to “catch” these test-taking attitudes. When responses to these items are 
grouped together, they constitute the test’s validity scales. These validity scales inform 
the clinical psychologist about the client’s approach to the test and allow the psychologist 
to determine whether the test is valid and what kinds of adjustments might be appropri-
ate during the process of interpreting the clinical scales. The MMPI and MMPI-2 con-
tain three specific validity scales: L (Lying, suggesting “faking good”), K (Defensiveness, 
also suggesting “faking good”), and F (Infrequency, suggesting “faking bad”).

As an example of the importance of validity scales, consider Tammy, a 24-year-old 
woman on trial for armed robbery. Her attorney has argued that Tammy is seriously 
mentally ill and that, as a result, she should be found not guilty by reason of insan-
ity and placed in a psychiatric treatment center rather than imprisoned. The judge in 
Tammy’s case orders Tammy to undergo a psychological examination, and Dr. Reed, the 
clinical psychologist in the case, uses the MMPI-2, among other tests. Dr. Reed finds 
that many of Tammy’s MMPI-2 clinical scales, especially scales 2 (Depression) and 8 
(Schizophrenia), are extremely high. Alone, this information would suggest that Tammy 
is experiencing significant psychopathology. However, Tammy’s MMPI-2 validity scales 
(especially her F scale) strongly suggest that she “faked bad” on the test; that is, she exag-
gerated her symptoms in an attempt to look more pathological than she truly is. (Clinical 
psychologists often use the term malingering to describe this type of deliberate behavior.) 
With this information, Dr. Reed may determine that Tammy’s MMPI-2 results are alto-
gether invalid or may interpret the clinical scales with the knowledge that Tammy tended 
to overstate her problems.

The MMPI grew tremendously in popularity from the 1940s to the 1980s and was 
eventually replaced by the MMPI-2 in 1989. The revision process addressed several weak-
nesses that had become increasingly problematic for the original MMPI (Tarescavage & 
Ben-Porath, 2015). Foremost among these weaknesses was the inadequate normative 
sample of the original MMPI. The “normal” group with which the clinical groups were 
compared consisted of 724 individuals from Minnesota in the 1940s. (To be specific, 
they were visitors to the University of Minnesota Hospital.) This group was overwhelm-
ingly rural and white, and as such, they were not at all an adequate microcosm of the 
U.S. population. So for the MMPI-2, normative data were solicited from a much larger 
and demographically diverse group. In all, the MMPI-2 normative group includes 2,600 
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people from seven states who closely matched U.S. Census data from the 1980s regard-
ing age, ethnicity, and marital status (Butcher, 2011; R. L. Greene & Clopton, 2004). 
Other improvements included the removal or revision of some test items with outdated 
or awkward wording. Otherwise, the authors of the MMPI-2 sought to keep the revised 
version as similar as possible to the original MMPI to take advantage of the familiarity 
of the test to many clinical psychologists and the enormous body of literature that had 
accumulated regarding the MMPI.

Soon after the MMPI-2 was published, an alternate version of the MMPI was created 
for younger clients. Whereas the MMPI-2 is appropriate only for adults (18 years and 
older), the Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A) 
was designed for clients aged 14 to 18 years. It was published in 1992 and is very similar 
in administration, format, scoring, and interpretation to the MMPI-2. It is a true/false, 
pencil-and-paper test consisting of 478 items. Some of its items are shared with the 
MMPI-2, and some are original items targeting common teen issues such as school, fam-
ily, substance use, and peer relations. It yields the same validity scales and clinical scales 
as the MMPI-2. It was normed on 2,500 adolescents chosen to match 1980 U.S. Census 
data on many important demographic variables (Archer, 1997; Baer & Rinaldo, 2004; 
Ben-Porath & Archer, 2008).

The MMPI-2 and MMPI-A yield the same 10 clinical scale scores that the original 
MMPI yielded. After considering the validity scores, clinical psychologists interpret the 
MMPI-2 or MMPI-A by considering the clinical scale scores most elevated above nor-
mal levels. In some cases, a single clinical scale score will stand out; in others, two or three 
clinical scale scores may be elevated. As shorthand, clinical psychologists often use the 
elevated scale numbers (“code-types”) to refer to a client’s profile, as in, “her MMPI-A 
profile is a 3/6” or “his MMPI-2 is a 2/4/8.” Once these high clinical scales are identified, 
clinical psychologists turn to the empirical literature describing clients with that pattern 
of elevations. Numerous books and computer programs, many of which were authored 
by individuals involved in the creation of the MMPI, MMPI-2, or MMPI-A, supply 
psychologists with this interpretive information. In addition to the 10 clinical scales, a 
number of additional scales—known as supplemental scales and content scales—have 
been developed to measure other, often more specific aspects of personality and pathol-
ogy (Butcher, 2011; Butcher & Beutler, 2003).

The MMPI-2 is extremely well supported by research on its psychometric charac-
teristics. Thousands of studies examine some aspect of reliability or validity regarding 
the MMPI tests, and the results have been consistently positive. In short, the MMPI-2 
is established as a reliable and valid test of personality and psychopathology, justifying 
its extensive use by clinical psychologists (R. L. Greene & Clopton, 2004). Although the 
research base is not as extensive, similar conclusions have been reached for the MMPI-A 
(Archer, 1997; Baer & Rinaldo, 2004).

In late 2008, a new, shorter version of the MMPI-2 was released. The MMPI-2 
Restructured Form (MMPI-2-RF; Ben-Porath & Tellegen, 2008; Krishnamurthy & 
Meyer, 2016) contains only 388 of the 567 items on the MMPI-2. Its clinical scales, 
called the Restructured Clinical scales, are close to the 10 clinical scales in the other 
forms of the MMPI but different in important ways. Each scale includes fewer items, 
and each is more homogeneous or “tighter.” In other words, each scale overlaps less 
with the others due to the removal of items that overlapped between the scales. Much 
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of this overlap stemmed from items that tap into the concept of demoralization, which 
developers of the MMPI-2-RF believed to be pervasive across many forms of psy-
chopathology. So demoralization gets a scale of its own in the MMPI-2-RF, and the 
remaining clinical scales are a bit more streamlined and distinctive from one another. 
(Two of the original 10 clinical scales, scale 5 [Masculinity-Femininity] and scale 0 
[Social Introversion], are omitted from the MMPI-2-RF.) The MMPI-2-RF also 
includes the new Higher-Order scales, which correspond with common 2-point codes 
from the MMPI-2 but are measured as single scales, and the new PSY-5 scales, which 
are related to personality disorders (Ben-Porath & Archer, 2008; Groth-Marnat, 2009). 
The MMPI-2-RF has been well received by some because of its brevity (compared 
to the MMPI-2) and ease of interpretation (J. R. Graham, 2012; R. L. Greene, 2011). 
However, the MMPI-2-RF also has a number of detractors, who raise questions about 
the quality of its norms and the reliability and validity of some of its scales (Butcher, 
2010, 2011; Butcher & Williams, 2009; Tarescavage & Ben-Porath, 2015). The MMPI-
2-RF has not entirely replaced the MMPI-2 in terms of usage by clinical psychologists. 
Instead, both versions are widely used. Researchers have made attempts to estimate 
the relative popularity of the MMPI-2 and MMPI-2-RF, with different results and 
explanations offered by different authors (Ben-Porath, 2017; Knauss, 2017; Lally & 
Williams, 2017; C. L. Williams & Lally, 2016, 2017).

The MMPI-2, MMPI-2-RF, and MMPI-A are currently used for a wide variety 
of purposes in a wide variety of settings. They are considered comprehensive tests of 
personality characteristics and psychopathology, and they can be helpful in forming 
Diagnostic and Statistical Manual of Mental Disorders (DSM) diagnoses and suggesting 
placement (e.g., inpatient vs. outpatient) and treatment. They are also used in numer-
ous specialty areas of psychology, including forensic settings and personnel testing 
(Butcher, 2011).

An unusual but interesting use of the MMPI-2 has been described by Stephen Finn 
and his colleagues: therapeutic assessment (TA). As the name implies, TA involves the use 
of psychological testing—including feedback about the results—as a brief therapeutic 
intervention. Early in his career, Finn noticed that his assessment clients often seemed 
to benefit from the feedback session in which he explained the results of their testing. 
Despite the fact that the effect was unintended, Finn pursued specific methods by which 
to maximize it. He has focused on the MMPI-2 specifically and emphasizes a feedback 
session that is an interactive discussion between client and clinician rather than a uni-
directional lecture. TA works most effectively when the assessment is voluntary (rather 
than required) and when the client can pose specific questions for the clinician to address 
during feedback (Finn & Kamphuis, 2006; Finn & Tonsager, 1992; M. L. Newman & 
Greenway, 1997). More broadly, the notion of psychological assessment as a therapeu-
tic tool in and of itself has accumulated significant empirical support (Aschieri, Fantini, 
& Smith, 2016; Bornstein, 2016; Hanson & Poston, 2011; Poston & Hanson, 2010; 
Provenzi, Menichetti, Coin, & Aschieri, 2017) and has even been extended to assess-
ments conducted via computer or smartphone (R. E. Smith et al., 2011).

The MMPI-2 and MMPI-A tests are not without limitations. They have been crit-
icized for being too lengthy, requiring reading ability and prolonged attention beyond 
the capability of some clients, and being susceptible to “faking” by sophisticated clients 
who can outwit the validity scales. A final criticism of the MMPI tests focuses on their 
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emphasis on forms of psychopathology as the factors that make up personality. That is, 
the clinical scales of the MMPI tests describe a client’s personality by describing the 
extent to which the client has various pathologies (depression, schizophrenia, etc.) as 
opposed to emphasizing other aspects of personality, such as normal traits or strengths.

Clinical psychologists use numerous other objective personality tests that are 
similar to the MMPI tests in some ways yet different in some important ways as well. 
Examples include the Personality Assessment Inventory; the Millon Clinical Multiaxial 
Inventory-IV, which emphasizes personality disorders; and the NEO Personality 
Inventory-3, which emphasizes normal personality traits.

Personality Assessment Inventory

The Personality Assessment Inventory (PAI) contains 344 items, each of which offers 
four responses: totally false, slightly true, mainly true, and very true. It is appropriate for 
clients 18 to 89 years old, but an adolescent version, the PAI-A, can be used for clients as 
young as 12. The PAI has a fourth-grade reading level, making it more intelligible than 
other broad-based objective personality tests. Like the MMPI, it includes multiple valid-
ity scales to detect the manner in which the client is taking the test. It includes 11 clinical 
scales, some that match with those of the MMPI but others that are more uniquely tied 
to specific diagnoses or problems, like Borderline Features, Antisocial Features, Anxiety-
Related Disorders, Alcohol Problems, and Drug Problems. This direct correspondence 
to some (but not all) DSM disorders is considered a strength of the PAI (Groth-Marnat 
& Wright, 2016; Krishnamurthy & Meyer, 2016). The PAI was originally created in 1991 
by Leslie Morey (Morey, 2003).

Millon Clinical Multiaxial Inventory-IV

The Millon Clinical Multiaxial Inventory-IV (MCMI-IV) is like the MMPI-2 and 
PAI in many ways: It is a comprehensive personality test in a self-report, pencil-and- 
paper, true/false format. The primary difference between the tests is the MCMI-IV’s 
emphasis on personality disorders. Although it does feature scales for many clinical syn-
dromes related to other disorders such as depression, anxiety, and posttraumatic stress, 
the MCMI-IV is notable for its many scales related to the personality disorders in DSM. 
In fact, the MCMI-IV features separate clinical scales corresponding to each of the 
10 current personality disorders (e.g., antisocial, borderline, narcissistic, paranoid). It 
also includes clinical scales for other forms of personality pathology, many of which 
have been considered for inclusion as disorders in DSM but are currently omitted (e.g., 
self-defeating personality, negativistic/passive-aggressive personality, depressive person-
ality, turbulent personality; Choca & Grossman, 2015; Craig, 2008; Retzlaff & Dunn, 
2003). The MCMI-IV is designed for adults, but there are separate Millon personality 
inventories for adolescents and children, as well as another designed for use in medical 
situations in which the health care professional believes that personality may influence 
physical health (Millon & Millon, 2015).

The MCMI was originally created in 1977 by Theodore Millon, a widely recog-
nized scholar on personality disorders. The current version, MCMI-IV, was published in 
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2015. The MCMI-IV consists of 195 true/false items. In addition to its clinical scales, it 
includes “modifier indices,” which function similarly to the validity scales of the MMPI 
tests by assessing the test-taking attitude of the client. A version for adolescents, the 
Millon Adolescent Clinical Inventory (MACI), contains 160 items and is appropriate for 
clients aged 13 to 19 years old (Krishnamurthy & Meyer, 2016; J. L. Newman, Larsen, 
Cunningham, & Burkhart, 2015). Reliability and validity data for all editions of the 
MCMI are strong, suggesting it is a wise choice for clinical psychologists who seek a 
broad assessment of personality with an emphasis on personality disorders (Craig, 2008; 
Meagher, Grossman, & Millon, 2004; Pincus & Krueger, 2015).

NEO Personality Inventory-3

As stated earlier, the MMPI (and MCMI and PAI) emphasizes the pathological aspects 
of personality by producing scores that indicate the extent to which the client is symp-
tomatic of various disorders. The authors of the NEO Personality Inventory-3 
(NEO-PI-3), Paul Costa and Robert McCrae, sought to create a personality mea-
sure that assesses “normal” personality characteristics. The five characteristics mea-
sured by their test emerge from decades of research on normal personality, much of 
which was factor analytic in nature. In short, the authors of the NEO-PI-3 (who also 
put forth the corresponding five-factor model of personality or “Big Five”) argue that 
the many words our language offers for describing personality traits “cluster” into five 
fundamental traits of personality that characterize everyone in varying degrees. These 
traits—Neuroticism, Extraversion, Openness, Agreeableness, and Conscientiousness—
are the five primary scales yielded by the NEO-PI-3 and are described in Table 10.2. The 
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Table 10.2 Normal Personality Traits Assessed by the NEO-PI-3

Trait/Scale Description of High Score Description of Low Score

Neuroticism Prone to emotional distress, negative 
affect, anxiety, sadness

Emotionally stable, even tempered, 
secure even under stressful conditions

Extraversion Sociable, talkative, outgoing, prefer to 
be with others

Introverted, reserved, shy, prefer to be 
alone

openness Curious about novel ideas and values, 
imaginative, unconventional

Conventional, conservative, traditional, 
prefer familiar ideas and values

Agreeableness Sympathetic, cooperative, 
accommodating, prefer to avoid conflict

hardheaded, competitive, egocentric, 
uncooperative, unsympathetic

Conscientiousness organized, purposeful, disciplined, 
methodical, tend to make and carry out 
plans

Easygoing, spontaneous, disorganized, 
spur-of-the-moment, laid-back

Sources: Costa & McCrae (1992); Costa & Widiger (2001).
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NEO-PI-3 also produces 30 “facet” scores (six facets within each of the five domains) 
to offer more specific descriptions of components within each trait (Costa & McCrae, 
1992, 2008; McCrae & Costa, 2007; McCrae, Costa, & Martin, 2005; Simms, Williams, 
& Nus, 2017).

In terms of format, the NEO-PI-3 is comparable to the other objective personality 
tests described in this chapter. It is a 240-item, pencil-and-paper, self-report questionnaire. 
The items are short statements with multiple-choice responses ranging from “strongly 
agree” to “strongly disagree.” The original NEO Personality Inventory was published in 
1985, with a revised edition, NEO-PI-R, arriving in 1992, and the NEO-PI-3 in 2005. A 
short form of this test (with 60 items), the NEO Five Factor Inventory (NEO-FFI), is 
also available but produces a less detailed profile. Psychometric data on the NEO-PI-3 
suggest that it has very strong reliability and validity (Costa & McCrae, 1992). The main 
purpose of the revision that produced the NEO-PI-3 was to revise 37 items to become 
more readable and easily understood. The NEO-PI-3 has not replaced the NEO-PI-R 
in terms of popular usage, but it provides an alternative for clients as young as 12, or 
older clients whose reading skills may be relatively weak (Costa, McCrae, & Martin, 
2008; McCrae & Costa, 2010; McCrae, Costa, & Martin, 2005).

The NEO-PI-3 has been criticized for its lack of validity scales. Unlike the MMPI 
tests and the MCMI-III, the NEO-PI-3 lacks any substantive measurement of the 
test taker’s approach to the test, leaving it rather vulnerable to “faking” or inattention 
by clients. Clinicians have also commented on the test’s limited clinical utility, espe-
cially regarding diagnosis. Although the NEO-PI-3 can indicate that an individual is 
extremely high or low in any of the five fundamental personality traits, such extreme 
scores do not readily translate into specific, diagnosable mental disorders. However, 
recent research suggests that some disorders, especially personality disorders, correlate 
strongly with particular combinations of high scores on NEO-PI-3 scales, which bol-
sters the clinical utility of the NEO-PI-3 for many psychologists (Costa & McCrae, 
2008; Costa & Widiger, 2001).

Beck Depression Inventory-II

Comprehensive objective personality tests—such as the MMPI, PAI, MCMI-III, and 
the NEO-PI-3—provide clinical psychologists with a broad overview of personality and 
provide scores on a broad range of variables.

But sometimes, clinical psychologists prefer more targeted, noncomprehen-
sive objective measures. These tests are typically briefer and focus exclusively on one 
characteristic, such as depression, anxiety, or eating disorders. The Beck Depression 
Inventory-II (BDI-II) is a widely respected and used example of this type of test 
(Piotrowski, 2018). (It appears in this section about objective personality tests even 
though it assesses only one characteristic rather than personality more fully.) Related 
instruments include the Beck Hopelessness Scale and the Beck Anxiety Inventory, each of 
which zooms in on the variable identified in its name. Here, we will focus on the BDI as 
an example of this type of test.

The BDI-II is a self-report, pencil-and-paper test that assesses depressive symp-
toms in adults and adolescents. The original BDI was created by Aaron Beck, a leader 
in cognitive therapy for depression and other disorders, in the 1960s (Rosner, 2015a); 
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the current revision was published in 1996. The BDI-II is brief—only 21 items, usually 
requiring a total of 5 to 10 minutes to complete. Each item is a set of four statements 
regarding a particular symptom of depression, listed in order of increasing severity. The 
clients choose the one sentence in each set that best describes their personal experience 
during the previous 2 weeks (a time period chosen to match DSM criteria). The 21 item 
scores are summed to produce a total score, which reflects the client’s overall level of 
depression (Brantley, Dutton, & Wood, 2004; Quilty, Zhang, & Bagby, 2010). As a sim-
ulated sample BDI-II item, consider the following set of statements, of which the client 
would choose one:

• I never think about dying. (0 points)

• I occasionally think about dying. (1 point)

• I frequently think about dying. (2 points)

• I constantly think about dying. (3 points)

The BDI-II lacks validity scales, and of course its scope is much more limited than 
those of the other objective tests discussed in this chapter (Rosner, 2015b). However, its 
reliability and validity are strongly established (Brantley et al., 2004), and it is a frequent 
choice of psychologists seeking a quick, empirically sound answer to a specific assessment 
question regarding depression.

PROJECTIVE PERSONALITY TESTS

Objective personality tests are based on the assumption that personality is best assessed 
by directly asking people to describe themselves. Projective personality tests are based 
on a fundamentally different assumption: People will “project” their personalities if pre-
sented with unstructured, ambiguous stimuli and an unrestricted opportunity to respond 
(Tuber & Meehan, 2015). (The term performance-based test is sometimes used synony-
mously with projective test [Krishnamurthy & Meyer, 2016].) Imagine a group of people 
lying on the ground, looking up at the same series of vaguely shaped clouds in the sky. 
The way each person makes sense of the series of clouds implies something about that 
person’s personality, according to supporters of projective personality tests. To extend 
this analogy, projective personality tests are similar to a series of “clouds” that psychol-
ogists display to clients. Clients are given freedom to make sense of these stimuli in 
any way they choose—they are not restricted to multiple-choice or true/false options. 
Clients’ responses may be compared with those of others in a normative group, and 
psychologists will ultimately form hypotheses about the clients’ personalities based on 
their responses.

The lack of objectivity, especially in scoring and interpreting, highlights the most 
frequently cited shortcoming of projective personality tests. Critics of projective tests 
stress that they are far too inferential to be empirically sound; that is, they rely too heavily 
on a psychologist’s unique way of scoring and interpreting a client’s responses (Hunsley, 
Lee, & Wood, 2003). In an objective test in which a client’s responses consist of “true” 
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or “false,” scoring is standardized and consistent. But in a projective test in which each 
client produces unique responses, scoring may vary across psychologists. Additionally, 
once items are scored, the process of assigning meaning to them is, according to many, 
less systematic and more idiosyncratic in projective tests. Indeed, the standing of projec-
tive tests has undoubtedly declined in popularity in recent decades, to the satisfaction of 
critics who claim that their reliability and validity are insufficient to justify psychologists 
using them or graduate programs teaching them (e.g., Lilienfeld, Wood, & Garb, 2000).

However, other experts in the field of projective personality testing have argued 
vigorously in favor of their use (G. J. Meyer & Viglione, 2008). They point to unique 
assets of projective tests, such as the fact that they aren’t as “fake-able” as objective tests: 
“Given the research on the human capacity to create a façade of mental health, person-
ality assessment using [projective] methods affords the clinical psychologist the means to 
bring to light a person’s true emotional troubles” (Fowler & Groat, 2008, p. 491). They 
also point to empirical data, such as a review of 184 meta-analytic studies of the psycho-
metric characteristics of personality tests that found the reliability and validity of com-
mon projectives such as the Rorschach Inkblot Method and the Thematic Apperception 
Test (TAT), when scored systematically and accurately, roughly equal to those of com-
monly used objective personality tests (G. J. Meyer, 2004). However, critics cast serious 
doubt on the methods and data used to support these conclusions. So the controversy 
continues. Although projective personality tests may not be as 
popular as they once were and some detractors decry their con-
tinued use, surveys of psychologists suggest that some, including 
the Rorschach, the TAT, and sentence completion tests, remain 
very much a part of contemporary clinical psychology (e.g., 
Watkins et al., 1995).

Rorschach Inkblot Method

In 1921, Hermann Rorschach created the Rorschach Inkblot 
Method. Rorschach was a Swiss psychiatrist who, as a child, 
played a game in which participants looked at vague blots of ink 
and said what they saw in the blots. As an adult, he decided to 
apply a similar method to his patients, with the hypothesis that 
their responses would reveal their personality characteristics 
(Weiner, 2004).

For his test, Rorschach created 10 inkblots, 5 with only 
black ink and the other 5 with multiple colors. Administration 
occurs in two phases. In the “response” or “free association” phase, the psychologist pres-
ents one inkblot card at a time, asks, “What might this be?” and writes down the client’s 
responses verbatim. After the client has responded to all 10 cards, the “inquiry” phase 
begins, in which the psychologist reads the client’s responses aloud and asks the client to 
describe exactly where in the inkblot each response was located and what features of the 
inkblot caused the client to offer that response. A simulated Rorschach inkblot appears 
in Photo 10.3.

When Rorschach published his inkblots in 1921, they were not accompanied by 
a scoring method. Rorschach died about a year later, and in his absence, numerous 
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}} Photo 10.3
This inkblot 
closely resembles 
those used in the 
Rorschach Inkblot 
Method. In your 
opinion, how well 
can responses to 
inkblots reveal 
personality 
characteristics?
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scoring systems were independently created and used in the United States and Europe. 
Ultimately, John Exner combined aspects of many scoring systems to create the 
Comprehensive System, which has become the most common method of scoring the 
Rorschach (Exner, 1986; J. M. Wood, Nezworski, Lilienfeld, & Garb, 2003). Exner’s 
Comprehensive System includes normative data collected from thousands of children 
and adults; thus, the Rorschach can be used with clients across almost the entire life span.

When a clinical psychologist uses Exner’s Comprehensive System, each Rorschach 
response is coded in many ways. The scoring of a Rorschach response has as much to 
do with the process by which the client made sense of the blot as the content of the 
client’s perceptions. In other words, how the client perceives the blot is no less import-
ant than what the client sees. A small sample of the many variables examined by the 
Comprehensive System includes the following:

• Location. Does the response involve the whole inkblot, a large portion of it, or a 
small detail?

• Determinants. What aspect of the inkblot—its form, color, shading, and so on—
caused the client to make a particular response?

• Form Quality. Is the response easily identifiable and conventional? Or is it unique 
or distorted?

• Popularity. Each card has a response or two that occurs relatively frequently. 
How often does the client offer these popular responses?

• Content. What kinds of objects appear with unusual frequency in the client’s 
responses? People, animals, food, clothing, explosions, body parts, nature, or 
other categories of items?

After each response is scored, the scores are combined into a variety of indices, and 
the scores and indices are then interpreted. Although interpretive strategies vary somewhat 
and some may be more empirically based than others, a rule of thumb is that the way the 
client makes sense of the inkblots parallels the way the client makes sense of the world. 
Consider, for example, the Form Quality variable. Clients who consistently offer distorted, 
atypical perceptions of inkblots are thought to do similar things in life—misperceive situ-
ations, use distorted judgment, or make sense of things in an unconventional manner. Or 
consider the Location variable. A client whose responses almost always incorporate the 
whole inkblot may tend to focus on the “big picture” of life rather than “breaking it down” 
into smaller pieces or attending to details, whereas a client whose responses always involve 
very small parts of the inkblot may tend to focus excessively on details and overlook the 
“big picture” in day-to-day life.

Together, the multitude of variables yielded by the Comprehensive System shed 
light on many aspects of personality. However, the psychometric foundation under-
lying the Rorschach has, for some, cast doubt on the clinical conclusions it can offer. 
Supporters of the Rorschach point out that the reliability data regarding scoring, espe-
cially test-retest reliability, are quite strong according to some studies and that validity for 
the Rorschach has been measured at a comparable level to that of the MMPI tests (e.g., 
G. J. Meyer, 2004; Rose, Kaser-Boyd, & Maloney, 2001). However, many critics of the 
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Rorschach have pointed out some serious shortcomings: Numerous studies have found 
weak reliability and validity data; scoring and interpretation guidelines are complex, and 
psychologists do not always follow them as closely as they should; results can’t often dis-
tinguish those who have a particular disorder from those who don’t; moreover, norms for 
the Rorschach may be inadequate for some populations (as summarized by J. M. Wood  
et al., 2003; see also J. M. Wood et al., 2010). Amid the recent controversy regarding the 
scientific status of the Rorschach, some strong support has emerged. Specifically, meta- 
analyses have concluded that some variables in the Comprehensive System, especially 
those that measure psychoticism, psychological resources, and cognitive complexity, are 
quite valid (Mihura & Meyer, 2015a; Mihura, Meyer, Dumitrascu, & Bombel, 2013). 
These meta-analyses were so impressive that even vocal critics of the validity of the 
Rorschach published an article in which they endorsed the use of those variables in cer-
tain clinical and research settings (Mihura, Meyer, Bombel, & Dumitrascu, 2015; J. M. 
Wood et al., 2015). Those meta-analyses also inspired the creation of an entirely new 
scoring system, the Rorschach Performance Assessment System (R-PAS), which has 
stronger norms than the Comprehensive System (G. J. Meyer, Viglione, Mihura, Erard, 
& Erdberg, 2011; Mihura & Meyer, 2015a).

Simulated TAT Card With Simulated Responses

1. “She’s really nervous about something. 
It’s only breakfast time, but she’s already 
anxious about something coming up 
during her day. Maybe she’s worrying 
about a test at school, or some kids 
who might tease her, or the school bus 
getting into an accident, or something 
happening out of the blue that she 
hasn’t even thought about yet. Not sure 
which, but she’s definitely worried about 
something, and she’s only gonna get 
more worried as the day goes on.”

2. “She is a sad, sad girl. She’s looking at 
that plate and thinking that it’s empty, 
just like her life. Something good may 
appear on the plate soon, but that will 
only be temporary. It’s just like her life—
she wishes she could stay happy, but she 
just can’t. No matter what, she ends up 
sad again.”

3. “She’s excited for a family dinner. Soon, 
her parents and brothers and sisters 
will be around the table, and there will 
be eating and laughing and fun. Then, 
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Thematic Apperception Test

The Thematic Apperception Test (TAT), published by Henry Murray and Christiana 
Morgan, is similar to the Rorschach in that it involves presenting the client with a series 
of cards, each featuring an ambiguous stimulus (C. D. Morgan & Murray, 1935; Murray, 
1943). Unlike the Rorschach cards, however, the TAT cards feature interpersonal scenes 
rather than inkblots. The client’s task is to create a story to go along with each scene 
(Gieser & Stein, 1999; W. G. Morgan, 1999). They are asked to consider not only what 
is happening in the scene at the moment but also what happened before and what may 
happen after the scene. They are also asked to describe what the characters may be think-
ing and feeling (Bellak, 1993). Although the TAT is considered a global measure of per-
sonality by many, its strength may lie in its ability to measure interpersonal relationship 
tendencies (Ackerman, Fowler, & Clemence, 2008).

Box 10.4 features a simulated TAT card, along with a variety of simulated responses. 
What inferences would you make about the person telling each of the stories? Compare 
your interpretations to those of your classmates or friends—how consistent are the inter-
pretations? (Note that the actual interpretation of TAT responses would emphasize recur-
ring themes across multiple stories rather than an interpretation based on a single story.)

The TAT includes a total of 31 cards, but psychologists typically select their own 
subset of cards—often about 10 or so—to administer to a particular client. As the cli-
ent tells stories aloud and the psychologist writes them down, the psychologist may ask 
questions during a client’s story to solicit more information and can remind the client 
of the initial instructions as well. Henry Murray (1943) offered a scoring system for 
the TAT emphasizing “needs” of the main characters, “press” from the environment, 
and other variables. Others have offered additional formal scoring systems (e.g., Bellak, 

they will all help clean up and have a 
great evening. As she goes to bed, she’ll 
be looking forward to another great day 
tomorrow.”

4. “She’s a guest at this house—her friend 
invited her to have dinner over. She’s 
thinking about the jewelry she just stole 
from her friend’s mother’s bedroom. 
She snuck in there when no one was 
looking and grabbed some earrings and a 
necklace. Some people would be feeling 
guilty about it, but she doesn’t—not at 
all. She actually gets a rush out of it.”

5. “She just finished all of the food on 
her plate, and now she’s thinking 
about making herself throw up. She 
definitely doesn’t want to get fat. 
Her mom yells at her older sister 
all the time about being fat. She 
doesn’t want her mom to criticize 
her like that, so she’s trying hard to 
stay thin. Sometimes she doesn’t 
eat much at all. When she does, she 
usually thinks about making herself 
throw up, and sometimes she 
actually does it.”

Source: Kenney Mencher.

(Continued)
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1999; see also Abrams, 1999), but for the most part, formal TAT scoring systems have 
been “neglected or ignored” (Moretti & Rossini, 2004, p. 357). Currently, the TAT is 
often analyzed without formal scoring at all: “Most clinicians today seem to rely on their 
own impressionistic inferences,” resulting in “idiosyncratic and inconsistent” use of the 
TAT (Moretti & Rossini, 2004, p. 357). Thus, TAT interpretation is frequently more art 
than science. A client’s story may be interpreted one way by one psychologist but very 
differently by another.

As a result of this nonempirical scoring and interpretation procedure, the TAT is 
not a preferred test among clinical psychologists who insist on assessment methods sup-
ported by strong psychometric data (Holt, 1999). The validity and reliability of the TAT 
are less well established than those of other personality tests, largely because the scoring, 
interpretation, or administration is not uniform across psychologists (Mihura & Meyer, 
2015b). Henry Murray (1943) himself stated, “The conclusions that are reached by an 
analysis of TAT stories must be regarded as good ‘leads’ or working hypotheses to be 
verified by other methods, rather than as proved facts” (p. 14)—a statement applicable to 
all assessment methods, especially those with debatable scientific status. Nonetheless, the 
use of the TAT continues, as well as the use of the related Children’s Apperception Test 
(CAT) and Senior Apperception Test (SAT; Bellak, 1993; see also Teglasi, 2010), based 
on the hypothesis that “the stories we tell say something about who we are” (Moretti & 
Rossini, 2004, p. 357).

A final note on storytelling tests: the Tell-Me-a-Story (TEMAS) apperception test, 
designed for children and adolescents, is part of a newer generation of TAT-style tests 
that place greater emphasis on empirical scoring via normative data as well as cultural 
sensitivity (Malgady & Colon-Malgady, 2008). The TEMAS was developed specifically 
for Hispanic youth and was later expanded for use with African American and white 
youth—with images that feature culturally diverse people in scenes more typical of 
urban settings rather than the somewhat rural emphasis of the TAT (Teglasi, 2010). The 
TEMAS is described in more detail in Chapter 17.

Sentence Completion Tests

In sentence completion tests, the ambiguous stimuli are neither inkblots nor inter-
personal scenes; instead, they are the beginnings of sentences. The assumption is that 
clients’ personalities are revealed by the endings they add and the sentences they cre-
ate. Although there are many projective tests using the sentence completion format, the 
Rotter Incomplete Sentences Blank (RISB) tests are by far the most widely known 
and commonly used (Sherry, Dahlen, & Holaday, 2004; Weis, 2015). The original RISB 
was published in 1950, with the most recent revised edition (including high school, col-
lege, and adult versions) appearing in 1992. The RISB tests include 40 written sentence 
“stems” referring to various aspects of the client’s life. Each stem is followed by a blank 
space in which the client completes the sentence. Simulated sentence stems similar to 
those in the RISB include the following:

• I enjoy ________________________________________.

• It makes me furious ______________________________.
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• I feel very nervous ______________________________.

• My proudest moment ___________________________.

• My greatest weakness ___________________________.

Like the TAT, the RISB includes a formal scoring system, but clinical psychologists 
may not use it regularly, and when they do, scoring is highly dependent on the clinical 
judgment of the psychologist. Thus, its scientific standing is questionable. However, 
the RISB can flesh out the information obtained through other tests, including objec-
tive personality tests (Sherry et al., 2004). For example, a clinical psychologist may 
conclude that a client is depressed after the client obtains a very high score on the 
Depression scale (scale 2) of the MMPI-2. But that scale score alone offers no expla-
nation of the qualitative aspects of the depression or what the depression is “about.” If 
the client answered the simulated RISB items above by stating that “I enjoy . . . very 
few things now that my spouse is gone,” “It makes me furious . . . that life is so unfair,” 
and “I feel very nervous . . . when I think about living alone,” the clinical psychologist 
can hypothesize that the client’s depression relates closely to the loss of this significant 
relationship.

BEHAVIORAL ASSESSMENT

Most clinical psychologists would consider all the objective and projective measures 
described so far in this chapter to be traditional personality assessment techniques. 
These traditional techniques share a few basic, implicit assumptions:

• Personality is a stable, internal construct. In other words, behavior is determined 
primarily by characteristics or dispositions “inside” the person.

• Assessing personality requires a high degree of inference. That is, clinical 
psychologists use the data provided by personality tests (e.g., MMPI-2 scale 
scores, Rorschach responses) to deduce or speculate about problem behaviors 
that clients may actually experience.

• Client behaviors are signs of deep-seated, underlying issues or problems, 
sometimes taking the form of DSM diagnoses.

Behavioral assessment challenges all these assumptions and offers a fundamen-
tally different approach to assessment (Haynes, Kaholokula, & O’Brien, 2015; Heiby 
& Haynes, 2004; Ollendick, Alvarez, & Greene, 2004). According to behavioral assess-
ment, client behaviors are not signs of underlying issues or problems; instead, those 
behaviors are the problems. Another way to state this is that the behavior a client 
demonstrates is a sample of the problem itself, not a sign of some deeper, underlying 
problem. For example, if Zach, a 9-year-old child, argues with teachers often at school, 
“arguing with teachers” is the problem. It is unnecessary and unwise, according to 
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behavioral assessors, to understand Zach’s arguing as “symptomatic” of a deep-rooted 
issue, such as oppositional defiant disorder. So to assess the problem, assessment tech-
niques should involve as little inference as possible. Rather than inkblots or ques-
tionnaires that may get at the problem indirectly, behavioral assessors would choose 
the most direct way to measure Zach’s problem behavior: observation of Zach in his 
classroom. By rejecting the idea that Zach “has” some internal disorder or trait that 
underlies his arguing, behavioral assessors demonstrate their rejection of the more 
fundamental idea that enduring, internal “personality” characteristics cause all behav-
ior. Instead, behavioral assessors argue that external, situational factors determine our 
behavior. As such, behavioral assessment is a uniquely empirical approach that capital-
izes on “the use of valid, precise, and sensitive measures of well-defined behaviors and 
contemporaneous events to capture behavior-environment interactions” (Haynes & 
Kaholokula, 2008, p. 518) in which clinicians diagnose behavior problems rather than 
the clients who exhibit them.

Methods of Behavioral Assessment

The most essential technique in behavioral assessment is behavioral observation or 
the direct, systematic observation of a client’s behavior in the natural environment 
(Bakeman & Haynes, 2015; Ollendick et al., 2004). Also known as naturalistic obser-
vation, this practice involves taking a direct sample of the problem at the site where it 
occurs (home, work, school, public places, etc.). The first step in behavioral observa-
tion involves identifying and operationally defining the problem behavior. This takes 
place via interviews, behavioral checklists, consultation with those who have observed 
the client (family members, coworkers, teachers, etc.), or self-monitoring by the cli-
ent. Once the target behavior is identified and defined, systematic observation takes 
place. This process usually involves tallying the frequency, duration, or intensity of 
the target behavior across specified time periods—first as a baseline, and then at reg-
ular intervals to measure improvement as compared with that baseline. Such direct 
observation can provide a far more accurate assessment of problem behavior than 
merely asking the client to recall or summarize it verbally during an interview or on 
a questionnaire. When observation in the natural environment is not possible, behav-
ioral assessors can arrange an analogue observation, in which they attempt to replicate 
the real-world setting in the clinic and observe the client’s responses there (Haynes & 
Kaholokula, 2008).

Behavioral observation also typically includes keeping a record of the events that 
occur immediately before and after the target behavior. Depending on the client, the 
target behavior, and the setting, the record keeping can be completed by any number 
of individuals, including a teacher, a parent, a friend or family member, or the client. 
Documenting these events allows for clinical psychologists to understand the function-
ality of a particular behavior or how the behavior relates to the environment and con-
tingencies that surround it (Heiby & Haynes, 2004; O’Brien, Haynes, & Kaholokula, 
2016). As an example, let’s consider 9-year-old Zach again. If Zach’s clinical psychologist,  
Dr. Davis, was conducting a behavioral observation, Dr. Davis would visit Zach’s class-
room with an explicit definition of the arguing behavior and would systematically keep 
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track of its occurrence. However, Dr. Davis would also take note of the antecedents 
and consequences of Zach’s behavior. Perhaps Zach’s arguments are consistently pre-
ceded by a particular stimulus (e.g., a direct question from the teacher or an in-class 
math assignment) or followed by a particular consequence (e.g., prolonged atten-
tion from the teacher or removal from the room). These events surrounding Zach’s  
behavior—the “if . . . , then . . .” contingencies that he has learned regarding the out-
comes of his actions—can offer important information regarding the functionality of the 
target behavior (Cipani & Schock, 2007).

Traditional assessment methods such as interviews and questionnaires are not 
necessarily foreign to behavioral assessment, but if they are used, they emphasize the 
instrumental aspect of the behavior in question. That is, rather than having the aims 
of many traditional interviews and questionnaires—diagnostic categorization, for  
example—the interviews and questionnaires are used by behavioral assessors with 
the singular goal of identifying the function of the problem behavior. In fact, the  
terminology they use for these techniques—functional interview and functional  
questionnaires—illustrates this approach (Haynes & Kaholokula, 2008). If Dr. Davis 
conducted a functional interview with 9-year-old Zach (or his parents or his teacher), 
she would ask targeted questions about the antecedents and consequences of Zach’s 
problematic arguing behavior. Of course, asking the client’s opinion is no substitute for 
direct behavioral observation, because the client may lack insight or deliberately mislead 
the assessor about the sequence of events that typically takes place. However, functional 
interviews and functional questionnaires can provide important information to guide 
the behavioral observation. For example, Zach may mention that a consequence of his 
arguing behavior is that Thomas, the most popular boy in the class, roots him on by 
subtly smiling and nodding. If Thomas wasn’t on Dr. Davis’s radar before the functional 
interview, he will be after Zach mentions him.

Technology in Behavioral Assessment

Especially in recent years, computers and other forms of technology have been used 
productively by behavioral assessors. In Dr. Davis’s behavioral observation of Zach, Dr. 
Davis could have used a laptop computer or smartphone to record her observations. 
Numerous software programs have emerged, allowing for simultaneous recording of 
multiple variables, instant graphing and statistical analysis of behavior patterns, and 
other advanced, time-saving features. In fact, clients themselves can benefit from the use 
of technology in behavioral assessment. For example, clients often conduct self-mon-
itoring, as a way of either defining the target behavior or measuring changes in it over 
time. This self-monitoring has traditionally been done with pencil-and-paper jour-
nals, but computers and smartphones offer a method that can be more convenient (for 
e-mailing, texting, or downloading records) and private (if the device has a password- 
protection feature). Additionally, most of these devices have timer and alarm features, 
which can increase clients’ compliance with self-monitoring schedules (Richard & 
Lauterbach, 2003).
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CHAPTER SUMMARY

The personality assessment techniques traditionally 
used by clinical psychologists can generally be divided 
into objective and projective tests. Objective person-
ality tests are typically pencil-and-paper question-
naires featuring unambiguous stimuli, a limited range 
of responses, and a self-report format. Some of these 
tests assess test takers’ attitudes as well as clinically 
relevant variables, which aid in interpretation of test 
results. Examples of objective personality tests include 
the MMPI-2 and PAI, which focus on various types 
of psychopathology; the MCMI-IV, which focuses on 
personality disorders; the NEO-PI-3, which focuses 
on normal personality traits; and the BDI-II, which is 
a relatively brief, more targeted test assessing depres-
sion only. Projective personality tests involve ambig-
uous stimuli and an unlimited range of responses and 
are viewed by many as less psychometrically sound 

than objective tests. Examples of projective person-
ality tests include the Rorschach Inkblot Method; the 
TAT, in which clients respond to interpersonal scenes 
rather than inkblots; and sentence completion tests, 
in which clients fill in the end of unfinished sentence 
stems. Unlike traditional clinical assessment involving 
objective or projective testing, behavioral assessment 
involves a more direct and less inferential approach 
to clients’ problems. Behavioral assessors employ 
techniques such as behavioral observation and client 
self-monitoring with the belief that problem behav-
ior is the clinical issue rather than a sign of a deeper 
underlying issue. Regardless of the techniques they 
choose when assessing personality or behavior, clinical 
psychologists should use multiple methods, consider 
evidence-based assessment methods for particular 
clinical problems, and strive for cultural competence.
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CRITICAL THINKING QUESTIONS

1. In your opinion, what are the most important 
strengths and weaknesses of projective 
personality tests?

2. In your opinion, what are the most important 
strengths and weaknesses of objective personality 
tests?

3. If you were designing an objective personality 
test, how would you go about creating a measure 
of test-taking attitudes (such as the validity scales 
of the MMPI-2)?

4. The NEO-PI-3 is founded on the idea that 
all people share the same five fundamental 
personality characteristics and that we differ only 
in the strength of these characteristics. Do you 
agree that all people share the same personality 
characteristics, or do you believe that some 
people have qualitatively different characteristics 
than others?

5. In your opinion, for what clinical problems is 
behavioral assessment best suited?
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GENERAL ISSUES IN 
PSYCHOTHERAPY

11

With this chapter, we begin our exploration of psychotherapy, the most common pro-
fessional activity of clinical psychologists (Norcross & Karpiak, 2012). Upcoming 

chapters offer details on specific approaches to psychotherapy, including psychoanalytic/
psychodynamic, humanistic, behavioral, and cognitive techniques. But in this chapter, we 
consider some important “across-the-board” psychotherapy issues, including how well it 
works and how it has been practiced by clinical psychologists.

DOES PSYCHOTHERAPY WORK?

Questions about the outcome of psychotherapy have been prominent throughout the 
history of clinical psychology, and studies investigating these questions have taken many 
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Learning 
Objectives
11.1 Explain the tripartite 

model in the context of 
psychotherapy research.

11.2 Differentiate between 
efficacy and effectiveness 
psychotherapy research.

11.3 Summarize the findings 
of psychotherapy efficacy 
studies.

11.4 Summarize the findings of 
psychotherapy effectiveness 
studies.

11.5 Identify common factors 
that contribute to the 
success of psychotherapy.

11.6 List the most common types 
of psychotherapy practiced 
by clinical psychologists.

11.7 Distinguish between 
eclectic and integrative 
approaches to 
psychotherapy.

forms. Through the mid-1900s, most of the evidence offered in 
support of psychotherapy came in the form of anecdotes, tes-
timonials, and case studies—essentially, subjective descriptions 
of individual clients’ progress, usually written by the therapists 
themselves. Controlled, empirical studies of therapy outcome 
didn’t appear regularly until the 1950s (Weissmark & Giacomo, 
1998). Hans Eysenck (1952) published a historic study during 
this early period. Its claims were noteworthy and controversial: 
After reviewing some of the early empirical studies on psycho-
therapy outcome, Eysenck concluded that most clients got bet-
ter without therapy and that, in general, psychotherapy was of 
little benefit. His scientific methods have since been criticized 
and his claims overturned, but Eysenck’s allegation that therapy 
doesn’t work inspired thousands of subsequent empirical studies 
on therapy outcome (Routh, 2011; Wampold, 2010b).

Many of those empirical studies on therapy outcome were 
conducted in the 1960s and 1970s. By the late 1970s and 1980s, 
meta-analyses began to appear. A meta-analysis statistically 
combines the results of many separate studies—in some cases, 
hundreds—to create numerical representations of the effects of 
psychotherapy as tested across massive numbers of settings, ther-
apists, and clients. As we see in this chapter, these meta-analyses 
have yielded consistently positive results about how well psycho-
therapy works, so Eysenck’s negative conclusion is now just a dis-
tant (and inaccurate) memory. But before exploring those results, 
let’s consider just some of the methodological issues involved in a 
simple investigation of psychotherapy outcome.

Whom, When, and  
How Should Researchers Ask?

Designing and running an empirical study to measure the out-
come of psychotherapy can be a complex task for researchers. 

One of the fundamental questions they must answer involves the fact that different peo-
ple involved in the therapy may have different vantage points on the results of the ther-
apy (Holmqvist, 2016). Whose opinion should researchers seek?

Hans Strupp, a legendary and pioneering psychotherapy researcher, identified three 
parties who have a stake in how well therapy works and who may have different opinions 
about what constitutes a successful therapy outcome. He and his colleagues labeled their 
theory the tripartite model (with tripartite literally meaning “three parties”; Stricker, 
2012; Strupp, 1996; Strupp & Hadley, 1977; Strupp, Hadley, & Gomes-Schwartz, 1977). 
One party, of course, is the client. After all, clients are the ones whose lives are affected by 
therapy, and improving their lives in some meaningful way is presumably the focus of the 
therapy. Clients’ opinions about therapy outcome are extremely valuable, but they can 
also be extremely biased. Some clients may be overly eager to see positive results, espe-
cially after investing significant time and money, and therefore overestimate therapy’s 
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benefits. Other clients’ opinions about psychotherapy may be negatively influenced by 
the very factors that brought them to therapy in the first place—for example, a depressed 
client who tends to interpret events in an unrealistically negative way may apply that 
kind of distorted thinking to his or her therapy. So a researcher may choose to turn to 
the therapist—the second party—as another source of feedback. The therapist typically 
has more experience in mental health issues than the client and may therefore have more 
reasonable expectations. However, therapists’ views can be biased as well. Therapists 
witness only a fraction of clients’ lives, and they may feel that negative evaluations reflect 
poorly on their own therapeutic skills. The third party identified by Strupp and his col-
leagues, society, can take the form of any outsider to the therapy process who has an 
interest in how therapy progresses. This can include the general public, the legal system, 
clients’ family and friends, clients’ employers, and, especially today, health insurance or 
managed-care companies that pay the psychotherapy bill. These third parties tend to 
bring a perspective that emphasizes the client’s ability to perform expected duties in a 
stable, predictable, unproblematic way. Certainly, the question of whom to ask is crucial 
to the process of measuring therapy outcome. Thankfully, researchers need not choose a 
single perspective exclusively; they can and often do solicit multiple opinions.

Regardless of whom the researchers ask about therapy outcome, when should they 
ask? Perhaps the obvious answer is immediately after therapy ends. At that point, it 
would be reasonable to expect some improvement from the client’s initial level of func-
tioning. But how long should those benefits last? Is it reasonable to expect that therapy’s 
benefits would continue to be evident 1 month, 6 months, 2 years, or 5 years down the 
road? And what about benefits before therapy ends? Should there be some evidence of 
improvement at various points in therapy or perhaps even at each session? Again, shrewd 
researchers may choose multiple answers to the question of when, either within or across 
psychotherapy studies. But it is evident that the time at which the researchers answer this 
question may influence the results they see (M. J. Lambert, 2011).

Finally, researchers have many options regarding how they measure the outcome 
of psychotherapy. If they choose to solicit opinions of an interested party, they can use 
questionnaires or interviews. Of course, the content and structure of these question-
naires or interviews will have an impact on the data they yield. Researchers may elect 
to use a more behavioral measure of therapy outcome instead. As an example, consider 
a researcher who seeks to determine the outcome of psychotherapy for a boy treated 
for attention-deficit/hyperactivity disorder. Rather than asking the boy, his therapist, his 
parents, or his teachers, a researcher could directly observe the boy at school or at home 
to determine if his behavior has changed since therapy began. As with the questions of 
who and when, the researcher’s decision regarding how psychotherapy outcome is mea-
sured can shape the results of the investigation (Horvath, 2013; M. J. Lambert, 2013; 
Stiles, 2013; Wampold, 2013).

EFFICACY VERSUS EFFECTIVENESS  
OF PSYCHOTHERAPY

Empirical studies of psychotherapy outcome generally fall into two categories. The 
extent to which psychotherapy works in a controlled research study—that is, “in the 
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Considering Culture

Culture-Specific Expectations About 
Psychotherapy

Our discussion about psychotherapy outcome, 
especially from the client’s perspective, must 
take into consideration the fact that clients 

from diverse cultures often hold widely vary-
ing expectations about the psychotherapy pro-
cess. A culturally competent therapist will be 
able to attain a more successful psychotherapy 
outcome by appreciating the presumptions 
related to each client’s cultural background.

}} Photo 11.1 
Individuals from diverse cultural backgrounds come to psychotherapy with very different  
expectations about the behaviors of clients and therapists.

As it is traditionally practiced in North 
America and the Western world, psycho-
therapy involves verbally discussing one’s 

problems, focusing attention on them, and 
gaining greater understanding of or con-
trol over them. These basic processes clash 
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with cultural values common to some non- 
Western cultures whose members often prefer 
to “conceal” rather than “reveal” (Fontes, 2008; 
Toukmanian & Brouwers, 1998). Individuals 
from Eastern cultures often prefer to avoid, 
rather than confront, negative thoughts. Thus, 
the communication styles of clients with  
psychotherapists—in simplest terms, the 
extent to which they are comfortable self-dis-
closing about problematic behaviors, thoughts, 
and feelings—may depend significantly on 
their cultural values.

A client’s willingness to self-disclose to 
a psychotherapist may also depend on the 
individualistic versus collectivistic nature of 
a client’s culture. Western cultures tend to 
foster an individualistic way of life, empha-
sizing self-reliance and self-determination. 
In contrast, Eastern cultures tend to encour-
age collectivism, whereby the needs of the 
family/group and the relationships that bind 
the family/group take priority over individ-
ual goals. Thus, whereas a client of European 
descent may feel slightly uncomfortable dis-
cussing a personal problem or shortcoming, a 

client of Asian descent may feel a much stron-
ger sense of shame about a similar problem or 
shortcoming because of his or her perception 
that the problem reflects on family members 
as well (D. W. Sue & Sue, 2008; Toukmanian & 
Brouwers, 1998).

Training psychotherapists to be culturally 
competent is the foundation on which they 
can build an appreciation of clients’ expecta-
tions about psychotherapy. Like many others, 
Toukmanian and Brouwers (1998) recommend 
that training in psychotherapy emphasize the 
personal development of the therapist’s atti-
tude toward diverse cultures.

This training should encompass four lev-
els: self-understanding (of one’s own cultural 
values), listening to clients’ cultural values, 
accepting clients’ cultural values, and under-
standing clients’ cultural values.

If you were the client, how important 
would it be for your psychotherapist to appre-
ciate your expectations about psychotherapy 
that relate to your cultural background? Spe-
cifically, which values would be most import-
ant to recognize?

lab”—refers to its efficacy. Most recent studies of psychotherapy outcome are efficacy 
studies. They maximize internal validity—that is, the ability to draw conclusions about 
the cause–effect relationship between therapy and outcome—by controlling as many 
aspects of therapy as possible. Efficacy studies typically feature well-defined groups of 
patients, usually meeting diagnostic criteria for a chosen disorder (but no comorbid 
disorders); manualized treatment guidelines to minimize variability among therapists; 
and random assignment of participants to control and treatment groups (Jobe-Shields, 
Costello, Jackson, & Hanson, 2016; Nathan & Gorman, 2002; Spokas et al., 2008; Truax 
& Thomas, 2003).

In contrast, the extent to which psychotherapy works with actual clients treated by 
therapists in clinics, private practices, hospitals, and counseling centers—that is, “in the 
real world”—refers to its effectiveness. Effectiveness studies tend to include a wider 
range of clients, including those with complex and overlapping diagnostic profiles, or 
whose symptoms don’t qualify for any specific disorder; allow for greater variability 
between therapists’ methods than a manual would allow; and may or may not include a 
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control group for comparison to a treatment group. Effectiveness studies lack the inter-
nal validity of efficacy studies, because the researchers control and manipulate fewer 
variables. However, effectiveness studies typically have greater external validity than effi-
cacy studies because their methods better match therapy that actually takes place in real 
clinical settings (Jobe-Shields et al., 2016; Nathan & Gorman, 2002; Spokas et al., 2008; 
Truax & Thomas, 2003).

Results of Efficacy Studies

Thousands of efficacy studies of psychotherapy have accumulated in recent decades; in 
fact, reviews and meta-analyses that serve as summaries of individual studies now number 
in the hundreds as well. Again and again, these research efforts yield the same affirmative 
conclusion: Psychotherapy works (L. F. Campbell, Norcross, Vasquez, & Kaslow, 2013; 
M. J. Lambert, 2011; Wampold, 2010a; Weiner, 2016). For example, a primary finding of 
a landmark meta-analysis of 475 psychotherapy efficacy studies was that the average effect 
size for psychotherapy was .85, indicating that “the average person who receives therapy 
is better off at the end of it than 80 percent of the persons who do not” (M. L. Smith et 
al., 1980, p. 87). More recent reviews and meta-analyses of therapy efficacy studies (e.g., 
Lambert & Simon, 2008; D. A. Shapiro & Shapiro, 1982), including some very large-
scale mega-reviews of meta-analyses (e.g., Lipsey & Wilson, 1993; Luborsky et al., 2002) 
have confirmed these findings. Summarizing their recent comprehensive review of psy-
chotherapy efficacy data, M. J. Lambert and Ogles (2004) stated, “The pervasive theme 
of this large body of psychotherapy research must remain the same—psychotherapy  
is beneficial. This consistent finding across thousands of studies and hundreds of 
meta-analyses is seemingly undebatable” (p. 148).

Not only does psychotherapy work, its benefits appear to endure over long periods 
of time, exceed placebo effects, and represent clinically (not just statistically) significant 
change in clients’ well-being (e.g., M. J. Lambert & Ogles, 2004; M. L. Smith et al., 
1980). It should be noted that psychotherapy is not a panacea—a small minority of ther-
apy clients do appear to worsen during the therapy process (Striano, 1988; Strupp et al., 
1977). On a similar note, some clients drop out of therapy prematurely, and others expe-
rience only short-lived benefits (Lebow, 2006). However, these negative effects clearly 
appear to be the exception rather than the rule.

In recent decades, efficacy studies have typically focused on how well a particular 
therapy works for a particular disorder. Collectively, those studies often produce over-
lapping results, such that very similar therapies work for different disorders (and those 
different disorders often have high rates of comorbidity). As a result, there has been a 
movement in recent years toward a transdiagnostic approach to efficacy studies, led by 
David Barlow and his colleagues (Barlow, Allen, & Choate, 2004; Moses & Barlow, 2006). 
According to the transdiagnostic approach, what needs treatment are not the superfi-
cial symptoms of a particular disorder, but the underlying pathology that causes those 
symptoms and the symptoms of related disorders. The main target of the transdiagnos-
tic approach is the emotional disorders, a loose term intended to cover the disorders 
characterized by sadness (e.g., major depression) and anxiety (e.g., generalized anxiety 
disorder). These often-coexisting disorders share a core of negative affect or neuroti-
cism, so it makes sense to target in therapy change of that core rather than change of 
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symptoms that manifest from it (Boswell, Thompson-Hollands, Farchione, & Barlow, 
2013; Hong & Cheung, 2015). The unified protocol that Barlow and his colleagues rec-
ommend for this core of negative affect or neuroticism focuses on three basic elements: 
reducing the amount of negative thought in which clients engage, especially when they 
anticipate upcoming events; preventing unhealthy ways of avoiding unpleasant feelings; 
and encouraging behaviors that facilitate positive rather than negative feelings (Morris 
& Franklin, 2015). Data for the efficacy of the unified protocol for the emotional disor-
ders is strong and growing (Bullis et al., 2015; Ellard, Fairholme, Boisseau, Farchione, & 
Barlow, 2010; Farchione et al., 2012; Ito et al., 2016).

Bridging the Gap Between  
Research and Practice

In spite of the overwhelming evidence offered by efficacy studies, their results are not 
always heeded by those who practice therapy in the real world, especially when their 
results point to a specific kind of therapy for a specific disorder (Boswell et al., 2011; 
Safran, Abreu, Ogilvie, & DeMaria, 2011; Stewart et al., 2018). There is an undeniable 
and unfortunate gap between those who conduct efficacy research on psychotherapy 
and those who practice it (Lilienfeld, Ritschel, Lynn, Cautin, & Latzman, 2015; Reese, 
Rosenfield, & Wilhelm, 2013; Teachman et al., 2012; Wolfe, 2012). Some might say the 
word gap is an understatement:

In many ways, science and practice are two continents separated by a vast 
stretch of water. . . . Many books and articles discuss how to bridge the gap, and 
I expect the sheer volume and weight of these could serve as a physical bridge 
between the two metaphorical continents. (Kazdin, 2014, p. 6)

Depending on which side you ask, the gap is caused either by researchers who con-
duct studies that are artificial, contrived, and irrelevant to how clinicians really practice 
in their clinics, hospitals, and offices, or by practitioners who refuse to open their eyes 
to scientific data regarding the outcome of various therapies and who resist changing 
their practices accordingly. Regardless of the reason, this gap is problematic for the field 
of clinical psychology. Fortunately, efforts to recognize and bridge it have increased in 
recent years (e.g., Castonguay & Muran, 2015; Dattilio, Edwards, & Fishman, 2010; 
Littell, 2010).

One such effort focuses on attempts to understand how much reluctance therapists 
actually have to practicing according to efficacy research and specifically why that reluc-
tance exists. To the question of how much, the answer is a lot (Stewart & Chambless, 
2007). One survey of over 700 therapists asked what factors influenced their clinical deci-
sions. It found that research such as efficacy studies had little influence over their choices, 
but their own clinical experience had a lot. This finding was true even for the many ther-
apists who tend to use approaches consistent with therapies supported by many efficacy 
studies (i.e., cognitive and behavioral approaches; Gyani, Shafran, Myles, & Rose, 2014). 
Even clinicians who are themselves psychotherapy researchers don’t always rank empir-
ical research at the top of their list of factors by which to make clinical decisions (Safran 
et al., 2011). To the question of why, there are many answers. In some cases, therapists 
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simply place a higher value on their own intuition and judgments than on any data col-
lected more methodically and scientifically, as in efficacy studies (Lilienfeld et al., 2013). 
In other cases, therapists see the research as irrelevant to their day-to-day practice: The 
clients in the studies differ in some important way from the clients they see in their own 
practices; the manuals limit their professional autonomy; the methodology of efficacy 
studies favors therapies with more measurable or “testable” outcomes, like behavioral 
and cognitive approaches, over other kinds of therapies; the manuals ignore or deempha-
size the therapeutic alliance; and more (Herbert, 2015).

The reluctance of practitioners to adopt treatments supported by efficacy studies 
has created a significant challenge in terms of dissemination of these treatments. Indeed, 
dissemination of evidence-based treatments has become a major focus of researchers of 
psychotherapy outcome (Beidas & Kendall, 2010; Godley, Garner, Smith, Meyers, & 
Godley, 2011; McCloskey, 2011; Weisz, Ng, & Bearman, 2014). Larger organizations, 
including statewide professional associations, have also made efforts to increase dis-
semination within their territory (Hoagwood et al., 2014; Nakamura et al., 2014; Starin  
et al., 2014). Numerous strategies have been employed, with varying results. Stewart and 
Chambless (2010), for example, found that psychologists in private practice find case 
studies (i.e., detailed descriptions of a single client successfully treated) more persuasive 
than research reviews (i.e., presentations of data indicating that the treatment works). 
Stewart, Chambless, and Baron (2012) found that psychologists in private practice were 
more willing to undergo training in an empirically supported treatment if the train-
ing was brief (i.e., 3 hours) and inexpensive, as opposed to lengthy (i.e., 1 to 3 days) 
and expensive. Jensen-Doss, Hawley, Lopez, and Osterberg (2009) found that an orga-
nization that forces its clinicians to use evidence-based treatments, especially without 
any attempt to get clinicians “on board” first, can encounter significant resistance and 
resentment. S. J. Becker (2015) proposed that direct-to-consumer marketing (like when 
a pharmaceutical company advertises a medication directly to patients on television or 
magazine ads) could help dissemination efforts—that way, therapists would feel not only 
a “push” from researchers, but a “pull” from clients who have learned about what works 
for a particular disorder.

One dissemination strategy that has received a lot of attention and increasing 
collaboration between researchers and practitioners is a strategy often called practice- 
oriented research (Castonguay, Youn, Xiao, Muran, & Barber, 2015; Koerner & Castonguay, 
2015). If researchers and therapists could feel like partners throughout the process—
from the inception of a research idea to its execution to its conclusions—therapists would 
be more likely to accept and apply the results (Chambless, 2014; Ollendick, 2014; Weisz, 
Krumholz, Santucci, Thomassin, & Ng, 2015). Practice-research networks are one mani-
festation of this strategy, in which groups of therapists and researchers work as team-
mates in all phases of a research study (Castonguay & Muran, 2015; Youn, McAleavey, 
& Castonguay, 2015). In such an arrangement, researchers could ask practitioners how 
they should design their studies and, more generally, what kinds of challenges they face 
in their day-to-day practice (Goldfried et al., 2014). Researchers could also stay involved 
for the long haul—rather than just developing a treatment and handing it off to practi-
tioners, they could train the practitioners and maintain collaboration with them as they 
implement the treatment and provide feedback about how well it works in their practices 
(Edmunds, Beidas, & Kendall, 2013).
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Results of Effectiveness Studies

Effectiveness studies have not been conducted as frequently as efficacy studies, but those 
that have been conducted have generated similarly positive results. So, whereas efficacy 
studies indicate that psychotherapy works when tested in controlled settings, effective-
ness studies indicate that psychotherapy works as it is commonly applied in realistic 
settings.

As an example of an effectiveness study, consider the investigation conducted by 
Consumer Reports magazine in 1995 (Dalrymple, Gaudiano, & Weinstock, 2015; “Mental 
Health,” 1995; Seligman, 1995). The popular magazine—the same one that surveys its 
subscribers about their experiences with cars, DVD players, and laundry detergent—
surveyed its many subscribers about their experiences with psychotherapy. The primary 
finding was that for the vast majority of respondents, psychotherapy had very positive, 
lasting effects. As stated by Seligman (1995),

There were a number of clear-cut results, among them:
Treatment by a mental health professional usually worked. Most 

respondents got a lot better.
Averaged over all mental health professionals, of the 426 people who were 

feeling very poor when they began therapy, 87% were feeling very good, good, or 
at least so-so by the time of the survey. Of the 786 people who were feeling fairly 
poor at the outset, 92% were feeling very good, good, or at least so-so by the time 
of the survey. These findings converge with meta-analyses of efficacy (Lipsey & 
Wilson, 1993; Shapiro & Shapiro, 1982; Smith et al., 1980). (p. 968)

Like any effectiveness study, the Consumer Reports study is constrained by 
some troubling methodological questions (Seligman, 1995). For example, was 
there a sampling bias such that those whose therapy experience was success-
ful were most likely to respond? Of the many clients who improved, how many 
would have improved without psychotherapy (i.e., in a control group)? How reli-
able and valid are clients’ own self-reports about psychotherapy outcome, espe-
cially after months or years have elapsed? Nonetheless, effectiveness studies such as 
this one complement efficacy studies, and together they strongly support the ben-
efits of psychotherapy. Two meta-analyses of effectiveness studies for cognitive- 
behavioral therapy—one combining the results of 71 effectiveness studies for anxiety 
disorders and another combining the results of 34 effectiveness studies for depression—
found that the treatment was highly effective in both cases and fell only slightly below 
the levels of symptom relief found in efficacy studies (Hans & Hiller, 2013a, 2013b).

Alternate Ways to Measure  
Psychotherapy Outcome

Efficacy and effectiveness studies have been two primary ways of assessing how well 
therapy has worked, but there are others, both direct and indirect. For example, in 
recent years, researchers have paid increased attention to the neurobiological effects of 
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psychotherapy. Although this field of study is in the early stages, the initial conclusion 
is unmistakable: Psychotherapy changes the brain (Arden & Linford, 2009; Viamontes 
& Beitman, 2009). Studies using functional magnetic resonance imaging (fMRI) and 
positron emission tomography (PET) neuroimaging technologies have repeatedly found 
that successful therapy for particular disorders produces reliable changes in brain activity 
and structure. Among other findings, behavioral therapy for obsessive-compulsive disor-
der has been found to decrease metabolism in the caudate nucleus, behavior activation 
affects the dorsal striatum of depressed clients, and both cognitive-behavioral therapy 
and interpersonal psychotherapy have been found to decrease activity in dorsal frontal 
regions and increase activity in ventral frontal and subcortical regions (Dichter et al., 
2009; Roffman, Marci, Glick, Dougherty, & Rauch, 2005). (All these types of therapy 
are described in more detail in later chapters.) Although medication studies have focused 
on neurological changes in the brain, such studies are relatively new for psychotherapy 
studies. As they accumulate, they will provide even further evidence of the effects of 
psychotherapy.

Another intriguing, but indirect, way to assess the outcome of psychotherapy is med-
ical cost offset. The logic goes like this: Many people with mental or emotional problems 
will either seek medical (rather than psychological) assistance or put off treatment for so 
long that the problem worsens the individual’s physical state, necessitating medical treat-
ment. If they seek psychotherapy, will they reduce their medical costs? According to the 
available data, the answer appears to be a resounding yes (M. J. Lambert & Ogles, 2004). 
A review of more than 90 studies on this issue found that, on average, clients receiving 
therapy spent fewer days in the hospital and saw their medical costs reduced by 15.7%, 
while comparable clients in control groups spent more days in the hospital and saw their 
medical costs increased by 12.3% (Chiles, Lambert, & Hatch, 1999). Additionally, psy-
chotherapy has been found to reduce the need for emergency room visits (Carr, 2008). 
Whether the medical bills are being paid by a health insurance company or by the clients 
themselves, the finding that psychotherapy is a good investment in both mental and 
physical health again points to its positive effects.

WHICH TYPE OF  
PSYCHOTHERAPY IS BEST?

Soon after the finding that psychotherapy works started to become an established fact, 
infighting began among the various orientations and approaches about which had the 
strongest empirical support (M. J. Lambert, 2011). Each claimed superiority over the 
others, and as the language in the following excerpt implies, the competition was quite 
fierce:

Although there were many combatants—Freudians versus cognitivists versus 
humanists—the principals in this war were behaviorists and nonbehaviorists. 
These groups have called each other names and traded high sounding insults. 
But the issue was not over psychotherapy versus no psychotherapy, but brand 
A psychotherapy versus brand B psychotherapy. . . . Different forms of therapy 
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were viewed as adversaries, competitors, or contestants, and the arena of conflict 
was the controlled experiment. (M. L. Smith et al., 1980, pp. 2–3)

The “Dodo Bird Verdict” and Common Factors

Indeed, many empirical outcome studies throughout the latter half of the 1900s have 
pitted one form of therapy against another. The collective results of these studies have, 
again and again, yielded a result that surprised many in the field: a virtual tie. In other 
words, in the hundreds of empirical studies designed to compare the efficacy of one form 
of therapy with the efficacy of another, the typical result is that the competing therapies 
are found to work about equally well (M. J. Lambert, 2011; M. J. Lambert & Ogles, 2004; 
Norcross & Newman, 1992; M. L. Smith et al., 1980; Wampold, 2001, 2010a, 2010b; 
Weissmark & Giacomo, 1998). In one of the earliest review articles to reach this conclu-
sion, the authors borrowed a line from the dodo bird in Alice in Wonderland who, after 
judging a race between many competitors, stated that “everybody has won and all must 
have prizes” (Luborsky, Singer, & Luborsky, 1975, p. 995).

How could the “dodo bird verdict” apply to psychotherapy outcome? The various 
forms of psychotherapy—psychoanalysis, humanism, cognitive, behavioral, and others—
are indeed quite discrepant from one another, so how could they consistently produce 
such similar results? Most researchers explain this finding by pointing to common fac-
tors across all forms of psychotherapy (e.g., Huibers & Cuijpers, 2015; Stricker, 2010; 
Wampold, 2001). That is, although proponents of each school of therapy tout the unique 
and distinctive aspects of their own approaches, they all share some fundamental compo-
nents as well. Actually, the notion that different therapies benefit from the same under-
lying mechanisms was suggested as early as the 1930s (Rosenzweig, 1936) and has been 
reiterated numerous times since then (e.g., Frank, 1961; Torrey, 1986). The difference in 
the most recent versions of this argument is that they are supported by extensive empir-
ical data on psychotherapy outcome.

It is important to recognize that these common factors are not merely present; they 
are therapeutic (M. J. Lambert & Ogles, 2004; Wampold, 2010a, 2010b). They function 
as “active ingredients” in all forms of psychotherapy, which helps explain the comparable 
results of the various approaches: “All of the specific types of therapy achieve virtually 
equal—or insignificantly different—benefits because of a common core of curative pro-
cesses” (Glass, 2001, p. ix). So what are the common factors that make up this common 
core of curative processes?

Therapeutic Relationship/Alliance

Of the many common factors for psychotherapy outcome that have been proposed, 
the one with the most evidence behind it is a strong relationship between therapist 
and client (Beitman & Manring, 2009; Crits-Christoph, Gibbons, Hamilton, Ring-
Kurtz, & Gallop, 2011; Horvath, Del Re, Flückiger, & Symonds, 2011; Lebow, 2006; 
Norcross & Lambert, 2011a, 2011b, 2014). This relationship goes by multiple names: 
therapeutic relationship, therapeutic alliance, or working alliance. The word alli-
ance is perhaps the most illustrative of the nature of this relationship—a coalition, a 
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partnership between two allies working in a trusting relationship toward a mutual 
goal. Research unequivocally indicates that whether the clients are adults, children, 
or families, and whether the therapy format is individual or group, the quality of the 
therapeutic relationship strongly contributes to psychotherapy outcome (Flückiger, 
Del Re, Wampold, Symonds, & Horvath, 2012; Horvath, 2015; Norcross & Wampold, 
2011a, 2011b).

In fact, numerous studies have concluded that the therapeutic relationship is per-
haps the most crucial single aspect of therapy. Specifically, researchers have argued that 
the quality of the therapeutic relationship is the best predictor of therapy outcome and 
that it accounts for more variability in therapy outcome than do the techniques specific 
to any given therapy approach (e.g., Beitman & Manring, 2009; Wampold, 2001, 2010b). 
The strength of the therapeutic relationship is especially important from the client’s 
point of view; after all, the client’s perception of this relationship is what facilitates pos-
itive change. Numerous surveys of clients and potential clients have found that they 
prefer a warm therapist with whom they can relate to a treatment with empirical support 
(Swan & Heesacker, 2013; Swift & Callahan, 2010).

It is also interesting to note that the quality of the therapeutic relationship is vital 
to therapy regardless of how much emphasis the therapist places on it. Some thera-
pists (e.g., behaviorists) tend to deemphasize therapy relationships, others tend to pay 
it moderate attention (e.g., cognitive therapists), and others tend to focus more heavily 
on it (e.g., humanists and psychoanalysts). But through the eyes of the client, the thera-
peutic relationship remains a consistently vital component of psychotherapy (B. C. Chu, 
Skriner, & Zandberg, 2014; Norcross & Lambert, 2011a, 2011b). One study split hun-
dreds of chronically depressed adults into groups receiving either brief supportive ther-
apy or cognitive-behavioral therapy. The correlation between the client’s rating of the 
therapy alliance and the outcome of therapy was strong for both groups, but it was higher 
for the cognitive-behavioral therapy group, which theoretically emphasizes relationship 
variables less than brief supportive therapy does (Arnow et al., 2013).

Having established the centrality of the therapeutic alliance, researchers have begun 
to investigate how, exactly, it contributes to successful psychotherapy. Kazdin (2007) 
brings up an interesting point: The connection between a good therapeutic alliance and 
client improvement is not necessarily a one-way street. In other words, in addition to the 
likelihood that a good alliance facilitates client improvement, it is also possible that as cli-
ents improve, they experience an enhanced relationship with their therapists. (Just imag-
ine how you would rate your alliance with a physician if that physician cured you of a 
serious disease.) Of course, a reciprocal relationship between the two—an upward spiral 
of sorts—is also a possibility (Marker, Comer, Abramova, & Kendall, 2013; C. A. Webb  
et al., 2011; Zilcha-Mano, Dinger, McCarthy, & Barber, 2014). This issue highlights 
what you may have learned in a statistics course: A correlation between two variables 
does not necessarily indicate a definitive cause-and-effect relationship.

Researchers have also begun to break down the therapeutic relationship—that is, to 
look more closely at its specific components to determine exactly what makes a thera-
peutic relationship beneficial (Horvath et al., 2011; Orlinsky, 2010). Numerous elements 
have been identified—most emphatically, the therapist’s ability to provide empathy and 
acceptance to the client (M. J. Lambert, 2011; Norcross, 2010). (These elements overlap 
significantly with cornerstones of humanistic therapy, which we will discuss in detail in a 
later chapter.) Empirical study of the therapeutic relationship remains in the early stages, 
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but as it continues, it promises to guide therapists toward establishing healing interper-
sonal relationships with their clients, regardless of the clients’ presenting problems or 
the particular techniques chosen by the therapists (Norcross & Wampold, 2011a, 2011b).

More broadly, researchers have also conducted empirical research on specific com-
ponents of the psychotherapy relationship that contribute to successful therapy. Norcross 
and Lambert (2018) summarize the findings with a list of relationship components they 
label as demonstrably effective:

• The alliance between therapist and client

• A sense of collaboration

• Goal consensus—the client and therapist agreeing on the purpose of therapy

• Cohesion—for group therapy, this is the equivalent of the alliance, but to the 
whole group

• Empathy

• Positive regard and affirmation

• Providing feedback to clients

So, in addition to empirical data supporting particular techniques that work, clinical 
psychologists also have data supporting particular kinds of therapeutic relationships that 
work. Rather than siding with either the techniques or the relationships, clinical psycholo-
gists can embrace both. In other words, these two components of therapy can complement 
each other to create the most beneficial experience for clients. As Castonguay and Beutler 
(2006) put it,

One of the most salient controversies in the field of psychotherapy is whether 
client change is primarily due to the therapist’s techniques or the quality of the 
therapeutic relationship. . . . This controversy reflects, more or less implicitly, an 
“either/or” assumption that is conceptually flawed and empirically untenable. 
The complexity of the process of change requires, at least in our view, a 
consideration of both technical and interpersonal factors. (p. 353)

One last note about the therapeutic relationship/alliance—researchers have also 
begun to examine the extent to which graduate programs teach their students about it. 
One survey of 84 doctoral programs found that most programs recognize how import-
ant the topic is, and may touch on the topic in some classes, but do not offer “systemic,  
evidence-based alliance training into their programs, despite believing that such systematic 
elements would contribute to ideal alliance-training practices” (Constantino, Morrison, 
Coyne, & Howard, 2017, p. 219).

Other Common Factors

The therapeutic relationship is not the only common factor that psychotherapy research-
ers have proposed. Hope (or positive expectations) has also received support as a common 
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factor (Alavi & Sanderson, 2015; Constantino, Glass, 
Arnkoff, Ametrano, & Smith, 2011). Simply stated, 
therapists of all kinds provide hope or an optimism 
that things will begin to improve. Although the mech-
anism by which this improvement will take place may 
differ, the improvement may actually begin before 
any techniques, per se, have been applied. Anyone 
who has walked despairingly into a physician’s office, 
or even a car repair shop, and received a confidently 
delivered message that the problem can be fixed 
understands the curative power of hope.

Attention may also be a common factor across 
psychotherapies. Also known as the Hawthorne 

effect (a name derived from classic organizational psychology studies in which fac-
tory workers’ performance improved as a result of being observed), the attention the 
therapist and client direct toward the client’s issues may represent a novel approach to 
the problem. That is, clients may have previously attempted to ignore problems that 
are ultimately addressed in therapy. Simply by openly acknowledging a problem and 
focusing on it with the therapist, a client may begin to experience improvement, even 
before formal intervention begins. In addition to the therapeutic relationship, hope, 
and attention, other common factors that researchers have proposed include reinforce-
ment of novel behaviors, desensitization to threatening stimuli, confronting a problem, 
and skill training.

Is it possible that the common factors underlying all forms of psychotherapy occur 
in a predictable sequence? M. J. Lambert and Ogles (2004) put forth a three-stage 
sequential model of common factors, beginning with the “support factors” stage—
common factors such as a strong therapist–client relationship, therapist warmth and 
acceptance, and trust. They label the second stage “learning factors,” including such 
aspects as changing expectations about oneself, changes in thought patterns, corrective 
emotional experiences, and new insights. The third and final stage consists of “action 
factors,” such as taking risks, facing fears, practicing and mastering new behaviors, and 
working through problems. In brief, this sequential model suggests that psychothera-
pists of all kinds help clients by moving them through three common steps: connect-
ing with them and understanding their problems; facilitating change in their beliefs 
and attitudes about their problems; and, finally, encouraging new and more productive 
behaviors.

It is interesting to compare this three-step sequence with the more informal pro-
cess of helping a friend who comes to you with a personal problem. Typically, we begin 
by communicating understanding and compassion, then move on to help them see their 
problems in a new light, and ultimately help them develop a strategy and take new 
action to address it. If we skip any of these steps or do them “out of order,” the helping 
process may be hindered. By the same token, some friends (or clients) may need more 
time at certain stages and less time at others—perhaps more support and less action or 
vice versa. And cultural factors can play an important role in the value of each stage to 
the person seeking help, as members of some groups may tend to favor support, learn-
ing, or action.
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Metaphorically Speaking

If You Use Toothpaste, You Understand 
Common Factors in Psychotherapy

Toothpaste companies spend a lot of time and 
money convincing us that, because of some 
“special” feature, their product is the best. 
Crest, Colgate, Aim, Gleem, Aquafresh—all 
make claims that they have something unique 
that sets their toothpaste apart. You’ve proba-
bly tried a few yourself: toothpastes with bak-
ing soda, with mouthwash, with sparkles, in a 
stand-up tube, in winter-fresh gel, and so on.

Ever read the list of ingredients on one of 
those tubes of toothpaste? Beneath the full list 
of ingredients, you’ll see a separate, important 
category: “Active Ingredient.” And that cate-
gory has only one item listed: fluoride. That’s 
true across all the brands, all the varieties. 
In other words, although the manufacturers 
and advertisers try to sell us on the unique 
features—extra ingredients, special flavors—
what makes one toothpaste work is the same 
thing that makes its competitors work: fluo-
ride. (That’s why our dentists rarely mention a 
specific brand when they remind us to brush—
as long as it has fluoride, any brand will pre-
vent cavities about as well as the others.)

Decades of outcome studies have sug-
gested that the same type of phenomenon 
has taken place in the psychotherapy field. 
Each “brand” of psychotherapy has promoted 
its unique features, those aspects that distin-
guish it and supposedly make it better than 
the other brands. But those claims are con-
tradicted by the consistent result of many 
controlled, empirical psychotherapy outcome 
studies: Different forms of psychotherapy work 
about equally. Consequently, it makes sense 
to speculate about the underlying common  
ingredient—the “fluoride” of psychotherapy.

So what is the “fluoride” of psychother-
apy? At this point, the therapeutic relationship/ 
alliance has emerged as the leading candi-
date. That is, a strong relationship between 
therapist and client has proven beneficial, 
regardless of whether the therapist in that 
relationship uses psychoanalytic, humanis-
tic, cognitive, or behavioral techniques. Other 
common factors have garnered significant 
attention and support from psychotherapy 
researchers as well, including hope/opti-
mism, attention, and insight (Wampold, Imel, 
Bhati, & Johnson-Jennings, 2007). Perhaps 
various forms of psychotherapy share not a 
single ingredient (like toothpastes share flu-
oride) but a “common core” of ingredients, 
in which some of the factors described here 
combine to help a client (Wampold, 2001,  
p. ix).

The fact that fluoride is the common 
active ingredient in all toothpastes doesn’t 
make us indifferent about selecting one for 
ourselves. Just as you wouldn’t choose a tooth-
paste that costs too much or tastes bad to you, 
you wouldn’t choose a therapy that you found 
unjustifiably expensive or simply not palat-
able. Instead, with either toothpaste or ther-
apy, your choice reflects your personal values 
and preferences about the means by which the 
active ingredients are delivered.
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Reconsidering the Dodo Bird Verdict:  
Specific Treatments for Specific Disorders

The dodo bird verdict has not gone unchallenged. Although it is a widely accepted find-
ing in the field that the various forms of psychotherapy are, in general, equally effective, 
some researchers have made the case that certain psychotherapies are, in fact, superior 
to others in the treatment of specific problems (e.g., Antony & Barlow, 2010; Carr, 2008; 
Chambless & Ollendick, 2001; Weiner, 2016). In fact, the existence and popularity of 
lists, books, and websites that offer pairings of “what works” between specific disorders 
and specific therapies suggests that for many, the assumption is that therapies are not 
equally effective.

Dianne Chambless, a prolific and highly respected psychotherapy researcher, has 
argued strongly against the idea that all psychotherapy approaches are equally effica-
cious (e.g., Chambless & Ollendick, 2001; Siev & Chambless, 2007). For instance, in her 
2002 article (fittingly titled “Beware the Dodo Bird: Dangers of Overgeneralization”), 
Chambless points out that although empirical studies have compared many therapies 
with one another, there are many specific comparisons—certain therapies for certain 
disorders—that studies have not yet examined. Thus, it would be premature to con-
clude that all therapies are equal for the treatment of all disorders, even if equal efficacy 
has been the typical finding in studies so far. Additionally, as described in Chapter 3, 
Chambless is a champion of the movement toward manualized, evidence-based treat-
ments and has led the task forces that established criteria for efficacious treatments for 
specific disorders and determined which therapies made that list (Chambless et al., 1996, 
1998; Task Force on Promotion and Dissemination of Psychological Procedures, 1995).

The contention made by Chambless and others that the dodo bird verdict is inaccu-
rate—and that, therefore, common factors should take a back seat to specific ingredients 
in each therapy technique—has itself been countered by other leading psychotherapy 
researchers (K. Elliott, Barker, & Hunsley, 2015; Norcross, 2002). For example, in their 
2002 article (aptly titled “Let’s Face Facts: Common Factors Are More Potent Than 
Specific Therapy Ingredients”), Stanley Messer and Bruce Wampold review the litera-
ture on therapy efficacy and conclude that “the preponderance of evidence points to the 
widespread operation of common factors such as therapist-client alliance . . . in deter-
mining treatment outcome” (p. 21). They further argue that the prescriptive approach 
to therapy—in which specific therapy techniques are viewed as the treatment of choice 
for specific disorders (e.g., Antony & Barlow, 2010)—should be replaced by an approach 
that more broadly emphasizes common factors, especially the therapeutic relationship. 
Wampold and his colleagues have gone so far as to argue that a common-factors approach 
to therapy is an evidence-based approach, despite the fact that it might not stem directly 
from a therapy manual for any particular disorder (Laska, Gurman, & Wampold, 2014; 
Laska & Wampold, 2014).

Others are quick to add that the debate over what’s best for the client should not 
overlook what the client wants (Swift & Callahan, 2009; Swift, Callahan, & Vollmer, 
2011). In other words, client preferences are important to consider for retention (keeping 
the client from dropping out of therapy), enhancement of the therapy relationship, and, 
ultimately, outcome. As an example, consider the client’s preferred coping style (Beutler, 
Harwood, Kimpara, Verdirame, & Blau, 2011; Tompkins, Swift, & Callahan, 2013). Some 
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In My Practice . . .

In my practice, clients have displayed a range 
of reactions to the prescriptive approach to 
therapy. I’m referring specifically to situations 
in which a client has a definitive diagnosis 
and I tell the client that there is a clear-cut, 
evidence-based treatment of choice for that 
diagnosis. In many cases, the client’s reac-
tion is extremely positive. Consider Matthew, 
a 30-year-old man with obsessive-compulsive 
disorder. When I told Matthew that exposure 
and response prevention for OCD had received 
a tremendous amount of support from ther-
apy outcome studies, he was thrilled. Actually, 
he was thrilled not only that outcome studies 
supported a particular type of therapy for his 
disorder, but also with the fact that such stud-
ies even happened at all. (Quite a few of my 
clients have expressed surprise at this: “You 
mean they actually test specific kinds of ther-
apies? I assumed each therapist just used his 
or her own style.”) Matthew started therapy 
confident that he was engaging in a treatment 
with evidence behind it, rather than some-
thing we were simply taking our chances with.

In other cases, the reactions from my cli-
ents about a prescriptive approach to therapy 
has been less positive, at least initially. Con-
sider Lauren, a 25-year-old woman with gen-
eralized anxiety disorder. When I told Lauren 
that cognitive therapy for GAD had received a 
tremendous amount of support from therapy 
outcome studies, she actually seemed to balk 

at the idea. She had two primary concerns. One 
was that the therapy would be chosen for her, 
not by her. The other was that she would be 
treated in a “cookie-cutter” or “one size fits all” 
way—in other words, that she would receive 
exactly the same manual-based therapy as any 
other client with the same diagnosis, rather 
than receiving a more personalized treatment. 
I assured Lauren that her preferences would 
absolutely play a role in the type of therapy she 
received, and that we would make treatment 
decisions together (an approach consistent 
with the three-part model of evidence-based 
practice that we discussed in Chapter 3, involv-
ing not only research evidence but client and 
therapist factors as well). I also assured her 
that the use of a particular kind of therapy did 
not preclude personalization—in fact, rather 
than adhering blindly or absolutely to any 
manual, I would be customizing the process 
for her throughout. These explanations helped. 
But my experience with Lauren (and Matthew, 
and many other clients) reminds me that cli-
ents often enter therapy with little informa-
tion, or plenty of misinformation, about how 
therapy decisions actually get made. Explain-
ing this process to clients in an up-front way, 
and including an explanation of a prescriptive 
approach to therapy or any other way in which 
therapy outcome research can influence ther-
apy choices, has generally proven beneficial in 
my interactions with clients.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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clients may have an externalizing coping style, so they prefer to deal with problems by 
presuming that their origins are outside of themselves; as such, they may respond better 
to a therapy that emphasizes symptoms but deemphasizes their root causes. Other clients 
may have a more internalizing coping style—presuming that their problems originate 
from within themselves—and would therefore respond better to a therapy that empha-
sizes insight into root causes rather than just symptom reduction. Appreciating this client 
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preference could be the key to therapy’s success; ignoring it could be the cause of its fail-
ure. A meta-analysis of 34 empirical studies of the impact of client preference on therapy 
revealed a powerful effect on whether clients completed therapy, how satisfied they were 
with therapy, and how much therapy benefited them (Lindhiem, Bennett, Trentacosta, 
& McLear, 2014).

The debate over the dodo bird verdict—whether the benefits of psychotherapy are 
due primarily to ingredients shared across therapies or specific to certain therapies— 
carries on. In fact, The Great Psychotherapy Debate, an important book by Bruce Wampold 
and Zac Imel (2015), suggests that the quarrel is far from over. In the middle ground of 
this dispute, numerous researchers and clinicians have tried to form a compromise that 
recognizes the importance of both the specific treatment and more general, common 
effects (e.g., Norcross, 2005). A meta-analysis of treatment outcome studies since 1997 
found some support for both sides of the argument: For targeted outcomes (the spe-
cific symptoms that a particular treatment aims to reduce), the particular techniques of  
cognitive-behavioral therapy were better predictors, but for general quality of life (not 
specific to any particular symptom), common factors were better predictors (Marcus, 
O’Connell, Norris, & Sawaqdeh, 2014). Some have pointed out that change in therapy can 
be attributable to many factors, including common factors, specific factors, and numerous 
others. For example, some call attention to the fact that in addition to the specific and 
common factors cited above, there are client characteristics, therapist characteristics, and 
problem characteristics (how severe, how chronic, etc.) that can affect the outcome of 
therapy (Beitman & Manring, 2009; Rosenfeld, 2009). Not to mention, extratherapeutic 
forces—that is, life events the client experiences while in therapy—can also have a pow-
erful impact on the client’s well-being at the end of therapy (Norcross, 2005; Rosenfeld, 
2009; Wampold, 2001). Perhaps a wise resolution of this debate is to consider the full 
range of potential influences on therapy outcome, as suggested by Paul (2007):

The treatment method, the therapist, the relationship, the client, and principles 
of change are vital contributors, and all must be studied. Comprehensive 
evidence-based practices will consider all of these determinants and their 
optimal combinations. “Common and specific effects” and “art and science” 
appear properly complementary, not as “either/or” dichotomies. (p. 141)

WHAT TYPES OF PSYCHOTHERAPY DO 
CLINICAL PSYCHOLOGISTS PRACTICE?

The Past and Present

Seven times since 1960, researchers have surveyed the Division of Clinical Psychology 
(Division 12) of the American Psychological Association to assess, among other things, 
the type or orientation of psychotherapy that its members practice. The most recent 
of these surveys incorporates responses from 549 clinical psychologists and includes a 
comparative review of the six previous surveys as well (Norcross & Karpiak, 2012). These 
results are summarized in Table 11.1.

 Web Link 11.2
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Considering Culture

Are Evidence-Based Treatments 
Appropriate for Diverse Clients?

A form of psychotherapy becomes an  
evidence-based treatment when empirical 
studies demonstrate that it produces success-
ful results with clients. But what if the clients 
from the study differ in important ways from 
clients who might receive the treatment in the 
real world? Can we expect similarly positive 
results with all clients?

Empirical studies of psychotherapy 
have done a poor job of including diverse 
populations in their clinical trials, accord-
ing to some recent criticisms. Specifically, a 
series of entries to an important book titled  
Evidence-Based Practices in Mental Health: Debate 
and Dialogue on the Fundamental Questions  
(Norcross, Beutler, & Levant, 2006) argue 
strongly that studies examining the efficacy 
of manualized therapies have commonly 
neglected issues of

• ethnicity (S. Sue & Zane, 2006),

• gender (Levant & Silverstein, 2006),

• disability (Olkin & Taliaferro, 2006), 
and

• LGBTQ clients (L. S. Brown, 2006).

Regarding ethnicity, S. Sue and Zane 
(2006) report that despite the massive num-
ber of clinical studies evaluating the efficacy 
of specific therapies since 1986 (encompass-
ing about 10,000 clients), the number of these 
studies that measured the efficacy of the 
treatment according to ethnicity or race is 
zero. Further, in about half of these studies, 
ethnicity information was not reported at 
all, and in most of the rest, very few minority 

clients were included. Regarding people with 
disabilities, Olkin and Taliaferro (2006) report 
that they “have been unable to locate any pub-
lished materials on [evidence-based practices] 
and people with disabilities,” which “fuels 
our concern that [evidence-based practice] 
will develop without due consideration of 
this minority group” (pp. 353–354). L. S. Brown 
(2006) and Levant and Silverstein (2006) offer 
comparable summaries regarding inattention 
to LGBT and gender issues, respectively.

Not only are clients from these diverse 
groups often omitted from clinical trials, but 
the authors of some clinical studies (and the 
therapy manuals they test) do not suggest 
specific adaptations to their treatment to 
better suit any such clients. Fortunately, very 
recent research has focused on exactly these 
kinds of adaptations. That is, there is a current 
movement among psychotherapy outcome 
researchers to describe how evidence-based 
therapies could be adapted to specific cul-
tural populations and to empirically test 
these adaptations (Castro et al., 2010; Morales 
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how should clinical psychologists adapt evidence-
based treatments for clients of minority groups—
lesbians, for example?
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& Norcross, 2010; T. B. Smith et al., 2011). For 
example, BigFoot and Schmidt (2010) suc-
cessfully tested an adaptation of cognitive- 
behavioral therapy for American Indian and 
Alaska Native children with posttraumatic 
symptoms, and Aguilera, Garza, and Muñoz 
(2010) successfully tested an adaptation of  
cognitive-behavioral therapy for Spanish- 
speaking clients with depression. There is also 
a growing number of Clinical Practice Guidelines 
and Guidelines for Practitioners (both of which 
fall under the broader category of Professional 
Practice Guidelines) published by APA that offer 
advice to clinicians working with members of 
specific diverse groups. These include guide-
lines for practice with clients who have par-
ticular disorders or problems (e.g., PTSD) or 
who are members of particular groups (e.g., 
lesbian, gay, and bisexual clients; older adult  

clients; transgender and gender nonconforming  
clients; DeAngelis, 2018).

For a moment, imagine that you are a psy-
chotherapy client. Your clinical psychologist 
informs you that a particular form of therapy 
has been shown in a series of studies to suc-
cessfully treat the disorder with which you 
have been diagnosed. How important is it to 
you that the clients on whom the therapy was 
successfully tested may differ from you in 
important ways? If most of the clients in the 
successful clinical trials differed from you in 
terms of ethnicity, gender, disability status, or 
sexuality, would you feel confident that the 
therapy would work equally well for you? If you 
were the clinical psychologist, how comfortable 
would you be following a manual empirically 
supported by research conducted on clients 
who differ from the client in your office?

(Continued)

Table 11.1  Percentage of Clinical Psychologists Endorsing Leading 
Primary Theoretical Orientations Since 1960

Orientation 1960 1973 1981 1986 1995 2003 2010

eclectic/Integrative 36 55 31 29 27 29 22

cognitive —  2  6 13 24 28 31

Psychodynamic/
Psychoanalytic

35 16 30 21 18 15 18

Behavioral  8 10 14 16 13 10 15

humanistic/
rogerian/
existential/Gestalt

 6  7  7 12  4  2  2

Source: Adapted from Norcross & Karpiak (2012); Norcross, Karpiak, & Santoro (2005).
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Several observations and trends related to Table 11.1 are noteworthy:

 � Eclectic/integrative therapy was the most commonly endorsed orientation in 
every survey summarized in Table 11.1 until 2010, when it fell to second place. That is, 
over the past half century, more psychologists have described themselves as “mutts” who 
blend multiple approaches or use an assortment of therapies than as “purebreds” who 
practice one type exclusively. Additional research (e.g., Cook, Biyanova, Elhai, Schnurr, & 
Coyne, 2010) has confirmed that combined orientations remain extremely common, not 
only among clinical psychologists but among psychotherapists more broadly. Therapists 
combine orientations in a wide variety of ways, but surveys suggest that the combination 
of cognitive and behavioral approaches (each of which is described in detail in a later 
chapter) is the most common (Hickman, Arnkoff, Glass, & Schottenbauer, 2009).

 � Cognitive therapy has witnessed a remarkable rise in popularity, especially since 
the 1980s. Prior to the 1980s, the unpopularity of the cognitive approach suggested 
it was hardly worth including on these surveys, but by 2010, it had become by far the 
most commonly endorsed single-school approach and had also overtaken the eclectic/ 
integrative approach. In surveys since 2010 in which the combined “cognitive-behav-
ioral” option is available, that orientation has been so dominant that some authors have 
speculated about the possibility of it overtaking the field (Heatherington et al., 2012; 
Jaimes, Larose-Hébert, & Moreau, 2015; K. N. Levy & Anderson, 2013).

 � Even among those therapists who endorse a singular orientation rather than call-
ing themselves eclectic, the actual techniques they use often fall outside the boundaries 
of their singular orientation. For example, a therapist who calls herself behavioral may 
in fact use cognitive techniques from time to time, or 
another therapist who calls himself humanistic may in 
fact use psychodynamic techniques occasionally (Thoma 
& Cecero, 2009).

 � The endorsement of psychodynamic/psychoana-
lytic therapy has declined significantly since 1960, when 
it far exceeded any other single approach and rivaled 
the eclectic/integrative approach in terms of popularity. 
In 2010, only 18% of clinical psychologists endorsed it 
as their primary orientation—about half the percentage 
reported in 1960. Nonetheless, psychodynamic/psycho-
analytic therapy remains the second most commonly 
endorsed orientation among the single-school approaches.

The same survey (Norcross & Karpiak, 2012) offers 
a description of the formats, or modalities, most com-
monly used by clinical psychologists. Table 11.2 pres-
ents highlights of these results for clinical psychologists 
responding to the most recent edition of the survey.

Table 11.2  Involvement of Clinical 
Psychologists in 
Various Psychotherapy 
Formats

Psychotherapy 
Format

Percentage 
of Clinical 

Psychologists  
Who Practice It

Individual 98

couples/Marital 48

Family 34

Group 20

Source: Adapted from Norcross, Karpiak, & Santoro 
(2005).
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As Table 11.2 indicates, psychotherapy with individual clients dominates the pro-
fessional activities of contemporary clinical psychologists (see also Cook et al., 2010). 
Almost all (98%) conduct some individual therapy. However, the other formats of  
therapy—couples/marital therapy, family therapy, and group therapy—are also practiced 
by sizable numbers of clinical psychologists.

Regardless of the type of therapy, it has become increasingly evident that clients enter 
therapy at various points regarding willingness to change. Simply put, some clients are quite 
ready to change when they enter therapy, whereas others are not. Psychotherapy research-
ers (e.g., Norcross, Krebs, & Prochaska, 2011) have developed and provided empirical 
support for a stages of change model to describe the various points where clients may 
fall in terms of readiness. Specifically, clients may enter therapy at one of these five stages:

• Precontemplation stage—no intention to change at all. These clients are largely 
unaware of their problems, and they may have been pressured to enter therapy 
by family or friends who are more aware than they are themselves.

• Contemplation stage—aware that a problem exists, considering doing something 
to address it, but not ready to commit to any real effort in that direction. These 
clients are often ambivalent and are not yet willing to give up the benefits of the 
behavior they recognize as somewhat problematic.

• Preparation stage—intending to take action within a short time (e.g., weeks, a 
month). These clients may be taking small steps but have not made significant or 
drastic change.

• Action stage—actively changing behavior and making notable efforts to overcome 
their problems. More than any other stage, this stage requires sustained effort 
and commitment to the therapeutic goals.

• Maintenance stage—preventing relapse and retaining the gains made during the 
action stage. This stage lasts indefinitely.

It is important for therapists to assess the stage of change clients are in when they 
seek therapy. It would be a mistake to assume that most are at the action stage; indeed, data 
suggest that the vast majority are at an earlier stage at the outset of therapy. Thus, initial 
goals should emphasize increasing clients’ readiness to change rather than forcing them to 
change prematurely (Norcross, Krebs, & Prochaska, 2011). A meta-analysis on studies of 
the connection between stages of change and therapy outcome produces a clear result: The 
farther along the continuum the client is, the better the outcome will be, so it is important 
to customize treatment by “meeting the client where they are” and progressing one stage 
at a time (Krebs, Norcross, Nicholson, & Prochaska, 2018).

The Future

The practice of psychotherapy among clinical psychologists has certainly changed 
in the past half century. How might it change in the near future? Seventy 
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psychotherapy experts, including many editors of leading journals in the field, were 
surveyed about the trends they foresee for the near future (Norcross, Pfund, & 
Prochaska, 2013). The results included several provocative predictions, including 
a rise in the use of

• mindfulness-based approaches to therapy,

• cognitive and behavioral approaches to therapy,

• multicultural approaches to therapy,

• eclectic/integrative approaches to therapy,

• therapies involving the use of the Internet and other forms of technology, and

• evidence-based practice.

The survey also suggested that classic psychoanalysis will continue to decline in use 
soon. Of course, only time will tell if these predictions are accurate.

Eclectic and Integrative Approaches

Eclectic and integrative approaches to psychotherapy hold a unique position among 
clinical psychologists, as we have seen. Whereas the various single-school forms of ther-
apy have risen and fallen in popularity over the years, eclectic/integrative therapy has 
remained at or near the top of the list in terms of popularity (Norcross, Hogan, Koocher, 
& Maggio, 2017; Norcross & Karpiak, 2012).

Although the terms are often linked and both involve multiple therapy 
approaches, an eclectic approach to therapy actually differs in important ways from 
an integrative approach. Eclectic therapy (also known as technical eclecticism) involves 
selecting the best treatment for a given client based on empirical data from studies 
of the treatment of similar clients (J. R. Gold, 1996; Norcross & Newman, 1992; 
Stricker, 2010). In other words, a truly eclectic therapist turns to the empirical  
literature as soon as the diagnosis is made and practices whatever technique the  
literature prescribes for that diagnosis. So if the empirical literature dictates it, 
an eclectic therapist might practice cognitive therapy with a 9:00 a.m. client with  
generalized anxiety disorder, behavioral therapy with a 10:00 a.m. client with a  
phobia, and so on.

An integrative approach to therapy, on the other hand, involves blending tech-
niques in order to create an entirely new, hybrid form of therapy (Beitman & Manring, 
2009; Norcross, 2005; Ziv-Beiman & Shahar, 2015). An integrative therapist may com-
bine elements of psychoanalytic, cognitive, behavioral, humanistic, or other therapies 
into a personal therapy style applied to a wide range of clients.

In 1977, Paul Wachtel was one of the first to successfully integrate complementary 
(some might have said incompatible) approaches, namely, psychoanalysis and behavior 
therapy. Soon after, especially in the 1980s, integrative therapy grew into a full-fledged 
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Metaphorically Speaking

If You Know the Difference Between 
a Fruit Salad and a Smoothie, 
You Understand the Difference 
Between Eclectic and Integrative 
Psychotherapists

A fruit salad includes a variety of ingredi-
ents, but each bite brings only one flavor: The  
fork may stab a strawberry first, a blueberry 
next, and a pineapple chunk third. Each piece 
is pure, discrete, and easily distinguished from 
the others. But in a smoothie made of these 
ingredients, every sip includes the same com-
bination of ingredients, and the taste of every 
sip reflects that unique blend. Mixed together, 
the ingredients create a distinct concoction 
with a taste wholly its own.

An eclectic approach to psychotherapy 
is a lot like a fruit salad. Eclectic therapists 
use a pure, discrete approach to therapy with 
each client, and they choose that approach 
according to empirical support. They allow 
empirical studies of psychotherapy efficacy 
to direct them toward the therapy most 
likely to succeed for a particular diagnosis. 
As described in Chapter 3, recent publica-
tions have supplied therapists with lists of 
the most empirically supported treatments 
for particular disorders (e.g., Chambless  
et al., 1998). An eclectic therapist would 
refer to such a list for each client separately. 
Because such lists prescribe very different  
forms of therapy for various disorders,  
eclectic therapists must be versatile enough 
to practice many techniques competently. 
Eclectic therapists have no loyalty to any  
particular approach to therapy; their loyalty 
is to the empirical data.

Integrative therapy, in contrast, is more 
like a smoothie—a custom blend of ingre-
dients that forms an original creation. This 
“hybrid” approach to therapy is often used 
across clients and across diagnoses. Thus, 
integrative therapists are less concerned 
with employing evidence-based, manual-
ized techniques in their pure form; instead, 
they are concerned with synthesizing the 
best features of various theories of psycho-
therapy. Whereas an eclectic therapist’s 
approach might contrast greatly from one 
client to the next (depending on empirical 
data for treatments of various disorders), 
an integrative therapist’s approach might 
remain a bit more constant, just as in a 
smoothie—the flavor combination doesn’t 
vary much from sip to sip.

As a clinical psychologist, which of  
these approaches to therapy—eclectic or  
integrative—would you prefer? If you were  
the client, which approach might you prefer 
that your clinical psychologist take? What  
are the pros and cons of each approach?
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movement. One of the champions of this movement has been John Norcross, who 
explained that the psychotherapy integration movement grew out of “a dissatisfaction 
with single-school approaches and a concomitant desire to look across and beyond 
school boundaries to see what can be learned from other ways of thinking about psy-
chotherapy and behavior change” (Norcross & Newman, 1992, p. 4). Norcross and 
Newman identify a number of factors that have fostered the popularity of integrative 
forms of psychotherapy, especially since the 1980s. Among the most important of these 
factors are two that we identify in this chapter: the lack of differential effectiveness 
among therapies and the recognition that common factors contribute significantly to 
therapy outcome.

More recently, an alternative to the eclectic and integrative approaches has 
emerged: an assimilative approach, in which the therapist maintains “a firm grounding 
in one system of psychotherapy, with a willingness to selectively incorporate (assimilate) 
practices and views from other systems” (Norcross, Goldfried, & Arigo, 2016, p. 306). 
The assimilative approach is not quite as blended as the integrative approach—a sin-
gle approach, like cognitive or psychodynamic, clearly dominates—but the therapist is 
willing to bring in elements of other approaches in a limited way (Castonguay, Eubanks, 
et al., 2015).

DENISE: A FICTIONAL  
CLIENT TO CONSIDER FROM  
MULTIPLE PERSPECTIVES

The upcoming chapters of this book focus on specific approaches to psychotherapy, 
including psychoanalytic, humanistic, behavioral, cognitive, and group. To illustrate each 
fully, we consider a therapy summary of a fictional client named Denise. (As this chapter 
indicates, if Denise were a real client seen by a real clinical psychologist, there is a good 
chance she would receive a combination or blend of treatments, but therapy summaries 
of the single-school approaches will nonetheless exemplify the elements of the various 
approaches.) As therapy summaries, these reports appear in the past tense, as if Denise 
has completed a full course of the featured treatment and the therapist has written a 
synopsis of the treatment that might be useful if Denise returns later or resumes therapy 
with another therapist.

As it is with any client, Denise’s cultural background is an important aspect of her 
therapy. In creating this fictional client, many of her demographic characteristics were 
selected because they match descriptions of individuals most likely to seek psychother-
apy (Vessey & Howard, 1993). Of course, culturally competent clinical psychologists may 
make adjustments to therapy for clients with similar presenting problems but different 
cultural characteristics.

A full description of Denise is presented in Box 11.6.

 Web Link 11.5
John norcross



278   Part III  •  PsychotheraPy

Denise: A Fictional Client to Consider  
From Multiple Perspectives

Denise is a 30-year-old, 
single, straight, Cau-
casian woman who 
has lived her entire 
life in a large Mid-
western city. She has 
no history of signifi-
cant illness or injury 
and is in generally 

good health. Denise grew up as the fifth of six 
children in a middle-class family in which 
both parents worked full-time. She attended  
2 years of college immediately after high school 
but then transferred to culinary school where 
she graduated near the top of her class. She  
currently lives alone and maintains an upper-
middle-class lifestyle.

Denise has worked as the only chef in a 
small upscale restaurant for about 5 years. 
Denise has enjoyed her job very much. One 
of her favorite aspects of her job had always 
been coming out of the kitchen to ask cus-
tomers how they were enjoying their meals, 
especially because the feedback she received 
from them was almost exclusively positive. 
The owner of the restaurant had allowed 
Denise to do this because he believed it added 
a personal touch to the dining experience. 
Another of her favorite aspects of the job had 
been the creative freedom she enjoyed in the 
kitchen. The owner had allowed her to create 

her own unique entrées and change them as 
frequently as she liked.

Recently, though, Denise’s feelings toward 
her job have changed drastically. A new owner 
took over the restaurant, and the new owner 
firmly stated to Denise that her job was to stay 
in the kitchen preparing food and not talk with 
customers at all. The new owner has also pro-
vided Denise with a strict, predetermined, per-
manent menu that the owner alone created 
and that Denise must now follow. She finds 
this revised job description inconsistent with 
her own personal style, and she sorely misses 
both the praise she had become accustomed 
to receiving from customers and the opportu-
nities to create her own dishes.

Since this change was implemented, Denise 
has been experiencing mild to moderate depres-
sive symptoms, including sadness, loss of interest 
in daily activities, low energy, difficulty sleeping, 
and difficulty concentrating. She has had dif-
ficulty getting to work on time and preparing 
dishes in a timely and conscientious manner, and 
her exercise routine, which had been very regu-
lar, is now sporadic. Sometimes Denise suspects 
that the new owner may have implemented this 
new policy specifically to hurt her. She states that 
she wants to return to the way she felt before this 
happened, and she is concerned that if she cannot 
overcome this problem, her performance at work 
will suffer to the extent that she will lose her job.
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CHAPTER SUMMARY

Psychotherapy is the most common professional activ-
ity of clinical psychologists. Following some published 
doubts about its efficacy in the 1950s, researchers in 
the subsequent decades amassed enormous amounts 

of empirical outcome data, much of which has been 
combined in meta-analyses, supporting the conclusion 
that for the vast majority of clients, psychotherapy 
works. Recent data suggest that it also reduces medical 
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costs and produces neurological changes in the brain. 
Outcome studies that have compared the efficacy of 
various approaches to therapy with one another have 
consistently resulted in a virtual tie, a finding that has 
been nicknamed the “dodo bird verdict.” The pres-
ence of common factors across all forms of therapy, 
including a strong therapeutic relationship, hope,  
and attention, may underlie their equal efficacy. More 
recent and targeted outcome studies focusing on par-
ticular manualized therapies for particular disorders 
have given rise to further debate about the relative 
contributions of the common factors versus specific 
therapy techniques. All empirical psychotherapy out-
come studies must address numerous methodological 
issues, including who, when, and how to ask about 

the outcome of therapy. Additionally, efficacy studies, 
which assess how well a therapy works “in the lab,” 
should be understood in conjunction with effective-
ness studies, which assess how well a therapy works 
“in the real world.” A gap exists between psychother-
apy researchers and practitioners, but dissemination 
of evidence-based therapies can be increased by vari-
ous strategies, including practice-oriented research in 
which researchers and practitioners collaborate. Sur-
veys indicate that since 1960, the eclectic/integrative  
therapy orientation has generally been most com-
monly endorsed by clinical psychologists, and among 
single-school approaches, the psychodynamic/ 
psychoanalytic orientation has been on the decline, 
whereas the cognitive orientation has been on the rise.

KEY TERMS AND NAMES

attention 266
Dianne Chambless 268
common factors 263
dodo bird verdict 263
eclectic 275
effectiveness 257
efficacy 257
Hans Eysenck 254

hope 265
integrative 275
Stanley Messer 268
John Norcross 275
prescriptive approach 268
psychotherapy 253
stages of change model 274
Hans Strupp 254

therapeutic alliance 263
therapeutic relationship 263
three-stage sequential model of 

common factors 266
tripartite model 254
Bruce Wampold 268
working alliance 263

CRITICAL THINKING QUESTIONS

1. According to the tripartite model, parties other 
than the client and the therapist can have a 
meaningful perspective on the outcome of a 
client’s psychotherapy. Specifically, which third 
parties might have the most valid perspective? 
Clients’ partners, friends, kids, supervisors, 
coworkers, managed-care companies, or 
someone else?

2. What conclusions do you draw from the results 
of large-scale effectiveness studies such as the 
1995 Consumer Reports study?

3. When graduate programs train their students in 
psychotherapy, to what extent should they

 emphasize common factors (e.g., forming and 
maintaining strong therapeutic relationships) as 
opposed to specific therapy techniques?

4. Consider the three-step sequential model of 
common factors. In your opinion, would men 
and women tend to move through the sequence 
identically? What steps might each group tend to 
emphasize or deemphasize?

5. What are the implications of the finding that the 
eclectic/integrative orientation has been the most 
commonly endorsed orientation among clinical 
psychologists in surveys since 1960?



280   Part III  •  PsychotheraPy

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations 
and Tracks

 counseling Process and outcome

evidence-Based/empirically 
supported treatments

Intervention/treatment

Psychotherapy Process and outcome

Miscellaneous and other—
therapeutic relationship

evidence-Based/empirically 
supported treatments

Miscellaneous/other—
evidence-Based Practice

Miscellaneous/other—
outcome research

Miscellaneous/other—
Psychotherapy research

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Clinician’s Research Digest: Adult Populations

http://www.apa.org/pubs/journals/crd/index.aspx

Journal of Clinical Psychology

http://onlinelibrary.wiley.com/journal/10.1002/
(ISSN)1097-4679

Journal of Consulting and Clinical Psychology

http://www.apa.org/pubs/journals/ccp/index.aspx

Journal of Psychotherapy Integration

http://www.apa.org/pubs/journals/int/index.aspx

Practice Innovations

http://www.apa.org/pubs/journals/pri/index.aspx

Psychology and Psychotherapy: Theory, Research and 
Practice

http://onlinelibrary.wiley.com/doi/10.1111/papt 
.2016.89.issue-2/issuetoc

Psychotherapy

http://www.apa.org/pubs/journals/pst/index.aspx
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STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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12

This chapter and the three that follow each focus on a prominent psychotherapy orienta-
tion. We begin with the psychodynamic orientation for multiple reasons. For one, psy-

chodynamic therapy came first historically. In fact, for much of the first half of the 1900s, 
the psychodynamic approach was so dominant that it was practically synonymous with 
psychotherapy itself. Also, many of the therapies that arose in later decades—including  
humanistic, behavioral, and cognitive therapies—were reactions against the psychody-
namic approach (J. Gold & Stricker, 2017; Karpiak, Norcross, & Wedding, 2016). Many 
of the pioneers of the nonpsychodynamic therapies were actually initially trained in psy-
chodynamic programs but later abandoned that approach to create something different.

But among many clinical psychologists, psychodynamic psychotherapy does not 
enjoy the reputation or popularity it once held. A leading scholar in psychodynamic 
therapy recently described its current status quite bluntly:

There can be little doubt that psychoanalysis and the psychodynamic therapies 
that arise from it are currently in a beleaguered state. The average educated 
reader today is likely to be confronted with a series of statements in the popular 
press that are variations on the following themes: Freud is dead; psychoanalysis 
is more religion than science; psychodynamic psychotherapy has no research to 
support its efficacy; cognitive-behavioral therapy has surpassed psychoanalytic 
therapy as the most accepted form of psychotherapeutic 
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Learning 
Objectives
12.1 Identify the primary 

goal of psychodynamic 
psychotherapy.

12.2 Describe the techniques 
used by psychodynamic 
therapists to access the 
unconscious.

12.3 Explain the implications for 
psychotherapy of fixation at 
Freud’s oral, anal, and phallic 
psychosexual stages.

12.4 Contrast contemporary 
forms of psychodynamic 
psychotherapy with Freud’s 
original approach.

12.5 Discuss brief psychodynamic 
psychotherapy approaches.

12.6 Summarize the findings 
of psychodynamic 
psychotherapy outcome 
research.

treatment; psychodynamic psychotherapy is too long 
and too expensive; and the fundamental psychoanalytic 
concepts are too vague to be rigorously studied. The 
common wisdom among psychoanalysts these days is 
that if a patient asks you if you are “a Freudian,” the 
correct answer is “no.” (Gabbard, 2009a, p. vii)

Despite the relative decline of psychodynamic therapy, it 
remains widely used and quite relevant, especially in certain pock-
ets of the profession. Through adaptations of its traditional meth-
ods into novel approaches that better suit contemporary culture, 
it continues to exert significant influence on clinical psychology. 
In fact, it is worth emphasizing that the quote above appears in 
the preface of a full book devoted to evidence-based psychody-
namic psychotherapy, the mere existence of which illustrates the 
continued vitality of psychodynamic psychotherapy in an era that 
emphasizes empirical efficacy.

DEFINING PSYCHODYNAMIC 
PSYCHOTHERAPY

For the sake of simplicity, in this chapter we will use the term psy-
chodynamic psychotherapy to cover an extensive range of ther-
apies. Our use of the term refers broadly to the pioneering work 
of Sigmund Freud and all subsequent efforts to revise and expand 
on it. Thus, it includes Freud’s original approach to therapy, which 
in its classic form is known as psychoanalysis. Of course, Freud 
had many intellectual descendants, including some who were his 
contemporaries (such as Carl Jung, Alfred Adler, and Erik Erikson) 
and others whose ideas arrived in subsequent generations (such as 

his daughter Anna Freud, Harry Stack Sullivan, Frieda Fromm-Reichmann, Melanie Klein, 
Karen Horney, D. W. Winnicott, and Heinz Kohut). At various points in the evolution of 
his theory by others, Freud’s original term psychoanalysis was replaced by terms such as psy-
choanalytic psychotherapy, neo-Freudian therapy, and psychodynamic psychotherapy, each of which 
has generated even more specific terms for its offshoots. Rather than trying to make demar-
cations and distinctions among so many overlapping terms, our purposes in this chapter are 
best served by choosing a single term—psychodynamic psychotherapy—to represent them all.

GOAL OF PSYCHODYNAMIC  
PSYCHOTHERAPY

The primary goal of psychodynamic psychotherapy is to make the unconscious con-
scious (Cabaniss, Cherry, Douglas, & Schwartz, 2011; Karon & Widener, 1995). 
Psychodynamic psychotherapists help their clients become aware of thoughts, feelings, 
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and other mental activities of which the clients are 
unaware at the start of therapy. The word insight, 
used often by psychodynamic therapists and clients 
alike, captures this phenomenon—looking inside 
oneself and noticing something that had previ-
ously gone unseen (J. P. Barber & Solomonov, 2016; 
Gibbons, Crits-Christoph, Barber, & Schamberger, 
2007; Lacewing, 2014; McAleavey & Castonguay, 
2014). Once we become aware of unconscious pro-
cesses, we can make efforts to control them deliber-
ately, rather than them controlling us.

Of course, the process of making the uncon-
scious conscious presumes that an unconscious part 
of our mind exists in the first place. This funda-
mental idea—the existence of the unconscious—is 
one of Freud’s most important and enduring con-
tributions to clinical psychology (Kernberg, 2004; 
Kihlstrom, 2015; R. C. Lane & Harris, 2008). Before 
Freud, there was little acknowledgment among men-
tal health professionals about any mental activity 
occurring outside our awareness. Freud changed the 
way we think about ourselves by proposing “mental 
processes that are outside the awareness of the indi-
vidual and that have important, powerful influences 
on conscious experiences” (Karon & Widener, 1995, p. 26; see also Mendelsohn, 2015). 
According to Freud and his psychodynamic followers, not only does the unconscious 
exist, it also exerts a powerful influence on our day-to-day and minute-to-minute lives. 
In fact, they argue that unconscious processes underlie depression, anxiety, personality 
disorders, eating disorders, and all other forms of psychopathology that clinical psychol-
ogists treat. Thus, gaining access to it is vital (Kris, 2012).

Accessing the Unconscious

Psychodynamic psychotherapists gain an appreciation of their clients’ unconscious pro-
cess in a variety of ways. Of course, these methods are quite inferential: Rather than 
understanding a client’s unconscious in an empirical, factual way, psychodynamic psy-
chotherapists understand it through inference, deduction, and conjecture. In more casual 
language, psychodynamic psychotherapists try to “read” their clients and hypothesize 
about their unconscious activity using the following processes.

Free Association

Free association is a technique in which psychodynamic psychotherapists simply ask 
clients to say whatever comes to mind without censoring themselves at all. The client’s 
task is to verbalize any thought that occurs, no matter how nonsensical, inappropriate, 
illogical, or unimportant it may seem (Kernberg, 2004; Skelton, 2006). It may sound 
straightforward enough, but free association is no easy task. Consider how rare it is for 
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any of us to speak with complete spontaneity, without editing ourselves in one way or 
another. Perhaps the only times we hear such speech in daily life are when we listen to 
very young children or very intoxicated adults. Nonetheless, the words of people in such 
states of mind can be revealing about their innermost thoughts and feelings, according to 
the psychodynamic approach. If clients can feel relaxed enough to engage in free associa-
tion (which may be rare even in psychotherapy), their unconscious processes can become 
more evident to the psychodynamic psychotherapist and, ultimately, to themselves.

It is important to distinguish free association from word association, a technique 
associated with Carl Jung. In word association, the therapist presents the client with a list 
of words. After hearing each word, the client is to respond with the first word that comes 
to mind. Jungian therapists have often developed hypotheses about clients based on the 
content of their associations or the amount of time it takes them to respond to certain 
words (C. S. Hall & Nordby, 1973). In contrast, free association involves no stimulus at 
all from the therapist.

Freudian “Slips”

According to psychodynamic psychotherapists, all our behavior is determined; there is 
no such thing as a random mistake, accident, or slip. So if a behavior can’t be explained 
by motivations of which we are aware, unconscious motivations must be the cause. In 
this way, when we get something wrong or “forget” something, we reveal unconscious 
wishes. Psychodynamic psychotherapists who witness a client’s slips of the tongue during 
a session or who hear clients’ stories of such events may be able to glimpse the clients’ 
underlying intentions. Although most examples of Freudian slips are verbal, they can 
be behavioral as well:

 � Ray, a 52-year-old man who lived in New Jersey, was asked by his older sister 
Tanya to fly home to Ohio. The reason for the meeting was that their 80-year-old father 
had become quite ill in recent months, and although he currently lived alone, Tanya 
thought they should discuss assisted-living or nursing home options. Ray agreed to fly 
home, but a few hours before the flight, he lost his car keys. He found them at the last 
minute, but on the way to the airport he missed the airport exit off the highway (an exit 
he had taken dozens of times before). The combination of losing the keys and missing 
the exit resulted in Ray missing his flight. His “mistakes” uncover that, unconsciously, 
Ray dreaded the meeting and wanted to avoid it. He was fearful of the conflicts that 
would arise with Tanya as well as the sight of his father as unable to take care of himself.

 � Liz and Amy, both 25 years old, have been very close friends since age 18, when 
they were roommates during their first year of college. At that time, Liz began dating 
Sean. They continued dating for the next 5 years and got married when Liz was 23. Liz 
and Sean just had their first baby, a boy named Benjamin. Amy is happy for them, and she 
is one of many to bring a gift for the new baby. In her card, Amy congratulated the couple 
on the birth of “Benjamine.” Her unique misspelling of the baby’s name combines the 
words “Benjamin” and “mine,” revealing Amy’s unconscious wish that she, rather than 
Liz, had dated, married, and had a child with Sean.

 � Occasionally, network TV provides a good example of a Freudian slip. On a 
memorable episode of the sitcom Friends, Ross Geller and his fiancée Emily are getting 
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married. During the ceremony, when asked to repeat the words, “I take thee, Emily . . . ,”  
Ross mistakenly replaces “Emily” with “Rachel.” He tries in vain to explain it away as  
a meaningless slip of the tongue, but Emily (and, of course, all the viewers) recognize 
that although he may not realize it consciously, Ross truly wishes he were marrying his 
long-time friend Rachel rather than Emily.

Dreams

Although some emphasize dreams more than others, psychodynamic psychotherapists 
generally believe that our dreams communicate unconscious material (Cabaniss et al., 
2011). Freud theorized that when we sleep, our minds convert latent content (the 
raw thoughts and feelings of the unconscious) to manifest content (the actual plot 
of the dream as we remember it). This process, called dream work, uses symbols to 
express wishes, which can result in unconscious wishes appearing in a very distorted or 
disguised form.

In psychodynamic psychotherapy, the therapist analyzes dreams by attempting 
to uncover the unconscious meaning behind them—essentially, undoing the dream 
work. Often, the therapist asks the client to help in the dream interpretation process by 
explaining the personal meaning of the symbols appearing in the dream. As an example, 
if a client has a dream about, say, a table, the therapist may be unsure about what the 
table represents. However, if the client explains that the particular table that appeared in 
the dream was reminiscent of the one she remembers from her childhood in her grand-
mother’s house, the connotations of that symbol may become more apparent. Of course, 
even with the client’s help, dream interpretations (and other attempts to understand the 
unconscious) remain inferential rather than factual.

Sigmund Freud (1900) famously called dreams the “royal road” to unconscious 
material. Although dreams are certainly still valued, the contemporary perspective is 
more inclusive of other paths as well: “Today the psychoanalytic view is that there are 
many ‘royal roads’ to the unconscious” (Kernberg, 2004, p. 18).

Resistance

Sometimes, when certain issues come up during the course of therapy, clients make it 
clear that they “don’t want to go there.” They communicate their reluctance in a variety 
of ways—some obvious, some subtle. They might change the subject, suddenly remem-
bering something new they intended to discuss. They might fill sessions with talk of 
unessential topics. They might show up late to subsequent appointments or miss them 
altogether.

Psychodynamic psychotherapists have a name for this client behavior: resistance 
(Dewald, 1964; Gabbard, 2009c; Karon & Widener, 1995; LaFarge, 2012; R. C. Lane 
& Harris, 2008; Wolitzky, 2016). When clients sense that certain unconscious thoughts 
and feelings are being laid bare too extensively or too quickly, they feel anxious. That 
anxiety motivates them to create distractions or obstacles that impede the exploration 
of those thoughts and feelings. Psychodynamic psychotherapists could be frustrated by 
clients’ resistance, but more often they are intrigued by it and use it to guide future 
efforts. When they notice resistance, they assume that the therapy has “struck a nerve,” 
and although the client may not be willing to delve into the issue at the moment, the 
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resistance itself may be an important factor in the  
client’s daily life and could become a productive 
topic of conversation later in therapy.

As an example, consider Talia, a 24-year-old 
client who has grown up with a physically abusive 
father. In therapy, she had no trouble voicing her 
resentment toward her father; in fact, it was a prom-
inent theme of her sessions. Her psychodynamic 
psychotherapist, Dr. Harrison, noticed that Talia 
rarely spoke of her mother, who also lived in the 
home throughout Talia’s childhood. At one point, 
during a discussion of her father’s impact on her life,  

Dr. Harrison asked Talia whether her mother was aware of her father’s abuse toward 
her. Talia replied, but in a way that sidestepped Dr. Harrison’s question: “I just hate 
him so much for what he did to me.” Later in the session, Dr. Harrison asked Talia if 
anyone knew about the abuse as it was happening to her. Talia abruptly changed the 
subject, suddenly remembering an unrelated event that had happened the day before. 
Talia missed her next appointment and was late to the one after that. Dr. Harrison devel-
oped the hypothesis that Talia may hold some strong unconscious feelings of resentment 
toward her mother, who may have known about the abuse but did nothing to stop it. Dr. 
Harrison also speculated that Talia was uncomfortable acknowledging this buried resent-
ment of her mother, so she found ways to avoid the topic. In future sessions, Dr. Harrison 
pointed out to Talia her avoidance of this topic, and they discussed the possibility that 
Talia felt anger toward her mother, as well as Talia’s reluctance to discuss that feeling.

Defense Mechanisms

Psychodynamic psychotherapists believe that by identifying clients’ unconscious defense 
mechanisms and bringing them into the clients’ awareness, they can improve the quality 
of their clients’ lives (J. C. Perry, 2014). Before we examine the defense mechanisms 
in detail, however, let’s review the personality components that, according to Freud, 
produce them.

Freud’s structural model of the mind includes three forces, the interaction of which 
takes place largely outside our awareness: the id, the superego, and the ego. The id is the 
part of the mind that generates all the pleasure-seeking, selfish, indulgent, animalistic 
impulses. It seeks immediate satisfaction of its wishes, most of which are biological in 
nature, and is oblivious to any consequences. In contrast, the superego is the part of the 
mind that establishes rules, restrictions, and prohibitions. It tells us what we “should” 
do, and it often uses guilt to discourage us from overindulging in immediate pleasure. 
Whereas Freud believed the id was inborn, he theorized that the superego became a part 
of the mind through experiences with authority figures, especially parents. Essentially, 
the superego is an internalization of the rules and morals taught to each of us, and 
it stands in direct opposition to the id (Kernberg, 2004; B. E. Moore & Fine, 1990; 
Skelton, 2006).

So, according to Freud, our unconscious mental processes involve a constant bat-
tle between an id demanding instant gratification and a superego demanding constant 
restraint. How does the mind manage these battles? What does it do with the conflicted 
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impulses? These responsibilities fall to the ego, the third component in Freud’s struc-
tural model of the mind. The ego is a mediator, a compromise maker between the id and 
the superego. It faces the challenge of partially satisfying both of these opposing forces 
while also meeting the demands of reality. The ego can be quite creative in the ways it 
handles id/superego conflict. Over time, it develops a collection of techniques on which 
it can rely. It is this set of techniques that Freud and his followers call defense mech-
anisms (J. P. Barber & Solomonov, 2016; Gabbard, 2005; R. C. Lane & Harris, 2008; 
Wolitzky, 2016).

So what are the common defense mechanisms? Although Sigmund Freud offered 
descriptions of many, his followers, including his daughter Anna Freud, added to the list 
(Dewald, 1964; A. Freud, 1936; Sandler & Freud, 1985). Let’s consider some of the most 
commonly acknowledged defense mechanisms, keeping in mind that all of them occur 
unconsciously. Examples will follow the series of definitions.

 � Repression. When the id has an impulse and the superego rejects it, the ego can 
repress conscious awareness of the impulse and id/superego conflict around it. In other 
words, the ego can take the impulse and the internal conflict it creates and “sweep them 
under the rug” so that we never even become aware we had them in the first place. Denial 
is a similar defense mechanism, but it usually refers to events that happen to us rather 
than impulses that come from within us.

 � Projection. When the id has an impulse and the superego rejects it, the ego 
can project the id impulse onto other people around us. In this way, we try to convince 
ourselves that the unacceptable impulse belongs to someone else, not to ourselves. 
Essentially, we attribute our most objectionable qualities to others and, in the process, 
might cast ourselves as possible recipients of the others’ unacceptable behavior rather 
than the ones with the impulse to carry it out ourselves.

 � Reaction formation. When the id has an impulse and the superego rejects it, 
the ego can form a reaction against the id impulse—essentially, do the exact opposite. So 
when the id urges us to do something selfish, we don’t simply resist the temptation; we 
do something selfless, as if overcompensating for the original id impulse.

 � Displacement. When the id has an impulse and the superego rejects it, the ego 
can displace the id impulse toward a safer target. Rather than aiming the id’s desired 
action at whom or what it wants, we redirect the impulse toward another person or 
object to minimize the repercussions—this way, the superego is somewhat satisfied as 
well. The phrase “kicking the dog” has been used to describe displacement, illustrating 
how the ego can reroute destructive urges.

 � Sublimation. When the id has an impulse and the superego rejects it, the ego 
can sublimate it—essentially, redirect it in such a way that the resulting behavior actually 
benefits others. Unlike “kicking the dog,” in which no one benefits from the behavior 
(especially the dog), sublimation allows the id to do what it wants, and in the process, 
others are helped rather than harmed.

To illustrate these five defense mechanisms, let’s choose a specific id impulse— 
physical aggression—and imagine how the ego might manage the internal conflict 
caused when the superego rejects it. Your ego could repress the impulse, in which case 
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Metaphorically Speaking

If You’ve Been to a Movie Theater,  
You Understand Projection

When you’re sitting in a theater, where’s the 

movie? The knee-jerk answer is that the movie 

is on the screen in front of you, but that’s actu-

ally incorrect. A projection of the movie is on 

the screen; the movie itself is in the projector 

behind you.
Projection as a defense mechanism 

works very similarly to projection in the 
movie theater, with the ego as the movie pro-
jector and the id impulse as the movie. The 
ego takes an id impulse and “projects” it out 
of the person and onto others. Thus, the per-
son sees it in others but not in the self. As an 
example, consider Randy, who frequently has 
the id impulse, “I want to steal.” By projecting 
this id impulse, Randy sees this impulse on 
others but not on himself. If Randy literally 
had a projector on his forehead (pardon the 
absurd image), his projection of the sentence 
“I want to steal” onto everyone around him 
would be obvious. When Randy sees others 
walking around with “I want to steal” written 
across their shirts (while remaining obliv-
ious of the fact that the message actually 
originates inside himself), he may very well 
become convinced that he is surrounded by 
thieves. Randy’s case illustrates that when an 
individual relies heavily on a single defense 
mechanism, that defense mechanism 
becomes a prominent feature of the individ-
ual’s personality. To some extent, a defense 
mechanism can define a person or at least 

the kinds of problems the person brings to 
therapy. It would certainly be no surprise to 
find that Randy suffers from paranoia of one 
kind or another (perhaps paranoid personal-
ity disorder or a paranoid subtype of schizo-
phrenia), because he views others as crooks 
and himself as a potential victim. Psychody-
namic psychotherapists would aim to make 
Randy more aware of his own unconscious 
processes, including his tendency to project 
his own unacceptable unconscious wishes 
onto others.
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you would never be aware that you had it in the first place. It could project the impulse 
onto others, such that you became convinced that they—not you—had the impulse to 
attack. It could form a reaction against the impulse, in which case you would do the 
opposite of physical aggression—you might be exceedingly gentle and kind with others 
or dedicate yourself to nonviolent causes. It could displace the impulse to be aggressive 
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onto a safer target; if your id truly wanted to hit your boss, you might instead redirect  
the aggression toward a friend, family member, partner, pet, or even a punching bag 
or video-game enemy. Finally, it could sublimate the impulse, in which case you  
would behave in a physically aggressive way that actually benefited society—perhaps 
as a police officer subduing criminals or even as a surgeon whose incisions heal rather 
than harm.

Psychodynamic psychotherapists believe that some of these defense mechanisms 
are more mature or healthy than others (Dewald, 1964; S. Freud, 1905; Gabbard, 2005; 
Karon & Widener, 1995). For example, denial and repression are considered rather 
immature, largely because they don’t effectively satisfy the id, so similar id demands 
resurface later. At the other end of the spectrum, sublimation is viewed as uniquely 
mature because it satisfies the individual’s id impulses and a societal need simultane-
ously. Of course, the goal of psychodynamic psychotherapy is to help clients become 
aware of their unconscious processes, including their defense mechanisms. As clients 
become enlightened about defense mechanisms they use, they can exert some control 
over them and, in the process, move toward more mature ways of managing their 
internal conflicts.

Defense mechanisms may be easier to understand if we consider alternate defini-
tions of some core Freudian terms: id, superego, and ego. Freud wrote in German, and 
some of his followers have argued that when his terms were translated into English, 
the translators made the curious choices of id, superego, and ego, which are actually 
Latin terms uncommon to everyday English. Some have argued that Freud’s con-
cept of the id would be better translated as “it”: the part of you that is animalistic 
rather than human (not “he” or “she”). The superego might be better understood as 
the “over-me”: an internalization of the rules and demands that came from authority 
figures, especially parents. And ego, therefore, refers to “me”: the person negotiating 
between the demands for instant pleasure and the demands to follow rules (Karon & 
Widener, 1995; Sharpless & Barber, 2015; Truscott, 2010). This alternate terminology 
helps personify the ego and highlights the fact that defense mechanisms don’t merely 
characterize some abstract component of the mind (the “ego”); they actually charac-
terize the whole person and, in many cases, the problems he or she brings to a clinical 
psychologist.

Transference 

Of all the ways to access a client’s unconscious material, transference may be most 
essential to the psychodynamic approach. It is “generally regarded as the most import-
ant focus” of psychodynamic psychotherapy (Galatzer-Levy, Bachrach, Skolnikoff, & 
Waldron, 2000, p. 27) and is seen as “the most powerful tool” of those who conduct it 
(Karon & Widener, 1995, p. 27).

Transference refers to clients’ tendency to form relationships with therapists in 
which they unconsciously and unrealistically expect the therapist to behave like important 
people from the clients’ pasts. In other words, without realizing it, a client “transfers” the 
feelings, expectations, and assumptions from early relationships—usually parental relation-
ships—onto the relationship with the therapist. Essentially, clients allow powerful previous 
relationships to distort their view of the therapist, and in subtle ways they “prejudge” the 
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therapist as a person whose responses will echo those of mom, dad, or some other import-
ant early figure (J. P. Barber & Solomonov, 2016; Gabbard, 2005, 2009c; S. H. Goldberg, 
2012; A. Harris, 2012; R. C. Lane & Harris, 2008; Messer, 2013; Wolitzky, 2016).

Perhaps the concept of transference is best illustrated through an everyday example. 
(After all, psychodynamic psychotherapists believe that transference is not exclusive to 
therapy but present in all kinds of relationships.) Consider Asaan, a 7-year-old boy who 
has taken piano lessons from Ms. Terrell since age 4. Ms. Terrell is a harsh, demanding 
teacher. She expects excellence from her students, and when they fall short, she scolds 
them unsympathetically. She also makes insulting and discouraging comments such as, 
“That’s terrible,” “You’re wasting your parents’ money,” and “How many times do I have 
to teach you this song before you get it right?” As you might expect, Asaan has developed 
strong feelings toward Ms. Terrell over the years. Specifically, he fears and resents her. 
When Asaan’s family moves to another city, his parents arrange for him to take piano les-
sons from a new teacher, Ms. Wallace. At his first lesson with Ms. Wallace, Asaan makes a 
mistake, and—before Ms. Wallace responds at all—strong feelings well up inside Asaan. 
He anticipates Ms. Wallace’s comments—he “knows” that she’s thinking, “That’s terri-
ble,” etc.—and starts to feel fear and resentment toward Ms. Wallace in exactly the same 
way he did toward Ms. Terrell. In short, Asaan unknowingly transfers the feelings and 
expectations from his early, formative relationship with a piano teacher (Ms. Terrell) onto 
his subsequent teacher (Ms. Wallace). What he doesn’t yet realize is that, in reality, his 
new teacher is a world apart from his old teacher: Ms. Wallace is extremely supportive, 
kind, and complimentary toward her students. In time, Asaan may grow to appreciate Ms. 
Wallace more realistically, but at least at first, his unrealistic, unconscious transference 
toward her will distort his perception of her and the way they interact with each other.

What happened to Asaan and his piano teachers happens to all of us, according to 
psychodynamic theory, in a much broader sense. We all experience powerful early rela-
tionships in our formative years—especially with parents—and those relationships shape 
our expectations for future relationships. Thus, when we meet new people and begin to 
form friendships, romantic partnerships, or work relationships with them, our responses 
toward them might not be totally objective. Instead, to the extent that our new friends, 
partners, or coworkers evoke the important people with whom we had our primary, early 
relationships, we may unconsciously jump to conclusions about them and develop feel-
ings toward them that aren’t actually warranted. The role of the psychodynamic psy-
chotherapist is to help clients become aware of their own transference tendencies and 
the ways these unrealistic perceptions of others affect their relationships and their lives. 
Once aware of these tendencies, clients can make conscious efforts to manage them.

Rather than learning about clients’ transference indirectly through their descrip-
tions of relationships with others, psychodynamic psychotherapists seek to experience 
that transference firsthand. In other words, psychodynamic psychotherapists presume 
that clients will bring the same transference issues to the client–therapist relationship 
that they do to many of the other relationships in their lives. This way, the therapist gets 
a direct, personal understanding of the expectations and emotions the client unknow-
ingly assigns to new relationships. After the therapist identifies these transference ten-
dencies in the client–therapist relationship, the therapist can call the client’s attention to 
them—in other words, offer interpretation of the transference. These comments by the 
therapist to the client—observations, essentially, of the unconscious tendencies the client 
shows when he or she forms relationships—are crucial elements of this kind of therapy 
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(Ulberg, Amlo, Critchfield, Marble, & HØglend, 2014). In fact, some argue that interpre-
tation “has always been the technique par excellence” of psychoanalysis and psychody-
namic psychotherapies (P. Goldberg, 2012, p. 292). With any interpretation, it may take 
clients a long time to fully understand it, accept it, and see its impact on their day-to-day 
lives. After all, an interpretation can represent a drastically different explanation than the 
client had ever considered for his or her own behavior. For this reason, psychodynamic 
therapy often involves a lengthy working through process, in which interpretations are 
reconsidered and reevaluated again and again. Frequently, it takes many sessions for an 
important interpretation to “sink in” fully and take effect on the client’s psychological 
functioning (Gabbard, 2009c; Wolitzky, 2016).

The “blank screen” role of the psychodynamic psychotherapist is essential to the 
transference process. Psychodynamic psychotherapists typically reveal very little about 
themselves to their clients through either verbal or nonverbal communication. (In fact, 
this was a primary reason why Freud had clients lie on a couch while he sat behind 
them in a chair, out of their line of sight.) Consider the example of Asaan and his new 
piano teacher, Ms. Wallace, once again. If Ms. Wallace decided that from the beginning, 
she was going to reveal as little as possible about her own personality—essentially, stay 
“blank” to Asaan—she could conclude that any feelings Asaan has toward her are based 
purely on transference from past relationships. If she gives him nothing to respond to—
communicates very little verbally and nonverbally, keeps a neutral emotional tone—and 
Asaan nonetheless expresses resentment and fear toward her, Ms. Wallace can conclude 
that those feelings are left over from earlier relationships; after all, she couldn’t have 
elicited them herself. For a piano teacher, this would be unusual behavior. But for a psy-
chodynamic psychotherapist, it is quite common and purposeful.

One more note on the blank screen role—in the Internet age, it is increasingly diffi-
cult, and perhaps impossible, for therapists to maintain it. Research shows that many clients 
google their therapists, either before or after therapy has begun (Eichenberg & Sawyer, 
2016). And when they do, they can find all kinds of information, both professional and 
personal. For example, one study found that over half of clients who searched online for 
information about their therapists found information about the therapist’s family, age, and 
education. Over a quarter found information on the therapist’s hobbies or interests, home 
address, and dating/relationship status. A smaller percentage found specific personal infor-
mation related to sexual orientation, religion, politics, finances (Kolmes & Taube, 2016).

As a clinical example of transference, consider Marcus, a 30-year-old man seeing  
Dr. Wallace, a psychodynamic therapist, for anxious and depressive symptoms that 
stemmed mostly from ongoing relationship problems with his long-term girlfriend and 
his supervisor at work. At his first appointment, Marcus provided Dr. Wallace with some 
background information about himself and his relationship problems. Two things struck 
her about the way Marcus spoke to her. First, he dominated the conversation so much 
that she couldn’t get a word in edgewise, and when she tried, he interrupted her and 
spoke over her, as if he didn’t want to allow her to speak. Second, he used the phrase 
“Before you tell me I’m wrong . . .” many times. That is, he would make a statement to 
her, and rather than pausing or inviting her response, he would continue immediately 
with a defense of why his statement was right, as if responding to an imagined challenge. 
It’s important to note that Dr. Wallace did not, in fact, challenge Marcus at all. She never 
interrupted him, disputed him, or even offered a quizzical look. Instead, she remained 
attentive and affirming to everything Marcus said, both verbally and nonverbally. 
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In My Practice . . .

In my practice, I once had a client who provided 
an example of transference that was hard to 
miss. Her name was Claudia, and she was 27 
years old. As our clinical interview started, 
Claudia mentioned that she had been feeling 
mildly depressed, primarily about the death 
of a relative and a job loss that had occurred 
within the last couple of months. About 10 
minutes into the interview, Claudia inter-
rupted herself. She sheepishly said to me, “I’m 
so sorry. I know I’m boring you. You’re prob-
ably thinking, ‘I have so many other import-
ant things to do, and I have so many other 
clients who have more serious problems— 
this is a total waste of my time.’ I feel bad that 
I’m making you listen to my stupid complaints. 
I’m so sorry—I’m just gonna leave now.”

Claudia stood up and headed for the door. 
In that instant, I wondered if I had done any-
thing to cause her to conclude that I thought 
she was a waste of my time. Was I yawning? 
Looking out the window? Staring at the clock? 
No, I hadn’t done any of those things. I was 
listening, nodding, making good eye con-
tact, asking questions—the kinds of things 
that a good interviewer should do. Before she 
reached the door, I urged her to stay. I assured 
her that I was in fact interested in what she 
was telling me. She didn’t believe me at first, 
but after some hesitation, she returned to her 
seat and continued telling me about the rel-
ative who passed away and the job she lost. 
But after another 10 minutes, again, Claudia 
interrupted herself. Again, she explained that 
she just knew that I found her to be a waste 
of time. Again, she headed for the door. Again, 
I persuaded her to return to her seat. These 
self-interruptions happened twice more 
before the interview was over. And afterward, 
when I offered to make an appointment for 
another session, she seemed incredulous that 

I would want to spend more of my time listen-
ing to her.

As therapy continued with Claudia,  
I learned a lot about her childhood. For exam-
ple, she grew up with a father who never 
had time for her. She recalled a scene that 
happened regularly in her house when she 
was a kid, in which Claudia tried to get her 
dad’s attention, but her dad didn’t even look 
away from the TV, newspaper, or computer 
screen. If she tried to speak to him anyway, 
he shunned her, saying something along the 
lines of “Can’t you see I’m busy? Stop both-
ering me!” It doesn’t take a great Freudian 
scholar to connect the dots between the way 
Claudia was treated by her father and the way 
she assumed I (especially as a male therapist) 
would respond to her in therapy. As therapy 
continued, I carefully and patiently offered 
Claudia this interpretation of her unconscious 
and unrealistic expectations toward me. We 
spent a lot of time working through this inter-
pretation, and gradually she became more 
conscious of it.

The real benefit of making Claudia aware 
of the transference tendencies she showed 
with me involved her relationships with other 
people in her real life. In her past, she had 
often broken up preemptively with boyfriends 
(“I know they’re going to lose interest in me. 
They’re gonna think I’m a total waste of their 
time. So I might as well just end it now”). She 
had also frequently decided against applying 
for jobs she wanted and was actually quali-
fied for (“My résumé can’t offer them anything 
interesting. They’re gonna think my applica-
tion is just a waste of their time. Why even 
try?”). But after Claudia became more aware 
of how she transferred expectations from her 
dad onto me, she similarly became more aware 
of how she transferred expectations from her 
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Nonetheless, Marcus seemed convinced that she objected to almost everything he said. 
In effect, Dr. Wallace had been a blank screen, but when Marcus looked at it, he saw 
someone doubting and confronting him.

Why would he have seen her this way? The answer came in time, as Marcus explained 
to Dr. Wallace that throughout his childhood, his parents had consistently challenged, 
doubted, or confronted him whenever he tried to express himself. His parents repeatedly 
gave him the message that he couldn’t simply say what he thought or felt. He had to back 
up such statements with effective arguments to support them; otherwise, they would prove 
him wrong. Without realizing it, Marcus had transferred what he learned from his relation-
ships with his parents onto his new relationship with Dr. Wallace. But Dr. Wallace was not 
the first person onto whom Marcus had exhibited this transference—he had behaved very 
similarly with both his girlfriend and his supervisor (among others). In reality, neither his 
girlfriend nor his supervisor responded to Marcus like his parents had, but his experience 
with his parents had left him unconsciously biased toward assuming that others would be 
similarly challenging, and he responded accordingly. His responses caught his girlfriend and 
supervisor off guard. They didn’t like the way he insisted on dominating conversations and 
winning arguments that seemed to exist only in his mind. By doing so, he caused unneces-
sary tension in these relationships, and that tension caused Marcus to feel anxious and sad.

Unlike his girlfriend or supervisor, Dr. Wallace was able to identify Marcus’s  
transference—to “catch” him doing it and tactfully point it out to him—whenever 
Marcus unconsciously directed his expectations of challenge or confrontation toward 
her. (In other words, Dr. Wallace offered interpretation of Marcus’s transference.) With 
continued discussion in therapy (working through), Marcus gradually became more aware 
of this previously unconscious transference tendency in himself. He was able to “catch” 
his own unrealistic transference feelings toward Dr. Wallace and, more importantly, 
toward his girlfriend, his supervisor, and other people in his life and replace them with 
a more realistic, objective appraisal. His relationships with his girlfriend and supervisor 
improved, and his own feelings of anxiety and depression decreased.

As a final note on transference, it’s important to remember that therapists are peo-
ple, too, and just as clients can transfer onto therapists, therapists can transfer onto cli-
ents. Psychodynamic psychotherapists call this transference by therapists toward clients 
countertransference, and, generally, they strive to minimize it because it involves a 
reaction to the client that is unconsciously distorted by the therapist’s own personal expe-
riences (L. J. Brown, 2012; Dewald, 1964; A. Harris, 2012; J. A. Hayes, Nelson, & Fauth, 
2015; Maroda, 2010; Skelton, 2006; Wolitzky, 2016). One reason that many psychody-
namic training programs require trainees to be clients in psychodynamic psychotherapy 
themselves is to become aware of their own unconscious issues so they won’t arise as 
countertransference toward their own clients (Erwin, 2002; B. E. Moore & Fine, 1990).

dad onto other people in her life (often, but not 
always, men). She started seeing people in her 
life more realistically (“Maybe he doesn’t think 

I’m a waste of his time . . .”), and responding 
to them accordingly. As a result, the quality of 
many areas of her life significantly improved.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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Considering Culture

Culture-Specific Responses to  
the “Blank Screen” Therapist

Many psychodynamic psychotherapists 
make great efforts to remain “blank screens” 
to their clients. They don’t self-disclose 
much at all through their words or their 
actions, so clients may learn very little about 
the therapist’s personal background. Family, 
religion, values, hobbies, and the like remain 
unknown. This blank screen role facilitates 
transference, which is essential to the psy-
chodynamic process. When a client reacts 
emotionally to a therapist whose own words 
and actions couldn’t have provoked the reac-
tion, the therapist can be sure that those 
feelings are the remnants of a previous rela-
tionship. The therapist can help the client 
become more aware of this transference and 
how it affects relationships in the client’s 
real life.

But how do clients of various cultures 
respond to a “blank screen” therapist? Are 
all clients seeking therapists who play this 
role in their lives? Some have argued that 
clients outside mainstream U.S. culture 
might benefit most from therapists whose 
roles in their lives are at odds with the blank 
screen role of psychodynamic psychothera-
pists. For instance, Atkinson, Thompson, and 
Grant (1993) argued that among diverse cli-
ents, there is tremendous cultural variation 
in the services they want their therapists to 
perform or the functions they want them to 
serve. Specifically, these authors have identi-
fied eight distinct therapist roles that clients 
may seek:

• Adviser

• Advocate

• Facilitator of indigenous support 
systems

• Facilitator of indigenous healing 
systems

• Consultant

• Change agent

• Counselor

• Psychotherapist

Whereas some of these roles, especially 
those near the end of the list, may be com-
patible with the psychodynamic blank screen 
role, some of the roles near the top of the list 
may clash with it. For example, as an adviser 
or an advocate, it’s likely that the therapist 
would be expected to reveal something per-
sonal, such as values and experiences. And 
certainly, as a facilitator of indigenous sup-
port or healing systems, the therapist would 
at the very least indicate a familiarity and 
endorsement of these systems and may also 
make known personal background informa-
tion in the process.

Atkinson et al. (1993) argue that people 
less acculturated to mainstream U.S. culture 
tend to favor the first four roles on the list, 
whereas people with higher levels of accul-
turation tend to favor the last four. Indeed, 
clients with low levels of acculturation may 
be looking for something very different 
from what’s traditional when they decide to 
seek help for a psychological or emotional 
problem. In your opinion, how rigid do psy-
chodynamic psychotherapists have to be 
regarding the blank screen role? To what 
extent can it be adapted to accommodate 
diverse clients?
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PSYCHOSEXUAL STAGES:  
CLINICAL IMPLICATIONS

Freud’s psychosexual stages of development—oral, anal, phallic, latency, and genital—
are among the most widely known aspects of his theory. Rather than restating the expla-
nations found in introductory psychology textbooks, let’s consider the implications most 
relevant to clinical psychologists and to the psychodynamic psychotherapy approach in 
particular.

Of the five stages, the first three have generally received the most attention from 
psychodynamic psychotherapists, especially regarding fixation (Karon & Widener, 
1995). Fixation refers to the idea that as children move through the developmental 
stages, they may become emotionally “stuck” at any one of them to some extent and 
may continue to struggle with issues related to that stage for many years, often well into 
adulthood. Although fixation can happen for a variety of reasons, most often it occurs 
when parents do either “too much” or “too little” in response to the child’s needs at a 
certain developmental point.

Oral Stage

Consider the oral stage, which takes place during roughly the first year and a half of a 
child’s life. During this time, the child experiences all pleasurable sensations through 
the mouth, and feeding (breast or bottle) is the focal issue. Of course, kids whose  
parents mismanage this stage may display blatantly 
“oral” behaviors later in life: smoking, overeating, 
drinking, nail biting, and so on. Many of the conse-
quences are not so obvious, however. According to 
psychodynamic theory, a primary issue at this stage 
is dependency. Babies are, after all, utterly depen-
dent on others for survival and comfort. They  
cannot feed, clothe, bathe, protect, or otherwise 
take care of themselves, so they must depend on the 
adults in their lives. (Perhaps the adult equivalent 
of this is a hospital patient who is entirely debil-
itated by illness or injury and whose only option 
is to call the staff for help.) If parents overindulge 
children in the oral stage, children may learn that 
depending on others always works out wonderfully and, in fact, that other people exist 
solely to anticipate and meet their needs. Such children may develop overly trusting, 
naive, unrealistically optimistic personalities and, as adults, will form relationships 
accordingly. On the other hand, if parents are not responsive enough to children 
during the oral stage, children may learn that depending on others never works out 
and, in fact, other people have no interest in helping them at all. Such children may 
develop overly mistrusting, suspicious, and unrealistically pessimistic personalities 
and, as adults, will form relationships accordingly. These oral issues, especially in 

}} Photo 12.3
according to the 
psychodynamic 
perspective, the 
mouth is the focus 
of pleasurable 
sensations for 
children in the 
oral stage of 
development.

©
 Isabelle Lim

bach/is
tockphoto.com



298   ParT III  •  PsychoTheraPy

extreme form, are often at the root of clients’ individual and interpersonal problems 
and the focus of psychodynamic psychotherapy.

Anal Stage

The anal stage follows the oral stage, occurring when the child is about 1.5 to 3 years 
old. Toilet training is a primary task of this stage, but it is not the only way children 
are learning to control themselves. Indeed, control is the central issue of this stage. At 
this age, adults (especially parents) begin to place demands on children regarding their 
speech and behavior. If parents are too demanding of children at this stage, children can 
become overly concerned about getting everything just right. In the bathroom, this may 
mean “no accidents,” but, more generally, it means having everything in exactly the right 
place at the right time. These children often grow to become adults who think obses-
sively and behave compulsively in order to stay in control: They meticulously organize 
their desks, they program their daily schedules from start to finish, and they get their 
cars’ oil changed every 3,000 miles exactly. By contrast, if parents are too lenient toward 
children at this stage, children can become lax about organization, and this trait can con-
tinue into adulthood: Their desks are covered in messy piles, their schedules are sloppy 
and haphazard, and their cars get oil changes “whenever.” These “neat freak” or “slob” 
tendencies can have significant clinical implications, including anxiety disorders such as 
obsessive-compulsive disorder and relationship problems stemming from incompatible 
living styles.

Phallic Stage

The phallic stage, taking place from about age 3 to about age 6, is one of Freud’s most 
controversial. In fact, many of the ideas originally contained in Freud’s description of 
this stage, especially those closely tied to gender-specific biology, have fallen out of favor 
and are widely disputed by contemporary psychodynamic psychotherapists (Erwin, 2002; 
Karon & Widener, 1995). What remains is the fundamental idea implied by the Oedipus 
and Electra complexes: Children at this age wish to have a special, close relationship 
with parents. The parents’ response to the child’s wish is the crucial issue for clinical 
psychologists, because this parental response powerfully shapes the children’s view of 
themselves. This view of the self—essentially, self-worth—is the key consequence of the 
phallic stage. Of course, the ideal situation is for parents to respond positively to kids’ 
overtures. But when parents respond too positively, when they reciprocate the child’s 
wishes too strongly, they overinflate the child’s sense of self. Such children may grow 
into adults whose opinions of themselves are so unrealistically high that they strike oth-
ers as arrogant or egotistical. Conversely, parents who reject their child’s wishes for a 
special, close relationship can wound a child’s sense of self-worth. These kids can grow 
up to become adults who devalue themselves and are overly insecure and self-doubting. 
(Felicia, the clinical example in the earlier section on transference, is an example.) As 
with the other psychosexual stages, the phallic stage often gives rise to issues discussed in 
psychodynamic psychotherapy, including disorders such as depression, dysthymia, anxi-
ety, relationship problems, and any other issue that can involve questions of self-worth.
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MORE CONTEMPORARY FORMS OF 
PSYCHODYNAMIC PSYCHOTHERAPY

Since its origins with Freud, psychodynamic psychotherapy has been reinvented in 
countless forms (Orlinsky & Howard, 1995). Most of these revisions have deempha-
sized the biological and sexual elements of the theory. For example, ego psychology, as 
exemplified by Erik Erikson and his eight-stage theory of development, revised Freud’s 
psychosexual stages to highlight social relationships and emphasized the adaptive ten-
dencies of the ego over the pleasure-based drive of the id. The object relations school, 
led by Melanie Klein, Otto Kernberg, Ronald Fairbairn, and others, deemphasized inter-
nal conflict (id vs. superego) and instead emphasized relationships between internalized 
“objects” (essentially, important people from the client’s life; Shahar, 2015; P. Williams, 
2012; Wolitzky, 2016). The self-psychology school of Hans Kohut and others empha-
sizes parental roles in the child’s development of self, with special attention paid to the 
meaning of narcissism at various points, including in therapy (Karon & Widener, 1995; 
Skelton, 2006; Terman, 2012; Wolitzky, 2016).

Other revisions of the Freudian approach have cast doubt on Freud’s theories regard-
ing females and their development. Karen Horney was one such critic of Freud, publishing 
numerous articles and books in the early to mid-1900s that opposed many of Freud’s ideas, 
including his assumptions that females felt inherently inferior and envious toward males. Her 
commentaries on Freud and her own gender-specific developmental theories represented 
“a courageous attempt to reform the accepted psychoanalytic ideas on women” (Westkott, 
1986, p. 9). Moreover, Horney’s writings influenced more recent feminist theorists, includ-
ing Nancy Chodorow (1978) and Carol Gilligan (1982), who have further advanced theories 
of female development that account for the experience of girls and women more authenti-
cally than do Freud’s original theories and do not represent variants of male development.

Throughout its history and in all its many variations, psychodynamic psychother-
apy has always been among the longest and most expensive forms of psychotherapy—a 
mismatch for our current society, which is characterized by a desire for fast results and  
managed-care companies reluctant to pay for treatment they view as excessive (Galatzer-
Levy et al., 2000; Sperling, Sack, & Field, 2000). As a result, most of the recent vari-
ations of psychodynamic psychotherapy have emphasized efficiency. Collectively, the 
many forms of brief psychodynamic psychotherapy have become far more common 
in recent years than the classic, orthodox version of Freudian psychoanalysis from which 
they derived (H. Levenson, 2010; H. Levenson, Butler, & Beitman, 1997; Steenbarger, 
2008). The definition of brief in brief psychodynamic psychotherapy varies a bit, but it 
often refers to therapy lasting fewer than 24 sessions, which amounts to about 6 months 
of once-a-week sessions. With such a small window of time (by psychoanalytic stan-
dards), the therapist and client must quickly form an alliance, develop insights that facil-
itate new ways of understanding, and translate these insights into real-world changes. 
Compared with long-term psychodynamic psychotherapy, brief psychodynamic psycho-
therapy tends to be more successful when the client’s problems are mild and narrowly 
defined, the therapist is active, and the focus includes the present rather than solely the 
past (Dewan, Weerasekera, & Stormon, 2009). Table 12.1 offers a more extensive com-
parison of brief and long-term approaches to psychodynamic psychotherapy.
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Table 12.1  Comparison of Brief and Long-Term Psychodynamic Psychotherapy

Brief Psychodynamic Psychotherapy Long-Term Psychodynamic Psychotherapy

Form therapeutic alliance rapidly Form therapeutic alliance gradually

Focus on specific, narrowly defined problem Focus on broad range of problems

Therapist’s level of activity is relatively high Therapist’s level of activity is relatively low

client’s psychopathology is less severe client’s psychopathology is more severe

Focus primarily on here and now Focus on past and present

client’s ability to tolerate separation is high client’s ability to tolerate separation is variable

client has good object relationships client has poor to good object relationships

Source: Adapted from Dewan et al. (2009).

Some particular forms of brief psychodynamic psychotherapy have garnered sig-
nificant attention in recent years. Let’s consider two of them in detail as examples of 
contemporary variations of psychodynamic psychotherapy.

Interpersonal Therapy

Interpersonal therapy (IPT), which derives from the interpersonal school of psychody-
namic thought of which Harry Stack Sullivan was a leader, was developed in the 1980s by 
Gerald Klerman, Myrna Weissman, and colleagues. It was originally created to treat depres-
sion, but it has since been used to treat numerous other disorders (Blanco & Weissman, 
2005; Klerman, Weissman, Rounsaville, & Chevron, 1984; Lipsitz & Markowitz, 2016; 
Markowitz & Weissman, 2012; Stuart, 2017; Tong, Zwelling, & Doughan, 2017; Weissman, 
1995). It is designed to last about 14 to 20 sessions, and, as such, its goals are more focused 
and limited than structural change of the entire personality. Its methods are outlined in a 
manual with specific therapeutic guidelines (Klerman et al., 1984).

The fundamental assumption of IPT is that depression happens in the context of 
interpersonal relationships, so improving the client’s relationships with others will facil-
itate improvement in the client’s depressive symptoms (Lipsitz & Markowitz, 2013). It 
focuses on current interpersonal relationships and role expectations and tends to deem-
phasize some of the aspects of more traditional psychodynamic psychotherapy related to 
intrapsychic structure and childhood fixations (E. Frank & Levenson, 2011; H. Levenson 
et al., 1997; Swartz & Markowitz, 2009; Weissman, 1995). Therapists practicing IPT 
have found that for most clients, especially those with depression, a few specific inter-
personal problem areas tend to contribute to clients’ problems: role transitions, such as 
becoming a parent or graduating from college; role disputes, such as entering a marriage; 
interpersonal deficits, such as a lack of social support; and grief, such as the reaction to loss 
of a loved one (Blanco & Weissman, 2005; Lipsitz, 2009).
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IPT proceeds in three stages. The first stage (about 2 sessions in most cases) involves 
categorizing the client’s problems into one of the four categories listed above (role 
transitions, role disputes, interpersonal deficits, and grief). The intermediate sessions  
(10–12 sessions) emphasize improving the client’s problems as identified in the first stage. 
Common psychodynamic methods are used, including a focus on current emotions, 
explorations of transference, and resistance. Also, the intermediate stage often includes 
an educational component in which the therapist teaches the client about depression and 
its symptoms. The final stage (2–4 sessions) involves a review of the client’s accomplish-
ments, recognition of the client’s capacity to succeed over depression without the thera-
pist’s continued help, and efforts to prevent relapse (Klerman et al., 1984; H. Levenson 
et al., 1997).

More recently, a variation of IPT has been developed. Known as interpersonal and 
social rhythm therapy (IPSRT), it is specifically designed for clients with bipolar disorder. 
IPSRT augments IPT with efforts to control and stabilize daily rhythms, sleep/wake 
cycles, and social interactions (Weinstock, 2015). Irregularities in these kinds of daily 
activities and interpersonal relationships can be especially disruptive to people prone 
to extreme variations in mood. By contrast, regularity in daily activities (e.g., going to 
bed and waking up at the same time every day) and interpersonal relationships (seeing 
friends predictably, rather than sporadically) can be protective. Clients in IPSRT are 
encouraged to make and follow detailed daily schedules and to track their behavior and 
mood in detail. Evidence supporting IPSRT as a beneficial treatment for bipolar dis-
order is sizeable and growing (E. Frank et al., 2005; E. Frank, Swartz, & Kupfer, 2000;  
T. R. Goldstein et al., 2014; Inder et al., 2015).

IPT is one of the few specific forms of psychodynamic psychotherapy for which 
researchers have gathered a sizable amount of empirical evidence (Didie, 2015). In 
other words, efficacy studies have found that IPT works for depressed individuals, and it 
appears on published lists of therapies that are known to be successful for particular dis-
orders (e.g., Chambless et al., 1998; Nathan & Gorman, 2002). Most of the evidence of 
support for IPT comes from studies of depressed clients, but there is also some evidence 
that it works for clients with eating disorders, anxiety disorders, and some other prob-
lems as well (Blanco & Weissman, 2005; Bolton et al., 2003; E. Frank & Levenson, 2011; 
Markowitz & Weissman, 2009, 2012; Spinelli & Endicott, 2003). As such, it is a leader 
among psychodynamic therapies in terms of empirically supported efficacy.

Time-Limited Dynamic Psychotherapy

Time-limited dynamic psychotherapy (TLDP) is a modern application of the classic 
and often-referenced concept of the “corrective emotional experience” (F. Alexander & 
French, 1946): Clients will bring to therapy the same transference issues that they bring 
to many of their other relationships, and the therapist’s task is to make sure that this 
time, the interaction will end differently. In other words, if the client’s relationship with 
the therapist follows the same unconscious “script” as the client’s other relationships, 
it may end badly, but if the therapist can make the client more aware of this script and 
offer a chance to enact a healthier, more realistic one, the “emotional experience” will 
be “corrective” or therapeutic (Betan & Binder, 2017; Binder, Strupp, & Henry, 1995; 
Steenbarger, 2008).
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TLDP is experiential in nature; the here-and-now relationship between therapist 
and client is the main tool for therapeutic change. Like most newer forms of psycho-
dynamic psychotherapy, it is typically much briefer than classic psychoanalysis (about 
20–25 sessions maximum; H. Levenson, 2010). The therapist’s primary task is to iden-
tify the “script” that the client appears to be unknowingly following. This script is the 
by-product of previous relationships (often with parents), in which the client learned 
what to expect from others. The TLDP therapist assumes that the client’s problems are 
at least partially due to an application of this script to inappropriate relationships or situ-
ations. In other words, a client may get into frequent arguments with a romantic partner 
because he “knows” what his partner may be thinking and feeling, but this “knowledge” 
is actually unrealistic and mistaken. When the client tries to enact the same script with 
the therapist, the therapist recognizes it, refuses to be provoked or prodded into it, and 
points out this process to the client. In this way, they do not perpetuate the outdated 
script, and the client is forced to develop a new, more realistic way of relating to others 
that is not bound by the assumptions of the script that he or she had been unconsciously 
following (Binder et al., 1995; Steenbarger, 2008).

When therapists conduct TLDP, they often use a visual diagram called the cyclical 
maladaptive pattern (H. Levenson, 1995). It is a working model of the client’s primary 
issues organized into four categories: acts of self (how a person actually behaves in public; 
e.g., how a client interacts in a job interview); expectations about others’ reactions (“I’m 
sure the interviewer didn’t like me”); acts of others toward the self (the interviewer says, 
“Your application looks great. We’ll call you in the next 2 weeks,” and the client inter-
prets this as rejection); and acts of the self toward the self (the client tells self, “You are 
such a failure,” and spends next day alone and miserable). By identifying these four com-
ponents of the cycle, TLDP therapists can help clients become more aware of specific 
thoughts and behaviors that contribute to the faulty script that they may enact, as well as 
healthier alternatives to these thoughts and behaviors.

HOW WELL DOES IT WORK?

The nature of psychodynamic psychotherapy makes it especially difficult to gauge its 
effects. From an empirical researcher’s point of view, the challenge of defining and mea-
suring the outcome of psychodynamic psychotherapy—and even the basic psychoan-
alytic concepts on which therapy rests, such as the unconscious, transference, insight, 
and defense mechanisms—can be extremely challenging (Gibbons et al., 2007; Luborsky 
& Barrett, 2006). How, exactly, do we know how well it has worked? Can we measure 
the extent to which the unconscious has been made conscious? Can we calculate the 
amount of insight a client has achieved or the extent to which his or her relationships 
have improved? These questions haunt psychodynamic psychotherapy and elicit criti-
cism from those who prefer therapies of other kinds. Additionally, these questions help 
us understand why the methodology of many studies of the outcome of psychodynamic 
therapy are so widely disparaged and why such a small number of psychodynamic ther-
apies have been manualized, subjected to empirical trials, or included on lists of treat-
ments that work (Sandell, 2012).

 Web Link 12.3
Interview with 
hanna Levenson, 
leader in the field of 
TLdP
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Metaphorically Speaking

If You’ve Watched the Olympics, You 
Understand Allegiance Effects

When we watch Olympic events such as gym-
nastics or ice skating on TV, we see not only 
the judges’ scores but the judges’ nationali-
ties as well. In fact, in the on-screen graphic, 
each judge’s individual score appears in a 
box just below the flag and abbreviation of 
the judge’s country. Why is the judge’s coun-
try relevant? Perhaps the assumption is that 
the judges’ allegiance to their home countries 
limits their objectivity. Even if they try not to, 
the judges may root for a particular country, 
and that rooting may influence the way they 
judge the performances of the athletes. With 
the athletes’ countries known to the judges, 
who themselves are citizens of certain coun-
tries, allegiance effects may be unavoidable in 
the Olympics.

Allegiance effects may be unavoidable 
in psychotherapy outcome research, too. The 
situation is very similar to the Olympics: The 
researchers who conduct the research and 
therefore judge the “performance” of various 
therapies are themselves either supporters 
or opponents of some of those therapies. Of 
course, these researchers should be com-
pletely objective, and they may believe that 
they are, but according to Luborsky et al. 
(1999), most are not. Their own preferences 
for certain kinds of therapy and against others 
appear to powerfully influence the results of 
the studies they conduct. In fact, Luborsky et 
al. report that allegiance effects can account 
for about two thirds of the variance in out-
comes of treatment comparisons! Some more 
recent studies have corroborated the severity 
of allegiance effects in psychotherapy outcome 
studies. For example, a large-scale review of 

30 separate meta-analyses on the allegiance 
effect concluded that the connection between 
the allegiance of the researcher and the out-
come of the study is “substantial and robust” 
(Munder, Brütsch, Leonhart, Gerger, & Barth, 
2013, p. 501). Along the same lines, others have 
suggested that the eye-opening 1999 study by 
Luborsky et al. may have actually underesti-
mated allegiance effects (e.g., Stiles, 2009). But 
others have argued that Luborsky et al. over-
estimated the severity or importance of their 
conclusions about therapy outcome (e.g., Ley-
kin & DeRubeis, 2009; G. T. Wilson et al., 2011). 
Just as Olympic judges might feel an underly-
ing favoritism for the athletes from their own 
countries, so might psychotherapy outcome 
researchers for the therapies from their own 
orientations.

The Olympic judge’s flag is revealed for 
all to see, but the psychotherapy outcome 
researcher’s allegiance is often less obvi-
ous. When Luborsky et al. (1999) conducted 
their study on allegiance effects, they had to 
contact the researchers who had published 
psychotherapy outcome research, as well as 
those researchers’ colleagues, to determine 
the researchers’ orientations. In your opinion, 
should psychotherapy outcome researchers 
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In spite of these methodological challenges, there have been many attempts to  
measure the outcome of psychodynamic psychotherapy. A large-scale review of psycho-
dynamic and psychoanalytic outcome studies that, in total, included almost 2,000 clients 
treated by about 500 therapists across a wide range of settings suggested that the vast 
majority of clients improve substantially (Galatzer-Levy et al., 2000). Similarly, a review 
of many meta-analyses of psychodynamic treatment concluded that in general, across a 
wide range of clinical problems, psychodynamic treatment is beneficial (Shedler, 2010; 
Wolitzky, 2016). Other recent reviews of psychodynamic psychotherapy outcome studies 
have also touted empirical data supporting its use with a wide range of specific problems, 
including personality disorders, depression, bulimia, anorexia, and panic disorder and as 
well as other long-standing, complex clinical conditions that may encompass more than 
one diagnosis (e.g., Abbass, Hancock, Henderson J., & Kisely et al., 2006; J. P. Barber & 
Solomonov, 2016; Driessen et al., 2015; Gerber et al., 2011; Keefe, McCarthy, Dinger, 
Zilcha-Mano, & Barber, 2014; Leichsenring, 2009a; Leichsenring, Rabung, & Leibing, 
2004; R. A. Levy, Ablon, & Kachele, 2012; Messer & Abbass, 2010; Sandell, 2012). 
However, other reviews of the status of psychodynamic therapies have pointed out that 
the number of empirically sound studies, particularly those that focus on a well-defined, 
single disorder, is quite small (Messer, 2015). In fact, for some major disorders, there isn’t 
a single well-done empirical study—suggesting that the evidence that does exist should be 
interpreted cautiously (Driessen et al., 2010; Gibbons, Crits-Christoph, & Hearon, 2008; 
Leichsenring, 2009b). Certainly, psychodynamic psychotherapy lags behind some other 
forms of therapy, especially behavioral and cognitive therapy, in sheer volume of empirical 
data supporting its use with specific clinical problems. But these reviews indicate that such 
empirical data have been obtained for some disorders and continue to accumulate.

It is worth noting that some empirical evidence exists for particular components of psy-
chodynamic psychotherapy—namely, interpretation of transference and countertransference 
reactions. Johansson et al. (2010) conducted a study in which 100 clients with depression, anx-
iety, personality disorders, or other interpersonal problems received weekly psychodynamic 
psychotherapy for 1 year. For half of them, therapists offered transference interpretations; 
for the other half, they did not. Outcome was measured immediately after therapy and also at 
1-year and 3-year follow-ups. Results indicated that those whose therapists offered transfer-
ence interpretations benefited more from the therapy and that this benefit correlated with a 
greater level of insight. In a more recent study with a similar design, clients in psychodynamic 
therapy who gained insight and awareness of their feelings via transference achieved the best 
outcomes (HØglend & Hagtvet, 2019). Additional research supporting the benefits of trans-
ference, especially for borderline and other personality disorders, has accumulated to such 

be more forthcoming about their own orien-
tations, perhaps including this information 
in the studies they publish, because these 
orientations may bring about biases? Should 
researchers make efforts to conduct studies in 

collaborative groups that contain members of 
various orientations so they counterbalance 
one another’s biases? What other measures 
can psychotherapy outcome researchers take 
to limit the allegiance effect?

(Continued)
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Denise in Psychodynamic Psychotherapy

Denise attended 50 sessions over a 1-year period. 
At my request, she provided background infor-
mation about her childhood, including the fact 
that she was the fifth of six children and that her 
parents both worked full-time. She explained 
that because of these factors, she received 
very little attention or praise from her par-
ents throughout childhood. She described her 
depression stemming from recent changes at 
work and stated that the most upsetting part of  
the change was the new restaurant owner’s 
insistence that she stop visiting with diners. 
She sorely missed their positive feedback about 

her dishes. In addition 
to sadness and other 
common depressive 
symptoms, Denise 
also listed a lack of 
energy that resulted 
in her being late to 
work and preparing 
dishes more slowly 
than usual. It was also noteworthy that Denise 
believed that the new owner may have made  
these changes with the intention of hurting 
Denise.
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an extent that a specifically designed transference-focused psychotherapy has now been devel-
oped for clients with these issues (Goodman, 2013; Kernberg, 2016; Normandin, Ensink, 
& Kernberg, 2015; Yeomans, Clarkin, Kernberg, & American Psychiatric Association, 2015; 
Yeomans, Levy, & Caligor, 2013). Regarding countertransference, J. A. Hayes, Gelso, and 
Hummel (2011) conducted multiple meta-analyses on countertransference and found that 
the presence of countertransference reactions by therapists correlated negatively with out-
come; that is, the more countertransference, the worse the outcome for the client. They also 
found a positive correlation between therapist efforts to manage countertransference and 
therapy outcome; that is, the more therapists tried to keep their own biases toward clients 
“in check,” the better the outcome was for clients.

Interestingly, in some meta-analyses, psychodynamic therapies are found to be effective 
but a bit less so than other forms of therapy. These slight discrepancies disappear, how-
ever, when allegiance effects are taken into account. Allegiance effects refer to the influ-
ence of researchers’ own biases and preferences on the outcome of their empirical studies. 
Typically, the researchers who conduct empirical studies of psychotherapy outcome, includ-
ing meta-analyses, are not psychodynamic in their own orientation. Instead, they tend to be 
behavioral or cognitive, which are the two broad categories of therapy to which psychoanal-
ysis was found to be slightly inferior in some meta-analyses (Prochaska & Norcross, 2014).

Allegiance effects can be quite powerful: Luborsky et al. (1999) evaluated many 
comparative reviews of the psychotherapy literature and comparative studies of psycho-
therapy and found a surprisingly strong relationship between the way therapies were 
rated and the orientation of the researcher doing the rating. (Some have since supported 
this finding, whereas others have refuted it; e.g., Leykin & DeRubeis, 2009; Stiles, 2009; 
G. T. Wilson, Wilfley, Agras, & Bryson, 2011. See Box 12.4 for more.) This is relevant for 
all psychotherapy orientations but especially for the psychodynamic approach, because a 
relatively small number of therapy outcome researchers have been psychodynamic.

 Web Link 12.4
allegiance effect
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Based on this information, my initial con-
ceptualization of Denise included the follow-
ing hypotheses:

• Denise was dealing with emotional 
issues from the phallic stage of 
development, and she may have 
been partially fixated at that stage. 
At the points in childhood when 
Denise sought a special, intimate 
relationship with a parent, the 
parent did not provide it. As a 
result, she lacked self-esteem and 
sought it from outside sources. 
The strongest of these sources—
the feedback of the diners in her 
restaurant—had been cut off by the 
new owner, contributing greatly to 
her depression.

• Denise was struggling with 
unacceptable impulses of anger 
toward the new restaurant 
owner and was using defense 
mechanisms—projection, most 
obviously—to deal with them. 
Denise stated that she believed the 
new owner was trying to hurt her by 
instituting the new policies, but this 
seems an unlikely motivation for the 
new owner. Instead, it is probable 
that Denise is the one with the 
hurtful intentions toward the new 
owner, but rather than acknowledge 
them, she kept them unconscious 
by projecting them onto the owner, 
thus portraying the owner as the 
“bad” person and herself as the 
innocent victim.

• Denise’s unconscious anger toward 
the new owner also revealed itself 
through her lateness and slow 

work. Although she attributed these 
behaviors to her lack of energy, 
they may have been unconsciously 
motivated acts of aggression 
toward the new owner and the 
new policies. Several of the specific 
stories she told—the time she 
“accidentally” dropped an entrée 
in the kitchen and the times she 
“forgot” to set her alarm—appear 
to fall in the category of Freudian 
slips.

My relationship with Denise was marked 
by numerous examples of resistance and 
transference. Regarding the resistance, Denise 
often changed the subject in subtle and clever 
ways when I asked questions regarding the 
new owner or her feelings toward her par-
ents. Once, after a session ended in the mid-
dle of a particularly intense discussion of 
her work situation, she was 20 minutes late 
to her next appointment. Another time, she 
followed a session in which we examined 
her feelings toward her parents with a ses-
sion in which she insisted on focusing on a 
seemingly minor argument with a previously 
unmentioned friend. Regarding the transfer-
ence, Denise often seemed to assume that 
I didn’t think she was worthy of my atten-
tion, and, in fact, she said so on many occa-
sions. She also sought my praise on frequent 
occasions, sometimes directly asking me for 
feedback after describing something she had 
accomplished.

The main intention behind my inter-
ventions with Denise was to make her more 
conscious of her unconscious processes. 
On various occasions, I offered interpreta-
tions of her actions. I mentioned that per-
haps she had hurtful feelings toward the 
new owner, rather than vice versa. I asked 

(Continued)
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questions that led her to consider whether 
her slow and sloppy performance at work 
may have been motivated by her own wishes.  
I discussed with her the role that the diners’ 
feedback played in context of the attention 
and praise her parents did not provide. And, 
perhaps most important, I pointed out to her 
the unconscious tendencies (transference)  
that she brought to the relationship with me, 
even though our relationship did not realisti-
cally merit them: the assumption that I would 

dismiss her and her need for my praise and 
admiration. The discussion of transference 
was especially productive because it shed light 
on some of Denise’s previous relationships as 
well. Slowly, with continued conversation in 
all these areas, Denise was able to achieve 
significant insight into her unconscious pro-
cesses. By doing so, she was able to view 
others more realistically and control her moti-
vations more deliberately, and her depressive  
symptoms eventually lifted.

CHAPTER SUMMARY

Psychodynamic psychotherapy is founded on the 
theories of Sigmund Freud. It presumes the presence 
of a powerful unconscious component of the mind, 
and its primary goal is insight or making uncon-
scious processes conscious. It is a highly inferential 
approach to psychotherapy in which problems and 
therapy’s impact on them are difficult to assess objec-
tively or empirically. Psychodynamic psychothera-
pists gain access to clients’ unconscious in numerous 
ways, including free association, Freudian slips, 
dreams, and resistance clients display during ther-
apy. The ongoing unconscious conflict between the 
id and the superego requires the ego to mediate by 
employing defense mechanisms such as repression, 
projection, reaction formation, displacement, and 
sublimation. Reliance on particular defense mecha-
nisms can characterize an individual’s personality as 
well as the clinical issues she or he brings to ther-
apy. Clients often experience transference toward 
their psychodynamic therapists, in which they 

unknowingly and unrealistically expect the thera-
pist to relate to them as important people from the 
clients’ pasts have related to them. Psychodynamic 
therapists often assume a “blank screen” role to facil-
itate this transference process and assume that the 
clients may have transferred similarly onto other 
people with whom they have formed relationships. 
Psychodynamic therapists also pay significant atten-
tion to clinical issues that may stem from fixation 
at an early psychosexual stage of development (e.g., 
oral, anal, or phallic). Psychodynamic psychother-
apy has traditionally been relatively long-term, 
but shorter versions, such as ITP and TLDP, have 
emerged in recent decades, and evidence has begun 
to accumulate attesting to their efficacy, especially 
with depressed clients. Overall, the nature of psycho-
dynamic psychotherapy has hindered the collection 
of empirical outcome data, but the data that have 
been collected suggest it is roughly as effective as 
other forms of psychotherapy.
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countertransference 295
defense mechanisms 289
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CRITICAL THINKING QUESTIONS

1. To what extent do you believe that insight, or 
making the unconscious conscious, is essential to 
overcoming psychological problems?

2. To what extent do you believe that Freudian slips 
accurately reveal unconscious wishes?

3. Box 12.3 lists eight distinct therapist roles 
that clients may seek. If you were the client, 
which would you seek? To what extent would a 
psychodynamic psychotherapist match that role?

4. Many psychodynamic graduate training 
programs require their trainees to undergo 
therapy themselves. If you were the client, 
how would you feel about the fact that your 
therapist had (or had never) been in therapy?

5. What efforts should psychotherapy outcome 
researchers make to minimize allegiance 
effects?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.



chaPTer 12  •  PsychodynamIc PsychoTheraPy   309

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations and 
Tracks

Psychoanalytic/Psychodynamic 
Therapy

miscellaneous and  
other—countertransference

miscellaneous and  
other—object relations

Interpersonal Therapy

Psychoanalytic/Psychodynamic 
Therapy

miscellaneous—Brief dynamic 
Therapy

Psychoanalytic/Psychodynamic 
Therapy

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Psychoanalytic Psychology

http://www.apa.org/pubs/journals/pap/index.aspx

Psychodynamic Practice

http://www.tandfonline.com/toc/rpco20/current

Psychodynamic Psychiatry

http://guilfordjournals.com/loi/pdps

Psychotherapy

http://www.apa.org/pubs/journals/pst/index.aspx

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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HUMANISTIC PSYCHOTHERAPY

13

Like most psychologists of his era, Carl Rogers was trained psychodynamically. But he 
didn’t stay psychodynamic for long. He came to disagree with many of Freud’s pre-

sumptions about therapy and, more fundamentally, about people (Cain, 2010; Demanchick 
& Kirschenbaum, 2015). Along with Abraham Maslow, Rogers pioneered the humanistic 
movement in psychology and its clinical application, humanistic therapy.

The humanistic approach to understanding people stood in opposition to the bio-
logically based, id-dominated, cynical Freudian view that prevailed at the time. Maslow 
(1968) summarized its theoretical foundation:

Inner nature [of people] seems not to be intrinsically or primarily or necessarily 
evil. . . . Human nature is not nearly as bad as it has been thought to be. . . .

Since this inner nature is good or neutral rather than bad, it is best to bring 
it out and encourage it rather than to suppress it. If it is permitted to guide our 
life, we grow healthy, fruitful, and happy. If this essential core of the person 
is denied or suppressed, [the person] gets sick sometimes in obvious ways, 
sometimes in subtle ways, sometimes immediately, sometimes later. (pp. 3–4)

 Web Link 13.1
Carl Rogers
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Learning 
Objectives
13.1 Summarize the goal of 

humanistic psychotherapy.

13.2 Describe the three essential 
therapeutic conditions of 
humanistic psychotherapy.

13.3 Explain how humanistic 
therapists use the technique 
of reflection.

13.4 Discuss therapeutic 
applications of motivational 
interviewing.

13.5 Contrast the focus of 
positive psychology 
interventions with the focus 
of most other current forms 
of psychotherapy.

13.6 Review the findings of 
humanistic psychotherapy 
outcome research.

Rogers applied this theory to people with psychological 
problems and, in doing so, offered an approach to therapy that 
remains quite influential today. Despite the fact that he shared 
his most essential ideas about psychotherapy about half a century 
ago and died in 1987, a survey of more than 2,400 contempo-
rary psychotherapists found that Carl Rogers was the single most 
prominent figure in terms of influence on the way they practiced 
psychotherapy (Cook, Biyanova, & Coyne, 2009).

To simplify our discussion, in this chapter we use the term 
humanistic to cover the family of therapies created by Rogers 
and his followers. At various times, the terms nondirective, client- 
centered, and person-centered have been used by Rogers and others 
to describe these approaches.

HUMANISTIC CONCEPTS: 
CLINICAL IMPLICATIONS

Picture a small plant, just sprouting from the soil. We can con-
fidently make several assumptions about this plant. First, we 
assume that the plant has an innate tendency to grow. In other 
words, given the proper environment, healthy growth will nat-
urally occur. Second, we assume that the plant’s growth utterly 
depends on sunlight—without it, it simply won’t thrive. Third, we 
assume that if sunlight is available only from certain directions, 
the plant will bend, twist, or even contort its growth to reach it. 
Certain branches may blossom while others wither, and the plant 

may take on an unexpected shape in the process, but 
the nourishment from the sun is so essential that the 
plant will alter itself quite drastically to attain it. Of 
course, if sunlight comes from all directions, the plant 
need not alter itself at all. It can simply bloom accord-
ing to its own inherent potential.

There are compelling parallels between this 
plant and human beings, according to the humanistic 
approach. Humanists assume that people, like plants, 
arrive with an inborn tendency to grow. Humanists 
call this tendency self-actualization and presume 
that if the person’s environment fosters it, self- 
actualization proceeds without interference (Cain, 
2002, 2010). Humanists also recognize that people 
need certain things to live, and just as plants need 

sunlight, people need positive regard. Positive regard, from the humanistic point of 
view, is essentially the warmth, love, and acceptance of those around us. (Carl Rogers’s 
frequently used term prizing may best capture this experience of receiving positive 
regard from others; e.g., C. R. Rogers, 1959.) As children, we bask in the glow of positive 

}} Photo 13.1 
Carl Rogers 
(1902–1987), a 
leading figure 
in humanistic 
psychotherapy
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regard from our parents; like plants with sunlight, we need it to grow. If we discover that 
our parents provide positive regard only when we behave in certain ways, we will empha-
size certain aspects (“branches”) of ourselves and suppress others in order to attain it. 
The end result may be a version of ourselves that is markedly different from the version 
that might have blossomed if our parents had provided positive regard no matter what.

GOAL OF HUMANISTIC PSYCHOTHERAPY

The primary goal of humanistic psychotherapy is to foster self-actualization. Humanists 
believe that psychological problems—depression, anxiety, personality disorders, eating 
disorders, and most other forms of psychopathology—are the by-products of a stifled 
growth process. People who seek professional help for psychological problems have 
within them the capacity and the will to grow toward health, but, somehow, their growth 
has been interrupted or distorted. The task of the humanistic therapist is, through the 
therapeutic relationship, to create a climate in which clients can resume their natural 
growth toward psychological wellness (Erekson & Lambert, 2015).

If we are all guided by the self-actualization tendency from the beginning of our 
lives, how could we find ourselves depressed, anxious, or otherwise struggling with psy-
chological issues? The answer lies in the fact that the need for positive regard can, at 
times, override the natural tendency to self-actualize. That is, when we face an either/or 
choice between receiving positive regard from the important people in our lives and fol-
lowing our own natural inclinations, we may, out of necessity, choose the positive regard.

Problems arise when this positive regard is conditional rather than unconditional. 
Conditional positive regard communicates that we are prized “only if” we meet certain 
conditions. If you consider your own family or those of your best childhood friends, 
you can probably identify some of the conditions of worth that parents place on their 
children. These conditions aren’t posted as a list on the refrigerator, but they are clearly 
communicated nonetheless: We’ll love you only if you get good grades, dress how we 
like, adopt our values, excel in sports, don’t gain weight, stay out of trouble, and so on. 
Usually, kids can keenly sense the conditions their parents place on their acceptance, and 
because they need their parents’ acceptance, they do their best to meet these conditions. 
In the process, however, they often go astray of their own self-actualization tendency, 
which may have guided them in another direction. Thus, when they compare the selves 
they actually are—the real self—with the selves they could be if they fulfilled their own 
potential—the ideal self—they perceive a discrepancy. Humanists use the term incon-
gruence to describe this discrepancy, and they view it as the root of psychopathology  
(J. C. Watson & Bohart, 2015). In contrast, congruence—a match between the real self 
and the ideal self—is achieved when self-actualization is allowed to guide a person’s life 
without interference by any conditions of worth, and, as a result, mental health is opti-
mized. That is, congruence happens when persons experience unconditional positive 
regard from others. No “only if” conditions are placed on them for acceptance, so they are 
free to develop and grow according to their own self-actualization tendency (Cain, 2010).

It is important to note that although conditions of worth originally come from 
others, they can eventually become incorporated into our own views of ourselves. That 
is, conditional positive regard from others brings forth conditional positive self-regard, 
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whereas unconditional positive regard from others brings 
forth unconditional positive self-regard. The important 
people in our lives communicate to us what is lovable, 
acceptable, or “prizeworthy” about ourselves—the whole 
self or only certain aspects—and, eventually, we adopt 
those views in our evaluations of ourselves.

As an example of these humanistic principles, con-
sider Mark, a first-year college student. Unlike many of 
his classmates, who are undecided about a major or career 
path, Mark long ago decided that he would become a 
lawyer. During his first month on campus, he declared 
himself a prelaw major, mapped out a 4-year plan of 
undergraduate courses designed to enhance his chances of 
getting into law school, and made a preliminary list of law 
schools to which he intended to apply. Mark’s interest in 
law was strongly encouraged by his parents. Both of them, 
as well as Mark’s only sibling, are accomplished attorneys 
themselves. During Mark’s childhood, they frequently 
commented on Mark’s potential as a lawyer—“With 
these good grades, you’re on the path to a top-notch law 
school,” “It’s wonderful knowing that we’ll be able to hand 
the firm over to you someday,” and “Listen to the argu-
ment he’s putting up about his curfew—he’s gonna make 
a great courtroom attorney someday!” At various points 

in his childhood, Mark showed interest in other activities, such as acting, sports, and 
journalism, but his parents never paid much attention to those activities or accom-
plishments. They were much more interested in his debate club activities, which they 
viewed as a precursor to his legal career, than in his plays, soccer games, or school 
newspaper articles.

In his second semester, Mark took an art history course to fulfill an elective 
requirement. Although he was reluctant to admit it, he found himself fascinated by the  
subject—much more so than by law. During his free time, he found himself reading 
ahead in his art history textbook and searching related topics online. He even borrowed 
some painting materials from his roommate and tried his hand at painting. When his 
parents arrived for a visit, however, he hid his interest in art from them. He sensed that 
they would reject it and, more significantly, reject him if they sensed he was passionate 
about it. They had made it clear that their acceptance of him was contingent on choosing 
law as a career path, and Mark sensed that they might not support him—emotionally, 
financially, or in any other way—if he followed his own intrinsic interests. Mark even-
tually became a lawyer, and although he achieved some success, he was always unhappy 
that his artistic side was never allowed to grow. In fact, Mark came to realize that whereas 
the legal “branch” of himself received plenty of “sunlight,” numerous other branches had 
been neglected. When he compared his real life—as a lawyer with no other developed 
interests, abilities, or skills—with the ideal self he could have been, he noticed an incon-
gruence that left him feeling dissatisfied and unhappy. If Mark were to find himself in a 
meaningful relationship with someone who prized him “no matter what”—a humanistic 
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therapist, for example—he might be able to view himself more unconditionally, follow 
his own self-actualization tendencies, and achieve greater congruence between his real 
and ideal selves.

ELEMENTS OF HUMANISTIC  
PSYCHOTHERAPY

Because self-actualization is a primary, natural tendency in all people, the therapist need 
only make the conditions right for it to occur. The therapist does not directly heal the 
client, per se; instead, the therapist fosters the client’s self-healing tendencies toward 
growth. The therapist accomplishes this by creating a therapist–client relationship char-
acterized by three essential therapeutic conditions (Cain, 2002, 2010; C. R. Rogers, 
1957, 1959; Tudor & Worrall, 2006).

Empathy

A therapist experiences empathy for a client when the therapist is able to sense the cli-
ent’s emotions, just as the client would, to perceive and understand the events of his or 
her life in a compassionate way. Empathy involves a deep, nonjudgmental understand-
ing of the client’s experiences in which the therapist’s own values and point of view are 
temporarily suspended. The therapist sees life through the client’s eyes and adopts the 
client’s frame of reference (C. R. Rogers, 1980). Indeed, the term client-centered therapy, 
often used synonymously with humanistic therapy, reflects this emphasis on empathic 
understanding (Bozarth, 1997).

When a therapist empathizes accurately and communicates that empathy effectively, 
it can have a profound, positive impact on the client. Empathy can enable clients to 
clarify their own feelings for themselves and have more confidence in the emotions they 
experience. It can also make a client feel valued and supported as an individual (Cain, 
2002, 2010; Gillon, 2007).

Unconditional Positive Regard

Unconditional positive regard (UPR) is, essentially, full acceptance of another person 
“no matter what.” Carl Rogers (1959) stated that the therapist proving UPR to a client

prizes the client in a total, rather than a conditional, way. [The therapist] does 
not accept certain feelings in the client and disapprove of others. . . . It means 
making no judgments. It involves as much feeling of acceptance for the client’s 
expression of painful, hostile, defensive, or abnormal feelings as for [the client’s] 
expression of good, positive, mature feelings. (pp. 13–14)

Recalling the plant metaphor, sunlight is to plants as positive regard is to people.  
So a therapist providing UPR is very much like unobstructed sunlight coming from 
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every direction. UPR allows clients to grow in a purely self-directed way, with no need 
for concern about losing the respect or acceptance of the other person in the rela-
tionship. It contributes to a climate in which clients realize they are free to be wholly 

Considering Culture

Empathy Across Cultures

According to the humanistic approach, empa-
thy is fundamental to successful psychother-
apy. But does culture place limits on the extent 
to which a therapist can empathize? To what 
extent can therapists accurately, genuinely 
empathize with clients who differ markedly 
from themselves in terms of ethnicity, gender, 
age, or other variables?

Consider Stephanie, a 38-year-old woman 
seeking therapy for depressive symptoms aris-
ing after a recent miscarriage. Would a female 
therapist be more capable of empathizing with 
Stephanie than would a male therapist? If the 
female therapist had never had a miscarriage, 
would that limit her ability to empathize? 
What if the female therapist had never been 
pregnant?

Or consider Namrata and Amit, a married 
couple seeking therapy. Both Namrata and 
Amit moved from India to the United States 
as children, and they both speak Hindi and 
English fluently. They are expecting their first 
child in about a month, and they are arguing 
intensely about the language they will speak 
at home after the baby is born. Namrata 
believes that they should speak only English 
at home, in an effort to enhance their child’s 
ability to compete in schools and job markets 
in which she expects English to be the domi-
nant language. Amit believes that they should 
speak Hindi at home, in an effort to enhance 
their child’s connection to their heritage and 
culture. If an Indian, bilingual (Hindi/English) 
therapist is available, would that therapist 

have a greater capacity for empathy than a 
non-Indian therapist or a therapist who spoke 
only English? If so, would it matter whether 
that therapist had children?

Finally, consider Faye, a 75-year-old 
woman struggling with issues of loss and 
health. Specifically, her spouse and several of 
her best friends have died in recent years, and 
her own health has declined significantly as 
well. Until 10 years ago, she was quite healthy 
and strong, but she now finds herself in a 
wheelchair and dependent on caretakers for 
basic tasks. Can a therapist half her age who 
has never experienced such loss or decline 
genuinely empathize with Faye?

In general, can the personal background 
or experience of the therapist influence the 
therapist’s ability to empathize with clients? 
Are some clients’ problems so specific to their 
gender, ethnicity, age, or other variables that 
only someone with the same background can 
truly appreciate how the clients may feel? Or 
are our emotional reactions universal even 
though the events that evoke them may differ? 
Little empirical research has been conducted 
on this topic (e.g., Eisenberg, 2000; Feldstein, 
1987; T. Graham & Ickes, 1997; Lennon & Eisen-
berg, 1987), and that which has been conducted 
has been marked by inconsistent results.

As a clinical psychologist, would you feel 
confident in your capacity for empathy for all 
clients? As a client, would you seek a clini-
cal psychologist whose cultural background 
matched yours, with the assumption that it 
would maximize the psychologist’s empathic 
understanding?
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true to themselves, without modifying, amending, or retooling themselves to meet the 
standards of another person. When therapists unconditionally prize clients, over time, 
the clients may come to prize themselves unconditionally, which facilitates higher 
levels of congruence and self-actualization. One empirical study measured changes 
in congruence in about 100 clients in a college counseling center seeking therapy 
for a variety of problems. Results indicated a strong correlation between increases in  
congruence and overall therapy benefits (N. Watson, Bryan, & Thrash, 2014).

Each of us has experienced relationships in which we were appreciated not for our 
whole selves but for some specific features of ourselves—personality traits, behaviors, 
even material things. Although it may not be stated explicitly, the other people in these 
relationships make it clear that they will continue to accept us as long as we show them 
the sides of ourselves that they like and hide the sides that they don’t. According to 
humanists, such relationships impede growth and eventually cause us to drift away from 
our true selves. Therefore, as therapists, humanistic therapists make it a top priority to 
accept clients entirely and unconditionally. This provides an opportunity for clients to 
grow naturally into their own potential rather than being pressured by others to grow in 
various directions (Cain, 2010; Tudor & Worrall, 2006).

Genuineness

Empathy and UPR are worthless if they aren’t honest. Humanistic therapists must, 
therefore, be genuine in their relationships with clients. They don’t act empathic 
toward clients or act as though they unconditionally prize them. Instead, they  
truly are empathic toward clients and truly do unconditionally prize them. This  
genuineness—which Rogers and his followers have also called therapist congruence, 
because there is a match between the therapist’s real and ideal selves—is the opposite 
of playing a role or putting up a front. When we sense others (friends, family, or ther-
apists) doing that, we tend not to reveal much of ourselves. On the other hand, when 
we sense that others authentically care about us and accept us, we tend to open up 
and engage more fully in the relationship (Gillon, 2007; C. R. Rogers, 1959; Tudor &  
Worrall, 2006).

Being genuine with clients helps humanistic therapists establish therapeutic 
relationships that feel “real.” Such relationships differ strikingly from therapist–
client relationships in which the therapist hides behind a facade of professional-
ism; instead, the therapist’s personality plays a more prominent role. As might be 
expected, Carl Rogers and other humanists encourage a relatively high degree of 
transparency by the therapist. Unlike the “blank screen” psychodynamic therapist, 
humanists tend to be more forthcoming and candid about their own thoughts and 
feelings during sessions. However, they understand that the sessions are for the ben-
efit of the client, not the therapist, and their self-disclosures are guided by this goal 
(C. R. Rogers, 1957).

These three conditions—empathy, UPR, and genuineness—are the essential ele-
ments of the relationship between humanistic therapists and their clients, which, in turn, 
is the cornerstone of the humanistic approach to psychotherapy (Cain, 2010). As Carl 
Rogers (1961) explained it,
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If I can create a relationship characterized on my part

• by a genuineness and transparency, in which I am my real feelings;

• by a warm acceptance of and prizing of the other person as a separate individual;

• by a sensitive ability to see his world and himself as he sees them;

Then the other individual in the relationship

• will experience and understand aspects of himself which previously he has 
repressed;

• will find himself becoming better integrated, more able to function effectively;

• will become more similar to the person he would like to be;

• will be more self-directing and self-confident;

• will become more of a person, more unique and more self-expressive;

• will be more understanding, more acceptant of others;

• will be able to cope with the problems of life more adequately and more 
comfortably. (pp. 37–38)

Necessary and Sufficient?

When Rogers described empathy, UPR, and genuineness as the three core conditions for 
successful psychotherapy, he wasn’t merely suggesting that they might be effective for 
some clients. His claim was much bolder: Those three conditions were both necessary 
and sufficient for psychotherapy to be successful with any client (C. R. Rogers, 1957). In 
other words, Rogers argued that to facilitate growth and self-actualization in clients with 
any kinds of problems, the therapist must provide only empathy, UPR, and genuineness. 
No additional techniques or procedures are necessary.

Rogers’s assertion that these three elements are both necessary and sufficient for 
successful psychotherapy has generated a significant amount of controversy and research. 
Through the mid-1970s, the research was generally supportive of Rogers’s claim, but 
since that point, results have been more uncertain and inconsistent. More recent research 
suggests that Rogers’s core therapy ingredients are probably necessary but not always 
sufficient for psychotherapy to succeed. Perhaps they are best understood as a prereq-
uisite for good therapy, a set of conditions that may be enough to facilitate significant 
improvement in some clients or set the stage for additional therapeutic methods that 
will cause significant improvement in others. Another interesting way of understanding 
Rogers’s three core conditions—a way supported by empirical research—is to appreciate 
them as essential parts of the therapeutic relationship, whether the therapist is explicitly 
humanistic or not. Stated differently, empathy, UPR, and genuineness appear to be com-
mon factors, which (as we discuss in more detail in Chapter 11) contribute heavily to the 
success of all kinds of psychotherapy (Bozarth, Zimring, & Tausch, 2002; Zuroff, Kelly, 
Leybman, Blatt, & Wampold, 2010).
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In My Practice . . .

In my practice, I have often wrestled with Carl 
Rogers’s claim that the three core elements of 
humanistic therapy—empathy, unconditional 
positive regard, and genuineness—are both 
necessary and sufficient to help clients. Actu-
ally, I’ve never wrestled with the “necessary” 
part. Rogers’s three elements seem so central to 
a solid therapeutic relationship that it’s difficult 
to imagine therapy going well without them. 
It’s the “sufficient” part that I find more vexing.

I’ve had some clients for whom Rogers’s 
three elements were clearly not going to be 
sufficient. One client, Anthony, a 21-year-old 
college student, arrived in my office struggling 
with a depression that he hadn’t been able to 
shake for years. His tendency to think nega-
tively about his life, especially events in his 
past, was remarkably strong. I could, and did, 
empathize with him as he recounted all of the 
reasons he felt so continuously sad. Although 
his gloominess had worn out quite a few 
friends and alienated him from his own family, 
I accepted and even “prized” Anthony no mat-
ter what (i.e., I provided unconditional pos-
itive regard). And all of my responses toward 
Anthony were genuine: When I empathized 
with and prized Anthony, I wasn’t just playing 
the therapist role, but truly identifying with his 
emotional pain and valuing his true self.

But Anthony needed more than this com-
bination of empathy, unconditional positive 
regard, and genuineness could provide. He 
needed more targeted, evidence-based tech-
niques. I used cognitive therapy (covered in 
Chapter 15) to help Anthony challenge his 
illogical thoughts about some of his past deci-
sions. For example, when he beat himself up 
about his decision to pass up a part-time job 
opportunity, I reminded him that the decision 
wasn’t catastrophic and that similar opportu-
nities were likely to arise in the near future.  
I also utilized behavioral activation (covered in 

Chapter 14) with Anthony. Specifically, I helped 
Anthony make a list of specific behaviors he 
does when he’s not depressed (like exercising 
and socializing) and then helped him make 
and follow a schedule in which he did them 
regularly. In Anthony’s case, the Rogerian ele-
ments built a great therapy relationship that 
served as a foundation for techniques specifi-
cally suited to his symptoms.

But it would be a mistake to think that 
every client needs those techniques. I have 
found that there are indeed some clients for 
whom empathy, unconditional positive regard, 
and genuineness are remarkably sufficient. 
I describe these clients as “self-propelled” 
(motivated to work on their own issues). They 
also tend to be insightful and only minimally 
impaired. For these clients, a therapist who 
facilitates their progress, rather than one who 
forges it, can be ideal. Consider Tiana, a 30-year-
old woman. Tiana was a people-pleaser, the 
kind of person who always agreed with her 
friends and family, for fear of angering them 
or causing conflict. (This tendency wasn’t 
strong or debilitating enough to meet crite-
ria for dependent personality disorder, but it 
certainly leaned in that direction.) From my 
first meeting with Tiana, it was clear that she 
was well aware of this tendency and highly 
motivated to change it, especially since it had 
produced much unhappiness for her, such as 
staying in dating relationships far too long. Her 
insights seemed very much on-target as well. 
She didn’t need much more than a good ther-
apeutic relationship, founded on the Rogerian 
elements of therapy, to give her the venue to 
work out many of her own issues. Of course,  
I contributed, but not by imposing a structured 
technique on her. Instead, I brought empathy, 
unconditional positive regard, and genuine-
ness to our discussions of her issues, and Tiana 
largely navigated her own improvement.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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Therapist Attitudes, Not Behaviors

Whether empathy, UPR, and genuineness are necessary, sufficient, or both, it is import-
ant to remember that humanists view them as attitudes, not behaviors (Bozarth, 1997; 
Tudor & Worrall, 2006). Humanists balk at formulaic, mechanical approaches to ther-
apy, and, as such, they tend not to offer many specific suggestions about what therapists 
should do with clients. Rather, they emphasize how therapists should be with clients:

Contrary to the opinion of a great many psychotherapists, I have long held 
that it is not the technical skill or training of the therapist that determines 
his success—not, for example, his skillful dream interpretations, his sensitive 
reflections of feeling, his handling of the transference, his subtle use of positive 
reinforcement. Instead, I believe it is the presence of certain attitudes in the 
therapist, which are communicated to, and perceived by, the client, that effect 
success in psychotherapy. (C. R. Rogers, 1959, p. 10)

REFLECTION: AN IMPORTANT  
THERAPIST RESPONSE

Although they believe that the therapist’s attitude is more vital than any particular ther-
apist action, humanists generally agree that one therapist behavior—reflection—can 
contribute significantly to the success of psychotherapy. It serves as a mechanism by 
which empathy, UPR, and genuineness can be communicated and as an expression of the 
attitudes that humanists emphasize.

Reflection takes place when a therapist responds to a client by rephrasing or 
restating the client’s statements in a way that highlights the client’s feelings or emotions  
(R. J. Campbell, 2004). Reflection is not a mere parroting of the client’s words to show 
that they have been heard but a comment by the therapist that shows the therapist’s 
appreciation of the client’s emotional experience. (In fact, humanists often use the phrase 
“reflection of feeling” instead of the shorthand “reflection” to illustrate the emphasis on 
emotion.) When they reflect, humanistic therapists mirror their clients’ affect, even if 
that affect is not explicitly stated.

As an example, consider Rosa, a single mother of two children (aged 7 and 9 years) 
who works a full-time job. Rosa tells her humanistic therapist about a typical day:  
“I get up at 6:00, make the kids’ lunches, take them to the bus stop, get myself ready for 
work, and get there by 8:30. I’m at work until 4:30, fight traffic to pick the kids up from 
after-school care by 5:00, and then make dinner. After dinner, I help the kids with their 
homework and get them to bed, at which point I have time to clean the house, pay the 
bills, and do the other stuff I need to do. The next day, it’s the same thing all over again.”

Rosa’s therapist could assure Rosa that she was paying attention by merely repeating 
some of the facts: up at 6:00, at work by 8:30, pick up kids by 5:00, and so on. However, 
an effective reflection of feelings would pick up on the emotional connotations of Rosa’s 
statements, perhaps communicated by her tone of voice or body language more than by 
the words she chooses: “It’s a long, demanding day, and it sounds like you’d be exhausted 
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by the end of it. Seems like you might feel underappreciated and maybe frustrated about 
your situation. Is that how you feel?” By mirroring the emotions in Rosa’s words rather 
than just the words themselves, her therapist expresses empathy. By doing so nonjudg-
mentally, she communicates UPR. And by doing so honestly, she communicates gen-
uineness. In combination and over time, these three conditions contribute to a strong 
therapeutic relationship and facilitate Rosa’s growth.

Late in his career, Rogers expressed some regret about the way “reflection of feeling” 
had been used by many inside and outside the humanistic movement. He was particularly 
unhappy with the fact that reflection had been mistakenly taught and misunderstood 
“as a technique, and sometimes a very wooden technique at that” (C. R. Rogers, 1986,  
p. 375). Above all, Rogers believed, reflection should be an attitude rather than a tech-
nical skill. And this attitude should include some humility, which can be lost when ther-
apists reflect mechanically. When they reflect, therapists should not be telling clients 
how they feel but, instead, should be asking clients if their understanding of the clients’ 
feelings is correct. In other words, therapists should not become overconfident in their 
ability to read clients’ emotions and should always defer to the clients’ expertise on their 
own feelings. Rogers went so far as to “suggest that these therapist responses be labeled 
not ‘Reflections of Feeling,’ but ‘Testing Understandings,’ or ‘Checking Perceptions.’ 
Such terms would, I believe, be more accurate [in communicating] a questioning desire 
rather than an intent to ‘reflect’” (p. 375). Although the terms reflection and reflection of 
feeling have remained, Rogers’s reminders about the way they should be understood and 
used are nonetheless important.

Metaphorically Speaking

If You’ve Looked in a Magnifying Mirror, 
You Understand Reflection

We look into mirrors all the time—when we 
try on clothes, brush our hair, put on makeup, 
shave, and so on. Why? In a pinch, we could 
probably complete most of these tasks ade-
quately without the mirror. What does the 
mirror provide? Essentially, it gives us feed-
back on our appearance. We are able to better 
appreciate our physical selves when our faces 
and bodies are mirrored back to us. Without 
mirrors, we might have a less accurate sense 
of how we look.

When a humanistic therapist reflects 
a client’s feelings, a similar process takes 

place. The therapist provides the client with 
feedback about the client’s emotions. Clients 
are able to better appreciate their emotional 
selves when their feelings are mirrored back 
to them. Without such reflection, they might 
have a less accurate sense of how they feel.

Ordinary mirrors provide some feedback, 
but magnifying mirrors provide feedback 
more strongly. Magnifying mirrors amplify 
the features of our faces, showing us parts 
of ourselves of which we may not have been 
fully aware and about which we may not feel 
entirely comfortable. The emotional mirroring 
by humanistic therapists can have a compa-
rable effect: It can highlight emotions about 
which clients may not have been fully aware 
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and about which they may not feel entirely 
comfortable. For this reason, wise humanistic 
therapists are always careful to reflect feelings 
in a cautious, caring way, making sure that cli-
ents aren’t overly alarmed by what they might 
see in the emotional mirror.

Likewise, Carl Rogers (1986) always 
encouraged therapists to take a humble 
approach to reflection such that any attempt 
to reflect feelings comes across as more of a 
question than a statement. After all, a thera-
pist wouldn’t want to be like a circus mirror, 
reflecting a distorted version of the client’s 
feelings back to the client. Just as people who 
are uncertain about their bodies might be mis-
takenly convinced by a circus mirror that they 
are fatter, thinner, shorter, or taller than they 

really are, clients who are uncertain about 
their emotions might be mistakenly convinced 
by an inaccurate therapist reflection that they 
are angrier, sadder, happier, or more jealous 
than they really are.
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(Continued)

ALTERNATIVES TO HUMANISM

Historical Alternatives

Throughout the history of clinical psychology, numerous forms of psychotherapy have 
been influenced significantly by humanism. Here, we will discuss two of the most notable 
of these historical approaches—existential therapy and Gestalt therapy. Although it is 
accurate to say that their heydays have passed, they nonetheless hold a significant place 
in the evolution of psychotherapy and continue to influence many therapists today.

Existential psychotherapy is an approach to therapy originally developed by Rollo 
May, Victor Frankl, and Irvin Yalom. It centers on the premise that each person is essen-
tially alone in the world and that realization of this fact can overwhelm us with anxiety. 
This anxiety may take a number of forms and is the root of all psychopathology. In 
addition to the inescapable conclusion of aloneness, existential theory holds that other 
inevitabilities of human life, especially death, contribute to a powerful sense of meaning-
lessness in many people. Existential therapists place great emphasis on clients’ abilities 
to overcome meaninglessness by creating their own meaning through the decisions they 
make. They especially encourage clients to make choices that are true to themselves 
in the present and future, rather than choices that are determined by restrictive rela-
tionships they have had in the past. They empathize with the clients’ reactions to the 
unavoidable facts of existence, but through questioning and discussion, they aid clients 
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in assuming control and assigning significance to their lives (Frankl, 1963; May, 1983; 
K. J. Schneider & Krug, 2010; Yalom, 1980). Existential therapy does not lend itself to 
empirical study, and few of its proponents were inclined to pursue research of that type. 
However, a meta-analysis of existential therapies found (in spite of limits in the quantity 
and quality of studies) that it works well for some clients, especially those who are physi-
cally ill or concerned with the meaning of life (Vos, Craig, & Cooper, 2015).

Gestalt therapy was founded by Fritz Perls, and it emphasizes a holistic approach 
to enhancing the client’s experience. This experience includes both mental and phys-
ical perceptions, and Gestalt therapists attend to both these aspects of client commu-
nication. In practice, Gestalt therapists encourage clients to reach their full potential, 
often through the use of role-play techniques. They deemphasize clients’ past experi-
ences and instead focus almost exclusively on the present moment (labeled as “the now”). 
Integration and awareness of all parts of the self is viewed as a sign of personal growth, 
and, as such, it is thought to correlate with psychological well-being (Fagan & Shepherd, 
1970; E. K. Gold & Zahm, 2008; Mackewn, 1997; Perls, 1969).

Motivational Interviewing

In more recent years, new offshoots of humanistic therapy have emerged, many of 
which emphasize briefer approaches (Tudor, 2008). The prime example—a therapy that 
has amassed significant empirical evidence and widespread influence on the field—is 
motivational interviewing (MI), developed by William Miller. Miller describes his MI 
approach to therapy as a revised application of basic humanistic principles (Hettema, 
Steele, & Miller, 2005; W. R. Miller & Rose, 2009). MI was originally developed to 
treat addictive behaviors such as substance abuse, but it has been used with a wide range 
of client problems. MI centers on addressing clients’ ambivalence or uncertainty about 
making major changes to their way of life. Whereas many therapists might label such 
ambivalence as resistance, denial, or a lack of motivation, MI therapists acknowledge 
that it is a normal challenge for anyone facing the difficult decision of continuing with an 
unhealthy familiar lifestyle or committing to live in a more healthy but unfamiliar way. A 
key to the MI approach is that its practitioners don’t pressure clients to change, because 
such tactics may backfire, resulting in clients arguing against their own improvement. 
Instead, they help clients see the discrepancy between their behavior and their own val-
ues (or as Rogers would call it, their incongruence). By doing so, they elicit motivation 
from within the clients, rather than imposing it from without. This enables the clients 
to activate their own intrinsic values as inspiration to change their behaviors (Rubak, 
Sandbæk, Lauritzen, & Christensen, 2005). In short, clinicians using MI help clients 
decide to change for themselves (W. R. Miller & Rollnick, 2002; W. R. Miller & Rose, 
2009; Moyers, 1998).

In addition to being used as a full-fledged treatment, MI can be used to augment 
other kinds of therapy, especially as a “jump-start” at the outset. For example, a client 
beginning cognitive or behavioral therapy may be reluctant if the need or goals for ther-
apy seem to have been imposed by others, such as the therapist or family members. If 
the therapist utilizes some MI principles at the outset to successfully elicit the client’s 
own motivation, the cognitive or behavior therapy may progress more smoothly. In fact, 
one empirical study found that clients who got a single session of MI before starting 
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cognitive-behavioral therapy for an anxiety disorder showed greater engagement than 
comparable clients who underwent the same cognitive-behavioral therapy without the 
single session of MI (T. L. Barrera, Smith, & Norton, 2016).

The central principles of MI reveal its humanistic roots (Arkowitz & Westra, 2009; 
Dennhardt, Yurasek, & Murphy, 2015; W. R. Miller & Rollnick, 2002; Moyers, 1998; 
Westra & Aviram, 2013):

• Expressing empathy. Taking the clients’ points of view and honoring their feelings 
about their experiences are vital to MI.

• Developing the discrepancy. MI therapists highlight how a client’s behavior is 
inconsistent with his or her goals or values. This enhances the client’s self-
motivation to change and puts him or her (rather than the therapist) in the 
position to argue for a new way of living.

• Avoiding argumentation. MI therapists do not directly confront clients, even if 
clients are engaging in self-destructive behaviors. They recognize that clients 
must choose to change rather than being strong-armed by a therapist.

• Rolling with resistance. When clients express hesitancy to change, MI therapists 
accept and reflect it rather than battle against it. They respect that clients have 
mixed feelings about changing. For example, clients may simultaneously want 
to stop drinking when they recognize that it has become a major problem and 
believe that their drinking is actually under control or that the benefits outweigh 
the drawbacks.

• Identifying “sustain talk” and “change talk.” Resistance to change is often 
communicated by clients as sustain talk. Sustain talk takes the form of client 
statements in favor of continuing the problem behavior: “I’ve always eaten 
unhealthy food, and so does my whole family. I wouldn’t even know what else 
to buy at the grocery store or order in a restaurant.” Change talk, on the other 
hand, is the statements clients make in favor of changing the problem behavior: 
“My weight and my cholesterol are getting out of control. I’m so out of shape 
and unhealthy—I really need to eat healthier.” MI therapists acknowledge 
that both these voices are within the client. They compassionately understand 
the internal dispute and allow clients to work out a resolution for themselves. 
Research investigating the specific ingredients within MI that make it successful 
has started to point toward change talk, which has been found to predict positive 
behavioral change (W. R. Miller & Rose, 2009).

• Supporting self-efficacy. MI therapists make efforts to communicate to clients 
that they have the power to improve themselves. The role of the therapist is 
facilitative; it is the client who has the most power for change.

Many empirical studies have been conducted on the efficacy of MI, with very impres-
sive results. Meta-analyses of MI outcome studies have indicated that it produces benefi-
cial outcomes for a remarkably wide range of problems, including both psychological and 
physical symptoms. It has been found to improve substance-related disorders, gambling, 
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smoking, exercise, weight-loss efforts, anxiety disorders, depression, violence toward inti-
mate partners, behaviors that increase the risk of HIV, cholesterol levels, diabetes manage-
ment, and blood pressure—primarily by sparking change in the behaviors that can either 
worsen or enhance these issues (Arkowitz & Westra, 2009; Burke, Arkowitz, & Menchola, 
2003; C. D. Jensen et al., 2011; Lundahl & Burke, 2009; W. R. Miller & Rose, 2009; Musser 
& Murphy, 2009; Parsons, Lelutiu-Weinberger, Botsko, & Golub, 2014; Rubak et al., 2005; 
J. C. Watson & Schneider, 2016). And as explained earlier, MI can be integrated into other 
forms of treatment as well, broadening its potential benefits (Hettema et al., 2005). On 
lists of evidence-based treatments that tend to be dominated by behavioral and cognitive 
therapies, MI is clearly a bright spot for humanistic therapies.

Positive Interventions and  
Strength-Based Counseling

The positive psychology movement, which emerged in the 1990s under the leadership of 
Martin Seligman and has expanded rapidly in the 2000s, overlaps with some of the fun-
damental underpinnings of humanism. Positive psychology is a broad-based approach 
that emphasizes human strengths rather than pathology, and cultivation of happiness 
in addition to reduction of symptoms in psychotherapy (A. L. Duckworth, Steen, & 
Seligman, 2005; Seligman, 2011). This approach acknowledges the inherent potential 
of individuals to develop and maintain positive attributes based on such assets as hope, 
wisdom, creativity, courage, autonomy, optimism, responsibility, and growth. Moreover, 
it suggests that bolstering these strengths is an often overlooked way of preventing psy-
chological problems such as depression and anxiety or improving the lives of those who 
already experience them (Seligman, 2003; Seligman & Peterson, 2003). Although posi-
tive psychology does not claim to derive explicitly from humanism, positive psychology 
and humanism share a basic view of people as possessing inborn strengths and capabil-
ities that can guide them throughout their lifetimes and buffer them from unhappiness, 
and a corresponding commitment to clinical work designed to enhance those strengths 
and capabilities.

Unlike practitioners of most other current forms of psychotherapy who focus 
more exclusively on a disease-based model, therapists influenced by positive psychology 
assume a therapeutic role that “embraces both healing what is weak and nurturing what 
is strong” (Seligman & Peterson, 2003, p. 313; see also Rashid, 2009; Snyder, Lopez, & 
Pedrotti, 2011). The latter emphasis—nurturing what is strong in clients—is a contem-
porary echo of Rogers’s original theories. In particular, it captures the essence of healthy 
growth inherent in the self-actualization tendency, a core of the humanistic approach 
(Joseph & Patterson, 2008).

Therapies that derive from positive psychology go by a variety of names, but they 
are most often labeled positive interventions or strength-based counseling. As summarized 
by Seligman (2011), these therapies look past mere diagnosis-based symptom reduction 
to the enhancement of a client’s overall well-being, particularly such aspects as the cli-
ent’s positive emotion, engagement with life, relationships, meaning, and achievement. 
These approaches build on the findings that happiness is a protective factor against 
mental disorders (Layous, Chancellor, & Lyubomirsky, 2014; Lyubomirsky & Layous, 
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2013). Numerous other authors have made similar suggestions to incorporate a more 
holistic or comprehensive understanding of the client that includes strengths as well 
as weaknesses. For example, the “four-front approach,” developed by Beatrice Wright 
and others, encourages therapists to consider four areas of each client’s life (Wright & 
Lopez, 2002, as described in Snyder et al., 2011; see also Snyder & Elliott, 2005; Snyder, 
Ritschel, Rand, & Berg, 2006):

• Weaknesses and undermining characteristics within the person

• Strengths and assets within the person

• Destructive factors and resources that are lacking in the environment

• Resources and opportunities in the environment

Such an approach ensures that a therapist will not only appreciate the positive and the 
negative elements in a client’s life but also delineate which of those elements stem from the 
client and which stem from the environment in which the client lives.

Parks and Layous (2016) describe seven basic categories of positive psychology 
techniques, each of which could take on a variety of forms:

• Savoring, in which clients intentionally focus on and extend, without distraction, 
moments of joy and happiness

• Gratitude, in which clients purposefully focus on reasons to be thankful by 
writing letters, journaling, visiting important people in their lives, or simply 
thinking about things that make them feel appreciative

• Kindness, in which clients deliberately do nice things for others, including 
the donation of money or time for charity, volunteering, tutoring, or similar 
activities

• Empathy, in which clients intentionally build a sense of understanding, 
forgiveness, and perspective-taking with others in their lives

• Optimism, in which clients purposefully cultivate positive expectations about the 
future and anticipate good things that may happen in their lives

• Strength-based activities, in which clients deliberately use (or write about) their 
personal strengths in meaningful or novel ways

• Meaning, in which clients intentionally remind themselves of their own values 
and set goals to live a life that falls in line with them

In addition to being full-fledged forms of therapy themselves, positive interventions 
and strength-based counseling can be blended into other forms of therapy as well (Kalata & 
Naugle, 2009; Ward & Reuter, 2011). Although they are relative newcomers to the field of 
psychotherapy, positive interventions and strength-based counseling strategies have begun 
to accumulate some empirical data supporting their benefits. For example, Seligman and 
Steen (2005) found that interventions designed to increase happiness levels in clients did 
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indeed achieve their goal and, at the same time, reduced depressive symptoms. Others have 
explored the use of positive interventions with individuals who have experienced traumatic 
events such as active military combat, emphasizing posttraumatic growth and resilience 
rather than posttraumatic stress and anxiety (e.g., Bonanno, Westphal, & Mancini, 2011;  
J. A. Lee, Luxton, Reger, & Gahm, 2010). Additionally, clients may find positive psychol-
ogy interventions more acceptable than other types—for example, one study found that 
clients receiving therapy for depression found both positive interventions and cognitive- 
behavioral therapy beneficial but found the positive psychology intervention more satis-
fying, a finding that may translate into greater adherence and lower dropout rates (Lopez-
Gomez, Chaves, Hervas, & Vazquez, 2017).

Emotionally Focused Therapy

Emotionally focused therapy (EFT) is a short-term humanistic therapy that has gar-
nered significant empirical evidence and popularity in recent years. It emphasizes the 
expression, acknowledgment, and healing power of emotions in the present moment, as 
well as emotions that may have been “bottled up” for a long time. Therapists encourage 
clients to experience their feelings wholly and completely, and show them unconditional 
acceptance when they do so. They encourage clients to share their feelings toward oth-
ers, sometimes using an “empty chair” technique in which clients speak directly to an 
imaginary person such as a family member or partner toward whom they have typically 
withheld their feelings (Fitzgerald, Johnson, & Thomas, 2015; L. S. Greenberg, 2004). 
A noteworthy feature of EFT is that it is frequently practiced with couples. EFT with 
couples involves each person experiencing his or her own feelings more authentically 
and accepting the authentic feelings of the partner more fully, which enhances closeness 
and the likelihood of sharing feelings in the future. The goal is to replace patterns of 
blaming and withdrawing with patterns of empathy and self-disclosure (L. S. Greenberg 
& Goldman, 2008; S. M. Johnson, Hunsley, Greenberg, & Schindler, 1999). Numerous 
studies have found EFT beneficial to couples and to individuals with depression, PTSD, 
and several other clinical issues (Dessaulles, Johnson, & Denton, 2003; L. S. Greenberg 
& Watson, 2006; Greenman & Johnson, 2012, 2013).

Other Contemporary Alternatives

Another modern adaptation of humanism has been developed by Arthur Bohart and 
Karen Tallman. The title of the book in which they describe their approach—How Clients 
Make Therapy Work: The Process of Active Self-Healing—illustrates its emphasis (Bohart & 
Tallman, 1999). Bohart and Tallman argue that therapy is most effective when the ther-
apist recognizes that

the client is a creative, active being, capable of generating his or her own 
solutions to personal problems if given the proper learning climate. For us, 
therapy is the process of trying to create a better problem-solving climate rather 
than one of trying to fix the person. (p. xi)
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The therapist’s role, then, is not of a technician but of a collaborator with clients 
whose views and opinions are respected. Bohart and Tallman are explicit in their inten-
tion of offering a modern therapy that goes against the current movement toward  
symptom-focused, manualized, technique-dominated approaches to therapy. Such 
approaches, they believe, place clients in a passive role and underestimate the clients’ own 
abilities to improve their lives. Bohart and Tallman believe that therapists should mobilize 
clients to help themselves, rather than paternalistically presuming they cannot and apply-
ing prescribed techniques to them.

HOW WELL DOES IT WORK?

Despite the empirical challenges inherent to humanistic psychotherapy—how to 
define and measure self-actualization and how to translate the humanistic attitude into 
well-defined therapist behaviors—Carl Rogers was a pioneer of psychotherapy outcome 
research. His approach may not lend itself to empirical tests as much as some other 
approaches to therapy do (such as behaviorism); nonetheless, he often attempted to pres-
ent his ideas as testable hypotheses and included with his theoretical writings many ideas 
for empirical studies (Bozarth et al., 2002; Cain, 2002; R. Elliott, 2002).

As a professor at Ohio State University in the early 1940s, Rogers was the first 
to audio-record psychotherapy sessions and play them back on 78 RPM phonographs, 
and along with training, research was a primary use for this technology (C. R. Rogers, 
1942). Soon after, he and his colleagues published some of the earliest controlled stud-
ies of psychotherapy outcome (R. Elliott, 2002). By the 1960s and 1970s, however, few 
humanistic therapists were carrying on Rogers’s tradition in empirical research. A resur-
gence of research interest took place in the 1990s, as represented in some recent meta- 
analyses of humanistic therapy outcome studies (R. Elliott, 1996, 2002; L. S. Greenberg, 
Elliott, & Lietaer, 1994). One meta-analysis (R. Elliott, 2002) was the largest in scope, 
incorporating 86 separate studies of humanistic therapy that collectively reported on 
the results of more than 5,000 clients’ experiences. The results, after controlling for 
researcher allegiance effects, indicate that humanistic therapies are generally about as 
effective as the other major approaches to psychotherapy. Other studies have also found 
that humanistic therapies produce results similar to those of other therapy approaches, 
with the most impressive effects for depression, relationship problems, coping with long-
term illness, substance abuse, eating disorders, and psychotic disorders (Angus, Watson, 
Elliott, Schneider, & Timulak, 2015; R. Elliott, Greenberg, Watson, Timulak, & Freire, 
2013; J. C. Watson & Schneider, 2016).

Some recent empirical efforts toward determining how well humanistic therapy 
works have focused on its specific elements—namely, empathy, positive regard, and gen-
uineness. Results of these studies have repeatedly found that each of these elements plays 
an important role in the success of therapy—not only for humanistic therapy but for any 
kind of therapy. In other words, the extent to which empathy, positive regard, and gen-
uineness are present, particularly from the client’s point of view, correlates significantly 
with the success of the therapeutic relationship and, ultimately, with the success of the 
therapy itself—whether or not the therapist makes a deliberate effort to incorporate or 
emphasize these three elements. So even if a therapist doesn’t identify as a humanist per 
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se, he or she would be wise to consider empathy, positive regard, and genuineness—the 
elements Rogers always considered essential—as empirically supported components of 
therapy, along with any technique he or she may also choose to incorporate (R. Elliott, 
Bohart, Watson, & Greenberg, 2011; Farber & Doolin, 2011; Kolden, Klein, Wang, & 
Austin, 2011; Zuroff et al., 2010).

As a final note regarding outcome data of humanistic therapies, it is worth reiterat-
ing a point made in the section on motivational interviewing: MI has become, especially 
in recent years, a bona fide evidence-based psychotherapy for a wide range of psycho-
logical and physical problems (Arkowitz & Westra, 2009; Hettema et al., 2005; Jensen  
et al., 2011; Lundahl & Burke, 2009; W. R. Miller & Rose, 2009; Musser & Murphy, 
2009; Rubak et al., 2005). In terms of “what works” empirically, MI undoubtedly leads 
the pack of the current generation of therapies derived from humanism.

Denise in Humanistic Psychotherapy

In our first sessions, Denise directed our con-
versations toward two topics—her current 
dissatisfaction with her job and some per-
sonal family history that she saw as relevant. 
She informed me that, as a kid, she felt loved 
by her mother and father but only as long as 
she didn’t stray too far from their expectations 
for her. One of these expectations, Denise 
explained, involved cooking. During her ele-
mentary and middle-school years, she demon-
strated a remarkable interest and talent in the 
kitchen, and with two working parents and five 
siblings, the family came to rely on Denise to 
prepare meals. She explained that she felt as 
though her family came to value her for what 
she could accomplish in the kitchen. Denise 
explained to me that, until recently, her job 
as a chef had given her similar opportunities 
for appreciation for her cooking, but the new 
owner’s policy that she stay in the kitchen and  
not talk with the customers had put an end 
to that.

S e e i n g  t h i s 
experience through 
Denise’s eyes, I could 
certainly understand 
why she had been 
feeling depressed. 
She had learned early 
on in her life that the 
important people 
prized her only for certain parts of who she 
was, and, like any of us, she needed that priz-
ing enough to meet their conditions.

Eventually, she came to see herself in very 
much the same way as her family saw her—in 
other words, their conditional positive regard 
had become conditional positive self-regard.  
I wondered if, in the process of doing what 
others wanted from her, she had neglected 
some other aspects of her identity. If so, that 
must have been a frustrating experience for 
her. Perhaps there was more to appreciate 
about Denise than her cooking abilities; in 
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fact, maybe her worth as a person wasn’t tied 
to cooking at all.

In therapy, I did my best to commu-
nicate my empathy to Denise—about her 
experience growing up, as well as the recent 
changes at work. I remember some of our 
exchanges vividly. Once, after she had spent 
about 10 minutes listing the differences the 
new restaurant owner had imposed—“He 
makes the menu decisions, he won’t let me 
talk with the customers,” and so on—I tried 
to reflect the feelings I sensed through her 
words, tone of voice, and facial expressions: 
“You seem upset about these changes—dis-
appointed and maybe a little angry, too—am 
I right about that? Do you have other feelings 
about it?”

Although many of the important peo-
ple in Denise’s life had valued her for certain 
things—cooking, to be specific—I had a differ-
ent appreciation of her. I saw Denise (as I see 
all my clients) as a worthy person no matter 
what she chose to do, and I suspected that 
she had the potential to be more multifac-
eted than her family, her boss, and she her-
self had allowed her to be. After a number of 
sessions, as she began to feel more comfort-
able with me, Denise mentioned, with some 
hesitancy, that sometimes she didn’t even 
like to cook and that occasionally she found 
it monotonous and boring. She seemed to 
expect disapproval from me about this, but I 
was just as accepting of this feeling as I was 
of any of Denise’s feelings. A bit later, she 
mentioned that there were other activities 
she felt more passionate, or at least curious, 
about but had never allowed herself to think 
of them as anything more than “dreams” or 
“fantasies.” I pursued this topic with interest, 

and Denise had the courage to explain that 
she had always been fascinated with repair-
ing cars. Her brothers and her father had done 
a lot of this during her childhood, but Denise 
was told that it “wasn’t for her.” I felt that any 
of Denise’s interests were worthwhile, as long 
as they were true to herself, and I did my best 
to make this known to her.

Another aspect of Denise’s personality 
that emerged over time was her bitter anger 
toward her family (about her past) and her 
new boss (about her current situation). I didn’t 
see this anger at the beginning of therapy, but 
as time went on, she revealed it first through 
occasional comments about being “bothered” 
or “perturbed” and eventually through rants 
and outbursts that involved shouting and 
tears. I believed that these moments of anger 
were important to Denise because they were 
honest expressions of emotion, and although 
she seemed to assume originally that such 
outward anger was unacceptable, I did my best 
to let her know that I accepted her no matter 
how she felt.

With time, Denise seemed to internalize 
my unconditional prizing of her. She seemed 
to accept herself more fully and completely, 
allowing herself to recognize a wider range 
of feelings and interests than she had before. 
She even explored professional opportuni-
ties outside cooking (including a car tech-
nician training program). And at her current 
job, she no longer missed the positive feed-
back from the diners as sorely as she had 
before, largely because she wasn’t so depen-
dent on it. Instead of seeking positive regard 
from others based on their conditions, 
Denise was able to give herself positive 
regard unconditionally.

(Continued)
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CHAPTER SUMMARY

Carl Rogers and his colleagues founded the human-
istic approach to psychotherapy on a view of people 
as inherently striving to grow in a positive, healthy 
way. This self-actualization tendency at times con-
flicts with the need for positive regard (or “prizing”) 
from others, particularly when others provide pos-
itive regard conditionally. In these situations, indi-
viduals experience incongruence between their real 
and ideal selves, and psychological problems ensue. 
Humanistic therapists foster self-actualization in 
their clients by establishing a therapeutic relation-
ship in which conditions of worth are absent and 
congruence is encouraged. More specifically, human-
istic therapists provide the three conditions that 
Rogers identified as necessary and sufficient for ther-
apeutic gain: empathy, unconditional positive regard, 
and genuineness. These three conditions are defined 
more as therapist attitudes than techniques, but one 
therapist response, reflection of feeling, is a key 
component of humanistic therapy. The fundamental 

relationship-based elements of humanistic therapy 
may constitute common factors across many forms 
of therapy practiced by therapists who don’t iden-
tify themselves as humanistic per se. A variety of 
contemporary approaches, including motivational 
interviewing, positive interventions/strength-based 
counseling, and emotionally focused therapy are 
strongly influenced by humanistic principles. 
Motivational interviewing, in particular, has achieved 
high status among psychotherapy practitioners and 
researchers due in large part to an extensive, grow-
ing body of empirical research supporting its bene-
fits for psychological and physical problems. Outside 
the work on motivational interviewing, empirical 
research on the benefits of humanistic therapy in 
general has not been as extensive in recent decades 
as for some other forms of therapy. Those outcome 
studies that have been completed suggest that, typi-
cally, humanistic psychotherapy is about as beneficial 
as most other approaches.
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CRITICAL THINKING QUESTIONS

1. To what extent do you agree with the humanistic 
ideas, as stated by Abraham Maslow (1968), that 
our “inner nature is good or neutral rather than 
bad” and that “if it is permitted to guide our life, 
we grow healthy, fruitful, and happy” (pp. 3–4)?

2. What are some of the most common conditions 
of worth that you have seen parents place on 
children? What effects of these conditions of 
worth have you observed?
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3. Carl Rogers argued that empathy, unconditional 
positive regard, and genuineness were 
not only necessary but also sufficient for 
psychotherapeutic benefit. In your opinion, for 
which clinical problems is this statement most 
and least valid?

4. In your opinion, which elements of motivational 
interviewing are most essential to the success 

 it has demonstrated in the treatment of a wide 
range of psychological and physical problems?

5. Considering the discussion of cross-cultural 
empathy in Box 13.1, do you believe that a 
therapist who is culturally similar to a client has 
a greater capacity for empathy than an equally 
competent but culturally dissimilar therapist?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations  
and Tracks

Positive Psychology/Resilience

miscellaneous and other—
existential/Phenomenological

miscellaneous and other—
humanistic Psychology

miscellaneous and other—
motivational Interviewing

miscellaneous and other—
Person-Centered Interventions

miscellaneous and other—
strengths, optimal Functioning

motivational Interviewing

Person-Centered therapy

Positive Psychology/Resilience

miscellaneous—existential/
humanistic

miscellaneous/other—
Client-Centered/experiential 
Psychotherapies

miscellaneous/other—
existential/humanistic
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KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Journal of Consulting and Clinical Psychology

http://www.apa.org/pubs/journals/ccp/index.aspx

Journal of Humanistic Counseling

http://onlinelibrary.wiley.com/journal/10.1002/
(ISSN)2161-1939

Journal of Humanistic Psychology

http://jhp.sagepub.com/

Psychotherapy

http://www.apa.org/pubs/journals/pst/index.aspx

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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BEHAVIOR THERAPY

14

Perhaps the best way to transition from the previous chapters on psychodynamic and 
humanistic therapy to the current chapter on behavior therapy is to imagine that your 

clinical psychology class includes one very empirically oriented (and outspoken) student. 
When your professor discusses a psychodynamic therapy concept such as, say, defense 
mechanisms, your classmate raises his hand and asks, “How can you be sure that’s what 
happens in the mind? Can you scientifically test that theory?” When your professor 
describes the three “necessary and sufficient” conditions for successful therapy according 
to the humanistic approach, your classmate interrupts to ask, “How, exactly, do you define 
empathy, unconditional positive regard, and genuineness—what specific therapist behav-
iors do they consist of? And if those conditions really do help a client self-actualize, how 
exactly would you be able to observe or measure that outcome?”
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Learning 
Objectives
14.1 Discuss the origins of 

behavior therapy.

14.2 Explain the goal of behavior 
therapy.

14.3 Differentiate between 
classical and operant 
conditioning.

14.4 Describe behavior therapy 
techniques based on 
classical conditioning.

14.5 Review behavior therapy 
techniques based on 
operant conditioning.

14.6 Examine alternative 
approaches to behavior 
therapy.

14.7 Summarize the findings of 
behavior therapy outcome 
research.

Again and again, your professor would have little choice 
but to respond to your classmate’s questions by conceding that 
the psychodynamic and humanistic approaches to therapy are 
not entirely empirical. In spite of their intuitive appeal and 
their clinical successes, they are characterized by speculations 
about mental processes that can’t be precisely defined, directly 
observed, or scientifically tested. If your classmate insists on a 
therapy approach grounded in empiricism, he’ll need to look 
elsewhere—to behavior therapy.

ORIGINS OF BEHAVIOR THERAPY

Behavior therapy is the clinical application of behavioral prin-
ciples, which have theoretical and experimental roots extending 
back hundreds of years. A landmark in the history of behaviorism 
is the work of Ivan Pavlov, whose contributions took place in 
Russia in the late 1800s and early 1900s. Pavlov did not begin 
his career with aspirations related to psychology at all. In fact, 
he was a physiologist who studied the digestive systems of dogs. 
Routinely, Pavlov and his coworkers would present food to dogs 
and measure the amount of saliva the dogs produced—a natural, 
automatic response from any canine shown a potential meal. At 
one point, he noticed that the dogs were salivating before the 
food was presented. Pavlov first saw this untimely salivating as 
a problem, and he tried to minimize it so it wouldn’t adversely 
affect the digestion data he was trying to collect. Later, he came 
to realize that he had inadvertently come across a remarkable 
phenomenon, which was ultimately labeled “classical condition-

ing.” Through their experience, Pavlov’s dogs had learned that food was often preceded 
by a particular stimulus: the sight of the researcher, the sound of the food being prepared, 
or similar events. Soon, the dogs were salivating as soon as they perceived a stimulus that, 
through repeated pairing with food, predicted food. Classical conditioning eventually 
replaced digestive research as Pavlov’s primary interest, and, using a bell as the precursor 
to food, he conducted many pioneering studies on the topic (M. H. Hunt, 1993; Kazdin, 
1978). A bit later in this chapter, we examine classical conditioning and its clinical appli-
cations in more detail.

The work of Pavlov and other Russian researchers made its way to the United States 
via John Watson. In the early 1900s, Watson fervently argued that the lessons learned 
from Pavlov’s dogs applied to human behavior as well and that, as a result, psychol-
ogy should refrain from focusing on the inner workings of the mind and should instead 
examine the ways conditioning shapes behavior. Watson was among the first prominent 
figures in American psychology to argue that psychology should study only overt, observ-
able responses and the overt, observable stimuli that precede them rather than the inner 
workings of the mind that may occur in between. Feelings, thoughts, consciousness, and 
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other internal, mental processes were simply not suitable for scientific study, nor were 
they as powerful as conditioning in determining behavior (M. H. Hunt, 1993; Kazdin, 
1978; J. B. Watson, 1924).

While Pavlov and Watson ushered in classical condi-
tioning to the field of psychology, a second essential type 
of conditioning—operant conditioning—was heralded 
by Edward Lee Thorndike and B. F. Skinner. Actually, 
Thorndike’s (1931) primary contribution, based on his 
research with cats, was a rather straightforward theory he 
called the law of effect. Essentially, Thorndike’s law of effect 
stated that all organisms pay attention to the consequences 
(or effects) of their actions. Actions that are followed by 
pleasurable consequences are more likely to recur, whereas 
actions that are followed by unpleasant consequences are 
less likely to recur. Skinner effectively devoted much of his 
life’s work to experimentation on the law of effect, and he 
made the case that operant conditioning, the mechanism 
by which the law of effect influenced behavior, was as great 
an influence on human behavior as classical conditioning. 
Skinner’s research and writings became tremendously influ-
ential to the behavioral perspective on the origins of psy-
chological problems and the techniques by which they could 
be treated (Bjork, 1993; M. H. Hunt, 1993; Kazdin, 1978; 
Vargas, 2015). Thus, through Pavlov, Watson, Thorndike, 
and Skinner, behaviorism evolved from basic research on 
animal behavior to an applied form of psychotherapy.

GOAL OF BEHAVIOR THERAPY

The primary goal of behavior therapy is observable behavior change. This goal stands 
in stark contrast to the goals of the psychodynamic and humanistic approaches, each of 
which emphasizes internal, mental processes—making the unconscious conscious and 
fostering self-actualization, respectively. In fact, the emergence and rise of the behavioral 
approach stemmed from strong dissatisfaction with numerous aspects of the psychody-
namic approach that dominated through the early and mid-1900s (Craske, 2010). As a 
reaction against perceived weaknesses of the prominent approaches of the times, early 
behaviorists forged a new therapy differentiated from the outset by a distinct set of char-
acteristics (Kazdin, 1978, 1980; M. G. Newman, LaFreniere, & Shin, 2017; Spiegler & 
Guevremont, 2010; Wenzel, 2017; Yates, 1970).

Emphasis on Empiricism

Behavioral therapists take the stance that the study of human behavior, whether normal or 
abnormal, should be scientific (Kazdin, 1978; Yates, 1970). As such, clinical psychologists 
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treating clients should employ methods that can be scientifically evaluated. Theories 
regarding the treatment of problem behaviors should be stated as testable hypotheses; 
in this way, they can be supported, refuted, modified, and retested. In contrast, if theories 
of change are not stated as testable hypotheses, they lack scientific rigor and might be 
best classified as conjecture, inference, or even guesswork. Of course, any scientific pro-
cess involves data collection, and behavior therapy is no exception. Behavioral therapists 
regularly collect empirical data on their clients—as a baseline measure at the outset of 
therapy, at various points during the therapy to evaluate changes from session to session, 
and at the end of therapy as a final assessment of change (P. Grant, Young, & DeRubeis, 
2005; Spiegler & Guevremont, 2010).

Expanding on the scientific nature of behavior therapy, Truax (2002) explains that 
“the endeavor of developing and testing hypotheses in the real clinical setting is much 
like that of a scientist” (p. 5). Indeed, behavior therapy is a clinical application of the five 
steps that are common to the scientific method across all disciplines. Table 14.1 summa-
rizes this association between the scientific method and behavior therapy.

Table 14.1 Application of the Steps of the Scientific Method by Behavioral Therapists

Steps of the 
Scientific Method How Applied by Behavioral Therapists

1.  Observing a 
phenomenon

Assessing client behavior via observation, interview, or testing

Defining a target behavior

Establishing a baseline level of target behavior

2.  Developing 
hypotheses 
to explain the 
phenomenon

Functionally analyzing target behavior to determine the factors that cause or 
influence it

Establishing specific behavioral goals for treatment

Planning interventions to alter behavior in preferred manner

3.   Testing the 
hypotheses 
through 
experimentation

Implementing interventions as planned

4.  Observing the 
outcome of the 
tests

Collecting data on changes in the target behavior

Comparing data collected during or after treatment to baseline data

Comparing data to goals

5.  Revising the 
hypotheses

Modifying treatment plan as suggested by observed outcomes

Restarting scientific process with revised hypotheses

Source: Adapted from Truax (2002).



CHAPTER 14  •  BEHAvIOR THERAPY   339

Defining Problems Behaviorally

According to behavioral therapists, client behaviors are not symptoms of some under-
lying problem—those behaviors are the problem. For example, consider Ryan, who has 
a habit of excessively checking the front door of his apartment at bedtime to make sure 
it’s locked. According to behavioral therapists, Ryan’s door-checking habit is exactly 
that—a habit. It need not signify that a deeper, diagnosable problem resides within Ryan. 
Behavior therapists would see little benefit in defining Ryan’s problem as obsessive- 
compulsive disorder, because to do so would suggest that the door checking is part of a 
cluster of symptoms that share a common source within Ryan’s mind. They would pre-
fer not to make unproven (actually, unprovable) inferences about the internal causes of 
Ryan’s behavior and instead focus exclusively on Ryan’s door-checking behavior itself as 
the problem to be addressed.

From the behavioral point of view, a benefit of defining problems in behavioral 
terms is that such definitions make it easy to identify target behaviors and measure 
changes in therapy (Spiegler & Guevremont, 2010). Such definitions can differ quite 
drastically from the definitions of their own problems offered by clients. As an exam-
ple, consider Amber, a 30-year-old client who sought help from Dr. Tyler, a behavioral 
therapist, because Amber believed she “had depression.” Amber entered therapy con-
vinced that the depression was an entity, a “thing” within her mind that couldn’t be 
seen directly but was nonetheless affecting her in numerous adverse ways. She said that 
the main “symptoms” of her depression were feeling sad and thinking pessimistically. 
Dr. Tyler redefined Amber’s problems in two important ways. First, she asked Amber 
to describe the observable, measurable behaviors she most wanted to change. That is, 
rather than focusing on feelings and thoughts—none of which can be directly observed 
or measured—Amber was asked to focus on behaviors she performed too often or too 
rarely. With some help from Dr. Tyler, Amber was able to list many such behaviors: 
sleeping too much, missing work too frequently, crying too often, and exercising too 
little. Because these problems are actions that can be observed and measured, they are 
ideal targets for behavioral interventions. The second way Dr. Tyler redefined Amber’s 
problem was to explain to Amber that these behaviors weren’t symptoms of a deeper 
problem; instead, they were the problems themselves. After establishing baselines—
measuring the pretreatment frequencies or durations of Amber’s sleep, work attendance, 
crying, and exercising—Dr. Tyler proceeded by designing and implementing interven-
tions that targeted each of Amber’s problem behaviors. As therapy progressed, they mea-
sured Amber’s behaviors on a regular basis and compared that data with her baseline data 
to assess her improvement.

Whereas most other types of therapy approaches endorse a medical model of psy-
chopathology, the behavioral approach, as exemplified by Dr. Tyler, does not. That is, 
most other therapy approaches conceptualize psychological problems as medical doctors 
do physical diseases, especially with regard to the notion of symptoms as manifesta-
tions of underlying diseases. Shortness of breath, for example, might be a symptom of 
asthma; coughing, a symptom of bronchitis; abdominal pain, a symptom of an ulcer. 
Behavioral therapists don’t adopt this medical-model view of psychological problems, 
largely because the connections between “symptoms” and the underlying “diseases” 
they indicate are largely speculative in psychology, whereas they are more concrete in 
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medicine. Because we cannot know empirically that a particular behavior is symptomatic 
of any particular underlying problem, behavioral therapists regard behavioral problems 
themselves as the most appropriate focus of treatment.

Measuring Change Observably

For behavioral therapists, measuring therapy outcome via observable changes goes 
hand in hand with defining the client’s problems behaviorally from the outset. That is, 
whereas other kinds of therapists may measure change in clients in more inferential 
ways, behavioral therapists use more unambiguous indications of progress (P. Grant  
et al., 2005; Spiegler & Guevremont, 2010).

To illustrate, recall the psychoanalytic and humanistic therapists we studied in the 
previous chapters. They would have to look in the client’s mind for some indication that 
their therapy has produced an effect. For empiricists such as behavioral therapists, this 
method of measuring change is unacceptable, primarily because it lacks objectivity. How 
do we know that the therapist (or the client, or anyone else for that matter) has a reliable, 
valid, unbiased take on how much insight the client has gained? How can we be certain 
that the growth a client has experienced is a result of an improved sense of congruence? 
Behavioral therapists reject introspection such as this—that is, they reject the notion 
that we can simply look inside the mind and attain an objective, accurate assessment 
of change. Instead, they focus on outward demonstrations of change in clients—overt 
behavior rather than covert mental processes—as indicators of client change.

Behavior therapists don’t simply reject introspection as a means of measuring 
change in therapy; indeed, they believe that introspection should have no role at all in 
the clinical process. Therefore, when they consider the contributing factors to clients’ 
problems, they emphasize external, environmental factors over internal personality 
traits. As an example, consider Jack, a 40-year-old man who is seeking therapy from 
Dr. Herrera, a clinical psychologist with a behavioral orientation. Jack is 100 pounds 
overweight and has gained 20 pounds in the past year. He explains to Dr. Herrera 
that he has tried to lose weight many times but always quits his exercise routine and 
returns to unhealthy eating habits—chips, cookies, fast food, and so on. At this early 
point, some therapists would already be speculating about Jack’s internal personality 
characteristics as a cause of his overeating—for example, a psychodynamic therapist 
may consider an oral fixation. The problem with such a speculation, from a behav-
ioral point of view, is that it cannot be supported or refuted, because it hinges on 
Jack’s mental processes, which are not directly observable. Dr. Herrera makes no such 
speculations. Instead, the questions he poses to Jack involve observable aspects of the 
environment in which Jack lives. In other words, what events precede Jack eating a 
bag of chips or skipping a workout? What consequences follow these actions? In what 
settings and under what conditions do the unwanted behaviors take place? Questions 
such as these make it clear that Dr. Herrera, as a behavioral therapist, looks for the 
causes of Jack’s problems not within Jack but in the world around him. In other words, 
Jack’s too-frequent unhealthy eating and too-infrequent exercising are responses to 
stimuli and consequences from the world around him rather than expressions of some 
internal flaw in his personality.
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TWO TYPES OF CONDITIONING

As discussed in the previous section, behavioral therapists contend that our behavior 
is the by-product of conditioning (also known as learning). If conditioning explains all 
behavior, then, by definition, it explains the acquisition of disordered behavior as well 
as the means by which such behavior can be modified by clinical psychologists (Craske, 
2010). Behavioral therapists separate conditioning into two primary types: classical 
and operant.

Classical Conditioning

Classical conditioning is the type exemplified by Pavlov’s dog studies. In those studies, 
dogs learned through experience that certain stimuli (a bell, e.g.) predicted that food 
would be delivered, and, as a result, they began to salivate in response to the stimuli. If 
we examine this process more closely, its four components can be identified. Let’s start 
before any conditioning takes place, before the dog has had a chance to learn how things 
work in Pavlov’s lab. In fact, let’s imagine that the dog has just walked into Pavlov’s lab 
for the first time, so everything it experiences or does is completely “unconditioned.” In 
this situation, the dog will salivate when food is presented. So food is the unconditioned 
stimulus, which evokes salivation, the unconditioned response. No dog needs condi-
tioning to learn that association—it’s inborn. After spending some time in Pavlov’s lab, 
the dog notices that when a certain bell rings, food comes a few seconds later. In other 
words, the dog is now becoming conditioned, or learning that the sound of the bell 
predicts the arrival of food. The dog soon begins to salivate in response to the bell. The 
sound of the bell, which had originally evoked no response at all in the dog, has become 
a conditioned stimulus, and salivating, when in response to the bell (not the food), is 
the conditioned response.

Several aspects of classical conditioning are worth emphasizing. First, it is important 
to note that classical conditioning is a rather passive type of learning. Pavlov’s dogs didn’t 
need to do much of anything to experience the conditioning, other than remain awake 
and alert. It’s almost as if the classical conditioning happened to them—some combina-
tion of sights, sounds, smells, or tastes occurred in rapid succession, and they happened to 
be there to experience them. Second, a number of variables that can influence behavior 
surround the classical conditioning process. For example, the extent to which an individ-
ual demonstrates behavior that has been classically conditioned will depend on the extent 
to which generalization or discrimination takes place. Generalization occurs when the 
conditioned response is evoked by stimuli that are similar to, but not an exact match for, 
the conditioned stimulus. Discrimination occurs when the conditioned response is not 
evoked by such a stimulus (Kazdin, 1978, 1980). For example, if Pavlov conditioned a dog 
to salivate in response to the sound of a particular bell, would the dog also salivate to the 
sound of a slightly different bell? What about a very different bell or even a completely 
different sound, such as a drum? As a clinical version of the same questions, imagine that 
Wayne, a 16-year-old boy, developed a strong fear response to dogs after being viciously 
attacked by a golden retriever. To what extent would Wayne generalize his fear? Would 
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he be fearful of all golden retrievers, of dogs of any breed, of all animals of any kind? 
Conversely, might Wayne discriminate such that he responds fearfully to the one dog 
that attacked him but no others? The extent to which Wayne generalizes or discriminates 
his fear response would strongly influence the strategy of a behavior therapist helping 
Wayne overcome his fear.

Operant Conditioning

Operant conditioning occurs when the organism “operates” on the environment, 
notices the consequences of the behavior, and incorporates those consequences into 
decisions regarding future behavior (Sturmey, Ward-Horner, Marroquin, & Doran, 
2007). Simply put, “the basic principle of the operant approach is that behavior is a 
function of its consequences” (Calhoun & Turner, 1981, p. 4). Operant conditioning is 
a more active style of learning than classical conditioning. For operant conditioning to 
take place, the organism must take an action of some kind. As a fictional example, imag-
ine that one of Pavlov’s dogs had, during a break in the experimenting, started to whine. 
If the whining brought forth treats, the dog would be more likely to whine again. If the 
whining brought forth a whack on the nose, the dog would be less likely to whine again. 
In either case, the point is that the dog experimented with a new behavior, paid attention 
to the outcome, and will use that outcome as a factor in future decisions about whining.

Skinner and other proponents of operant conditioning proposed that conse-
quences shape all behavior, including behavior labeled as abnormal. In effect, all our 
actions are governed by contingencies, by “if . . . , then . . .” statements, including 
those labeled as abnormal. By changing the contingencies or revising the “if . . . , 
then . . .” statements that control a client’s behavior, clinical psychologists can induce 
significant behavioral changes.

Thus, both classical and operant conditioning can be applied clinically to address 
problematic or unwanted behaviors in clients. Indeed, these two types of conditioning 
form the foundation for most behavior therapy techniques. Let’s examine some of the 
most widely known and used techniques deriving from classical and operant conditioning.

TECHNIQUES BASED ON  
CLASSICAL CONDITIONING

Exposure Therapy

Simply put, exposure therapy is the clinical psychologist’s version of “facing your fears.” 
Phobias, according to the behavioral therapist, are best understood as the result of clas-
sical conditioning: A particular stimulus (spiders, heights, the dark, etc.) becomes paired 
with an aversive outcome (anxiety, pain, etc.). This pairing can be weakened and ulti-
mately eliminated if the client experiences one without the other. That is, when the 
client is repeatedly “exposed” to the feared object and the expected aversive outcome 
does not take place, the client no longer experiences the fear response, which is a more 
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appropriate and rational way to react to such harm-
less stimuli (Hazlett-Stevens & Craske, 2008).

As a clinical example, let’s reconsider Wayne, 
who was described earlier as having a fear of dogs 
as a result of a vicious attack. The essential task for 
a behavioral therapist conducting exposure therapy 
is to expose Wayne to dog-related stimuli. Based on 
his attack, Wayne has associated dogs with fear, but 
the truth is that for the vast majority of dogs, this 
is simply an inaccurate expectation. Unfortunately 
for Wayne, his avoidance of dogs since the attack 
has prevented him from having the opportunity to 
“unlearn” the association between dogs and fear. 
Through exposure therapy, his behavior therapist gives him exactly that opportunity, 
and the result of the exposure to dog-related stimuli is that Wayne’s association between 
dogs and fear is unlearned.

The behavior therapist has several choices to make when conducting exposure 
therapy. One of the most important involves the imaginal versus in vivo nature of the 
stimuli to which the client will be exposed. In other words, the client can be asked 
to imagine anxiety-provoking objects (without ever being exposed to the real thing) 
or can be exposed to real-life (in vivo) items or situations that have produced fear 
(Hazlett-Stevens & Craske, 2008; Spiegler & Guevremont, 2010). In Wayne’s case, 
imaginal exposure would involve visualizing dogs and dog-related items, whereas 
in vivo exposure would mean that Wayne would directly see, hear, and touch dogs. 
Imaginal exposure can also take the form of writing, such that clients are asked to write 
about things that cause them anxiety (rather than experiencing those things in vivo). 
Written exposures have been found beneficial in treatment of clients with severe anx-
iety stemming from a traumatic event, such as a car accident (Wisco, Baker, & Sloan, 
2016; Wisco, Sloan, & Marx, 2013). Sometimes, in vivo exposures are interoceptive, 
or sensations within the client’s own body. For example, a therapist may ask a client 
to climb a flight of steps to raise the client’s heart rate if the client struggles with 
anxiety that occurs when he or she notices his or her heart beating fast (Abramowitz, 
Fabricant, & Jacoby, 2015).

Another important choice regarding exposure therapy involves the extent to which 
the client will be exposed to fear-inducing stimuli: gradually or all at once. The gradual 
approach is often called graded exposure, and it requires the client and therapist to col-
laboratively create an anxiety hierarchy in which they list about 10 stimuli that might 
induce fear. These stimuli are typically rated by the client on a scale from 0 to 100 in 
terms of the amount of subjective distress they produce and are then ranked in ascending 
order. Exposure begins at the lowest level and then proceeds through the hierarchy until 
the client reaches the highest level. Table 14.2 illustrates a graded in vivo hierarchy for 
Wayne’s fear of dogs. Exposure that happens all at once rather than gradually is typi-
cally called flooding or implosion (Levis, 2008; Zoellner, Abramowitz, Moore, & Slagle, 
2008). Although either of these all-at-once approaches can produce rapid change quickly, 
they can also be intolerable or even traumatizing for clients and are used cautiously and 
infrequently (S. Taylor, 2002; Yates, 1970).
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Exposure therapies are most commonly used with clients who have phobias and 
other anxiety disorders, as well as PTSD (Rauch & Rothbaum, 2016). One particular 
application of exposure therapy, called exposure and response prevention, has received 
substantial empirical support for the treatment of obsessive-compulsive disorder, making 
it the clear treatment of choice for the disorder (Craske, 2010; M. E. Franklin & Foa, 
2011; Gillihan & Foa, 2016). It involves graded exposure (as described above) to the 
obsessive thoughts (e.g., “My hands are filthy—I must wash them”) or the situations that 
elicit such thoughts while simultaneously preventing the client’s typical response (e.g., 
hand washing), which brings temporary relief but has come to interfere with the client’s 
daily life (Rowa, Antony, & Swinson, 2007).

Systematic Desensitization

Systematic desensitization, a treatment also used primarily for phobias and other anxi-
ety disorders, is quite similar to exposure therapy—in fact, exposure to anxiety-provoking  
stimuli is one of its key components—but rather than simply breaking the association 
between the feared object and the aversive feeling, systematic desensitization involves 
re-pairing (or counterconditioning) the feared object with a new response that is 
incompatible with anxiety. When exposure therapy works, the feared object is eventually 
paired with nothing (rather than the fear response), but when systematic desensitization 
works, the feared object is paired with a new response that replaces and blocks the fear 
response (Head & Gross, 2008; McGlynn, 2002; Wolpe, 1958, 1969).

Table 14.2  Example of an Anxiety Hierarchy for Graded in  
Vivo Exposure for Fear of Dogs

Stimulus
Subjective Distress (0 = No Fear; 

100 = Maximum Fear)

 1. Hearing a dog bark in another room  5

 2. Seeing a dog through a window 15

 3. Standing within 20 feet of a dog on a leash 25

 4. Standing within 10 feet of a dog on a leash 35

 5. Standing within 5 feet of a dog on a leash 45

 6. Standing within arm’s length of a dog 55

 7. Petting a dog for 1 second 65

 8. Petting a dog continuously for 10 seconds 75

 9. Petting a dog continuously for 1 minute 85

10. Petting a dog continuously for 3 minutes 95
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Most often, the new response that replaces and blocks the fear response is relax-
ation. In fact, the first step of systematic desensitization is relaxation training, in which 
the behavior therapist teaches the client progressive relaxation techniques in which var-
ious muscles are systematically tensed and relaxed. Usually, the behavior therapist uses 
scripted instructions during relaxation training, and these instructions can be shared with 
the client in a variety of forms (written on paper, recorded on CD, etc.) to facilitate prac-
tice at home between sessions. Once clients learn and master the relaxation task (usually 
about half a dozen sessions), they move through an anxiety hierarchy as described in the 
section above on exposure therapy. The only difference is that prior to each exposure, 
the client achieves a relaxed state, such that exposure to the anxiety-producing stimulus 
becomes paired with relaxation, which inhibits anxiety. Thus, the feared object is no 
longer paired with anxiety but instead is paired with relaxation, and, gradually, the fear is 
overcome (Head & Gross, 2008; McGlynn, 2002; Wolpe, 1958, 1969).

In Wayne’s case, a behavior therapist using systematic desensitization would con-
struct the anxiety hierarchy and conduct the exposures just as in exposure therapy, but 
relaxation training would happen first and the relaxation response would be deliberately 
evoked during the exposure process to facilitate the replacement of anxiety with a new, 
anxiety-preventing response.

Assertiveness Training

Assertiveness training is a specific application of classical conditioning that targets cli-
ents’ social anxieties. It is best suited for people whose timid, apprehensive, or ineffectual 
social behavior has a negative impact on their lives. In practical terms, it can help clients 
insist on appropriate service (in a restaurant, e.g.), ask someone out on a date, request a 
raise at work, communicate effectively with health care providers, or say no to an unrea-
sonable demand from a friend or loved one.

Assertiveness training definitely includes elements of exposure therapy, and it may 
include elements of systematic desensitization as well (M. P. Duckworth, 2008; Gambrill, 
2002). The exposure comes in the form of facing interpersonal fears. That is, people who 
have problems with assertiveness usually avoid situations in which assertiveness might be 
called for, so by simply exposing themselves to such situations and producing any kind 
of assertive response, they are taking a significant step forward. The countercondition-
ing component of systematic desensitization may also come into play, with assertiveness 
replacing relaxation as the new response that replaces and inhibits anxiety.

Assertiveness training usually begins with direct instructions from the behavior 
therapist with which the client is taught specifically what to say and do in a particular 
situation. Next, effective assertive behaviors are modeled for the client. The behav-
ior therapist often does this modeling, but video-recorded models or even live actors 
can be used as well. Subsequently, the client is given an opportunity to rehearse the 
assertive behavior in a role-play situation, and the therapist provides specific, construc-
tive feedback. Eventually, clients are given targeted homework assignments in which 
they are expected to practice their improving assertiveness skills in the “real world” 
(Gambrill, 2002).

As a clinical example, consider Deborah, a 26-year-old woman who got engaged 
a few months ago. She described to Dr. Paxton, her behaviorally oriented clinical 
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psychologist, that as she began to make arrangements for her wedding—the guest list, 
the menu, the flowers, the band, her dress, and so on—she became increasingly frus-
trated with others “making decisions for her.” Specifically, she said that her mother and 
her sister had been telling her what to do, and she had had a difficult time telling them to 
“butt out.” As an example, she described a recent trip to the wedding dress shop. She had 
been to the store alone previously and had tentatively chosen a dress for herself. When 
she went back to the store to try on the dress for her mother and sister, they pressured 
her to try on other dresses and eventually convinced her to buy a dress she had seen 

Considering Culture

Assertiveness Training and  
Collectivist Values

Assertiveness training, as a form of behav-
ior therapy, is based on the assumption 
that assertiveness is a good thing: “A value 
stance . . . is associated with assertion train-
ing. It is assumed that people have a right 
to express their feelings in a way that sub-
jugates neither others nor themselves, and 
that well-being includes this expression” 
(Gambrill, 2002, p. 121). Do all cultures hold 
this value equally?

Some would argue strongly that they do 
not. D. W. Sue and Sue (2008), for example, 
point out that “individualism, autonomy, and 
the ability to become your own person are 
perceived as healthy and desirable goals” in 
Western, individualistic cultures, but “not all 
cultures view individualism as a positive ori-
entation. . . . In many non-Western cultures, 
identity is not seen apart from the group 
orientation (collectivism)” (p. 141). A lack of 
appreciation of this important distinction 
between individualistic and collectivistic cul-
tures can lead therapists to overpathologize 
members of some cultures as overly depen-
dent or unable to assert themselves.

In a discussion of cultural issues relevant 
to psychotherapy with Native American cli-
ents, Sutton and Broken Nose (2005) offer two 

case studies illustrating this concern. In the 
first, a Native American couple opens a restau-
rant, and all aspects of the new business are 
successful except for the fact that the couple 
chooses not to charge their family members 
for food. Moreover, they define family broadly 
enough to include distant relatives, in-laws, 
and the like. Because they serve free meals 
to so many people, the restaurant struggles 
financially. In the second case study, a Native 
American college student receives a fellow-
ship to fund his studies but feels compelled 
to share his money, apartment, and time with 
siblings and other family members. Their 
presence causes significant financial and 
practical obstacles to the student’s ability to 
succeed in school.

Although Native American culture is cer-
tainly not the only culture with some degree 
of collectivist values (many African and Asian 
cultures, among others, provide more exam-
ples), these scenarios highlight some of the 
sensitivities clinical psychologists should have 
when considering assertiveness training. In 
your opinion, in either of the two case studies 
described here, would assertiveness training 
be clinically effective? Would it be culturally 
appropriate? Should it be adjusted in some 
way to better match the client’s cultural val-
ues? Should some alternative treatment be 
considered?
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but disliked when she was at the store the first time. Deborah wished she could have 
taken charge of the situation at the wedding dress shop but told Dr. Paxton that she just 
couldn’t. She added that her day ended by crying about this experience to her fiancé, 
who, rather than responding with the empathy she sought, told her she needed to stand 
up to her mother and sister.

Dr. Paxton conducted assertiveness training with Deborah. First, she taught Deborah 
some specific, appropriately assertive phrases to say, such as, “Thanks for your input, 
but this is my decision to make” and “I really want you to be a part of this with me, but  
I need to have the final say.” Dr. Paxton also coached Deborah on some specific 
behaviors involved in assertive responses, such as direct eye contact and appropriate 
volume and tone in her voice. Next, Dr. Paxton modeled these responses for her. 
Deborah then rehearsed the assertive responses, with Dr. Paxton playing the role 
of Deborah’s mother or sister. Dr. Paxton offered some helpful feedback, including 
praise for saying the right things and reminders to make direct eye contact. Together, 
Deborah and Dr. Paxton came up with some homework assignments that could help 
Deborah “build up” to the confrontations she anticipated with her mother and sis-
ter. These homework assignments involved asserting herself to her mother and sister 
about less significant upcoming decisions in which they would probably pressure her, 
such as what she should order at lunch when they went out next Saturday. With time 
and practice, Deborah’s skill in asserting herself increased while her anxiety about 
asserting herself decreased.

TECHNIQUES BASED  
ON OPERANT CONDITIONING

Contingency Management

Contingencies are the “if . . . , then . . .” statements that, according to behavioral thera-
pists, govern our behavior. So if the goal is to change behavior, a powerful way to do so 
is to change the contingencies controlling it. Behavior therapists call this process con-
tingency management. All behavior occurs because of its consequences, and if those 
consequences change, the behavior will change correspondingly (Drossel, Garrison-
Diehn, & Fisher, 2008; Kearney & Vecchio, 2002; Villamar, Donohue, & Allen, 2008). 
Behaviorists emphasize that powerful but often overlooked contingencies—for example, 
“If I behave in a depressed way, I get attention from friends and family and I am excused 
from responsibilities”—can contribute to the development and maintenance of mental 
disorders (e.g., C. M. Anderson, 2007).

Reinforcement and Punishment

The consequences of a behavior—the words that complete the “then . . .” phrase in 
our contingencies—can be categorized as either reinforcements or punishments. 
Reinforcement is defined as any consequence that makes a behavior more likely to 
recur in the future. In contrast, punishment is defined as any consequence that makes a 
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behavior less likely to recur in the future. It’s important to note the room for individual 
differences implied by these two definitions. Very few things are either reinforcing or 
punishing to all people in all situations. That which is punishing to one person may be 
reinforcing to another and vice versa. Behavior therapists who use contingency manage-
ment remain aware of this phenomenon and therefore seek client input on all prospec-
tive contingencies (Drossel et al., 2008; Spiegler & Guevremont, 2010).

In My Practice . . .

In my practice, I have learned that reinforce-
ment is in the eye of the beholder. So is punish-
ment. Most often, this truth becomes evident 
when I work with parents to change the fre-
quency of specific behaviors in their kids. For 
example, I worked with Jodi, a single mom of 
11-year-old Jade, to get Jade to do her home-
work more often. Jade’s teachers consistently 
told Jodi that Jade was one of the smartest 
kids in the class but that she didn’t appear 
to take her homework seriously. In fact, she 
rarely completed her homework at all. Jodi 
acknowledged that she had never emphasized 
homework completion, but with middle school 
on the horizon, it was important for Jade to 
develop better homework habits. Jodi decided 
that she would offer a new puppy as reinforce-
ment for homework completion. She settled 
on the idea of a puppy after seeing how much 
fun Jade always had with her cousins’ puppy 
when they visited. With my help, Jodi devel-
oped a system in which Jade earned points for 
specific homework-related behaviors. When 
she reached specific point thresholds, Jade 
earned puppy-related stuff: a leash, a collar, 
dog toys, and ultimately the puppy itself. Jade 
made absolutely no progress. After considering 
a number of other explanations, we asked Jade 
directly what she thought about the reinforce-
ment plan. “I don’t want a puppy at all,” she 
plainly said. Jodi was quite surprised: “Why? 

You get so excited every time we visit your 
cousins’ house! You love playing with their 
puppy!” “That’s because we’re just visiting their 
puppy, mom. If I had my own puppy, I’d have to 
feed it, walk it, and clean up after it. I definitely 
don’t want that much work.” We quickly shifted 
the focus of that conversation to reinforce-
ments that Jade might actually find reinforcing.

With another family, the focus was on 
punishment. In this case, Zachary and Julia 
couldn’t figure out why sending their 13-year-
old son Dominic to his room didn’t change his 
behavior. Before they visited me, Zachary and 
Julia had used that punishment for a variety 
of behaviors they wanted Dominic to do less 
often, including teasing his sister, leaving food 
and dishes out, and talking back to his parents. 
Zachary and Julia were especially perplexed 
because that punishment had worked so 
well when their own parents used it on them 
during their own childhoods. Some important 
information came when I asked Dominic what 
he does when he gets sent to his room. “Oh, 
it’s great,” he told me. “In my room I have a TV, 
a computer, and of course I always have my 
phone in my pocket. So whenever my parents 
send me in there I either watch my favorite 
shows, play video games, or text my friends.” 
Obviously, my next steps with Zachary and 
Julia focused on coming up with punishments 
that Dominic might actually find punitive.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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Reinforcement and punishment can each be further divided into two types: positive 
and negative (Higgins, 1999). In this context, positive refers to adding a consequence, 
whereas negative refers to removing a consequence. So, simply put, positive reinforce-
ment means “getting something good” (such as food), whereas negative reinforcement 
means “losing something bad” (such as pain). Notice that both of these would increase 
the likelihood of the behavior recurring. Positive punishment means “getting some-
thing bad,” whereas negative punishment means “losing something good.” Notice that 
both of these would decrease the likelihood of the behavior recurring (Sturmey, 2007).

Behavior therapists use both reinforcement and punishment during contingency 
management, but for most clinical situations, reinforcement is generally preferred 
(e.g., Higgins, 1999). When punishment is used, it must be used ethically, and it is most 
effective when it occurs immediately and consistently and is accompanied by the rein-
forcement of an alternate, more desirable response (Poling, Ehrhardt, & Ervin, 2002). 
Aversion therapy represents an example of the clinical use of punishment, in which an 
unwanted behavior (say, drinking alcohol) brings about an aversive stimulus (nausea or 
electric shock; Emmelkamp & Kamphuis, 2002; Spiegler & Guevremont, 2010).

As a clinical example of the use of the four varieties of reinforcement (reinforcement 
and punishment, each in positive and negative forms), consider the work of Dr. Howard, 
a clinical psychologist engaged in behavior therapy with Patty, a 15-year-old juvenile 
detention center inmate. Recently, Patty had been prone to bursts of anger and assault 
when escorted from her cell to daily classroom sessions. Some of Patty’s assaults were 
so dangerous that they necessitated the use of physical restraints. The consequence for 
Patty’s outbursts was dismissal from the day’s schooling; she was returned to her cell, 
where she spent her time leisurely browsing through magazines approved for inmate 
possession. Dr. Howard analyzed Patty’s outburst behavior and hypothesized that the 
contingency enacted by the staff was actually reinforcing, not punishing, the outburst 
response. Dr. Howard discussed with the staff four alternate contingencies, any of which 
could produce more desirable behavior from Patty:

• Positive reinforcement: If Patty attended her classes without any verbal or 
physical outbursts, then she received a new magazine of her choice.

• Negative reinforcement: If Patty attended her classes without any outbursts, 
then her ankle restraints—necessary with the onset of her assaults—would be 
removed for the next day.

• Positive punishment: If Patty engaged in any type of outburst, then she would 
receive a 2-hour detention in a cell without magazines.

• Negative punishment: If Patty engaged in any type of outburst, then all her 
magazines would be confiscated for the next day.

Extinction

When behavior therapists consider the contingencies that have maintained a behavior or 
new contingencies that may modify it, they often pay close attention to issues involving 
extinction. In the context of contingency management, extinction refers to the removal 
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of an expected reinforcement that results in a decrease in the frequency of a behavior 
(Culver, Vervliet, & Craske, 2015; Kearney & Vecchio, 2002; Miltenberger, Miller, & 
Zerger, 2016; Poling, Ehrhardt, & Ervin, 2002; Sturmey et al., 2007).

As an example, consider Wendy, an 8-year-old second grader whose parents 
brought her to Dr. Evans, a clinical psychologist with a behavioral orientation. Wendy’s 
parents explained that in the past 2 weeks, Wendy had become extremely difficult at 
meal times: She cried and screamed about the food that had been prepared, saying 
she didn’t like it and it made her stomach hurt. Wendy’s parents expressed confusion 
at her behavior, specifically because it was the same food she had eaten many times 
before, and they had taken her to her pediatrician, who assured them that Wendy had 
no stomach ailments. When Dr. Evans asked Wendy’s parents what happened after 

Metaphorically Speaking

If You’ve Lost Money in a Soda  
Machine, You Understand Extinction 
and the Extinction Burst

Put the dollar in the slot, push the button, 
get the soda. Put the dollar in the slot, push 
the button, get the soda. There is no con-
fusion about the contingency of the soda 
machine, and for many of us, soda-buying 
behavior is strengthened on a daily basis 
by the repeated delivery of the cold, bubbly, 
sweet reinforcement.

But what if the soda machine malfunc-
tions? What if we put the dollar in the slot, 
push the button, and get nothing? Of course, 
in the long run, we’ll stop putting dollars into 
that machine. In other words, our soda-buying 
behavior (at least at that particular machine) 
will be extinguished, because the expected 
reinforcement is no longer forthcoming. In the 
short run, however, our behavior is not extin-
guished; in fact, it intensifies. You’ve seen (or 
maybe you’ve been) the person who just lost 
money in the soda machine demonstrating the 
extinction burst—pushing every button, trying 
a different dollar, hitting the machine, kicking 
it, tipping it, and so on. It’s as if we’re respond-
ing to the soda machine’s refusal to provide 

the soda with the behavioral statement, “Hey, 
give me what I’m used to getting!” When the 
unresponsive soda machine responds with the 
behavioral statement, “Too bad, you’re not get-
ting it,” we walk away, but it may take a while 
for us to become entirely convinced.

Actually, the time it takes for us to 
become convinced that no soda is forth-
coming, and for our soda-buying behavior to 
therefore be extinguished, depends on how 
consistently the soda machine stiffs us. If 
it is absolutely consistent, we’ll quit pretty 
quickly. But if we know the machine to be 
fickle—sometimes the soda comes, some-
times it doesn’t, sometimes it requires a 
good kick—it may take quite a while for our 
soda-buying behavior to become extinct. Per-
haps a better example of such an inconstant, 
unpredictable machine is a slot machine, 
from which “you never know” what you might 
get (Kazdin, 1980). When behavior therapists 
use extinction methods with clients, which 
would you expect to be more successful—the 
consistent or inconsistent approach to deny-
ing expected reinforcement? More generally, 
how might the consistency of a contingency 
management technique influence its success 
in changing behavior?
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Wendy cried and screamed at meal times, they explained that they typically allowed 
her to eat something else. When Dr. Evans inquired further, the parents added that 
they allowed Wendy to choose any food she wanted, and Wendy usually selected her 
favorite junk food. Dr. Evans developed a contingency management plan based on 
extinction. His conceptualization was that Wendy’s crying and screaming behavior was 
being positively reinforced by the junk food she received after doing so. He explained 
this conceptualization to Wendy’s parents and recommended that they remove those 
positive reinforcements—in other words, don’t let her replace the family meal with 
junk food. They did, and although her behavior initially got worse, within a few days, 
Wendy stopped crying and screaming at meal time and resumed eating with her family 
as she had previously.

Wendy’s case exemplifies an important aspect of extinction-based therapies: 
the extinction burst (Kazdin, 1980; Poling, Ehrhardt, & Jennings, 2002; Spiegler & 
Guevremont, 2010). Immediately after the reinforcement was removed, Wendy’s cry-
ing and screaming increased—she did it more often and more intensely. Only after her 
parents “stood their ground” by continuing to withhold the reinforcement did Wendy’s 
crying and screaming dwindle. It is important for behavior therapists and those working 
with them to anticipate the extinction burst that predictably occurs immediately after the 
removal of the reinforcement; otherwise, the person controlling the contingency might 
mistakenly think that the strategy is backfiring and resume the reinforcement again. If 
Wendy’s parents had done this—if they had given in to her especially intense fits on the 
first days of the extinction process—they would have taught Wendy that if she ups the 
ante, she can still get what she wants. This would have strengthened, rather than extin-
guished, her crying and screaming behavior.

Token Economies

A token economy is a setting in which clients earn tokens for participating in predeter-
mined target behaviors (Ghezzi, Wilson, Tarbox, & MacAlesse, 2008). These tokens can 
be exchanged for a number of reinforcements, including food, games, toys, privileges, 
time participating in a desired activity, or anything else deemed desirable by the client. 
In some token economies, clients can also lose tokens for engaging in undesired behav-
iors (Stuve & Salinas, 2002). Token economies are used most often in settings such as 
inpatient units, correctional facilities, and other sites where clients’ behavior is under 
ongoing surveillance by supervisory staff. A strength of token economies is their versatil-
ity across clients. For example, on a psychiatric inpatient unit, different target behaviors 
may be identified for each client. One client may earn tokens for making the bed, another 
for taking a shower, and another for interacting with a group rather than staying alone. 
Of course, the success of the token economy depends on the perceived value of the rein-
forcements for which the tokens can be exchanged, so behavioral therapists are careful 
to select reinforcements that will motivate each client. If you have ever spent any time 
in Dave and Buster’s or Chuck E. Cheese’s, you’re familiar with the fact that the same 
“prize” may be valued very differently by different people. When you were 6 years old, 
you might have spent a lot of time, energy, and money earning enough tokens (tickets) 
to exchange for stuffed animals, plastic toys, or candy. Today, you might not find those 
prizes quite as motivating, and your behavior would change accordingly. Likewise, a 
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poker chip may not have meant much to you when you were 6, but now, you may have 
a greater appreciation for its value as a token exchangeable for money (which itself is 
exchangeable for many reinforcements).

A potential limitation of token economies involves generalization (Spiegler & 
Guevremont, 2010). As discussed above, generalization refers to the application of a 
learned contingency to similar behaviors or situations. The goal of any token economy is 
not only to modify behavior in that environment but to modify it across all settings. For 
example, the psychiatric inpatients mentioned in the preceding paragraph would ideally 
apply the lessons learned about bed making, bathing, and socializing to the outside world 
in addition to the psychiatric unit in which they temporarily live. Behavior therapists 
can use a number of strategies to maximize generalization, including tapering clients 
off tokens gradually rather than all at once, using naturally occurring reinforcements 
(such as social praise) rather than artificial reinforcements, gradually increasing the delay 
between the behavior and the reinforcement, and providing reinforcement in as wide a 
variety of settings as possible (Stuve & Salinas, 2002).

Shaping

Contingency management is often based on reinforcing target behaviors in order to 
increase their frequency. Sometimes, however, the target behavior is so complex, chal-
lenging, or novel for a client that, at the outset of treatment, it simply can’t be accom-
plished in its entirety. In these cases, behavioral therapists use shaping, which involves 
reinforcing successive approximations of the target behavior. Put another way, shaping 
is a technique in which the behavior therapist reinforces “baby steps” toward the desired 
behavior (Kazdin, 1980; Kearney & Vecchio, 2002; Miltenberger et al., 2016; Sturmey 
et al., 2007).

As an example, consider Dina, a 59-year-old client with serious depressive 
symptoms. Since she began feeling depressed about 3 months ago, Dina has become 
increasingly withdrawn. She has neither contacted any of her friends (of which she has 
many) nor returned their many calls. She has declined when her husband has asked 
her to go out to dinner, and she has refused invitations from her grown daughter to 
come to her house for a visit. Dr. Stein, Dina’s clinical psychologist, conceptualizes 
Dina’s problem from a behavioral point of view. That is, Dr. Stein has identified social 
behavior as the area for improvement and has specifically defined the goal as much 
more frequent social interactions for Dina: during each week, three phone calls with 
friends, one dinner out with her husband, and one get-together with her daughter. 
Dr. Stein realizes, however, that Dina is far from that level of social functioning at 
the moment. If she waits for Dina to complete all these tasks in a particular week, 
the wait may be excessive. So Dr. Stein uses a shaping strategy. First, she determines 
jointly with Dina a personally meaningful reinforcement: renting a DVD. Then she 
establishes the contingency for the first week: If Dina completes at least one social 
activity (a call to a friend, dinner out with her husband, or a get-together with her 
daughter), then she can rent a DVD of her choice. The next week, Dr. Stein raises the 
bar: at least two social activities, one of which must be in person. Dr. Stein continues 
to raise the bar each week until Dina is completing the full set of target behaviors for 
several consecutive weeks.

A key variable in any shaping program is the 
increment between each successive approximation. 
Behavior therapists must be careful not to make the 
steps between each new challenge too difficult for 
the client. By the same token, the steps should not 
be so small that therapy takes an unnecessarily long 
time. Thus, in Dina’s case, Dr. Stein should adjust 
the amount by which she raises the bar if it is evident 
that Dina finds the tasks either too easy or too hard.

Behavioral Activation

Behavioral activation is a form of behavior therapy, initially designed to treat depression, 
that has received significant attention and empirical support in recent years (Dimidjian, 
Barrera, Martell, Muñoz, & Lewinsohn, 2011; Mazzucchelli, Kane, & Rees, 2009; 
McCauley et al., 2016; Ros, Hernandez, Graziano, & Bagner, 2016; K. L. Schneider  
et al., 2016). It is based on the simple yet profound notion that in the day-to-day lives of 
depressed people, there is a shortage of positive reinforcement. So the goal of behavioral 
activation is to increase the frequency of behaviors that are positively reinforcing to the 
client. As a result, clients experience more positive emotions and become more fully 
engaged in their lives. Their tendencies to avoid unpleasant experiences diminish as their 
depression lifts (Craske, 2010; D. Dobson & Dobson, 2009; Hopko, Ryba, McIndoo, & 
File, 2016; Kanter, Busch, & Rusch, 2009; Martell, 2008; Puspitasari, Kanter, Murphy, 
Crowe, & Koerner, 2013; Ritschel, Ramirez, Cooley, & Edward Craighead, 2016; 
Shikatani, Fracalanza, & Antony, 2015).

At the outset of behavioral activation, one of the most important questions the clin-
ical psychologist can ask is, “Are there things you are not doing now that you typically 
do when you are not depressed?” (Martell, 2009, p. 140). From the client’s response 
to such questions, the client and psychologist can collaborate to form a list of reward-
ing behaviors and a plan to integrate them into the client’s life. Often, clinicians help 
clients develop a structured routine to guide them through each day’s events. Martell 
(2009) highlights that it is important to understand the function of a behavior from the 
client’s point of view. In particular, it is crucial to know whether a client is engaging in 
a particular behavior because it brings positive reinforcement or enables the client to 
avoid something unpleasant. For example, a client may choose to go to the movie theater 
because the movie brings her pleasure or because doing so allows her to avoid an argu-
ment with her roommate about the overdue rent. From the point of view of the clinician 
conducting behavioral activation, the avoidance in the latter scenario is actually part of 
the problem, so if that is indeed the function of the behavior, an alternative behavior 
should be used instead.

It is clear that operant conditioning forms the basis of behavioral activation, but 
classical conditioning may play a role as well. In a manner that resembles the coun-
terconditioning in systematic desensitization (described earlier in this chapter), behav-
ioral activation takes advantage of the fact that depression and reinforcing activities are 
incompatible. In other words, behaviorists make the argument that it’s impossible to feel 
the reinforcement of a favorite activity and feel depressed at the same time. In this way, 
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do when you are not depressed?” (Martell, 2009, p. 140). From the client’s response 
to such questions, the client and psychologist can collaborate to form a list of reward-
ing behaviors and a plan to integrate them into the client’s life. Often, clinicians help 
clients develop a structured routine to guide them through each day’s events. Martell 
(2009) highlights that it is important to understand the function of a behavior from the 
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ment with her roommate about the overdue rent. From the point of view of the clinician 
conducting behavioral activation, the avoidance in the latter scenario is actually part of 
the problem, so if that is indeed the function of the behavior, an alternative behavior 
should be used instead.

It is clear that operant conditioning forms the basis of behavioral activation, but 
classical conditioning may play a role as well. In a manner that resembles the coun-
terconditioning in systematic desensitization (described earlier in this chapter), behav-
ioral activation takes advantage of the fact that depression and reinforcing activities are 
incompatible. In other words, behaviorists make the argument that it’s impossible to feel 
the reinforcement of a favorite activity and feel depressed at the same time. In this way, 
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behavioral activation is a method of planning and encouraging activities that bring plea-
sure and preclude depression (Martell, 2008, 2009).

Although behavioral activation was created as a treatment for depression, research 
suggesting that it can also be quite successful in treating other problems is starting to 
accumulate. Those problems include anxiety disorders, psychotic disorders, personality 
disorders, schizophrenia, and chronic pain (Boswell, Iles, Gallagher, & Farchione, 2017; 
Hasson-Ohayon, Arnon-Ribenfeld, Hamm, & Lysaker, 2017; Mazzucchelli & Da Silva, 
2016). In fact, some researchers have suggested that behavioral activation may be a com-
mon mechanism of change—in other words, the fundamental act of increasing the fre-
quency of pleasant, rewarding activities that produce positive reactions like competence, 
relaxation, or agency may be a central part of therapeutic change across many disorders 
and therapy approaches (Dimaggio & Shahar, 2017).

Observational Learning (Modeling)

So far, all the clinical applications of operant conditioning that we have discussed involve 
clients learning directly from their own experiences. However, much of what we learn 
comes from contingencies we see applied to other people. This phenomenon is known 
as observational learning but has also been called modeling and social learning. As an 
example of observational learning, briefly reconsider the broken soda machine scenario 
described in Box 14.3. If the soda machine stole the dollar of the person in front of you 
while you were waiting your turn, would you step up and put your dollar in next?

In clinical practice, observational learning is a technique in which the client observes 
a demonstration of the desired behavior and is given chances to imitate it (K. A. Freeman, 
2002; Spiegler & Guevremont, 2010). The client typically receives constructive feedback 
on these imitation efforts as well. The person acting as the model can be the therapist, 
another live model, or a model who has been video- or audio-recorded. The effects of 
modeling have been studied extensively by Albert Bandura and others (e.g., Bandura, 
1977), producing a sizable body of knowledge regarding key variables in the modeling 
process. Among the findings is that models are most effective when they are similar to 
the client, an especially relevant point regarding client diversity in terms of cultural and 
demographic variables. For example, if Ana, a 19-year-old, homosexual, Hispanic, female 
college sophomore, is struggling with social skills, the success of an observational learn-
ing intervention may depend on the degree to which the model matches Ana in terms of 
age, sexual orientation, ethnicity, gender, and student status.

Observational learning strategies actually afford clients two different ways to learn. 
The first is imitation, in which the client simply mimics the modeled behavior. The sec-
ond is vicarious learning, in which the client observes not only the modeled behavior 
but also the model receiving consequences for that modeled behavior. In other words, 
even without imitation, a client can learn to expect reinforcement or punishment for a 
target behavior by observing what the model receives (K. A. Freeman, 2002). In the case 
of Ana, vicarious learning would take place if Ana observed the model initiating a conver-
sation with an unknown person and receiving obvious feedback—a kind greeting, a snub, 
or a neutral response—as a consequence. Of course, Ana’s behavior therapist would try 
to ensure to the extent feasible that when the desired response is modeled, it is followed 
by a reinforcement.
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ALTERNATIVES TO BEHAVIOR THERAPY

Behavioral Consultation

Behavioral consultation is an indirect way for a behavior therapist to modify a client’s 
behavior. It differs from direct clinical services in that there are always three parties 
involved: the client, the consultee, and the consultant (therapist). The consultee is a per-
son who spends significant time in the natural setting with the client and who has some 
control over the contingencies that govern the client’s behavior. In many cases, the con-
sultee is an adult who supervises a child in some capacity, such as a parent, teacher, or 
caretaker (Ehrich & Kratochwill, 2002). However, the consultee can also be seeking help 
with the behavior of an adult client, such as a corporate manager whose aim is to modify 
the behavior of an employee (Bailey & Burch, 2006). Some of the examples we consider 
in this chapter (such as Wendy, the girl who refused to eat the same dinner as her family) 
have involved a consultation component, but in behavioral consultation, the consultee 
serves as a true go-between, such that the consultant/therapist and the client may never 
meet each other.

Behavioral consultation is a flexible process, but it typically involves five stages 
(Ehrich & Kratochwill, 2002):

• Initiation of the consulting relationship, in which the roles and responsibilities of all 
parties are established.

• Problem identification, in which the target behavior is defined, usually through 
questions involving who, what, where, and when the behavior problem occurs. 
Baseline and goals are also determined.

• Problem analysis, in which the therapist identifies the reinforcement contingency 
that is maintaining the current behavior.

• Plan implementation, in which the consultee carries out the intervention as 
recommended by the consultant.

• Plan evaluation, in which the consultant and consultee measure the client’s 
progress from baseline and toward goals.

As an example of behavioral consultation, consider Kathleen, a managing partner 
in a private law firm that employs about 20 lawyers. Kathleen seeks the assistance of  
Dr. Taguchi, a clinical psychologist and behavioral consultant, regarding produc-
tivity problems related to a recently hired administrative assistant, Pam. (To clarify,  
Dr. Taguchi is the consultant, Kathleen is the consultee, and Pam is the client.) Among 
other things, Kathleen describes one particularly problematic behavior that Pam per-
forms on a regular basis: indulging in long lunches. Specifically, she states that Pam 
is often out of the office for 2 to 2.5 hours for lunch, always with friends from nearby 
offices, and that during this time Pam’s work piles up. The attorneys in the office 
grow frustrated with Pam’s absence, and they are unable to be as productive as they 
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could be otherwise. Kathleen explains that they had 
never had such a problem with previous adminis-
trative assistants, so she did not present Pam with 
a clear lunch policy when Pam was initially hired.  
Dr. Taguchi conceptualized the problem as a contin-
gency in which Pam’s long lunches were reinforced 
by social interaction and were not punished at all. 
Dr. Taguchi recommended that Kathleen deter-
mine a reasonable length to allow Pam for lunch 
and then either punish her for staying out too long 
or reinforce her for returning on time. Through 
discussion with Dr. Taguchi, Kathleen decided to 
use both the punishment and reinforcement strate-
gies: If Pam stayed at lunch longer than 1 hour, her 
hourly pay was docked, and if Pam returned on time 
for an entire week, she was allowed to leave work 
an hour early on Friday. Kathleen implemented the 
plan, and Pam’s behavior was quickly modified.

Parent Training

Parent training is a specific form of behavioral con-
sultation in which parents seek help with prob-
lematic behaviors of their children. The range of 

problem behaviors for which parent training can be helpful is vast: Sleep-related 
problems, bedwetting, hyperactivity, oppositional and defiant behaviors, stuttering, 
fear of the dark, school phobia, and social skills are a subset (Forehand, Jones, & 
Parent, 2013; Forehand, Lafko, Parent, & Burt, 2014; Jones et al., 2013; Karpiak 
& Dishion, 2016; Leijten, Raaijmakers, de Castro, & Matthys, 2013; Schaefer 
& Briesmeister, 1989; Spiegler & Guevremont, 2010; van der Veen-Mulders, 
Hoekstra, Nauta, & van den Hoofdakker, 2018). Unlike child psychotherapy or 
family psychotherapy, parent training involves an arrangement in which the consul-
tant (behavior therapist) may never meet the child directly. Parent training typically 
begins with a definition of the problem behavior, followed by instructions to par-
ents to use reinforcement and punishment effectively. For example, psychologists 
may educate parents about shaping techniques to teach new complex behaviors 
or about the use of token economies; likewise, psychologists may educate parents 
about the use of mild punishment such as time-outs or loss of privileges. The intent 
is for the child’s behavior to improve not only in the setting where the intervention 
occurs (e.g., home) but to generalize to other settings (e.g., school) as well (Moore 
& Patterson, 2008).

As an example of parent training, consider Heather, a single mother of a 7-year-
old boy, Danny. Heather sought consultation from Dr. Ogden as a result of Danny’s 
problematic bedtime behavior. Heather explained that each night, Danny would go 
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through the same bedtime ritual they had gone through for years—put on his paja-
mas, brush his teeth, read a story with mom, and say goodnight. However, in the past 
few months, Danny had started calling out, “Mommy, I can’t sleep,” after being in bed 
for about 10 to 15 minutes. When Dr. Ogden asked how Heather responded, she said 
that she often let him come out of his bedroom, thinking that perhaps he genuinely 
wasn’t yet tired. Specifically, Heather explained that she often let Danny join her on 
the couch, where they watched TV and ate snacks for about an hour. Dr. Ogden saw 
Heather’s behavior as strongly reinforcing to Danny and suggested that Heather no 
longer provide the reinforcement. Together, they discussed other viable options and 
decided that the best option would be no longer to allow Danny out of his room after 
bedtime. Of course, when Heather initially implemented this plan, Danny’s behavior 
actually worsened (he demonstrated an extinction burst), but Dr. Ogden had warned 
Heather about this and encouraged her to remain consistent. When they evaluated 
the plan after several weeks, Heather said that Danny’s behavior had improved, but 
she pointed out that a few times, Danny had defiantly come out of his room without 
permission, and Heather was unsure how to respond. Dr. Ogden recommended that 
Heather punish this behavior, and they agreed that losing desserts for the next day 
would be a suitable punishment. After this adjustment, Danny’s coming-out-of-bed 
behavior was extinguished.

Teacher Training

Teacher training is quite similar to parent training, but the emphasis is on behav-
iors that take place at school. Many of these problem behaviors are interpersonal or 
disruptive in nature, but others are academic and involve refusal to complete assign-
ments and similar task-related behaviors (Boulton, 2014; Fernandez, Gold, Hirsch, & 
Miller, 2015).

Often, when behavioral therapists serve as consultants to teachers, a primary task is 
to thoroughly analyze the consequences of the child’s behavior. That is, the behavioral 
consultant can often help the teacher see all the reinforcement and punishment that 
a child receives for particular behaviors. As an example, consider Ms. Palmer, a third-
grade teacher who sought behavioral consultation from Dr. Carr. Ms. Palmer explained 
that one of her students, Brian, was extremely disruptive in class. In particular, Brian 
frequently called Ms. Palmer “stupid” and “an idiot” during class. Ms. Palmer couldn’t 
understand why this behavior persisted, because each time he did this, she punished him 
by sending him out of the room and later talking with him one-on-one about his inap-
propriate behavior. Through additional questioning, Dr. Carr uncovered two important 
facts: When Brian was sent out of the room, he was able to avoid the work the class was 
doing at that time, much of which Brian found overwhelming; additionally, the attention 
Ms. Palmer gave him during the one-on-one talks actually made Brian feel important, 
not punished. Thus, although Ms. Palmer intended to punish Brian’s insulting behavior, 
she was actually reinforcing it. Ms. Palmer was able to find other means of responding 
to Brian’s insults, including ignoring them, which resulted in a drastic reduction in the 
target behavior.
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Denise in Behavior Therapy

During my initial inter-
view with Denise, she 
explained that she 
had been experienc-
ing depression-related 
difficulties since a new 
owner introduced new 
policies at the restau-
rant where she worked 
as a chef. Denise spent 

a lot of time providing background information 
about her childhood. As a behavior therapist, I 
found this childhood information rather irrele-
vant to her current problems. Also, Denise spent 
a lot of time describing her thoughts and feelings 
regarding the situation at work, but, through 
behaviorally oriented questions, I tried to refocus 
Denise on overt, observable, measurable behav-
iors rather than inner mental processes such as 
thoughts and feelings. Eventually, Denise and I 
identified three specific behaviors that were suit-
able for intervention: getting to work on time, 
preparing dishes accurately, and exercising. We 
agreed that the aim of therapy would be to mod-
ify the frequency of each of these behaviors to 
more desired levels.

Once we had operationally defined these 
three behaviors, another important initial 
step was to establish a baseline for each. 
In other words, we assessed the frequency 
with which these behaviors were currently 
taking place to have a basis for comparison 
after treatment was implemented. Denise 
informed me that she was currently arriving 
to work on time only two times a week (out 
of 6 work days per week), preparing dishes 
inaccurately once per work day, and exercising 
zero times per week. Next, we set specific goals 
for each of these target behaviors: arriving 
to work on time 6 days per week, preparing 
dishes inaccurately only once per week, and 
exercising four times per week.

I combined behavioral activation and a 
contingency management approach incor-
porating shaping techniques to modify 
Denise’s behaviors in each of these three 
areas. First, Denise and I explored a variety 
of options that might be effective reinforce-
ment for her; we decided that time surfing 
the Internet, one of her favorite leisure activ-
ities, was the most reasonable choice. Then 
we established specific contingencies for 
each of the three target behaviors. The ini-
tial contingencies intentionally fell short of 
the final goal, because the plan was to shape 
Denise’s behavior by reinforcing behaviors 
that were “steps in the right direction” and 
then “raise the bar” after each successful 
week. The initial contingencies were as fol-
lows: If she arrived at work on time on a 
given day, then she was allowed 20 minutes 
of Internet surfing; if she prepared all dishes 
accurately on any given work day, then she 
was allowed 20 minutes of Internet surfing; if 
she exercised for at least 30 minutes on any 
given day, then she was allowed 20 minutes 
of Internet surfing. Denise was quite suc-
cessful in meeting these initial goals within 
2 weeks, so we gradually began to increase 
the demands in order to earn the reinforce-
ment. At the same time, Denise and I estab-
lished and implemented a specific behavioral 
activation plan. She identified several activ-
ities that she finds positively reinforcing but  
had done infrequently as her depressive 
symptoms increased: shopping at the farm-
er’s market, going to lunch with her sis-
ter, and talking with her best friend on the 
phone. We scheduled those events into 
Denise’s weekly calendar, and she followed 
that schedule on a consistent basis. Within a 
relatively short time (about 8 weeks), Denise 
was meeting her final behavioral goals in all 
three areas.
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HOW WELL DOES IT WORK?

In terms of empirical evidence supporting their benefits, behavior therapies are unques-
tionably highly supported. Lists and compilations of “treatments that work” regularly 
include disproportionately large numbers of behavioral treatments, especially in com-
parison with humanistic and psychodynamic treatments (e.g., Chambless et al., 1998; 
Fishman, 2016a; Nathan & Gorman, 2007). Behavior therapies have been found effi-
cacious for an extremely wide range of disorders, but the disorders for which they have 
garnered the most support include anxiety disorders, depression, and children’s behavior 
disorders (Prochaska & Norcross, 2014; Spiegler & Guevremont, 2010). To a remarkable 
extent, especially in comparison with many of the other therapy approaches covered in 
this book, behavior therapy has produced and provided efficacy data for specific inter-
ventions for specific problems (Neer & Beidel, 2015; Fishman, 2016a). The long list of 
specific behavior therapies with substantial evidence to support their use with specific 
disorders include exposure and response prevention for obsessive-compulsive disorder 
(Craske, 2010; M. E. Franklin & Foa, 2011; Olatunji et al., 2013); exposure for spe-
cific phobias, posttraumatic stress disorder, panic disorder, and social phobia (Deacon & 
Abramowitz, 2004; Foa & McLean, 2015; Wolitzky-Taylor, Horowitz, Powers, & Telch, 
2008); behavioral activation for depression (Ekers et al., 2014); contingency management 
for drug and alcohol disorders (Petry, Martin, Cooney, & Kranzler, 2000; Petry, Alessi, 
& Rash, 2013); token economy for schizophrenia (Dickerson, Tenhula, & Green-Paden, 
2005); parent training and teacher training for ADHD (S. W. Evans, Owens, & Bunford, 
2014); and many more.

Some have pointed out that behavior therapies populate lists of empirically sup-
ported or evidence-based treatments because, more than any other form of treatment 
(e.g., psychodynamic, humanistic, cognitive), they lend themselves to the manualization 
and quantitative outcome measurement necessary for empirical testing. In other words, 
if the worth of a therapy is to be measured solely via quantifiable measures of objective, 
observable outcomes, it should be no surprise that behavior therapies are shown to be 
most successful (e.g., W. H. Silverman, 1996). Behavioral therapists have sought from 
the outset to create such a type of therapy, emphasizing an empirical, scientific approach 
to therapy as opposed to the more introspective, subjective approach of other methods, 
such as psychodynamic and humanistic therapies.

CHAPTER SUMMARY

Behavior therapy focuses on observable, measurable 
behavior rather than mental phenomena that can be 
only indirectly inferred. Problematic or undesirable 
behavior is viewed as the clinical problem, not as a 
symptom of some underlying, deeper disorder. The 

primary goal of behavior therapy is overt behavioral 
change, and its methods rely on empirical, testable 
hypotheses. Behavioral therapists believe that con-
ditioning, either classical or operant, is the primary 
cause of behavior. As such, their clinical efforts 
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center on altering clients’ learned contingencies (via 
such methods as contingency management, behav-
ioral activation, or token economies) or breaking 
clients’ learned associations (via such methods as 
exposure therapy, systematic desensitization, or 
assertiveness training). Principles of behavior ther-
apy have also been used in an indirect, consulting 
capacity, whereby the behavior therapist helps a 

consultee (e.g., a parent or teacher) apply behav-
ioral techniques with a client (e.g., a child or stu-
dent). Empirical outcome studies have offered more 
empirical support for behavior therapy than for any 
other approach, and the disorders for which it has 
demonstrated empirical efficacy include anxiety dis-
orders, depression, children’s behavior disorders, 
and many others.

KEY TERMS AND NAMES

anxiety hierarchy 343
assertiveness training 345
aversion therapy 349
Albert Bandura 354
baselines 339
behavior therapy 336
behavioral activation 353
behavioral consultation 355
classical conditioning 341
conditioned response 341
conditioned stimulus 341
contingencies 342
contingency  

management 347
counterconditioning 344
discrimination 341
empirical data 338
exposure and response 

prevention 344

exposure therapy 342
extinction 349
extinction burst 351
flooding 343
generalization 341
graded exposure 343
imaginal exposure 343
imitation 354
implosion 343
in vivo exposure 343
introspection 340
law of effect 337
negative punishment 349
negative reinforcement 349
observable changes 340
observational learning 354
operant conditioning 342
Ivan Pavlov 336

positive punishment 349
positive reinforcement 349
punishment 347
reinforcement 347
shaping 352
B. F. Skinner 337
systematic  

desensitization 344
teacher training 357
testable hypotheses 338
token economy 351
unconditioned  

response 341
unconditioned  

stimulus 341
vicarious learning 354
John Watson 336

CRITICAL THINKING QUESTIONS

1. Do you believe that the law of effect is equally 
powerful in humans and animals?

2. To what extent do you agree that the primary 
goal of psychotherapy should be observable 
behavior change?

3. To what extent do you agree with the medical 
model of psychopathology?

4. In your opinion, what can behavioral therapists 
do to make imaginal exposure as similar to in 
vivo exposure as possible?

5. For what types of clinical problems does 
contingency management seem most and least 
likely to be beneficial?



CHAPTER 14  •  BEHAvIOR THERAPY   361

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations  
and Tracks

Applied Behavioral Analysis

Behavioral Analysis/Therapy

Miscellaneous and Other—
Behavioral Treatments

Behavioral Therapy/Analysis

Cognitive/Cognitive-Behavioral 
Therapy

Miscellaneous—Behavioral 
Activation

Behavioral Analysis/Therapy

Cognitive/Cognitive-Behavioral

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Behavior Therapy

http://www.journals.elsevier.com/behavior-therapy/

Behaviour Research and Therapy

http://www.journals.elsevier.com/behaviour-research- 
and-therapy

Journal of Anxiety Disorders

http://www.journals.elsevier.com/journal-of-anxiety- 
disorders/

Psychotherapy

http://www.apa.org/pubs/journals/pst/index.aspx

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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Among today’s clinical psychologists, cognitive therapy prevails. Surveys indicate a 
dramatic increase in the popularity of cognitive therapy, especially since the 1980s 

(e.g., Norcross & Karpiak, 2012). In fact, far more contemporary clinical psychologists 
endorse cognitive therapy as their primary orientation than any other single-school 
approach. In short, “cognitive therapy clearly has become the prominent approach to psy-
chotherapy in the early part of the 21st century” (K. S. Dobson, 2012, p. 112).

The attraction to the cognitive approach may stem from a variety of factors. 
Cognitive therapy strikes a balance among some of the other psychotherapeutic options. 
Like behavioral therapy, it tends to be brief, structured, and targeted. However, like psy-
chodynamic therapy, it focuses on important mental processes. In some ways, cognitive 
therapy actually represents a reaction against both the behavioral and psychodynamic 
approaches. Two important historical developments occurred around the same time, 
beginning in the 1950s and 1960s, contributing to the development of cognitive therapy:

 � Strict applications of behavioral therapy—techniques based on operant and clas-
sical conditioning—didn’t always work. Gradually, behavioral therapists and researchers 
began to recognize that cognition played a unique and important role in human behavior. 
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Learning 
Objectives
15.1 Describe the goal of 

cognitive psychotherapy.

15.2 Contrast the cognitive 
therapy approach with 
other major therapy 
approaches.

15.3 Explain the major 
components of Ellis’s 
rational emotive behavior 
therapy.

15.4 Identify illogical automatic 
thoughts using Beck’s 
list of common thought 
distortions.

15.5 Discuss the use of 
third-wave therapies in 
psychotherapy practice.

15.6 Summarize the findings of 
cognitive and third-wave 
therapy outcome research.

The extreme behavioral view that our actions are determined 
entirely by external stimuli gave way to the notion that internal 
mental processes can also exert a strong influence (Goldfried, 
1995; O’Donohue, 2009).

 � The eventual leaders of the cognitive therapy  
movement—Aaron Beck and Albert Ellis—grew disillusioned 
with the psychoanalytic method in which they and most of their 
cohorts were trained. They sought a new approach to therapy 
that addressed clients’ symptoms more directly, focused less on 
the past and more on the present, and produced positive results 
more efficiently. Eventually, Beck and Ellis each broke from psy-
choanalytic tradition and forged separate but similar styles of 
therapy to achieve these goals (A. Ellis, 1962; Kuehlwein, 1993; 
Rosner, 2015a).

So cognitive therapy began as a revision of behavioral ther-
apy within a context of increasing dissatisfaction with the psycho-
dynamic therapy that dominated at the time (O’Donohue, 2009; 
M. G. Newman et al., 2017). Cognitive therapy still overlaps sig-
nificantly with behavioral therapy: Many cognitive therapists use 
behavioral techniques also, and a large number of therapists strad-
dle the line by identifying themselves as “cognitive-behavioral” 
(Wenzel, 2017). However, cognitive therapy is not just a minor 
variation of behavioral therapy in which cognitions complement 
conditioning. Undoubtedly, cognitive therapy has evolved into its 
own well-established and commonly practiced approach. And the 
evolution continues with the rise of third-wave cognitive therapies 
based on mindfulness and similar concepts.

Let’s begin by considering cognitive therapy as it has tra-
ditionally been practiced. Then, we’ll continue by considering the newer, mindful-
ness-based (or “third-wave”) variants of cognitive therapy.

GOAL OF COGNITIVE THERAPY

Simply put, the goal of cognitive therapy is logical thinking. The word cognition, after 
all, is basically synonymous with the word thought. Thus, cognitive therapists funda-
mentally presume that the way we think about events determines the way we respond 
(Lorenzo-Luaces, German, & DeRubeis, 2015; Onken, 2015). In other words, “individu-
als’ interpretations and perceptions of current situations, events, and problems influence 
how they react” (J. S. Beck, 2002, p. 163). Psychological problems arise from illogical 
cognitions. For example, an illogical (or irrational or unrealistic) interpretation of a life 
event—a relationship breakup, an F on an exam, a comment from a friend—can cause 
crippling depression or anxiety. However, psychological wellness stems from logical 
cognitions. That is, when the cognitions appropriately match the event, they can lead 

 Web Link 15.1
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to more adaptive, healthy reactions. Therefore, the 
role of the cognitive therapist is to fix faulty thinking  
(A. T. Beck & Haigh, 2014; Bermudes, Wright, 
& Casey, 2009; D. A. Clark, Hollifield, Leahy, &  
Beck, 2009; D. Dobson & Dobson, 2009; K. S. 
Dobson, 2012).

The Importance of Cognition

When they refer to cognitions, cognitive thera-
pists use lots of terms interchangeably: thoughts, 
beliefs, interpretations, and assumptions, to name a few. 
Whatever we call them, we often overlook their importance in our day-to-day lives. 
When someone asks, “Why are you so happy?” or “Why are you so sad?” we typically 
point to a recent event that made us happy. We portray our experience as a two-step 
model in which things happen and those things directly influence our feelings. The truth, 
according to cognitive therapists, is that such a two-step model is flawed; specifically, it’s 
missing an important step in the middle. The three-step model that cognitive therapists 
endorse goes like this: Things happen, we interpret those things, and those interpretations 
directly influence our feelings. Thus, “it is not a situation in and of itself that determines 
what people feel but rather the way in which they construe a situation” (J. S. Beck, 1995, 
p. 14). In other words, events don’t make us happy or sad. Instead, the way we think about 
those events does. (See Figure 15.1.)

As an example of the power of our cognitions, consider an unexpected overnight 
snowfall. At the same time, three neighbors wake up, look out their windows, and see 
the ground covered in 6 inches of white, with more flakes continuing to fall. In the first 
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Figure 15.1  Two-Step Model (Ignoring Cognition) Versus Three-Step 
Model (Incorporating Cognition)
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house lives a mail carrier who covers her route by foot. For her, the snow causes feelings 
of dread. It’s important to recognize, however, that between seeing the snow and feeling 
the dread, she has thoughts: “This is going to be a miserable day. I’ll be cold and wet, 
I might slip and fall, and my route will take much longer than usual.” Her next-door 
neighbor owns a snowplow business. He wakes up, sees the same snow, and feels elated. 
Like his neighbor, somewhere between the sight of the snow and the resulting feeling, 
the snowplow driver thinks: “What a great day! I’m going to make a lot of money. Not to 
mention, I’ll be able to help a lot of people.” In the next house, a high school student who 
didn’t study for today’s biology exam sees the snow and feels tremendous relief. Between 
the sight and the feeling, he thinks: “Whew! School’s going to be cancelled, and I’ll have 
an extra day to study for that exam. What a lucky break.” The same snowfall caused very 
different feelings in these three people, illustrating that it’s not the events that happen to 
us but the meaning we assign to those events that shapes our feelings. Even if that pro-
cess of assigning meaning happens automatically and within a split second, it nonetheless 
represents a crucial link to our feelings, including feelings characteristic of psychopathol-
ogy such as depression or anxiety. Thus, these oft-ignored intermediary cognitions are a 
focal point in cognitive therapy.

Revising Cognitions

Once we accept the idea that cognitions determine feelings, revising them becomes the 
foremost task. Specifically, the goal is to ensure that the thoughts a person has about partic-
ular events rationally and logically correspond to the event itself. If they don’t, they can lead 
to unnecessary and unpleasant feelings (D. Dobson & Dobson, 2009; A. Ellis, 2008; B. F. 
Grant, Young, & DeRubeis, 2005). For example, let’s reconsider the mail carrier described 
above. It’s reasonable for her to feel some degree of dread about the snow; after all, it will 
certainly make her day more difficult. But if the thoughts underlying her dread are illogical, 
they can make the dread excessive. That is, if she thinks, “I’ll get fired if my route takes 
longer than usual today” or “I’ll definitely fall on wet pavement and end up with a broken 
bone or a concussion” or “I may freeze to death on my route,” she can cripple herself with 
anxiety or depression. The goals of the cognitive therapist would not be to make this mail 
carrier feel unrealistically positive—it would hardly be logical for her to jump for joy about 
this situation—but to help revise her thoughts so they make realistic sense. At the end of 
this process, she might be just a bit apprehensive or down, which, in comparison to being 
devastated by anxiety or depression, represents a significantly improved emotional state.

As we see later in this chapter, there are different methods of revising cognitions. 
(There are also different terms for it, such as restructuring or modifying cognitions.) In 
general, these methods follow a common three-stage sequence: Illogical cognitions are 
first identified, then challenged, and eventually replaced with more logical cognitions  
(J. S. Beck, 1995; A. Ellis, 2008; Leahy, 2003; C. F. Newman, 2016). The first step—the 
identification of illogical thoughts—should not be confused with the psychodynamic goal 
of making the unconscious conscious. Cognitive therapists do not delve into the uncon-
scious depths of the psyche as do psychodynamic therapists. They do, however, acknowl-
edge that some of our cognitions are automatic thoughts—that is, they take place in an 
instant and without any deliberation. (The student with the surprise snow day described 
earlier certainly didn’t need to pause and ponder, “How do I feel about this snow? Hmm, 
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let me mull it over.” The interpretation happened 
far more immediately.) As such, these cognitions can 
become so routine and habitual that they are hard to 
recognize. A primary responsibility of the cognitive 
therapist, especially early in therapy, is to assist the 
client in identifying automatic illogical or irrational 
thoughts.

The second step, in which the illogical cogni-
tions are challenged, also takes a variety of forms. As 
we see later in this chapter, some therapists rely on 
the power of verbal persuasion to convince clients to 
abandon illogical beliefs, whereas others encourage 
clients to test the accuracy of their beliefs by per-
forming assigned behaviors in the real world. The objective of either of these approaches 
is to cause clients to doubt the truth of their illogical beliefs and to reach the conclusion 
that these beliefs should be revised. This revising, the third step in this process, is often 
difficult for clients to do at first—it can feel foreign, since therapists are asking clients 
to think in ways opposite to the ways clients may have been thinking for many years  
(D. A. Roth, Eng, & Heimberg, 2002). The cognitive therapist may, therefore, take the 
lead in the initial attempts to revise the client’s thoughts. Ultimately, however, the goal is 
for clients to be able to revise their own thoughts without therapist input.

The process of revising cognitions should always take place in a context of cultural 
sensitivity. There is no such thing as universally or absolutely logical thinking. A belief 
that is logical, rational, or adaptive for members of one culture may be illogical, irra-
tional, or maladaptive for members of another culture. Culturally competent cognitive 
therapists are aware of the influence that their own cultural background has on their view 
of logical thinking and are careful not to impose their own cultural values on clients in 
the process of revising or restructuring clients’ cognitions.

Teaching as a Therapy Tool

Cognitive therapists explicitly include in their duties the education of their clients about 
the cognitive approach. In other words, cognitive therapists often function as teach-
ers with their clients. For example, they might use a combination of minilecture, hand-
outs, and readings to explain to clients the difference between the two-step (events lead 
directly to feelings) and the preferred three-step (cognitions intervene between events 
and feelings) models of understanding the sources of our feelings. Moreover, they train 
clients to recognize illogical thoughts, to assign labels to them, and to track them in 
a particular written format. And, like any good teacher, cognitive therapists aspire for 
clients ultimately to be able to use the lessons learned to teach themselves rather than 
remaining dependent on the teacher (J. S. Beck, 1995; Olatunji & Feldman, 2008).

Homework

Another similarity between cognitive therapists and teachers is the assignment of home-
work (J. S. Beck, 1995; Kuehlwein, 1993; Olatunji & Feldman, 2008; P. Robinson, 2008). 

}} Photo 15.2 
According to 
the cognitive 
approach, 
events—such as 
an unexpected 
snowstorm—don’t 
directly influence 
our feelings. 
Instead, the way 
we think about 
those events does. 
What are some 
possible thoughts 
about, for example, 
an unexpected 
snowstorm?
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Cognitive therapists strongly believe that much of the work of therapy is conducted 
between sessions. Much like the time between class meetings of a college course, the time 
between therapy sessions is used to explore and confirm the lessons learned during the 
meetings. In some cases, the homework is written: Clients are asked to keep a record of 
events, cognitions, feelings, and attempts to revise the cognitions to change the feelings 
they experience. (Later in this chapter, we examine written formats such as these in more 
detail.) In other cases, the homework is behavioral: Clients are asked to perform certain 
behaviors before the next meeting, typically for the purpose of examining the validity of 
an illogical thought. In either case, discussion of the homework will constitute a signifi-
cant part of the subsequent session (Kazantzis & Dattilio, 2010).

Considering Culture

Cognitive Therapy With LGBTQ Clients

For many, life as a lesbian, gay, bisexual, trans-
gender, or queer/questioning (LGBTQ) person 
today is quite different from what it was a 
generation or more ago, as society’s attitudes 
toward members of the LGBTQ community 
appear to have become more accepting. How-
ever, Purcell, Swann, and Herbert (2003) argue 
that in spite of these social changes, negative 
attitudes toward LGBTQ individuals persist 
in our society and that these attitudes are 
reflected even among members of the LGBTQ 
community. In fact, these authors make the 
case that “internalized homophobia”—an 
aversion to homosexuality applied by gay 
individuals to themselves—pervades gay and 
lesbian culture to some extent. That is, gay 
or lesbian individuals may hold some beliefs 
that disapprove of their own sexual orienta-
tion or lifestyle, such as, “Homosexuality is 
wrong” or “My family/friends/religion/society  
will reject me if I come out.” These beliefs 
could hinder self-respect and self-worth and 
contribute to depression or other clinically 
significant problems.

Are such beliefs consistent with contem-
porary societal values? Or expressed in terms 

of cognitive therapy, are such beliefs logical? 
To the extent that they are not, could cognitive 
therapy be helpful in identifying their logical 
flaws, challenging them, and replacing them 
with more logical thoughts? These questions 
illustrate the need for cultural competence and 
cultural self-awareness in clinical psycholo-
gists. It is essential for the clinical psychologist 
to understand these beliefs from the perspec-
tive of the clients—to see their world through 
their eyes—to appreciate whether such beliefs 
are sensible or misguided for them. Clini-
cal psychologists should also be well aware 
of their own personal views on these issues 
and stop themselves from equating their own 
views with the “logical” way to think. What 
seems adaptive from the perspective of the 
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clinical psychologist may be maladaptive from 
the perspective of the client.

Of course, cognitive therapists’ work with 
LGBTQ clients often focuses on cognitions that 
have nothing to do with their sexual orientation. 
Indeed, LGBTQ clients bring the same problems 
to therapy as heterosexual clients do (Martell, 
Safren, & Prince, 2004), but in addition, they 
may be struggling with some cognitions related 

to internalized homophobia, as described by  
Purcell et al. (2003).

What other diverse groups might experi-
ence similar “internalized” self-critical cogni-
tions as a reflection of broader societal views? 
How might a culturally competent cognitive 
therapist address the logical or illogical nature 
of those cognitions?

A Brief, Structured, Focused Approach

Cognitive therapists strive to achieve a positive therapy outcome quite quickly—typically,  
in fewer than 15 sessions, but significantly longer in complex or severe cases (J. S. Beck, 
1995, 2002; D. A. Roth et al., 2002). For outpatients, sessions typically take place once 
per week, eventually tapering off in frequency as the client improves. Several factors 
contribute to the efficiency of cognitive therapy, including its focus on the client’s cur-
rent problems (rather than extensive exploration of the past); a purposeful, goal-oriented 
focus on clearly identified symptoms; and structured therapy sessions (Grant et al., 2005; 
Olatunji & Feldman, 2008).

The structured nature of cognitive therapy sessions differs sharply from the 
free-flowing, spontaneous style of humanistic therapy (Pretzer & Beck, 2004). Whereas 
humanistic (or “client-centered”) therapists allow clients to determine the topics to be 
discussed during a session, the amount of time spent on each, and the like, cognitive 
therapists set an agenda (J. S. Beck, 1995; A. Freeman, Pretzer, Fleming, & Simon, 1990). 
Typically, each session is sequentially organized into segments (see Table 15.1), and 
sometimes each segment is allotted a specific amount of time. Of course, the client has 
input on the content of the agenda for the session, but cognitive therapists usually shun 
therapy that lacks predetermined, explicit structure.

TWO APPROACHES TO  
COGNITIVE THERAPY

There are two widely recognized pioneers of cognitive therapy: Albert Ellis and Aaron 
Beck. As described earlier, each developed his own version of cognitive therapy at about 
the same time, and although each was influenced somewhat by the other, their approaches 
evolved independently for the most part. The two approaches unquestionably overlap in 
terms of their emphasis on improving clients’ symptoms via correcting illogical thinking, 
but the terminology and, at times, the techniques they employ distinguish them from 
each other (DiGiuseppe, David, & Venezia, 2016). Let’s consider each separately.

 Web Link 15.2
Albert ellis 
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Table 15.1 Typical Sequential Structure of a Cognitive Therapy Session

1. check on client’s mood or emotional status and solicit brief updates on recent 
events.

2.  set and confirm the agenda for the current session.

3.  establish a link to the previous session, often by reviewing previous homework 
assignment.

4.  Progress through the body of the current session, proceeding step-by-step through 
the agenda.

5.  develop and assign new homework assignment.

6.  summarize current session; solicit client feedback.

Sources: Beck (1995), Freeman et al. (1990), and Pretzer and Beck (2004).

Albert Ellis

For many years, Albert Ellis called his approach to therapy rational emotive therapy 
(RET), but later in his career, he altered the name to rational emotive behavior therapy 
(REBT). We’ll use the more recent name here, understanding that both refer to Ellis’s 
version of cognitive therapy.

As the first two words of the REBT label indicate, Ellis’s therapy approach empha-
sizes a connection between rationality and emotion (David, Cotet, Matu, Mogoase, 
& Stefan, 2018; Dryden, 2009, 2015; A. Ellis, 2008; A. Ellis & Ellis, 2011; O’Kelly & 
Collard, 2016). A. Ellis (1962) argues that if we can make our beliefs less irrational, we 
can live happier lives:

The central theme of [REBT] is that man is a uniquely rational, as well as 
uniquely irrational animal; that his emotional or psychological disturbances are 
largely a result of his thinking illogically or irrationally; and that he can rid himself 
of most of his emotional or mental unhappiness, ineffectuality, and disturbance if 
he learns to maximize his rational and minimize his irrational thinking. (p. 36)

The ABCDE Model

One of Ellis’s most enduring and clinically useful contributions is his ABCDE model 
for understanding and recording the impact of cognitions on emotions (also known as 
the ABC model) (e.g., David, 2015; Dryden, 1995, 2009; A. Ellis, 2008; A. Ellis & Ellis, 
2011; A. Ellis & Grieger, 1977; A. Ellis & Harper, 1975). By creating this model, Ellis was 
able to frame the essential aspects of cognitive therapy into an accessible acronym that 
enabled its use by thousands of therapists and clients.

In the ABCDE model, A, B, and C represent the three-step model described near  
the beginning of this chapter: Events lead to thoughts, which in turn lead to feelings.  
Ellis’s model simply replaces these three terms with more easily remembered terms: 
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Activating event (A), Belief (B), and emotional Consequence (C). According to Ellis, 
irrational beliefs are toxic because they function as rigid, dogmatic demands that we apply 
to ourselves—for example, “I must get an A in every class,” “I need to be dating someone,” 
or “I can’t let my family down.” Although these may be strong preferences, they are not, 
in fact, “musts” or absolute rules. Moreover, we tend to couple these demands with over-
estimations of the consequences of failure—“If I don’t get an A, I’ll flunk out of school 
and end up on the street”; “If I’m not dating anyone, I’m completely worthless”; or “If  
I let my family down, their disapproval will destroy me.” Ellis sees flawed logic in all 
these self-statements and opportunity for therapeutic benefit in correcting them.

To accomplish this correction, Ellis’s model adds two more steps, D and E. In his 
model, D stands for Dispute, and E stands for Effective new belief. Specifically, the irra-
tional belief (B) is the target of the dispute. The addition of this step is particularly import-
ant within Ellis’s model of cognitive therapy. Ellis’s model not only helps clients identify 
irrational beliefs (B) that may intervene with the events in their lives (A) and their subse-
quent feelings (C); it urges clients to dispute those beliefs as well. This can be an empow-
ering experience for clients who have been stuck in an ABC sequence that leaves them 
feeling perpetually unhappy, anxious, and so on. When they realize that their experience 
need not stop at C (the unwanted feeling), that they have the right to challenge the belief 
that caused C and replace it with something more rational, therapeutic benefit is in the 
works. In Ellis’s model, disputing often takes the form of pointed questions or statements 
that attack the irrational nature of beliefs or labels that can be assigned to irrational beliefs 
to discredit them. Regardless of the form of the dispute, if it is effective, it affords the 
client the opportunity to replace the original, irrational belief with an effective new belief 
(E) that is more rational and leads to less troubling feelings (Dryden, 2009; A. Ellis, 2008).

As a clinical example, consider Keyon, a 24-year-old man who recently earned a 
degree in accounting. Keyon sought therapy from Dr. Liu, a clinical psychologist with a 
cognitive orientation, because he was struggling with excessive anxiety. Specifically, Keyon 
was scheduled to take the Certified Public Accountant (CPA) exam in about 2 months, but 
his anxiety about the exam was interfering with his preparation. He intended to study for 
the exam, but when he tried, he was so anxious that he couldn’t concentrate. In fact, just 
thinking about the CPA exam made Keyon feel panicky. After Dr. Liu educated Keyon 
about the cognitive model (specifically, Ellis’s ABCDE model), they were able to identify 
steps A and C right away: The activating event was studying for (or thinking about) the 
CPA exam, and the emotional consequence was anxiety. With Dr. Liu’s help, Keyon next 
identified two beliefs (B) that linked his thoughts of the CPA exam to his feelings of 
anxiety: “I absolutely have to pass the CPA exam on my first attempt” and “If I don’t pass 
the CPA exam on my first attempt, my career is doomed, and that would destroy me.” In 
the next step, disputing (D), Dr. Liu made efforts to question the logic of Keyon’s beliefs:

Who says you have to pass the CPA exam on your first attempt? I understand 
that’s a preference, but is it a life-or-death necessity? Realistically, don’t quite a 
few accountants fail the CPA exam on their first try? And don’t many of them 
pass it later and go on to have successful careers? And even if you don’t end up 
with the career in accounting that you envisioned, does that mean your life is 
ruined? There are plenty of ways for you to have a rewarding career that don’t 
involve accounting at all.
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In time, Keyon found himself persuaded by the strength of Dr. Liu’s arguments and 
began to disbelieve his own irrational thoughts. Eventually, he was able to replace his orig-
inal, irrational beliefs with effective new beliefs (E):

I want to pass the CPA exam on my first attempt, but it’s not an absolute 
necessity. If I pass it on a later attempt, that will probably work out fine also, and 
in the big picture, my happiness doesn’t depend entirely on following the career 
path I’ve envisioned.

These new beliefs greatly reduced Keyon’s anxiety.
The ABCDE model lends itself quite nicely to written format, and cognitive thera-

pists often take advantage of this. It’s likely that Dr. Liu, for example, would have taught 
Keyon how to view his experiences as ABCDE sequences and chronicle them accordingly. 
Typically, clients complete forms that are organized into A, B, C, D, and E columns. 
During sessions or as homework, in retrospect or as an event takes place, clients can sort 
their experiences into the five-column organizational structure provided by this type of 
journal form. By doing so, they train themselves to experience life in this sequence. In 
particular, they become more adept at identifying an irrational belief (B), constructing a 
dispute (D) in response to the belief, and generating an effective new belief (E). Of course, 
the goal is not for the clients to depend on this written format for the rest of their lives to 
feel happier; instead, a five-column ABCDE thought journal can serve as training wheels 
that stabilize clients while they learn to think more logically, and once they can stabilize 
themselves, the ABCDE process takes place within the mind, without any outside aids.

Table 15.2 summarizes the full ABCDE acronym, including an applied example 
from Keyon’s therapy with Dr. Liu.

Table 15.2  Albert Ellis’s ABCDE Model as Applied to a Clinical Example (Keyon)

A Activating 
event

studying for or thinking about the cPA exam

B Belief “I absolutely have to pass the cPA exam on my first attempt. If I don’t pass the 
cPA exam on my first attempt, my career is doomed, and that would destroy me.”

c consequence 
(emotional)

Anxiety

d dispute “Who says you have to pass the cPA exam on your first attempt? I understand 
that’s a preference, but is it a life-or-death necessity? realistically, don’t quite a few 
accountants fail the cPA exam on their first try? And don’t many of them pass it later 
and go on to have successful careers? And even if you don’t end up with the career in 
accounting that you envisioned, does that mean your life is ruined? there are plenty of 
ways for you to have a rewarding career that don’t involve accounting at all.”

e effective new 
belief

“I want to pass the cPA exam on my first attempt, but it’s not an absolute 
necessity. If I pass it on a later attempt, that will probably work out fine also, and in 
the big picture, my happiness doesn’t depend entirely on following the career path 
I’ve imagined.”
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Considering Culture

Are Some Beliefs Too Sacred to Dispute?

Cody, a 22-year-old college student, grew up 
in a family with strict religious beliefs. Among 
them: Premarital sex is sinful, and anyone 
who engages in it is an immoral person who 
will spend the afterlife in hell. Last week, 
Cody and his girlfriend of 2 years had sex for 
the first time. And his anxiety is through the 
roof. He seeks the help of a clinical psychol-
ogist, Dr. Talia Brown. Dr. Brown holds dif-
ferent religious beliefs than Cody does, and 
regarding premarital sex, she does not share 
Cody’s beliefs at all. She believes that premar-
ital sex is not necessarily sinful, and she dis-
agrees that it will result in an eternity in hell. 
In fact, as she applies a cognitive perspective 
to Cody’s case, Dr. Brown sees Cody’s beliefs as 
irrational and distorted. Her plan to help Cody 
reduce his anxiety is to replace what’s in his 
B column—“Premarital sex is sinful”—with 
something she believes to be more logical and 
less anxiety producing—“Premarital sex is OK 
in some circumstances.”

A fundamental task in cognitive ther-
apy is to dispute irrational beliefs, but who 
decides what’s irrational? Moreover, are 
some client beliefs—religious, cultural, or 
otherwise—too sacred to dispute, even if the 
therapist questions their rationality? Is it 
appropriate for Dr. Brown to critically exam-
ine Cody’s beliefs about premarital sex, or 
should she take a “hands-off” approach in the 
spirit of cultural sensitivity? In Dr. Brown’s 
situation, many clinical psychologists would 
choose not to question any of Cody’s reli-
gious beliefs, with the rationale that respect 
for Cody’s religion is an important part of cul-
tural competence. However, some psycholo-
gists disagree. Ridley, Ethington, and Heppner 
(2008) argue that when the working alliance 
between therapist and client is strong and 

the timing is right, cultural confrontation is 
preferable:

Often [mental health professionals] 
assume that counselors should accept 
without question clients’ cultural 
values. In their thinking, uncritical 
acceptance reflects an unbiased 
approach to counseling, especially as 
it pertains to clients whose cultural 
backgrounds are radically different 
from their own. . . . We maintain that 
in some cases, rigid and extreme 
adherence to cultural values not only 
is dysfunctional but also creates a 
great deal of psychological distress. 
We suggest that examination of 
clients’ cultural impasses and at 
times cultural confrontation are 
essential competencies under the 
larger domains of multicultural 
counseling competence. (p. 378)

Indeed, cognitive therapists have long 
recognized the importance of cultural com-
petence as they work with clients of diverse 
religious, ethnic, and other groups (e.g., Hays 
& Iwamasa, 2006; H. G. Koenig, 2005; Paradis, 
Cukor, & Friedman, 2006; Pargament, 2007). 
But the notion of cultural confrontation 
opposes much of the traditional wisdom 
about respecting clients’ values by declining 
to challenge them. In your opinion, should 
Dr. Brown proceed with her plan to challenge 
Cody’s religious beliefs about premarital sex? 
If she does, will Cody be receptive to her strat-
egy? Will his anxiety decrease? If you were 
the client, how would you respond? Which 
beliefs of yours—religious, cultural, political, 
personal, or otherwise—would you see as too 
sacred for your psychologist to dispute?
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Aaron Beck

Aaron Beck has always used the general term cognitive therapy to describe his technique. 
He originally developed his approach as a way to conceptualize and treat depression (e.g., 
A. Beck, 1976; A. Beck, Rush, Shaw, & Emery, 1979), but it has been very broadly applied 
since shortly after its inception. (In fact, his daughter, Judith Beck, has become a leader 
of the current generation of cognitive therapists and has spearheaded its application to 
many new problems.) An important part of Beck’s theory of depression is his notion 
of the cognitive triad, in which he argues that three particular cognitions—thoughts 
about the self, the external world, and the future—all contribute to our mental health. 
Beck theorized that when all three of these beliefs are negative, they produce depression 
(Alford & Beck, 1997; J. S. Beck, 1995).

The essence of Aaron Beck’s approach to cognitive therapy, like Ellis’s, is to increase 
the extent to which the client thinks logically. And also like Ellis’s, Beck’s approach incor-
porates a way of organizing clients’ experiences into columns on a written page. In Beck’s 
brand of cognitive therapy, this form is known as a dysfunctional thought record (e.g., 
J. S. Beck, 1995, 2002; A. Freeman et al., 1990; Leahy, 2003), and although its headings 
differ a bit from Ellis’s ABCDE acronym, they function similarly. Typically, the dysfunc-
tional thought record includes columns for

• a brief description of the event/situation,

• automatic thoughts about the event/situation (and the extent to which the client 
believes these thoughts),

• emotions (and their intensity),

• an adaptive response (identifying the distortion in the automatic thought and 
challenging it), and

• outcome (emotions after the adaptive response has been identified and the 
extent to which the client still believes the automatic thoughts).

Conceptually, the columns in Beck’s dysfunctional thought record correspond quite 
closely to the columns of Ellis’s ABCDE forms. For example, in the fourth column 
(“adaptive response”) of a dysfunctional thought record, clients perform essentially  
the same task they would in Column D (“Dispute”) of Ellis’s form. For this task, Beck 
created a vocabulary to identify common ways clients’ thoughts can be distorted.  
This vocabulary has become a vital aspect of cognitive therapy. Let’s consider it here in 
more detail.

Common Thought Distortions

An essential step in cognitive therapy is to discredit illogical automatic thoughts by label-
ing them. To facilitate this labeling, Beck and his followers have identified and defined 
a list of common thought distortions (e.g., A. T. Beck et al., 1979; J. S. Beck, 2002; 
Craighead, Craighead, Kazdin, & Mahoney, 1994; Leahy, 2003; C. F. Newman, 2016). 
Cognitive therapists teach these terms to clients, often using handouts or take-home 

 Web Link 15.3
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readings, and train them to use the terms when examining their own thoughts. Examples 
of these common thought distortions include the following:

• All-or-nothing thinking: Irrationally evaluating everything as either wonderful 
or terrible, with no middle ground or “gray area”

• Catastrophizing: Expecting the worst in the future, when, realistically, it’s 
unlikely to occur

• Magnification/minimization: For negative events, “making a mountain out of 
a molehill”; for positive events, playing down their importance

• Personalization: Assuming excessive personal responsibility for negative events

• Overgeneralization: Applying lessons learned from negative experiences more 
broadly than is warranted

• Mental filtering: Ignoring positive events while focusing excessively on 
negative events

• Mind reading: Presuming to know that others are thinking critically or 
disapprovingly, when knowing what they think is, in fact, impossible

In Beck’s cognitive therapy, when clients assign these thought distortion labels to illog-
ical thoughts, the illogical thoughts grow weaker. Labeling thoughts as illogical enables the 
client to dismiss them and replace them with more adaptive and logical thoughts, which 
ultimately decreases the client’s psychological distress. As a clinical example, consider Olivia, 
a 30-year-old woman who was recently divorced after a 3-year marriage and currently lives 
alone. In her first session with Dr. Zimmerman, a clinical psychologist with a cognitive ori-
entation, Olivia explains that she feels depressed about being without a partner. The com-
ments she made to Dr. Zimmerman could be summed up in these three beliefs: “I’m no 
good at relationships,” “Living alone, even for a short time, is intolerable,” and “A lot of 
my friends are married, but I’m not, so there must be something wrong with me.” After 
educating Olivia about Beck’s cognitive approach, including the list of common thought 
distortions, Dr. Zimmerman and Olivia got to work. Together, they attacked the flawed logic 
in each of Olivia’s beliefs by labeling them as distortions. For example, when Olivia views 
herself as “no good at relationships,” she’s overgeneralizing from the recent divorce. Living 
alone may not be her preference, but to call it “intolerable” constitutes magnification. And to 
blame the divorce on herself—“there’s something wrong with me”—is personalization that 
is unfounded and unfair. With repeated practice, Olivia developed the ability to identify and 
oppose her own illogical thoughts and replace them with more logical alternatives. She never 
became overjoyed about her divorce or the loneliness in her current life—such a reaction 
would also be illogical—but she was able to lift herself from a state of despair to a state of con-
tentment and mild hopefulness, which made a tremendous difference in her day-to-day life.

Beliefs as Hypotheses

Beck argued that our beliefs are hypotheses, even though we may live our lives as if 
our beliefs are proven facts. Therefore, a potent way to expose a belief as illogical is 
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In My Practice . . .

In my practice, I have learned that when I use 
cognitive therapy, sometimes clients are reluc-
tant to challenge an illogical belief. That seems 
counterintuitive—after all, shouldn’t they wel-
come a dispute that helps them think more 
rationally and improve their emotional state? 
In some cases, I have found, there’s a second 
illogical belief lurking behind the first one.

For example, consider Ayana, who was 
in therapy with me when she was a high 
school senior. Ayana had a remarkably nega-
tive self-image. That self-image was centered 
on a core belief of hers: “I’m stupid.” Ayana’s 
belief in her own stupidity was so powerful 
that it not only caused her great sadness, 
it also inhibited her from applying to col-
lege. As I explored this belief with Ayana, it 
became clear to me that it was not entirely 
based on truth. In fact, it seemed way off 
base. Ayana earned a solid B+ grade point 
average all the way through high school. She 
performed well in several honors courses. 
Her friends often turned to her for help with 
their homework. Clearly, there was plentiful 
evidence for Ayana’s intelligence, but she 
focused only on the negative: She earned a 
D in a math class during the first semester of 
ninth grade, she had a couple of friends with 
better GPAs than hers, and she had recently 
bombed a physics test. I taught Ayana about 
the common thought distortions and helped 
her see that several of them could explain 
her irrational belief in her own stupidity: 
She was magnifying her few academic weak-
nesses and minimizing her many academic 
strengths; she was overgeneralizing from her 
worst academic moments to a broad image 
of herself as stupid; and she was using all-
or-nothing thinking rather than giving her-
self the option of falling somewhere short 

of sheer genius but far, far above absolute 
stupidity.

Any of these arguments, I reasoned, 
should be enough to allow Ayana to escape 
from her false self-image as a stupid person. 
But she didn’t escape. We discussed these 
disputes, and the effective new beliefs she 
could adopt, for several sessions. But she 
seemed more motivated to keep her self- 
image than to change it. Finally, I tactfully and 
kindly mentioned to Ayana what I was notic-
ing. I asked her if there was a reason why she 
might be reluctant to see herself as a smart, 
capable young woman. Through tears, she 
revealed something important: “If I’m smart, 
I should apply to college. But if I go to college, 
my parents will resent me for it. I’ll be the first 
one from our family to go to college. They will 
think I’m selfish. I can’t do that to them.” Now 
it made sense to me why Ayana might cling to 
the illogical belief that she’s stupid. But was 
it possible that the belief about her parents’ 
attitude toward Ayana going to college was 
itself an illogical belief? Much as Aaron Beck 
encouraged clients to test their beliefs as if 
they were hypotheses, I encouraged Ayana to 
bring up the topic of college with her parents, 
to see how they responded. To her surprise, 
they were completely in favor of it. Her par-
ents mentioned nothing about selfishness or 
resentment and spoke extensively about how 
proud they would be. After a couple of conver-
sations like this with her parents, Ayana was 
able to replace her inaccurate belief about her 
parents’ view of college with the more accu-
rate belief. That alteration, in turn, enabled her 
to replace her illogical belief that she was stu-
pid with the logical belief that she was bright 
and capable. Soon, she was working on college 
applications.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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to “put it to the test” in real life, just as scientists empirically test their hypotheses in 
the lab. Beck’s approach to cognitive therapy often includes such personal “experi-
ments,” frequently in the form of homework, designed to bolster or undermine a cli-
ent’s beliefs (K. S. Dobson & Hamilton, 2008; Kuehlwein, 1993; D. A. Roth et al., 2002;  
C. F. Newman, 2016).

As a clinical example, consider Frank, a 45-year-old chain-restaurant manager who 
has held his job for 15 years but has become increasingly unhappy with it. This pro-
fessional dissatisfaction is the main contributor to the depression for which he seeks 
therapy. He mentions to Dr. Morris, his cognitively oriented clinical psychologist, that 
he would like to look for another job, but adds, “I’m sure I wouldn’t be able to get one,” 
a belief that leaves Frank feeling dejected about the future. One effective strategy that 
Dr. Morris might employ would involve challenging the logic of Frank’s belief that 
he is not employable elsewhere. Using Beck’s dysfunctional thought record (or Ellis’s 
ABCDE columns), Dr. Morris could try to use words to persuade Frank that his belief 
is illogical: Perhaps Frank is minimizing his skills and experiences, mind reading when 
in fact he doesn’t know how prospective employers may evaluate him as an applicant, or 
engaging in some other cognitive distortion. To accompany this argument, Dr. Morris 
might also assign Frank some homework that will serve to test his belief. For example, 
Dr. Morris might ask Frank to create a résumé and highlight the parts of it that would 
be attractive to an employer (training, years of experience, etc.). Or Dr. Morris might 
ask Frank actually to test the market—respond to some want ads and see what kind of 
response he gets from employers. If these homework assignments result in some feed-
back inconsistent with Frank’s hypothesis—that is, if his résumé actually looks good or 
if prospective employers show interest—the experience will force Frank to abandon 
the belief that he’s unemployable. And by replacing that belief with the belief that he 
is indeed attractive to employers, Frank will be more hopeful and less vulnerable to 
depressive feelings.

Of course, when cognitive therapists encourage clients to test their hypotheses, they 
are careful to do so in a way that will effectively refute illogical thoughts (Kuehlwein, 
1993). If they assign homework that confirms illogical beliefs, the efforts can backfire.

In practice, the approaches of Ellis and Beck overlap quite a bit. Cognitive ther-
apists often incorporate elements of both styles of therapy into their own techniques. 
Although the terminology that Beck and Ellis use differs somewhat, their therapeu-
tic goals are essentially the same: to identify and critically evaluate illogical thinking 
and replace it with more rational alternatives that ultimately alleviate psychological 
symptoms.

RECENT APPLICATIONS OF  
COGNITIVE THERAPY

Although cognitive therapy was originally targeted toward limited types of psychological 
symptoms, it is now applied almost universally across the range of psychological prob-
lems. In fact, it is increasingly used for problems outside the range of traditional mental 
disorders as well.
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Metaphorically Speaking

If You’ve Seen Attorneys Argue in 
Court, You Understand How Cognitive 
Therapists Dispute Thought Distortions

“Objection!” In the courtroom, this is how 
attorneys protest the unsound tactics of 
opposing counsel. Usually, the purpose of an 
objection is to interrupt an illogical argument. 
In other words, as soon as an attorney notices 
that the opposition is putting forth a logically 
flawed argument, the appropriate action is to 
insist that only logically sound statements be 
allowed in the argument and that any irratio-
nal statement be stricken from the record.

In a way, cognitive therapists teach clients 
to be their own defense attorneys in the “cog-
nitive courtroom” of the mind. Specifically, 
cognitive therapists train clients to spot illog-
ical thoughts, object to them, and insist that 
only logical thoughts be allowed. This process 
implies that there are two opposing voices in 
each of our minds, just as there are two oppos-
ing attorneys in a courtroom. These two voices 
are represented by the two columns in the cog-
nitive model in which beliefs are articulated— 
Columns B (Belief) and E (Effective new belief) 
in Ellis’s ABCDE model. Between them, Col-
umn D (Dispute) serves as an objection to the 
first, illogical voice (B) and an opportunity for 
the second, logical voice (E) to make a more 
logical statement.

To illustrate, let’s consider an illogical 
belief held by Shannon, a 20-year-old college 
student: “If I fail an exam, I’m stupid.” Or, 
stated as an accusation from another per-
son, “If you fail an exam, you’re stupid.” If this 
accusation goes unopposed, as it would in a 

courtroom with only the prosecuting attor-
ney in attendance, this case may end with 
the verdict that Shannon is, in fact, stupid. 
But if Shannon objects to the flawed logic in 
this belief—in Ellis’s terms, if she disputes it 
effectively—Shannon will exonerate herself 
of the charge of stupidity. In truth, Shannon 
may be able to use several different disputes to 
support her objection—perhaps the test was 
unfair and many students failed it, or perhaps 
Shannon wasn’t feeling well on the day of the 
test, or perhaps Shannon has earned As on 
most of her other tests in college. Any of these 
objections creates reasonable doubt about 
the accusation that Shannon is stupid and 
increases the likelihood that, in her “cognitive 
courtroom,” she will be found innocent of this 
charge. As a result, she will avoid a “sentence” 
of depression. A key to this metaphor, and to 
cognitive therapy more generally, is that when 
illogical thoughts cross their minds, individ-
uals feel entitled to defend themselves by 
objecting and correcting the illogical thoughts 
rather than simply allowing them to continue 
unchallenged.
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The Third Wave: Mindfulness- and  
Acceptance-Based Therapies

In recent years, a new brand of therapies based on mindfulness and acceptance have 
become increasingly popular and empirically supported (S. C. Hayes, Villatte, Levin, 
& Hildebrandt, 2011; Masuda & Wilson, 2009; L. P. K. Morgan & Roemer, 2015). 
Collectively, they are often called “third-wave” therapies, referring to the evolution 
from strict behaviorism (first wave) to cognitive therapy (second wave) to these newer 
therapies (DiGiuseppe et al., 2016; W. C. Follette, Darrow, & Bonow, 2009; S. C. 
Hayes, 2004). As such, they should not necessarily be considered cognitive therapies 
in the strict sense; although they appear in this chapter on cognitive therapy, they also 
feature behavioral and other elements. We’ll examine three particular forms of these 
therapies in detail: acceptance and commitment therapy, dialectical behavior therapy, 
and metacognitive therapy. But first, let’s consider some commonalities among thera-
pies of this kind.

Mindfulness lies at the core of the third-wave therapies (Dimidjian & Linehan, 
2009; V. M. Follette & Hazlett-Stevens, 2016; S. C. Hayes et al., 2011; S. L. Shapiro, 
2009). Mindfulness can be difficult to define, but its proponents have made attempts:

• Mindfulness “refers to being able to pay attention in the present moment to 
whatever arises internally or externally, without becoming entangled or ‘hooked’ 
by judging or wishing things were otherwise” (Roemer & Orsillo, 2009, p. 2).

• Mindfulness is “an innate human capacity to deliberately pay full attention 
to where we are, to our actual experience, and to learn from it. This can be 
contrasted with living on automatic pilot and going through our day without 
really being there” (Hick, 2008, p. 5).

• “The short definition of mindfulness . . . is (1) awareness, (2) of present 
experience, (3) with acceptance” (Germer, 2005, p. 7).

• Mindfulness is “the awareness that arises out of intentionally attending in an 
open and discerning way to whatever is arising in the present moment”  
(S. L. Shapiro, 2009, p. 555).

As the previous descriptions may suggest, mindfulness derives from Buddhist 
traditions, but it is typically used without any explicit religious ties. (Zen meditation 
can accompany mindfulness-based therapies, but they are often practiced without any 
meditation component. In fact, mindfulness is the term that often replaced Zen as Zen 
practices became more popular in the Western world and became less connected to 
religion practices or meditation (Lungu & Linehan, 2016).) Mindfulness promotes full 
engagement with one’s own internal mental processes in a nonconfrontational way. This 
nonconfrontational approach is a key difference from the more traditional cognitive 
therapies of Albert Ellis or Aaron Beck. Whereas Ellis and Beck encouraged people to 
dispute and revise their thoughts, mindfulness-based therapists prefer to change people’s 
relationships to their thoughts rather than the thoughts themselves (Olatunji & Feldman, 
2008). So, rather than relating to thoughts as all-powerful determinants of reality or 
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truth, clients can learn to understand their thoughts as fleeting suggestions that may not 
require much of a reaction at all. Once the relationship with thoughts is changed in this 
way, individuals may find it easier to face unpleasant thoughts (or feelings or sensations) 
rather than avoiding them. That is, rather than engaging in experiential avoidance, as 
third-wave therapists call it, the individual can engage in acceptance: allowing these 
internal experiences to run their course without fighting against them. This can facili-
tate positive change for clients with a wide range of psychological problems (Dimidjian 
& Linehan, 2008; Farmer & Chapman, 2008; Niles et al., 2014; Orsillo, Danitz, & 
Roemer, 2016; Roemer & Orsillo, 2009; Spinhoven, Drost, de Rooij, van Hemert, & 
Penninx, 2014).

As a specific illustration of a clinical intervention that relies on mindfulness, consider 
urge surfing. Urge surfing is an approach to the treatment of addictive behaviors such as 
smoking or drinking, or any other behavior in which clients struggle with unwanted 
urges, that encourages clients to relate differently to their urges than they have before 
(S. Bowen & Marlatt, 2009; J. S. Harris, Stewart, & Stanton, 2017; Ostafin & Marlatt, 
2008; Rogojanski, Vettese, & Antony, 2011; Shonin & Van Gordon, 2016; N. N. Singh  
et al., 2018). The goal is not to stop, suppress, or fight the urges, as other forms of ther-
apy might encourage; instead, the goal is to experience them, to “ride” or “surf” them like 
a wave that will rise and then inevitably subside, and to realize that they are temporary 
and not all-powerful. As described by Lloyd (2009),

Clients are taught to treat urges as though they were like waves in the ocean. 
Urges come on, grow in intensity, and eventually subside just like ocean waves. 
Moreover, like waves, urges tend to be brief. They do not grow and grow 
until the client has to do something before they will go away. Urges go away 
on their own. . . . [In this type of treatment,] clients are taught how to fully 
experience the urge in a different way—that is, to experience the urge for what 
it is: brief, nonlethal, of relatively predictable course, and most important, 
defeatable. (p. 669)

As this description illustrates, the critical element of this treatment is not the urge itself 
but the way the client responds to the urge. As with all third-wave or mindfulness-based 
therapies, the emphasis is on helping clients experience the urge (or feeling or thought) 
that arises in the moment and not overestimate its destructive power or underestimate 
their own ability to withstand it. It may be unpleasant, but it will pass, and the client can 
accept and survive it.

Mindfulness and acceptance are valuable new components of therapeutic practice, 
whether these concepts form the foundation of the therapy strategy or merely comple-
ment other approaches. That is, mindfulness and acceptance don’t demand an either/or 
decision. Therapists can practice forms of therapy for which mindfulness and acceptance 
are core elements—as in the three therapies described in this section—or therapists can 
enhance other forms of therapy, such as psychodynamic, humanistic, or others, by blend-
ing in elements of mindfulness and acceptance (Hick & Bien, 2008). For example, one 
study found that for clients with OCD who were treated with exposure and response 
prevention, adding a mindfulness component to the treatment significantly increased 
their improvement (Key, Rowa, Bieling, McCabe, & Pawluk, 2017).
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Acceptance and Commitment Therapy

Steven C. Hayes, a clinical psychologist and professor at the University of Nevada, Reno,  
is considered a leading figure in acceptance and commitment therapy (ACT). According 
to Hayes and others, what is “accepted” in ACT is internal psychological experience, such 
as emotions, thoughts, and sensations (Bach & Moran, 2008; Forman, Juarascio, Martin, 
& Herbert, 2015; S. C. Hayes, 2004; S. C. Hayes & Strosahl, 2004). Too often, individuals 
who struggle with psychological problems have not accepted these private events but have 
dodged and ducked them via distraction. This kind of experiential avoidance can underlie 
all kinds of psychological problems (Eifert & Forsyth, 2005). It’s a bit like a phobia, but 
the feared object is within rather than outside the individual. And just like phobias of dogs, 
snakes, or airplanes, avoidance is a common but ultimately unhelpful coping mechanism. 
So, in this context, acceptance means facing one’s internal fears.

S. C. Hayes (2004) presents a couple of metaphors that clarify the basic tenets of 
acceptance within ACT. For one, he asks us to imagine our thoughts as a parade. In this 
parade, we are spectators, not participants. As our thoughts march by, we notice them, 
certainly, but how long can we let the parade flow without reacting to them—without 
joining the parade or trying to stop it or otherwise getting drawn in? The longer we can 
acknowledge our thoughts without compulsively reacting to them, according to Hayes, 
the better our chances of psychological well-being will be. In a second metaphor, Hayes 
compares the process of accepting internal experiences to jumping off a step rather than 
stepping down from it. Stepping down feels safer, he says, because we maintain control 
the whole time. Jumping down gives all the control to gravity. Clients, according to 
Hayes, need to “practice jumping” with regard to their thoughts, feelings, and sensations. 
That is, little by little, they need to stop battling for control with these experiences and 
simply trust that wherever the experiences drop them, they will be able to land safely and 
continue on their way.

The C in ACT refers to a commitment to one’s own personal values. Of course, for 
many clients, clarification must come before commitment. That is, therapy must first 
help the client discover exactly what their personal values are. Once this happens, the 
client is poised to make a commitment to remaining true to these values in terms of their 
day-to-day decisions and behaviors. And the T in ACT refers to taking action consistent 
with one’s own personal values; here, we see the behavioral emphasis inherent in ACT 
that connects the client’s new way of thinking with new ways of living.

Hayes and others (e.g., Eifert & Forsyth, 2005; S. C. Hayes & Strosahl, 2004) 
describe a pair of acronyms to explain the problematic approach that underlies psycho-
logical illness, as well as their strategy for psychological wellness. Essentially, FEAR is 
replaced by ACT. To explain, FEAR stands for

• Fusion with inner experiences such as thoughts, feelings, and sensations that 
limits flexibility in responding;

• Evaluation of self, especially one’s own inner experiences;

• Avoidance of unpleasant inner experiences via such means as distracting or 
numbing oneself; and

• Reason-giving, or leaning too heavily on rationalizations that sound legitimate 
but actually perpetuate unhealthy approaches to life.

 Web Link 15.4
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ACT, on the other hand, stands for

• Accepting one’s own inner experiences for what they are, and nothing more;

• Choosing directions in life based on one’s core values, which will enhance life’s 
meaning and purpose; and

• Taking action in matters large and small that are consonant with one’s own values.

Dialectical Behavior Therapy

Dialectical behavior therapy (DBT) was developed by Marsha Linehan specifically 
for the treatment of borderline personality disorder (BPD; Koerner, 2012; Koerner & 
Dimeff, 2007; Linehan, 1993a, 1993b). The treatment has garnered a notable level of 
empirical support, such that it is now considered a treatment of choice for BPD, and in 
adapted form it is also used successfully for other disorders, especially those that involve 
emotion dysregulation (Cameron, 2015; Dimeff & Koerner, 2007; Kliem, Kröger, & 
Kosfelder, 2010; Lungu & Linehan, 2016; Lynch, Trost, Salsman, & Linehan, 2007; 
Paris, 2009).

DBT is based on a conceptualization of BPD as a problem of emotional regulation. 
In other words, across most aspects of their lives, individuals with BPD struggle to con-
trol the intensity of their feelings (Linehan, 1993a). Emotional dysregulation is thought 
to stem from two sources: biological predisposition and environment. Specifically, the 
environmental component is an invalidating interpersonal environment. That is, individ-
uals who develop BPD often come from families who “communicate that the individual’s 
characteristic responses to events (particularly their emotional responses) are incorrect, 
inappropriate, pathological, or not to be taken seriously” (Koerner & Dimeff, 2007, p. 3). 
Such an environment teaches the individual that only extreme emotional reactions will 
elicit a response from others, so they often communicate very intense displays of emo-
tion when others might see such displays as excessive or unnecessary. This can explain 
why individuals with BPD are often very draining to friends and family (not to mention 
therapists) and why they threaten and attempt suicide at a high rate (Wheelis, 2009).

A few core practices are central to DBT: problem solving, validation, and dialec-
tics. When DBT therapists work with clients on problem solving, they help clients 
“think through” stressful situations that might otherwise evoke an extreme emotional 
response. In a pragmatic way, they encourage clients to strategize for the best possible 
outcome, considering what will happen if they act on emotional impulses versus taking 
more deliberate actions. Additionally, the problem-solving component of DBT includes 
some discussion of the factors that might have inhibited effective problem solving in the 
past and how the client can overcome those factors in the present and the future. The 
validation component of DBT focuses on the client’s feelings, which (as stated earlier) 
have typically not been validated in the past. Compared with empathy, which is common-
place among many therapies, validation as practiced in DBT is much stronger. It directly, 
persuasively communicates to BPD clients that their feelings are both important and a 
sensible reaction to their situation. The dialectics involved in DBT refer to efforts to 
resolve simultaneous, contradictory feelings or experiences of the client. For example, 
clients may express a wish to kill themselves yet not do so. In such a situation, the DBT 
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therapist, with a balance of respect and confrontation, can point out that the client has 
a wish to live as well as a wish to die and can discuss with the client ways in which the 
healthier wishes can be strengthened (Dimeff & Koerner, 2007; Koerner, 2012; Koerner 
& Dimeff, 2007; Wheelis, 2009). Another example of a dialectic involved in DBT is more 
broad-based: simultaneous acceptance and change of the client. The therapist should 
strive to communicate the dual message that they accept clients while at the same time 
pushing them to change, and to get clients to adopt the same attitude toward themselves. 
Striking a balance between the two is essential (and difficult), because endorsing accep-
tance too strongly can make clients feel invalidated regarding their emotional pain, while 
endorsing change too strongly can make clients feel invalidated regarding their overall 
acceptability (Lungu & Linehan, 2016).

Linehan (1993b) includes four specific modules of skills training within DBT. 
Collectively, they relate closely to the core components of DBT described above, but 
they are best described as problem-solving strategies that therapists teach to clients. The 
skills include

• emotion regulation, which involves identifying, describing, and accepting rather 
than avoiding negative emotions;

• distress tolerance, which emphasizes the development of self-soothing 
techniques and impulse control to help clients with BPD minimize such 
behaviors as suicide attempts, self-harm, and drug abuse;

• interpersonal effectiveness, which helps clients determine appropriately assertive 
social skills in order to preserve relationships that might otherwise be damaged 
by extreme emotional outbursts; and

• mindfulness skills, which encourage clients to engage fully in their present lives, 
including their internal experiences, such as feelings, thoughts, and sensations, 
without avoidance or evaluation.

Metacognitive Therapy

In traditional cognitive therapy, as practiced by Albert Ellis, the irrational belief is 
brought on by an “activating event” (A in the ABCDE model). The primary idea in the 
relatively new practice of metacognitive therapy is that the activating event can be a 
cognition itself rather than some external occurrence. Simply stated, people can become 
depressed, anxious, or otherwise psychologically unwell because of reactions to their own 
thoughts rather than their reactions to the things that happen to them (K. S. Dobson, 
2013; P. Fisher & Wells, 2009; Wells, 2009). So the cause of our unhappiness is just as 
likely to be thoughts about thoughts as thoughts about external events.

Metacognitive therapists frequently refer to the cognitive attentional syndrome 
(CAS), a term that describes a brooding, ruminative, problematic thinking style that 
can underlie many psychological problems. The CAS can include two types of specific 
thoughts about worry, positive and negative—and both cause trouble. Positive beliefs 
about worry may sound like this: “Worrying helps me prepare for the future. If I don’t 
worry, I could get blindsided by something. The last thing I want to do is stop worrying.” 
Negative beliefs about worry may sound like this: “Oh no, I have started worrying. Once 
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I start, I’ll never be able to stop. It’s gonna be a terrible day now that the worrying is hap-
pening. This worry is totally out of control.” Whatever the original, external event may 
have been—a failed exam, upsetting medical news, a relationship breakup, an unexpected 
financial expense—the client’s thoughts about the event may pile up rather quickly, such 
that not just thoughts about the event but thoughts about thoughts about the event can be 
the most relevant trigger of the anxiety. As such, metacognitive therapists make thinking 
about thinking the primary focus of their interventions.

Metacognitive therapy has been applied primarily to anxiety disorders, including 
obsessive-compulsive disorders, posttraumatic stress disorder, and generalized anxiety 
disorder. Although it is a relatively new treatment, evidence for its effectiveness with 
these disorders has started to appear (D. A. Clark & Beck, 2010; P. Fisher & Wells, 2008; 
Wells & King, 2006; Wells et al., 2008). A version of metacognitive therapy has also been 
used with clients who have schizophrenia, where the goal is to promote thinking about 
delusional thoughts (rather than immediate acceptance of those delusional thoughts; 
Moritz et al., 2014).

Cognitive Therapy for Medical Problems

The relationship between mind and body can strongly influence the way an individual 
deals with a medical problem. Of particular interest to cognitive therapists are the beliefs 
that medical patients hold regarding their illness, injury, or condition. How will it affect 
them? How will their family members respond or cope with it? How well will treatment 
work? What negative effects might treatment have? Irrational answers to these questions 
could unnecessarily hinder recovery, and, moreover, they could cause excessive worry or 
despair in the process.

In recent decades, numerous studies have indicated that cognitive therapy can have 
a significantly beneficial effect on the healing process and the ultimate prognosis of med-
ical patients. For example, Jakes, Hallam, McKenna, and Hinchcliffe (1992) examined 
the effect of cognitive therapy on patients with tinnitus, an auditory problem involving 
excessive perception of noises. Some of these patients underwent a brief form of cogni-
tive therapy in which their illogical beliefs about the disease were corrected. Compared 
with patients who did not receive this cognitive therapy, those who did demonstrated sig-
nificant improvement regarding their level of distress about tinnitus. Cognitive therapy 
has been successfully applied to many other medical problems as well, including chronic 
headache, chronic pain, premenstrual syndrome, sexual disorders, spinal cord injuries, 
and brain injury (Carter, Forys, & Oswald, 2008; A. Freeman & Greenwood, 1987; Jay, 
Elliott, Fitzgibbons, Woody, & Siegel, 1995).

As an example of the potential of cognitive therapy to positively influence the lives 
of medical patients, consider Jackie, a 45-year-old woman recently diagnosed in the very 
early stages of breast cancer. Understandably, Jackie is distressed by the diagnosis, but 
some of her initial beliefs about the disease are in fact illogical, and these thoughts make 
her more distraught than she needs to be. For example, Jackie firmly believes, “I’m going 
to die,” “I’ll need chemotherapy, which will be so painful and miserable that I won’t be 
able to live through it,” and “My family and friends will distance themselves from me if 
they find out.” Although these may be possibilities, Jackie may be overestimating their 
likelihood and, in the process, convincing herself of a worst-case scenario. In cognitive 
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therapy with Dr. Richards, her clinical psychologist, Jackie challenges the validity of 
these beliefs and learns to identify irrational thoughts and replace them with more ratio-
nal thoughts. By the end of a brief course of therapy, Jackie remains concerned about her 
breast cancer but not excessively so. She is realistic rather than pessimistic: “I could die, 
but the odds are low because it was caught very early and I’m getting good care”; “I may 
not need chemotherapy, and if I do, it will be very unpleasant but tolerable”; and “I can’t 
be sure how my family and friends will react, but their past behavior leads me to believe 
that most will be quite supportive.” These new beliefs—free of catastrophizing, magnifi-
cation, mind reading, or other distortions—produce in Jackie a better psychological state 
and a better medical prognosis as well.

Schema Therapy

Schema therapy is a relatively recent variation of cognitive and cognitive-behavioral ther-
apy intended for clients who have borderline personality disorder or other long-standing,  
complex clinical issues. It is based on the idea that when young children experience 
poor parenting (such as parents who are rejecting, unloving, abusive, unavailable, etc.), 
they are likely to develop schemas, or deep-seated cognitions about themselves and their 
relationships to others, that match their experience but are maladaptive as they move 
forward in life. For example, a child may adopt schemas centering on abandonment 
(“People who are important to me will leave me”), mistrust (“People in my life will hurt 
me”), shame (“I must be a terrible, unlovable person”), or failure (“I’m untalented and 
will never succeed”). These schemas become the focus of therapy. The therapist not 
only helps the client see how these schemas may be false, but also uses the therapeutic 
relationship (in which the client is likely to act out these schemas) as a firsthand way 
to demonstrate their falsehood. The key difference between schema therapy and most 
other forms of cognitive therapy is the attention paid to the roots of the problematic 
cognitions—in other words, the focus on early childhood and how it shaped the cog-
nitions, or schemas, that continue to have a negative effect on the client’s current life 
(Dozois & Brinker, 2015; van Vreeswijk, Broersen, & Nadort, 2012; J. E. Young, Klosko, 
& Weishaar, 2003). Schema therapy has a notable and growing amount of evidence in the 
treatment of borderline and other personality disorders (Bamelis, Evers, Spinhoven, & 
Arntz, 2014; Farrell, Shaw, & Webber, 2009; Giesen-Bloo et al., 2006; Reiss, Lieb, Arntz, 
Shaw, & Farrell, 2014). It has also been used to treat clients with long-term depression 
and complex eating disorders (Pugh, 2015; Renner, Arntz, Leeuw, & Huibers, 2013).

HOW WELL DOES IT WORK?

The efficacy of cognitive therapy is strongly supported by a body of empirical evidence 
that is enormous and continues to grow. Lists of “treatment that work,” including com-
prehensive books on the subject and websites (e.g., APA Division 12), mention cognitive 
therapy many times for many disorders (DiGiuseppe et al., 2016). The range of psycho-
logical disorders for which cognitive therapy works is expansive, including depression, 
anxiety disorders (especially generalized anxiety disorder), bulimia, posttraumatic stress 
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disorder, hypochondriasis, numerous personality disorders, and others (J. S. Beck, 2002; 
Cuijpers et al., 2014; Epp, Dobson, & Cottraux, 2009; Hanrahan et al., 2013; Higa-
McMillan, Francis, Rith-Najarian, & Chorpita, 2016; Hofmann, Sawyer, Witt, & Oh, 
2013; Querstret & Cropley, 2013; Rees & Pritchard, 2015; D. A. Roth et al., 2002). 
And the improvements that cognitive (and cognitive-behavioral) therapies provide may 
extend beyond mere symptom relief: One meta-analysis of 44 studies, covering over 
3,300 clients, found that cognitive-behavioral therapy had a significantly positive effect 
not just on the disorder itself but on overall quality of life, including a broad range of 
physical and psychological variables (Hofmann, Wu, & Boettcher, 2014). And, as stated 
earlier, studies support the use of cognitive therapy for some medical problems and some 
personality disorders as well. Specific components of cognitive therapy have also received 
empirical support; for example, numerous studies have found that homework enhances 
therapy outcome in comparison with similar therapies that do not include homework 
(e.g., Dozois, 2010; Kazantzis, Whittington, & Dattilio, 2010).

Some of the evidence supporting the efficacy of cognitive therapy specifically 
focuses on REBT. One meta-analysis of dozens of REBT treatment outcome studies 
over a 50-year period found strong evidence for its ability to reduce irrational beliefs and 
produce positive outcomes (David et al., 2018). Another meta-analysis found that simply 
having rational beliefs—the primary aim of the REBT approach—significantly nega-
tively correlates with psychological distress. In other words, as rational beliefs increase, 
the chances of psychological problems (broadly defined) drop. The most important 
rational beliefs appeared to be those related to self-acceptance (Oltean & David, 2018).

Evidence is accumulating for the third-wave, mindfulness-based therapies as well 
(Banks, Newman, & Saleem, 2015; Bos, Merea, Brink, Sanderman, & Bartels-Velthuis, 
2014; Feliu-Soler et al., 2018; Norton, Abbott, Norberg, & Hunt, 2015). A large-scale 
meta-analysis of over 200 studies of mindfulness-based therapies, covering more than 
12,000 clients, found robust effects across a wide range of clinical problems, especially 
anxiety disorders, depression, and stress (Khoury et al., 2013). Mindfulness-based thera-
pies have also been found to have positive effects in meta-analyses that focus on specific 
problems like eating disorders, psychosis, and weight loss (Carrière, Khoury, Günak, & 
Knäuper, 2018; Linardon, Gleeson, Yap, Murphy, & Brennan, 2019; Louise, Fitzpatrick, 
Strauss, Rossell, & Thomas, 2018). DBT is particularly well established as a treatment 
that works for borderline personality disorder and an increasingly wide range of addi-
tional disorders (Dimeff & Koerner, 2007; Kliem et al., 2010; Koerner, 2012; Lynch et al.,  
2007; Paris, 2009). ACT has also accumulated an impressive amount of empirical evi-
dence in the treatment of various anxiety and mood disorders and some other disorders 
as well (D. M. Davis & Hayes, 2011; Hofmann et al., 2010; Olatunji & Feldman, 2008; 
Roemer & Orsillo, 2009; Swain, Hancock, Hainsworth, & Bowman, 2013). Evidence is 
also growing for the benefits of schema therapy for borderline personality disorder and 
perhaps for other disorders such as chronic depression and complex eating disorders 
(Jacob & Arntz, 2015; Pugh, 2015; Renner et al., 2013).

As a result of this therapy’s roots in the behavioral movement, cognitive therapists 
typically emphasize aspects of therapy that facilitate empirical evaluation, such as defin-
ing problems in terms that can be overtly measured and observed. If these terms are 
not blatantly behavioral, they may take the form of numerical ratings that clients assign 
to symptoms’ severity (such as depressed mood or anxiety level) both before and after 
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cognitive interventions. So, although a client’s anxiety may rate a 90 on a 0 to 100 scale 
before therapy, it may drop to 60 after a few sessions and to 20 by the time therapy is 
complete. Such objectivity facilitates empirical outcome research designed to determine 
how well cognitive therapy works.

Denise in Cognitive Psychotherapy

In the first session with Denise, it was evident 
that her primary symptoms were depressive 
and that the event that precipitated these 
depressive symptoms was the change in own-
ership of the restaurant where she works as 
a chef. More specifically, the new owner’s  
policies—instituting a menu over which Denise 
has no control and prohibiting her from visiting 
with customers in the dining room—seemed to 
have triggered Denise’s depressive symptoms.

I proceeded to treat Denise using a style 
of cognitive therapy that included aspects of 
both Ellis’s and Beck’s techniques. First, I edu-
cated Denise about the cognitive model by 
explaining that although sometimes we expe-
rience life as if events directly cause feelings, 
there are, in fact, automatic thoughts or beliefs 
that intervene. I used Ellis’s ABCDE model to 
further illustrate how Denise could under-
stand her experience, and I provided her with 
a list of Beck’s cognitive distortions to equip 
her with the tools she would need to dispute 
her irrational thoughts in Column D. Denise 
had no trouble filling in Columns A (activat-
ing event) and C (emotional consequence) of 
this model: The implementation of the new 
restaurant policies was the activating event, 
and her depressive symptoms represented the 
emotional consequence. Our next task was to 
identify the beliefs (B) that occurred between 
A and C. This was a bit of a struggle for Denise, 
but with some exploration and discussion,  
we identified this powerful thought: “I’m 

incompetent.” Denise 
explained that she 
could think of no 
other reason why her 
new boss would bar 
her from determin-
ing the menu or from 
talking with diners. 
The boss’s new poli-
cies, Denise believed, 
were motivated by the boss’s desire to prevent 
Denise’s incompetence from ruining the restau-
rant’s business.

The next stage in therapy focused on 
Stage D (dispute), where I encouraged Denise 
to think critically about her belief (B) that she 
was incompetent. I asked a number of ques-
tions to facilitate this process, such as, “What 
evidence do you have that you are incompe-
tent?” “What evidence do you have that you 
are not incompetent?” and “How else might we 
be able to interpret your new boss’s policies?” 
At first, the notion of challenging her original 
(illogical) belief seemed foreign to Denise, and 
she struggled a bit with this task. But after 
a few sessions, it became more familiar and 
comfortable for her. Using homework assign-
ments, I asked Denise to complete a five- 
column thought journal in which she iden-
tified not only activating events, beliefs, and 
emotional consequences but also disputes and 
effective new beliefs. These last two columns 
represented uncharted territory for Denise, but 
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with time she became quite adept at complet-
ing the entire table. Specifically, Denise applied 
the following thought distortion labels:

• Personalization (Maybe the new boss 
would have implemented these new 
policies regardless of the chef who 
held Denise’s position; if so, Denise 
need not take them personally.)

• Mental filtering (Denise had been 
extremely competent as a chef and in 
other capacities throughout her life, 
yet she was focusing exclusively on 
this presumed slight by her new boss.)

• All-or-nothing thinking (Denise 
may not share her new boss’s 
preferences, but there were still 
many things she loved about 

working as a chef. Just because her 
job wasn’t perfect, she need not 
think of it as terrible. Instead, it may 
fall somewhere in between.)

Individually, any of these disputes was 
effective enough to negate Denise’s illogical 
thoughts of incompetence, and in combina-
tion they were especially potent. By the end 
of therapy, Denise was completing Column E  
(effective new belief) with ease: “I’m not 
incompetent at all. My new boss’s actions 
may have little or nothing to do with me per-
sonally; I have plenty of evidence that I am 
a competent person, and even if I don’t like 
my job as much as I used to, it’s still enjoyable 
and fulfilling in some ways.” As a result of her 
disputes and effective new beliefs, Denise’s 
depressive symptoms improved dramatically.

(Continued)

CHAPTER SUMMARY

The primary goal of cognitive therapy, which has 
become the most commonly practiced approach 
to psychotherapy among clinical psychologists, is 
to promote logical thinking. Cognitive therapists 
accomplish this goal by helping clients recognize 
and revise cognitions that are illogical or irrational 
during a course of therapy that is typically brief, 
structured, and problem focused. Their techniques 
involve teaching clients about the cognitive model, 
in which cognitions intervene between events and 
feelings, and assigning written or behavioral home-
work to be completed between sessions. Whether 
using Albert Ellis’s ABCDE model (highlighted by 
disputing irrational beliefs and replacing them with 
effective new beliefs) or Aaron Beck’s list of common 

thought distortions (e.g., all-or-nothing thinking, 
personalization, magnification/minimization), cogni-
tive therapists enable clients to overcome psycholog-
ical and behavioral problems by insisting on a logical 
response to the events of their lives. Although cog-
nitive therapy originally targeted anxiety and mood 
disorders, it is now applied to most other psycholog-
ical disorders, including personality disorders, and to 
other issues such as medical problems and minor psy-
chological problems that fall short of diagnostic cri-
teria. A large and increasing body of outcome studies 
suggests that cognitive therapy is highly efficacious 
for a wide range of psychological disorders, including 
mood disorders, anxiety disorders, eating disorders, 
and others.
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KEY TERMS AND NAMES

ABCDE model 370
acceptance 380
acceptance and commitment 

therapy (ACT) 381
activating event 371
all-or-nothing thinking 375
automatic thoughts 366
Aaron Beck 364
Judith Beck 374
belief 371
catastrophizing 375
cognitions 365

cognitive therapy 363
cognitive triad 374
common thought distortions 374
dialectical behavior therapy 

(DBT) 382
dispute 371
dysfunctional thought record 374
effective new belief 371
Albert Ellis 364
emotional consequence 371
experiential avoidance 380
homework 367

hypotheses 375
Marsha Linehan 382
magnification/minimization 375
mental filtering 375
metacognitive therapy 383
mind reading 375
mindfulness 379
overgeneralization 375
personalization 375
rational emotive behavior therapy 

(REBT) 370

CRITICAL THINKING QUESTIONS

1. To what extent do you agree with the 
fundamental cognitive assumption that illogical 
or irrational thinking underlies psychological 
problems?

2. If you were the client, how would you respond to 
the assignment of homework by your therapist?

3. If you were a clinical psychologist practicing 
cognitive therapy, which of Albert Ellis’s ABCDE 
columns would you expect clients to have the 
most trouble filling in?

4. In your opinion, do any of the common thought 
distortions that Aaron Beck and his followers 
defined seem to predispose individuals to 
particular types of psychological problems  
(e.g., anxiety, depression, others)?

5. What are the primary differences between 
traditional cognitive therapy and the more 
recently developed metacognitive therapy?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.
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Research Areas
Specialty Clinical and  
Practica Sites

Program Concentrations  
and Tracks

Acceptance and 
commitment therapy

cognitive therapy/cognitive-
Behavioral therapy

dialectical Behavior therapy

Mindfulness

Acceptance and commitment 
therapy

cognitive/cognitive-Behavioral 
therapy

dialectical Behavior therapy

Mindfulness

Miscellaneous—rational emotive 
therapy

cognitive/cognitive-Behavioral 
therapy

Miscellaneous/other—
Acceptance and commitment 
therapy

Miscellaneous/other—
dialectical-Behavior therapy

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Cognitive Behaviour Therapy

http://www.tandfonline.com/loi/sbeh20#.V08Xxvkr 
LX4

Cognitive Therapy and Research

http://link.springer.com/journal/10608

International Journal of Cognitive Therapy

https://www.springer.com/psychology/journal/41811

Journal of Cognitive Psychotherapy

http://www.springerpub.com/journals/journal- 
of-cognitive-psychotherapy.html

Psychotherapy

http://www.apa.org/pubs/journals/pst/index.aspx

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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GROUP AND FAMILY THERAPY

16

Group therapy and family therapy represent a departure from the individual forms of 
therapy we’ve covered so far. Both feature multiple clients in the room together, and 

both emphasize interpersonal interaction. However, despite the fact that they share a chap-
ter in this book, they differ markedly from each other. Group therapy and family therapy 
have quite separate histories, and they represent distinct specializations within the mental 
health field. It would not be unusual to meet a clinical psychologist who practices one 
regularly but the other rarely or never. Thus, this chapter is divided into separate sections 
for group and family therapy.

GROUP THERAPY

An Interpersonal Emphasis

Group therapy is practiced in a wide variety of forms, including adaptations of many 
well-known individual therapy approaches such as psychodynamic, behavioral, cogni-
tive, humanistic-existential, and many others (Hopper, Kaklauskas, & Greene, 2008; 
MacKenzie, 2002; Shaffer & Galinsky, 1989). Most of these group therapies strongly 
emphasize interpersonal interaction. That is, most forms of group therapy take advan-
tage of the fact that the group therapy experience itself is based on interacting with other 
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Learning 
Objectives
16.1 Describe Yalom’s 

therapeutic factors for 
group psychotherapy.

16.2 Debate the ideal 
characteristics of a group 
therapy group (e.g., 
composition, cotherapists).

16.3 Explain limitations on 
confidentiality inherent in 
group therapy.

16.4 Summarize group 
psychotherapy outcome 
research.

16.5 Illustrate the systems 
approach of family therapy.

16.6 Discuss essential concepts 
of family therapy.

16.7 Analyze ethical issues that 
may arise for a psychologist 
practicing family therapy.

16.8 Review the outcome 
research for family therapy.

people (Marlin & Kasten, 2015). Group therapists’ interventions 
often highlight the way group members feel, communicate, and 
form relationships with one another. More than any other com-
ponent, it is this accent on interpersonal interaction that dis-
tinguishes group therapy from individual therapy (Burlingame 
& Baldwin, 2011). Whereas individual therapy is limited to 
a two-person interaction between client and therapist, group 
therapy allows for a far more complex network of relationships 
to develop. In group therapy, a client forms relationships not 
only with a therapist but also with a room full of other people. 
Thus, group therapy involves a greater range of interpersonal 
responses.

Irvin Yalom has emerged as a leading figure in the interper-
sonal approach to group therapy (Brabender, 2002; Burlingame 
& Baldwin, 2011; Friedman, 1989). In fact, the term interper-
sonal has been used as a label for his approach to group therapy, 
and his writings (e.g., Yalom, 1983, 2005) have influenced group 
therapists of all kinds. According to Yalom (2005), although it 
may be possible to conduct group therapy as a series of one-on-
one interactions between therapist and clients, such an approach 
fails to “reap the full therapeutic harvest” (p. xv) that group ther-
apy can offer. Instead, he encourages group therapists to rec-
ognize the unique opportunity that group therapy presents: the 
display of clients’ problematic interpersonal tendencies in the 
group itself.

Yalom (2005) views these problematic interpersonal tenden-
cies as central to clients’ presenting problems, whether or not 
clients initially recognize it. In fact, he argues that all psycho-
logical problems stem from flawed interpersonal relationships, 
as exemplified by his comments about depression: “Therapists 
cannot, for example, treat depression per se. . . . It is necessary first 
to translate the depression into interpersonal terms and then to treat 
the underlying interpersonal pathology” (p. 24). This definition of 
depression differs considerably from traditional medical-model 

definitions that emphasize intrapersonal or biological roots of disorders. Instead, accord-
ing to Yalom, an individual’s disorder is a by-product of that individual’s disturbed way 
of getting along with other people. If interpersonal relationship problems are the core 
of all psychopathology, it follows that a primary focus of group therapy would be the 
strengthening of interpersonal relationship skills.

Therapeutic Factors in Group Therapy

Yalom (2005) describes 11 specific therapeutic factors by which group therapy benefits 
clients; Table 16.1 outlines the full list. Several of the factors that are especially vital to a 
fundamental understanding of group therapy are described here in more detail.

 Web Link 16.1
american Group 
Psychotherapy 
association

 Web Link 16.2
Irvin yalom 
demonstrating 
group therapy
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Universality

Clients with psychological problems often believe that no one shares their struggles. 
They may be unaware of the commonality of their problems, symptoms, or diagnoses. To 
find oneself in a room full of other people who have similar problems can be uplifting in 
and of itself. Yalom (2005) describes this phenomenon as universality.

If the group is organized around a single problem—eating disorders, panic disorder, 
or chemical dependency, for example—clients may experience this “we’re all in the same 
boat” feeling right away. Universality is built into homogeneous groups such as these. 
In heterogeneous groups, however, universality may not be quite as obvious from the 
outset. With time, however, clients in heterogeneous groups often come to realize that 
although their symptoms may differ superficially, the fundamental issues that underlie 
them may in fact be quite similar. Whether homogeneous or heterogeneous, groups pro-
vide clients with the sense that they are not alone in a way that individual therapy cannot.

Group Cohesiveness

Group cohesiveness refers to feelings of interconnectedness among group mem-
bers. This interconnectedness is characterized by feelings of warmth, trust, acceptance, 
belongingness, and value among group members. Participating in an ongoing group of 
this kind bolsters psychological wellness.

Table 16.1 Yalom’s Therapeutic Factors for Group Psychotherapy

 1. Instillation of hope

 2. universality

 3. Imparting information

 4. altruism

 5. corrective recapitulation of the primary family group

 6. development of socializing techniques

 7. Imitative behavior

 8. Interpersonal learning

 9. Group cohesiveness

10. catharsis

11. existential factors

Source: Adapted from Yalom (2005).
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Yalom (2005) and others (e.g., Ormont, 1992) point out that group cohesiveness does 
not necessarily mean that every group interaction will be polite or courteous. In fact, an 
ongoing group interaction devoid of negative emotion may indicate that the group lacks 
cohesiveness. Truly cohesive therapy groups—such as cohesive families, work groups, or 
teams—are strong enough to tolerate anger, sadness, jealousy, disappointment, and the 
like. They understand that as people become meaningful to one another, they often elicit 
strong feelings, and they encourage the discussion of those feelings even when doing so 
is unpleasant or awkward.

Cohesiveness plays the same role in group therapy that the therapeutic relationship/ 
alliance plays in individual therapy. It heals in its own right, and it also sets the stage 
for other healing factors to take effect (Burlingame, McClendon, & Alonso, 2011; 
Burlingame, McClendon, & Yang, 2018; Yalom, 2005). However, whereas a client’s per-
ception of the therapeutic alliance in individual therapy involves only one other per-
son, the client’s perception of group cohesiveness involves many other people. Thus, for 
group therapists, it is crucial not only to maintain a trusting, collaborative relationship 
directly with the client but to foster a group in which clients develop trusting, collabora-
tive relationships with one another as well.

Interpersonal Learning

Learning from the in-group interpersonal experience—interpersonal learning—is at 
the heart of group therapy. Group therapists presume that interpersonal problems con-
tribute to the client’s reason for seeking therapy in the first place, that the same interper-
sonal tendencies will appear within the group, and that the lessons learned via interacting 
with fellow group members will generalize to clients’ lives outside the group. In simple 
terms, group therapy provides an opportunity for “relationship practice.” Much like a 
group of actors rehearses before a performance or an athletic team scrimmages before a 
game, members of a therapy group use group meetings as a place to identify problem-
atic relationship tendencies and attempt to revise them. In other words, group members 
don’t just talk about relationships; they form relationships with one another and work to 
improve them with the assumption that their gains will ultimately benefit their personal 
relationships outside the group as well.

Social Microcosm. As group therapy progresses, the group becomes a social 
microcosm for each member (Ormont, 1992; Yalom, 2005). In other words, the 
relationship tendencies that characterize clients’ relationships with important people 
in their personal lives—romantic partners, friends, coworkers, children, siblings, and so 
on—will predictably characterize the relationships they form with their fellow group 
members. As Yalom (2005) explains,

Clients will, over time, automatically and inevitably begin to display their 
maladaptive interpersonal behavior in the therapy group. There is no need for 
them to describe or give a detailed history of their pathology: they will sooner 
or later enact it before the other group members’ eyes. (p. 32)

Thus, a client whose unwarranted suspiciousness of his partner is damaging his mar-
riage will probably become overly suspicious of a fellow group member at some point, 
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a client whose passive-aggressive behavior has cost 
her many friendships may likely behave passive- 
aggressively toward a fellow group member, and a  
client whose pessimism has convinced him that search-
ing for a rewarding job is pointless may pessimistically 
deem the group therapy process as similarly pointless.

One study examined the interpersonal ten-
dencies that more than 200 group therapy clients 
demonstrated in relationships with both their fellow 
group members and their friends and family. They 
found that for most clients, there were striking sim-
ilarities between the two sets of relationships, lend-
ing empirical support to the idea that group therapy 
clients tend to create the same kinds of relationships (and relationship difficulties) in 
therapy that they create in their outside lives (S. B. Goldberg & Hoyt, 2015). It makes 
sense, then, that improving those relationships in the social microcosm of group therapy 
can lead to improvements in relationships outside of therapy.

The Here and Now. Because the group functions as a social microcosm, an essential task 
for the group therapist is continually to shine the spotlight on the way members relate to 
one another within the context of the group. So, rather than encouraging clients to talk 
about events that have happened in their lives outside the group (“there” and “then”), the 
group therapist steers clients toward examining the relationships among group members 
here and now (Kivlighan, 2014).

Specifically, Yalom (2005) promotes two activities among group members to maxi-
mize the use of the here and now: interaction (which he calls “experience”) and reflection/ 
discussion of that interaction (which he calls “illumination of process”). In other words, 
through the natural course of their continued interaction, group members communi-
cate directly with one another—perhaps expressing happiness, boredom, dissatisfaction, 
envy, curiosity, confusion, or rage. The group therapist urges clients to reflect on this 
process, to talk about the way clients talk to one another, and to enlighten each member 
about their interpersonal tendencies. Once they learn about their tendencies, clients may 
decide to change them, which could improve the relationships they have within and, 
ultimately, outside the group.

Group therapy is one of the few social situations in which people are encour-
aged to talk with others about the way they relate to one another. More often, this is 
strongly discouraged in social relationships. For example, people who are interper-
sonally challenging, annoying, or frustrating might see numerous relationships end 
without receiving any feedback about their behavior. They might drive away friends, 
romantic partners, or employers without hearing directly from them exactly what they 
did to contribute to the demise of the relationship. For this reason, group therapy 
represents a unique opportunity for individuals to receive genuine, honest feedback 
on their behavior and its impact. This feedback often motivates clients to change 
their behavior, at which point the group becomes a place to try out and practice novel 
responses in anticipation of incorporating them into clients’ lives outside therapy 
(Ormont, 1992; Yalom, 2005).

}} Photo 16.1
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As an example, consider a group therapy scenario in which Ron, a very self-centered, 
narcissistic, and insensitive man, and Michelle, a timid and nervous woman, are among 
the members. In one session, when Michelle has been discussing her problems for a few 
minutes, Ron interrupts rudely with comments such as, “How long is this going to go 
on?” and “Just get over it already—I have some real problems to talk about.” Michelle 
responds to Ron’s interruptions by meekly apologizing for taking up so much time.  
Dr. Hollins, the group therapist, notices this interaction and asks the group, “What do 
you think about the way Ron and Michelle communicate with each other?” One by one, 
the group members other than Ron and Michelle offer very similar comments: Ron’s 
behavior is rude and inappropriate, and Michelle’s apology was unnecessary. They also 
add that they find Ron’s rudeness unattractive and have a hard time respecting Michelle 
when she acts so timidly.

Dr. Hollins turns to Michelle and asks questions to explore her tendency to apolo-
gize rather than assert herself (“What stops you from confronting Ron about his behav-
ior?” “What options do you have besides apologizing?”) and later turns to Ron to explore 
his tendency to interrupt selfishly (“How does it make you feel to know that others see 
your behavior as rude and inappropriate?” “How else might you respond to Michelle in 
that situation?”). These lines of questioning allow Michelle and Ron to see their own 
behavior in a new light. Specifically, they see how their behavior impacts others and 
how others’ reactions to their behavior subsequently affect their own happiness. Both 
Michelle and Ron find themselves motivated to change, and the group setting becomes 
a supportive place for them to practice doing so. The outcome is not only improved 
interpersonal behavior within the session but also real-life benefits for Michelle and Ron, 
whose relationships with their respective partners were on shaky ground largely because 
of Ron’s self-centeredness and Michelle’s submissiveness.

Practical Issues in Group Therapy

Group Membership

Groups typically include 5 to 10 clients, and many group therapists find that having 7 to 
8 members in a group is ideal (Brabender, 2002; Yalom, 2005). Groups can be either open 
or closed in terms of enrollment. Open-enrollment groups allow individual members 
to enter or leave the group at any time. A strength of such groups is that at any given 
point in time, the group includes members at various stages of improvement. Thus, like 
college freshmen sharing classes with seniors, new group members have experienced 
models to follow. In closed-enrollment groups, all members start and finish therapy 
together, with no new members added during the process. In this type of group, cohe-
siveness can be easier to establish and maintain than in open-enrollment groups because 
of the stability of membership.

Unless a group centers on a particular diagnostic issue, group therapists are typi-
cally rather open about clients they might select for a particular group. In fact, greater 
variability in terms of presenting problems and demographic variables can create a more 
realistic social microcosm. Typically, characteristics that would cause a group therapist 
not to select a prospective member include those that would interfere with the client’s 
ability to interact meaningfully with others and reflect on that interaction. Such charac-
teristics often include psychosis, organic brain damage, acute crisis, and pragmatic issues 
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such as travel or transportation that would interfere with regular attendance (Friedman, 
1989; Yalom, 2005).

Preparing Clients for Group Therapy

It is clinically wise to make concerted efforts to prepare new clients for the group therapy 
experience to correct any misconceptions and maximize therapeutic benefit (Brabender, 
Fallon, & Smolar, 2004). Some clients may mistakenly believe that group therapy is  
second-rate (in comparison to individual therapy), that they will immediately be forced to 
disclose intimate personal details to strangers, or that interacting with other people with 
psychological problems will somehow worsen their own symptoms (MacKenzie, 2002). 
In pregroup individual meetings, group therapists can assure clients that such notions are 
false and can provide realistic and encouraging data about how well their therapy works 
for most clients. In addition, group therapists can orient clients to the kinds of activities 
that will take place in group therapy and the behaviors that can maximize the benefit they 
receive, such as active participation and consistent, punctual attendance.

Developmental Stages of Therapy Groups

With time, therapy groups tend to move through a predictable set of stages. These stages 
have been assigned a variety of different labels (e.g., Brabender et al., 2004; MacKenzie, 
2002; Tuckman, 1965; Yalom, 2005), but they have quite similar meanings. In general, 
clients in the initial stage of group therapy are cautious and concerned about whether 
they will be accepted into the group. After they overcome these initial concerns, they 
move onto a second stage in which there is some competition or jockeying for position 
within the social pecking order. Eventually, this competitive second stage gives way to a 
third stage in which cohesiveness forms, members feel closely connected and trusting of 
one another, and the group sessions become more consistently productive as clients learn 
about and improve on their interpersonal skills.

Cotherapists

In group therapy settings, two therapists often colead a single group. Such an arrange-
ment presents numerous potential advantages and pitfalls. One advantage of a cother-
apist is the mere presence of a second set of eyes and ears to notice the rich array of 
verbal and nonverbal communication inevitably produced by a room full of clients. A 
second advantage involves the cotherapists’ ability to model collaborative relationships 
for group members. Among group members whose previous models of two-person teams 
(parents, etc.) used destructive or hurtful tactics, the power of two partners working 
together constructively can be compelling. A third advantage, at least for clients who 
grew up in two-parent homes, is a recapitulation of the family group. With one male 
and one female cotherapist, for example, a group can evoke the same dynamics as a 
traditional family, and the way clients from such families respond to each cotherapist—
trusting one while fearing the other, for example—can shed light on their interpersonal 
tendencies with other important people in their lives (E. Shapiro, 1999; Yalom, 2005).

The potential pitfalls of cotherapy come into play when the cotherapists don’t trust 
each other, compete with each other, or “step on each other’s toes” by approaching group 
therapy with incompatible therapy orientations. Their styles need not be identical—in 
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fact, the group may benefit from somewhat distinct but complementary therapists—but 
cotherapists do need to be able to work well together both in and out of session. Of 
course, leading a group as a solo therapist is also a common practice.

Socializing Between Clients

Clients who socialize with one another outside therapy groups constitute a significant 
problem for group therapists. Often, group therapists educate clients about this potential 
problem and prohibit it during the pregroup preparation. Nonetheless, it happens with 
some frequency, as might be expected among clients who find themselves feeling increas-
ingly connected to new people.

The negative consequences of extra-group socializing among clients, whether 
romantic or platonic, are many (Brabender et al., 2004; Yalom, 2005). For example, if 
Karen and Dena are members of the same therapy group and develop a friendship out-
side the group, they may become more loyal to their friendship than they are to the 
group as a whole. They may be reluctant to comment frankly on each other’s behavior in 
front of the group, or they may save their most direct, meaningful exchanges for private 
moments rather than sharing them during group sessions. In this way, they can become 
spectators rather than active participants in the group process. Moreover, the exclusive-
ness of their relationship can adversely affect those members who feel “left out.” Group 
therapists can respond punitively to socializing outside the group, but such behavior 
can also provide meaningful material for therapy sessions, especially if such defiant or 
secretive behavior is related to the reasons the client sought treatment in the first place.

Ethical Issues in Group Therapy

Confidentiality

Among the ethical issues especially relevant to group therapy, confidentiality is perhaps 
most concerning. The focus here is not on the group therapist maintaining clients’ con-
fidentiality, because that responsibility is assured by professional ethics and standards. 
Instead, the focus is on the possibility that fellow group members might violate a client’s 
confidentiality (Brabender, 2002; Brabender et al., 2004; Lasky & Riva, 2006; Shaffer 
& Galinsky, 1989). At the outset, group therapists often require clients to agree in writ-
ing to hold material from group sessions confidential, but such contracts are “virtually 
impossible to enforce” (Shaffer & Galinsky, 1989, p. 266).

The consequences of one client violating the confidentiality of another can seri-
ously affect the professional or personal life of the client whose confidentiality has been 
violated, especially considering how quickly information can spread on social media. 
Moreover, such breaches make the therapy group seem unsafe and untrustworthy, which 
decreases self-disclosure by other clients. Thus, it is important for the group therapist 
to do as much as possible to prevent such confidentiality violations. In addition to ask-
ing clients to commit to confidentiality during pregroup preparations (sometimes in 
the form of group therapy confidentiality contracts), therapists’ preventive actions can 
include exemplifying impeccable behavior regarding confidentiality, frequent reminders 
about confidentiality, and group discussion of any confidentiality violations that do occur 
(Brabender et al., 2004; Knauss & Knauss, 2012; Riva & Cornish, 2018).
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How Well Does It Work?

Although the outcome of group therapy has not been studied as extensively as that of 
individual therapy, the existing empirical research indicates that group therapy works. 
Specifically, meta-analyses and reviews have consistently found that group therapy is 
superior to no treatment and generally as effective as individual therapy, although a 
minority of comparative studies have found individual therapy to be slightly superior 
(e.g., Burlingame, Fuhriman, & Mosier, 2003; Fuhriman & Burlingame, 1994; Corey 
& Corey, 2016; McDermut, Miller, & Brown, 2001; McRoberts, Burlingame, & Hoag, 
1998; L. Robinson, Berman, & Neimeyer, 1990; Rutan & Shay, 2017; Tillitski, 1990; 
Vandervoort & Fuhriman, 1991). Moreover, the range of disorders and presenting prob-
lems for which group therapy has been found effective is very broad. Also, as described 
earlier, empirical research indicates that cohesiveness within the group, much like the 
therapeutic relationship in individual therapy, is a major contributor to successful out-
come in group therapy (Burlingame et al., 2011; Burlingame et al., 2018).

It is worth noting that, whereas the outcomes of group and individual therapies are 
often comparable, group therapy tends to be a less expensive mode of therapy. In this 
way, group therapy may be a particularly cost-effective approach to therapy (Brabender, 
2002; Friedman, 1989; Markin & Kasten, 2015).

Denise in Group Therapy

Denise was remarkably quiet during the first 
five group therapy sessions. Clients often take 
time to develop trust and feel comfortable in 
the group, but Denise seemed to take longer 
than most. Eventually, during the sixth ses-
sion, Denise spoke about the reasons why 
she had sought therapy in the first place. Our 
group—seven clients besides Denise, plus 
myself and my cotherapist—listened intently 
as Denise summarized the recent changes at 
the restaurant where she was the head chef, 
as well as the depressive symptoms she had 
experienced as a result.

After Denise had finished the summary 
and several of the group members had offered 
sympathy and understanding, my cotherapist 
posed a question to the group: “How do you feel 
about Denise’s decision to share her story with 
the group today?” One by one, the group mem-
bers each mentioned that they were very happy 
that Denise had become more engaged in the 

group. Many added 
that they hoped to 
hear more from her in 
upcoming sessions as 
well. I turned to Denise 
and asked, “What’s 
your reaction to this 
consensus from your 
fellow group mem-
bers?” Denise responded that she was surprised 
and relieved to hear it. Several group members 
seemed perplexed by this, so Denise explained:

I just haven’t felt like it was OK for 
me to speak up. I never felt like  
I had the right to take group time 
away from someone else. No one 
was directly asking me what was 
going on with me, so I thought 
it would be rude just to demand 
everyone’s attention. I thought that 
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would make everyone dislike me. So 
I just sat quietly, even though  
I really wanted to share this stuff as 
soon as I got here.

My cotherapist asked the group if they 
would have responded the way Denise 
assumed if she had spoken up earlier, and, 
of course, they all said no. By the end of that 
session, Denise seemed to have experienced a 
meaningful interaction with her fellow group 
members: She learned that although she 
assumed they’d dislike her for asserting her-
self, doing so made them like her more. She 
genuinely stated she would feel more com-
fortable speaking up in group in the future, 
and, in fact, she did so.

The next session, my cotherapist and  
I planned to pursue this topic with Denise. Our 
hypothesis was that the lesson Denise learned 
in the previous session might be applicable to 
her relationships outside therapy. In fact, we 
wondered if this issue might play a role in the 
very problems that caused her to seek ther-
apy in the first place. As the session began, 
one of Denise’s fellow group members got the 
conversation going by asking Denise a rele-
vant follow-up question: “Have you ever told 
your new boss how you feel about the new  
policies at the restaurant?” Denise said no, 
she never had, and the thought of doing so 
made her nervous. She assumed that the new 
boss would dislike her and possibly even fire 

her for speaking up. Her fellow group mem-
bers, my cotherapist, and I pointed out the 
parallels between her assumptions about her 
new boss and her assumptions about her fel-
low group members, which had proven com-
pletely false.

Over the next few sessions, Denise con-
sidered and gradually came to accept the idea 
that perhaps her tendency to believe that oth-
ers want her to stay quiet rather than speak up 
led her to misperceive other people in numer-
ous situations, including the situation with 
her new boss, and that the result was often 
sadness and dejection for Denise. Eventually, 
Denise had a meaningful discussion with her 
new boss about the new restaurant policies. 
The new boss was willing to compromise with 
Denise, allowing her to determine the menu 
on selected nights but standing firm on his 
new rule that Denise not visit with diners. 
Perhaps more important, the new boss had 
absolutely no hard feelings toward Denise for 
speaking up about this and, in fact, thanked 
her for doing so. Denise was quite happy and 
proud, not so much because she was able 
to determine the menu some evenings but 
because she had identified a flawed interper-
sonal tendency and corrected it both in and 
out of the group. As group therapy concluded 
for Denise, she felt especially optimistic about 
her ability to form healthy relationships and 
to prevent additional bouts of depression in 
the future.

(Continued)

FAMILY THERAPY

The System as the Problem

When the family therapy movement initially arose in the mid-1900s, it was consid-
ered revolutionary. Its leaders were seen as mavericks who had formulated an original 
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way of conceptualizing psychological problems and their causes (M. P. Nichols, 2010). 
Specifically, they opposed the widely accepted notion that psychological symptoms orig-
inated from solely within the mind of the individual. Instead, they believed that psycho-
logical symptoms were a by-product of the dysfunctional families in which the clients 
lived (F. W. Kaslow, 2011). One individual may exhibit the symptoms, but the problem 
actually belonged to the entire system (Rolland & Walsh, 2009).

With this simple yet profound theory, the pioneers of family therapy opened the door 
to a fundamentally different mode of treatment in which family members worked together 
with a therapist to improve their interactions, which in turn strengthened the mental 
health of each member. Family therapists actually borrowed this systems approach, in 
which the whole is more than the sum of the parts, from philosophy and the sciences 
(Becvar & Becvar, 1982; S. D. Davis, Dattilio, & Gonzalez, 2015; Laszlo, 1972; Rolland & 
Walsh, 2009; Sexton & Stanton, 2016). Central to this systems approach is the idea that 
circular causality explains psychological problems better than does linear causality (J. M. 
Thompson, 2015). Linear causality, which tends to be endorsed by individual therapists, 
suggests that events from the past cause or determine events in the present in a unidirec-
tional or “one-way street” manner. That is, the way a parent treats a child influences the 
child’s subsequent behavior. Circular causality, on the other hand, suggests that events 
influence one another in a reciprocal way, such that a parent’s and a child’s behavior each 
affects the other continuously (more like a “two-way street”). Thus, family therapists tend to 
believe that regardless of the original cause of a problematic behavior, it is maintained over 
time by mutually influential, ongoing interaction among family members. See Figure 16.1  
for a comparison of linear and circular causality.

Typically, family therapists have pointed to 
unhealthy communication patterns among family 
members as the type of interaction that most signifi-
cantly contributes to psychological problems. Early 
in the history of family therapy, numerous theorists 
attempted to make connections between particular com-
munication patterns and pathological outcomes in fam-
ily members. Two well-known examples are the theory 
of the schizophrenogenic mother (Fromm-Reichmann, 
1948)—cold, authoritarian mothers in combination 
with ineffectual fathers were thought to cause schizo-
phrenic symptoms in their children—and the double- 
bind theory (Bateson, Jackson, Haley, & Weakland, 
1956)—parents who consistently gave their children 
inescapable mixed-message commands also supposedly 
caused schizophrenic symptoms. Today, these two par-
ticular theories are neither widely held nor empirically 
supported, especially as findings regarding the biologi-
cal factors underlying schizophrenia have been strongly 
established. However, they remain historically relevant 
as early attempts to link family communication patterns 
with symptoms of mental illness in individuals.

Another important feature of systems the-
ory as applied to family therapy is its emphasis on 
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functionalism. Specifically, family therapists believe 
that although psychological symptoms may appear 
maladaptive, they are in fact functional within the 
individual’s family environment. So even though the 
symptoms may qualify an individual as abnormal 
according to the Diagnostic and Statistical Manual of 
Mental Disorders (DSM), viewed in the larger context, 
those symptoms actually benefit the family’s overall 
functioning in some way. For example, consider a 
family in which the parents’ marriage is on shaky 
ground. Their fighting escalates to the point that 
their two children sense that a separation or divorce 
may be imminent. If one of the kids develops an eat-

ing disorder, attention-deficit/hyperactivity disorder, or another psychological problem, 
one effect of their symptoms may be that the parents stop arguing and unite in their 
focus on the child. In this way, the child’s symptom actually serves the purpose of reduc-
ing the marital conflict and holding the family together. Family therapists do not believe 
that children consciously or deliberately plan these psychological problems, but they do 
suggest that family members can perceive tension within their own families and that on 
some level, this tension can contribute to the development of psychological problems in 
certain family members (Goldenberg & Goldenberg, 2007; M. P. Nichols, 2010).

The idea that family members can perceive tension within families relates closely to 
another core idea of systems theory: homeostasis. The notion of homeostasis suggests 
that systems have the ability to regulate themselves by returning themselves to a comfort 
zone or “set point.” A thermostat is perhaps the most common example of a homeostatic 
system. If the thermostat is set at 72 degrees, the system is programmed to detect varia-
tions from this temperature and take action—cool or heat the room—to return the tem-
perature back to 72. In much the same way, families have emotional or behavioral comfort 
zones, and when family members detect that the family is straying from theirs, they may 
take action to bring the family back. Family therapists often call these actions feedback, 
and these behaviors may, if viewed in isolation, qualify an individual for a mental disorder: 
conduct disorder, oppositional defiant disorder, depression, or substance abuse, to name a 
few. But in the view of family therapists, if the symptoms effectively return the family to a 
more familiar, comfortable, safe way of interacting, they have served a valuable and often 
unrecognized function within the context of the family (Hanna, 2007; Thompson, 2015).

Assessment of Families

Like clinical work with individuals, family therapy usually begins with a thorough assess-
ment of the family’s functioning. In fact, the assessment process continues throughout 
therapy. Assessment practices may vary according to the particular approach to family 
therapy that the therapist uses, but they typically focus on such issues as defining the 
presenting problem, understanding family members’ beliefs about its causes, and appre-
ciating the relationships within the family (Griffin, 2002).

An important initial step in assessing a family is to assess who, exactly, the family 
includes. The configuration of families can differ greatly across diverse groups. Some 
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clients may include numerous “aunts,” “uncles,” “cousins,” or other relatives who are 
not technically related but unquestionably function as family. Others may exclude close 
relatives who they see as extraneous or outcast from the family. Simple questions such 
as, “Who do you consider family?” or “Who lives with you?” can go a long way toward 
helping the clinical psychologist understand the client’s perception of family (Fontes, 
2008; Grieger, 2008). At times, such questions can yield different answers from members 
of the same family, and these differences in perception may actually be relevant to the 
problems for which the family is seeking help.

One helpful technique for understanding the family configuration and relationships 
within the family is the genogram (McGoldrick, Gerson, & Petry, 2008). A genogram 
is a pencil-and-paper method of creating a family tree that incorporates detailed infor-
mation about the relationships among family members for at least three generations. 
It exemplifies the saying that “a picture is worth a thousand words” by graphically pre-
senting not only the structure of the family relationships (marriages, offspring, etc.) but 
also the quality of those relationships (harmonious, very close, estranged, abusive, etc.). 
Generally, genograms use a consistent approach to notation: Males are represented by 
boxes and females by circles, relationships are represented by lines between two individ-
uals, and the quality of these relationships is indicated by the types of lines selected. Not 
only is the result helpful in understanding the complexities of the family, but the process 
of creating a genogram can also be a constructive way for the therapist to engage with 
the family and begin to establish a healthy alliance. Figure 16.2 presents a genogram for 
the fictional television family from The Simpsons.

Another essential part of the family assessment process is an appreciation of the 
family’s current developmental stage. Just as numerous theorists have put forth sequen-
tial, developmental stages for individuals (such as Freud’s five psychosexual stages or 
Erikson’s eight psychosocial stages), theorists have also offered sequential, developmen-
tal stages for families. Probably the most widely known of these theories is the family life 
cycle created by Betty Carter and Monica McGoldrick (1989, 2004). According to this 
theory, intact middle-class American families typically proceed through the following 
seven stages (McGoldrick, Carter, & Garcia-Preto, 2011):

• Leaving home. Single young adults become independent and self-sufficient.

• Joining of families through marriage or union. A new couple forms a new family 
system, and the partner is incorporated into existing family systems.

• Families with young children. Taking care of children; adjusting the marriage; 
and managing child-related, financial, and other responsibilities are among the 
primary tasks.

• Families with adolescents. Parents provide children with increasing amounts of 
independence and may adopt caretaking roles for their own parents as well.

• Launching children and moving on in midlife. Adjusting to the “empty nest,” 
managing relationships with children’s partners, and taking on the grandparent 
role are central.

• Families in late middle age. Focus shifts to managing declining health and adapting 
to new roles in the family and community.
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Figure 16.2 Genogram of the Simpsons
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• Families nearing the end of life. Accepting the realities and inevitability of death 
(one’s own and those of family members) and, frequently, reversing the caretaker 
roles between older and younger generations exemplify this stage.

This set of stages may be a helpful way to conceptualize the evolution of a family 
through the years, but its authors and others emphasize that it must be modified to 
account for the wide variety of families that a family therapist may see, especially in 
countries as demographically or culturally diverse as the United States (Barnes, 2004; 
Carter & McGoldrick, 1989, 2004; McGoldrick et al., 2011). The list of variations 
to the traditional family on which the family life cycle is based is extensive: Divorced  
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families, step-families, single-parent families, families with gay/lesbian members, fami-
lies of diverse or blended ethnicities or religions, families with parents in nontraditional 
gender roles, nonmarried cohabitating couples, couples without children, families that 
have experienced an unexpected or premature loss, and families with many years between 
offspring are only some of the families that might not match the prototype (Ahrons, 
2011; McGoldrick & Carter, 2011; McGoldrick & Walsh, 2011; McGoldrick & Watson, 
2011). As an example, Hines (2011) points out that for African American families living in 
poverty, the life cycle may be a bit accelerated, with family members becoming parents or 
grandparents sooner than in many other cultural groups. Also, families in these cultures 
have a relatively high frequency of chronic stress, sudden losses, and households headed 
by single females—all of which should be taken into account by the family therapist. 
With appropriate knowledge such as this, along with sensitive adaptation, the life cycle 
model can provide a useful starting point when working with families, especially during 
the assessment phase.

It is unfortunate but undeniable that clinical psychologists assessing a family must 
pay attention to the issue of abuse and violence (Birchler, Simpson, & Fals-Stewart, 
2008; M. P. Johnson, 2008). Clinical interviews can reveal some information, espe-
cially if family members are interviewed separately (Holtzworth-Munroe, Meehan, 
Rehman, & Marshall, 2002). The Conflict Tactics Scales (CTS) is a more structured 
and formal way of assessing abuse and violence within families. The CTS is available 
in versions that assess treatment of partners by each other and treatment of children 
by parents or caregivers. It is an individually administered, objective, self-report ques-
tionnaire that includes about 40 items and takes less than 15 minutes to complete. 
It includes questions asking the individual about how they behave—speaking calmly, 
using insults, throwing objects, or hitting others, for example—when family conflicts 
arise. It has been widely used in clinical and research settings and has established reli-
ability and validity (Straus, 2007; Straus, Hamby, Boney-McCoy, & Sugarman, 1996). 
Even when abuse or violence is not the presenting problem, it is important for the 
clinical psychologist to assess for these issues via interviews or other assessment tools 
such as the CTS.

As the assessment phase leads into the therapy phase, it can be critical for the fam-
ily therapist to persuade the family that the problem is systemic rather than individual. 
Often, families enter the therapy process with an identified patient or a family member 
whose symptoms are most obvious or problematic. They may believe that the problem 
is contained within the identified patient and that the role of other family members is 
minimal or nonexistent. In fact, they may contact the therapist seeking individual ther-
apy for a son, daughter, or other family member and have no expectation at all for family 
therapy. In these cases,

an effort is made to dilute the idea that the presenting problem associated 
with an individual is encased within that person; instead an attempt is made 
to modify beliefs so that the problem is perceived to be a byproduct of the 
situation that characterizes the system. (Griffin, 2002, p. 794)

With family members successfully “on board,” family therapy can commence with 
positive expectations.
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In My Practice . . .

In my practice, family therapy often doesn’t 
start as family therapy. Instead, it starts as 
child therapy, at least in the minds of the par-
ents who seek treatment.

As an example, consider the Thompson 
family, which included mom Stephanie, dad 
Paul, and 8-year-old son Jacob. The initial call 
came from Stephanie. She explained that Jacob 
was experiencing a lot of anxiety and that she 
hoped I could help “him” (not “us”) with it. 
(She was clearly casting Jacob as the “identi-
fied patient.”) I met with all three family mem-
bers, both together and separately. Stephanie 
and Paul described having “no idea” where 
Jacob’s anxiety came from. They perceived 
the problem as something that belonged to 
Jacob and that they as parents preferred to 
distance themselves from it. My sense was 
that they were bringing Jacob to me much like 
they would take him to the dentist if he had a 
cavity: Beyond getting him to the office of an 
appropriate professional, they had no respon-
sibility to participate in the treatment.

But when I spoke to Jacob individually, I 
began to see that his anxiety didn’t come out 
of nowhere. Instead, it was the by-product  
of some dysfunction in their family system. 
Specifically, Jacob described how his par-
ents bickered and argued in front of him all 
the time. When they argued about money, 

he feared they were going broke. When they 
argued about their relationship, he feared they 
would divorce. When they argued about him, 
he feared they didn’t love him. Sometimes, 
his parents even pulled Jacob into their argu-
ments, pressuring him to take sides. It became 
clear to me that any attempt to treat Jacob’s 
anxiety in isolation would, at best, provide only 
temporary benefits. The whole system of fam-
ily communication needed to be addressed.

Convincing Stephanie and Paul of this 
need was no easy task. After all, they assumed 
and favored a “hands-off” approach to their 
son’s anxiety problems. The key was to 
assure Stephanie and Paul that if the family 
became the focus, they would not be blamed 
or scolded for their parenting. Instead, we 
would work together in a collaborative, non-
judgmental way to improve the way their 
family functioned. Additionally, I made every 
effort to help Stephanie and Paul understand 
the power they possessed to help their child. 
As Jacob’s parents, they were uniquely capa-
ble of enacting changes at home that couldn’t 
be accomplished through any other means. 
Eventually, and cautiously, Stephanie and Paul 
agreed that fixing the family was the best way 
to improve Jacob’s anxiety (and the relation-
ships between all of the family members), and 
they became active participants.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.
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Family Therapy: Essential Concepts

Many varieties of family therapy have been developed and practiced. Most of the 
widely known approaches to individual therapy have been applied in the family con-
text as well, including psychodynamic, humanistic-existential, behavioral, and cognitive 
styles (Goldenberg & Goldenberg, 2007; Hanna, 2007; M. P. Nichols, 2010; Rolland 
& Walsh, 2009). For example, when family therapists use a cognitive approach, they 
emphasize distorted or illogical beliefs that family members may have about each other 
or the relationships between family members. Replacing such beliefs with more realistic 
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Considering Culture

Gender, Abuse, and Family Therapy

Family therapists endorse the notion of circu-
lar causality, which contends that problematic 
behavior within families is part of a complex pat-
tern in which numerous individuals play a role. 
In other words, although one person may exhibit 
the symptom, other family members may con-
tribute to the problem in a reciprocal way.

How does this theory apply to abuse 
within families? Specifically, if one partner 
(e.g., a husband) acts violently toward the 
other (e.g., a wife), does the notion of circular 
causality suggest that her behavior somehow 
contributes to his violence? Is violent, abu-
sive behavior indeed a systemic problem that 
multiple family members maintain, or does 
the problem belong solely to the abuser? If we 
conceptualize the problem systemically, are 
we blaming the victim?

Such critical questions have been raised 
repeatedly by feminist authors (e.g., Avis, 
1992; Goldner, 1985; Hare-Mustin, 1978;  
Luepnitz, 1992; McGoldrick, Anderson, & 
Walsh, 1989; Silverstein & Goodrich, 2003). 
Family therapists are wise to give serious 
thought to these questions for a variety of 
reasons. For one, data on the incidence of  

violence of men toward women in couple rela-
tionships suggests that it is quite common: Each 
year, one in eight husbands engages in physical 
aggression toward his wife; at least 30% of mar-
ried couples experience physical aggression at 
some point in the marriage; and when violence 
occurs in couple relationships, it tends to con-
tinue (Holtzworth-Munroe et al., 2002).

In addition to remaining sensitive to the 
possibility that violence may be occurring, 
family therapists should also remain sensitive 
to the messages they communicate to family 
members about violence. Those who pose the 
above questions about family therapy gener-
ally argue that attributing any responsibility to 
women being abused by men represents a par-
ticularly harmful form of blaming the victim 
and that the abuser is ultimately responsible 
for his own behavior. They further warn family 
therapists not to insensitively or mistakenly 
apply the notion of circular causality to family 
situations in which men abuse women.

In your opinion, how does the notion of 
circular causality apply to families or relation-
ships in which men abuse women? How can 
family therapists most sensitively and thera-
peutically understand such problems?
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or logical beliefs can help the family and its members function more effectively and hap-
pily (Dattilio, 2001, 2009; Dattilio, Piercy, & Davis, 2014; Friedberg & McClure, 2015). 
Griffin (2002) divides this wide range of styles into three broad categories:

• Ahistorical styles, emphasizing current functioning and deemphasizing family 
history (most common in contemporary clinical psychology)

• Historical styles, emphasizing family history and typically longer duration than 
ahistorical styles (including Bowenian/intergenerational family therapy and 
psychodynamic approaches)

• Experiential styles, emphasizing personal growth and emotional experiencing in 
and out of sessions (including the approaches of Carl Whitaker and Virginia Satir)
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Metaphorically Speaking

If You’ve Been to a Car Repair Shop,  
You Understand Systems Theory

Imagine that there is something wrong with 
one of the tires on your car. It’s showing 
uneven wear, and it loses air from time to time. 
Would you consider taking the tire off the car, 
taking the individual tire to a car repair shop, 
and asking the mechanic to repair or replace 
it? Or would you take the entire car in with the 
expectation that the mechanic would consider 
both the symptomatic tire and the other parts 
of the car to which it is connected?

These questions illustrate the role of sys-
tems theory in family therapy. In individual 
therapy, the client is seen in isolation, much like 
the tire detached from the car. The improved 
version will ultimately be placed back into 
the system from which it came. Perhaps the 
improvements will last, or perhaps the dysfunc-
tional nature of the system will re-create the 
same problems. On a car, when the repaired or 
replaced tire is installed, we might see the same 
uneven tread or loss of air within a short time. 
In individual therapy, when the client returns 
to the family, we might see the same behavioral 
or emotional problem arise again. In fact, the 
early applications of systems theory to family 
therapy were motivated in part by the clinical 
observation that inpatients who showed great 
improvement in the psychiatric hospital often 
deteriorated when they moved back home  
(M. P. Nichols, 2010).

In family therapy, the therapist exam-
ines the entire family system in which the 

symptomatic individual lives, much like the 
mechanic checking all parts of the car that 
might influence the performance of the tire, 
including suspension, joints, axles, and the 
like. If the car is out of alignment, replacing  
the tire won’t fix the problem but realigning 
the car will. Similarly, if an individual is dis-
playing psychological symptoms because of a 
systemic problem within the family, realigning 
the family may be necessary to address the 
problem.
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In this section, we review some of the essential “classic” concepts of family therapy, 
most of which derived from historical approaches, that are still very relevant to contem-
porary practice. Then we consider three of the more commonly practiced contempo-
rary ahistorical styles (narrative, solution-focused, and multisystemic family therapies) 
in more detail.
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Classic Concepts

Family Structure. Every family has rules by which it operates. These rules are rarely 
explicit, but they nonetheless powerfully govern family members’ behavior. Collectively, 
these rules are known as the family structure, and if the family structure is flawed, problems 
will ensue in the relationships among family members and may manifest as psychological 
symptoms in some family members (Minuchin, 1974; Sexton & Stanton, 2016).

The emphasis of structural family therapy, as practiced by Salvador Minuchin and 
others, is to improve the structure of families as a means of improving the functioning 
of their members. Structural family therapists emphasize subsystems within families 
(parental subsystems, sibling subsystems, etc.) and boundaries between those subsystems. 
These boundaries should be permeable enough to allow emotional closeness between 
family members but rigid enough to allow for independence as well. If boundaries are too 
permeable, family members can become enmeshed; if they are too rigid, family members 
can become disengaged. Thus, a primary task of structural therapy is uncovering and 
correcting and clarifying family rules, often with an emphasis on developing a clear hier-
archy of power within the family. Like any organization—a company, the military, and so 
on—families simply run better when the structure is clear and sensible.

Differentiation of Self. According to Murray Bowen and his followers, a primary task 
for each family member is an appropriate degree of self-determination. In other words, 
healthy families allow each member to become his or her own person without sacrificing 
emotional closeness with other members of the family (Bowen, 1978; Sexton & Stanton, 
2016). However, families sometimes experience problems in this regard, resulting in 
family members who remain overly connected with one another in an emotional sense. 
In other words, rather than achieving differentiation of self, the members of these 
families are emotionally fused. Such families have little tolerance for differences in 
feeling or belief; what one member thinks or feels, all members think or feel. When 
family therapists encounter a family such as this—often labeled an undifferentiated 
ego mass—the primary goal is to acknowledge the lack of differentiation, explore 
factors that may have caused or are currently maintaining it, and encourage relationships 
characterized by less fusion and more independence.

Triangles. When two people are in conflict, either one might decide to bring in a third 
party in an attempt to garner support. In a formal, legal sense, we see this phenomenon 
take place when attorneys bring in expert witnesses to bolster their cases in court. In 
families, a similar process occurs, but it can lead to significant problems, especially for 
the person being coerced into the triangle. A common scenario for triangles in families 
involves parents at odds and a child recruited to side with one parent. Unlike the expert 
witness in a court case, children are powerless to refuse parental attempts to triangulate 
and, as a result, can find themselves in a psychologically unhealthy predicament whereby 
they feel that they must “take sides” with one parent against the other. Although such 
situations can be obvious in families involving contentious divorce or child custody 
battles, adverse effects can also occur in intact families in which parents subtly pressure 
kids to side with them. With families whose triangulation tendencies have become 
problematic, family therapists often try to bring these tendencies to light and encourage 
the parties in the conflict to deal more directly with each other rather than involving 
third parties such as their children (e.g., Bowen, 1978).



410   Part III  •  PsychotheraPy

More Contemporary Approaches

Solution-Focused Therapy. Families come to therapy because they have specific 
problems, and, according to solution-focused family therapists, therapy is successful 
when those problems are solved. Solution-focused therapy evolved from the strategic 
family therapy approach of Don Jackson, Jay Haley, and Cloé Madanes and shares its 
pragmatic emphasis (Goldenberg & Goldenberg, 2007; M. P. Nichols, 2010). But where 
strategic family therapists focused on problems, solution-focused family therapists focus 
almost exclusively on solutions (Berg, 1994; deShazer, Dolan, & Korman, 2007).

The leaders of the solution-focused therapy approach, including Steve deShazer 
and Insoo Kim Berg, emphasize that family therapists should use “solution-talk” 
rather than “problem-talk” as much as possible. By discussing positive outcomes that 
the future may hold rather than unpleasant situations that characterize the present, cli-
ents begin to adopt a more positive point of view. For example, solution-focused ther-
apists deliberately discuss “when” the problem will get better, rather than “if” it might 
(Corcoran, 2015). Similarly, therapists help clients focus on exceptions to their problems. 
That is, they remind clients that they already have the ability to help themselves, as evi-
denced by the fact that they have already experienced some moments or days that were 
better than others. Clients can sometimes assume their problems are ever present when, 
in fact, they are not. Likewise, improvements are not flukes but the result of efforts by 
the clients, even if they frequently overlook such successes (M. P. Nichols, 2010). So if a 
family says they argued slightly less in the past week than they had in the previous month, 
the solution-focused therapist seizes on this improvement and assumes that the family 
was instrumental in causing it: “What did you do to improve things last week? How can 
you continue to do more of the same in upcoming weeks?”

Solution-focused therapy uses a list of specific tasks and questions posed to clients to 
call attention to solutions rather than problems. For example, at the end of the first session, 
solution-focused therapists often present the formula first-session task, in which clients 
are instructed to take note of aspects of their lives in the upcoming week that they want to 
continue to happen. This forces clients to focus on the positive rather than the negative facets 
of their day-to-day lives. They also ask exception questions (“When was this not a problem 
for you? When was it not so bad?”), miracle questions (“If the problem disappeared, how 
would your life be different?”), and scaling questions (“On a scale of 1 to 10, how bad has 
the problem been in the past week? When has the problem been better? How did you make 
it improve at that time?”). Structured, positive-oriented questions such as these, along with 
an emphasis on quick resolution of presenting problems, have contributed to the increasing 
popularity of solution-focused therapy in recent years (M. P. Nichols, 2010).

Narrative Therapy. Also very popular among contemporary family therapists, narrative 
therapy highlights clients’ tendencies to create meanings about themselves and the 
events in their lives in particular ways, some of which may cause psychological problems. 
As the name suggests, narrative therapists believe that the stories we construct about 
our own lives are powerful influences on the way we experience new events. In a sense, 
we “edit” our experiences in order to fit the story line we have developed. So if we cast 
ourselves as failures in our own life stories, we are likely to interpret events in ways that 
support such a tale. If we can revise our stories and recast ourselves as heroes, however, 
the same sequence of events might be interpreted in a more flattering way and our view 
of ourselves might be enhanced (e.g., M. White & Epston, 1990).

 Web Link 16.5
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As an example, consider Phil, a 29-year-old man who has been married for 6 years. 
Phil and his wife, Jamie, have a 4-year-old daughter and are expecting another child in 
a few months. The primary reason why Phil and Jamie seek therapy is Phil’s depression; 
specifically, both Phil and Jamie agree that Phil is extremely self-critical and dejected 
over career-related issues. Phil explains to Dr. Gupta, a narrative family therapist, that 
immediately after finishing college at age 22, he took an entry-level corporate job. 
Although he was quite capable and had advanced in the company, Phil found the work 
very unsatisfying and stifling. After discussing the matter at length with Jamie, at age 
27 Phil decided to leave the corporate world and focus on his long-time passion, music. 
While Jamie continued to work full-time, Phil worked hard to establish himself as a gui-
tarist/singer/songwriter, and he experienced quite a bit of success. He had regular gigs at 
numerous venues, had recorded several independent CDs that sold well locally, and had 
recently signed a contract with a record label.

In spite of these successes and the satisfaction he derived from his music, Phil saw 
his career change as a mistake and an embarrassment. He made less money as a musician 
than he would have in his corporate job, and some of his friends and relatives wondered 
why he would allow his career to go “off track.” Phil also felt that his old job had more 
stability and prestige and that he wasn’t adequately fulfilling his role as a husband and 
father with his current occupation. Phil’s negative feelings about his career decision had 
a significant impact on his self-image and his relationships with his wife and daughter, 
both of whom wished to see Phil happier.

Dr. Gupta used the narrative approach to revise Phil’s story from one of regret and 
failure to one of courage, authenticity, and success. If Phil’s story had a title when therapy 
began, it might have been “I’m a Loser,” and he found supporting evidence for this tale’s 
theme in his decreased income and second-guessing friends and relatives. But Dr. Gupta 
offered another title—“A Self-Made Success”—and 
supported it by pointing out that Phil had made a 
brave decision early in his career that enabled him to 
pursue his passion and that he had, in fact, been quite 
successful in a short time in a difficult business. Dr. 
Gupta argued that keeping the corporate job might 
have been the safe or predictable thing to do and 
may have fit with society’s expectations, but Phil’s 
actions showed an independence, self-awareness, and 
determination that are remarkably admirable. With 
time, Phil began to see himself more heroically and 
was able to interpret life events accordingly.

In some ways, narrative therapy is similar to 
cognitive therapy in its emphasis on altering clients’ 
interpretations of events. In narrative therapy, those interpretations are seen as essential 
elements of the stories of clients’ lives, and the process of changing them resembles 
editing. Although it is considered a form of family therapy, narrative therapy emphasizes 
the individual within the family, and it also tends to underscore clients’ efforts to resist 
oppressive cultural or societal forces (M. P. Nichols, 2010).

Multisystemic Family Therapy. Multisystemic family therapy is designed for adolescents 
with long-term behavioral and emotional problems that involve legal offenses. These teens 
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encounter problems in multiple areas of their lives—they struggle to attend and perform 
well in school, their relationships with parents and other family members are conflictual, 
and they get into trouble with the law. As its name suggests, multisystemic family therapy 
extends beyond the teen’s immediate family and incorporates many of these systems. It 
utilizes elements of cognitive, behavioral, parent-training, solution-focused, and other 
kinds of therapy. Multisystemic therapists meet with various members of the family in 
various combinations (and in various locations, including home, the school, and community 
settings). They also meet with school personnel such as teachers and principals. They steer 
teens toward peers that will be good influences and activities that will be beneficial to their 
futures. They train the adults around the teens to support and encourage such behaviors  
(S. D. Davis et al., 2015; Henggeler, Schoenwald, Borduin, Rowland, & Cunningham, 2009).

Evidence for multisystemic family therapy is often measured in very concrete ways. 
For example, some studies measure long-term incarceration rates of children whose 
families participated in multisystemic family therapy, and the results are often quite 
impressive, in comparison to comparable teens who had no therapy or individual therapy 
(Henggeler & Schaeffer, 2016; Letourneau et al., 2013; van der Stouwe, Asscher, Stams, 
Deković, & van der Laan, 2014; Wagner, Borduin, Sawyer, & Dopp, 2014). Other stud-
ies measure the outcomes in dollars and cents. For example, Dopp, Borduin, Wagner, 
and Sawyer (2014) found that every dollar spent on multisystemic family therapy for a 
juvenile offender’s family saved more than $5 over the next 25 years in terms of taxpayer- 
funded services (mostly involving the legal system) that family members did not need. A 
similar study found that on average, treating a family with multisystemic family therapy 
produced a net savings of $26,000 over just a 16-month period (Dopp et al., 2014; Dopp, 
Schaeffer, Swenson, & Powell, 2018).

Ethical Issues in Family Therapy

Cultural Competence

Cultural competence is essential in any mode of therapy, but it is especially relevant in fam-
ily therapy. Family therapists should have a full appreciation of and acceptance for the 
cultural background of the families with whom they work, including such characteristics 
as ethnicity and religion.

For therapists working with families, an appreciation of some cultural variables can 
be quite complex yet vital to the therapy process. The members of a family may actually 
come from or currently live in different cultural worlds. Partners, for example, might 
have been raised in different religions or different ethnicities. Or, a three-generation 
family living in the same house may include three distinct levels of acculturation. For 
example, the grandparents who immigrated may hold traditional values, the parents may 
be somewhat more assimilated, and the children may tend toward holding few or no 
traditional values. Or, a family with adopted children may include parents whose race or 
ethnicity is different from that of their children. In any of these cases, family therapists 
must be capable of considering culture not only as a context for the presenting problem 
but also as a potentially important aspect of the presenting problem itself.

Confidentiality

Family therapy can present some unique ethical quandaries with regard to confiden-
tiality. Specifically, family therapists often find themselves in the difficult position of 
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having learned information from one family member in a private conversation—perhaps 
a phone call or a comment made in a brief one-on-one conversation before or after a ses-
sion. Should the family therapist hold this information confidential from the other family 
members? Or should any information shared by any family member be shared with all 
family members? Does the answer depend on how serious or trivial this information may 
be to the rest of the family?

There are few easy answers to these questions (Knauss & Knauss, 2012; Wilcoxon 
et al., 2007). In general, it is best to set the ground rules for confidentiality during the 
initial informed consent process; that way, all family members understand up front that 
the family therapist will handle private conversations in a particular way. Some family 
therapists choose never to have private conversations with individual family members, 
whereas others allow them. To the extent that family therapists hold individual family 
members’ comments confidential, they place a burden on themselves to recall during 
sessions not only what they know but also how they learned it and how much liberty they 
have to share that information with the whole family.

Diagnostic Accuracy

Family therapists face a dilemma regarding diagnosis: DSM diagnoses apply to disor-
dered individuals, but family therapists work with disordered family systems. The DSM 
contains no diagnostic labels that apply to families, and despite a variety of efforts since 
the 1980s to create a “relational” diagnosis system of some kind, there is no widely 
accepted alternate to the DSM for definitively categorizing family or relationship prob-
lems (Beach et al., 2016; Lebow, 2015; Sexton & Stanton, 2016; Wamboldt, Kaslow, & 
Reiss, 2015). Therefore, especially when there is pressure to assign a diagnosis to qualify 
for payment from managed-care/insurance companies, family therapists may consider 
assigning a DSM diagnosis to one member of the family.

Family therapists often have justified reservations about diagnosing in this manner. 
For one, to diagnose only the identified patient may reinforce the family’s assump-
tion that the problem is individual, not systemic. Also, the identified patient can feel 
further stigmatized. And, of course, a diagnosis made when DSM criteria are not met 
represents both an ethical violation and insurance fraud (American Psychological 
Association, 2002). When a family’s only means of paying for treatment hinges on a 
diagnosis, this can be a difficult issue for family therapists. Open and honest discussion 
with the family during the informed consent process can be helpful in resolving it 
(Wilcoxon et al., 2007).

How Well Does It Work?

Outcome studies of family therapy involve all the methodological difficulties of outcome 
studies for individual therapy, with one additional, complicating factor: Various members 
of the family may have quite different opinions about the result. For example, if family 
therapy results in previously uninvolved and lenient parents paying more attention to 
and placing appropriate demands on their children, the parents may view therapy as 
successful, but some of the children may not.

In spite of this and other methodological challenges, many studies of the efficacy of 
family therapy have been conducted. Although the amount of research is not as sizable as 
that for individual therapy, the result is generally the same: Family therapy works. More 
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specifically, family therapy tends to be about as effective as most other modes of ther-
apy, and the differences among various family therapy approaches are typically insignif-
icant (Bernal & Gomez-Arroyo, 2017; Griffin, 2002; Lebow & Stroud, 2016; Pinquart, 
Oslejsek, & Teubert, 2016; Riedinger, Pinquart, & Teubert, 2017; Sexton & Stanton, 
2016; Shadish et al., 1993; Shadish, Ragsdale, Glaser, & Montgomery, 1995). Some spe-
cific problems for which family therapy has established success include schizophrenia, 
couples discord, eating disorders (especially anorexia) in adolescents, self-injury in ado-
lescents, delinquency in adolescents, conduct disorder and other disruptive disorders in 
children, and numerous others (Glenn, Franklin, & Nock, 2015; Glick, Berman, Clarkin, 
& Rait, 2000; Goldenberg & Goldenberg, 2007; Jewell, Blessitt, Stewart, Simic, & Eisler, 
2016; Lebow, 2006; Lock, 2015). As mentioned earlier in the chapter, some of this success 
has been measured in terms of financial benefits to society, particularly as multisystemic 
family therapy produces outcomes that reduce the need for taxpayer-funded services 
(Dopp et al., 2018). As in individual therapy, a strong therapeutic relationship is a key ele-
ment to successful family therapy, as demonstrated in an increasing number of empirical 
studies (e.g., Escuerdo & Friedlander, 2017; Friedlander, Escudero, Heatherington, & 
Diamond, 2011; Friedlander, Escudero, Welmers-van de Poll, & Heatherington, 2018).

CHAPTER SUMMARY

Group therapy is characterized by an emphasis on 
interpersonal interaction. Irvin Yalom and other 
leaders in the group therapy field believe that flawed 
interpersonal styles contribute to clients’ presenting 
problems and that focusing on interpersonal interac-
tions within the group can have positive ramifications 
for clients outside the group. A number of unique ther-
apeutic factors, including universality, group cohe-
siveness, and interpersonal learning, distinguish group 
therapy from individual therapy. Therapy groups can 
be heterogeneously or homogeneously composed, 
and they can adopt open- or closed-enrollment  
policies. Two cotherapists often conduct groups 
together, allowing both potential benefits and compli-
cations. Pitfalls of group therapy include extra-group 
socializing and breaches of confidentiality by fellow 
group members. Outcome studies suggest that group 
therapy is generally as effective as individual therapy.

Family therapy centers on a systems-based approach 
to psychological problems in which the symptoms of 

an identified patient are viewed as a by-product of 
a pathological pattern of interaction or communi-
cation within that person’s family. Family therapists 
often use genograms, a sort of annotated family tree, 
as an assessment tool and conceptualize their clients 
developmentally on an adaptation of the family life 
cycle model of development. Many family therapists 
continue to be influenced by classic concepts of fam-
ily therapy such as the subsystems and boundaries of 
structural family therapy or the differentiation and 
triangulation issues of Bowenian therapy, but newer 
approaches such as solution-focused, narrative, and 
multisystemic family therapy also exert a powerful 
influence on contemporary family therapists. As for all 
clinical psychologists, cultural competence is crucial 
for those practicing family therapy. Outcome studies 
of family therapy can be more methodologically com-
plex than those for individual therapy, but those that 
have been conducted suggest the rate of success for its 
clients is generally comparable with that of individual 
therapy.
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CRITICAL THINKING QUESTIONS

1. In your opinion, which clinical problems seem 
best and least suited to group therapy?

2. In your opinion, which of Yalom’s therapeutic 
factors for group psychotherapy seem most vital 
to its success? Why?

3. If you were a clinical psychologist, would you 
prefer to conduct group therapy alone or with a 
cotherapist? What factors might influence your 
decision?

4. To what extent do you agree with the 
fundamental assumption of family therapy 
that the system, rather than the individual, is 
pathological?

5. To what extent might the contemporary 
approaches to family therapy (especially 
solution-focused therapy and narrative therapy) 
also be applicable to individual clients?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.
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Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations 
and Tracks

adoption/Foster care

child and Family

Family/Family therapy/Family systems

Group Process and therapy

marital/Intimate Partner Violence

marriage/couples

miscellaneous and other—diverse Families

miscellaneous and other—Family Violence

adoption

Family/Family therapy/
Family systems

Group therapy

marriage/couples/Intimate 
Partner Violence

Family/marriage & Family

miscellaneous/other—
Family Violence

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

American Journal of Family Therapy

http://www.tandfonline.com/loi/uaft20#.V08pn_ 
krLX4

Couple and Family Psychology: Research and Practice

http://www.apa.org/pubs/journals/cfp/index.aspx

Families, Systems, and Health

http://www.apa.org/pubs/journals/fsh/index.aspx

Group Dynamics: Theory, Research, and Practice

http://www.apa.org/pubs/journals/gdn/

International Journal of Group Psychotherapy

http://guilfordjournals.com/loi/ijgp

Journal of Family Psychology

http://www.apa.org/pubs/journals/fam/index.aspx

Journal of Family Therapy

http://onlinelibrary.wiley.com/journal/10.1111/
(ISSN)1467-6427

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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CLINICAL CHILD AND  
ADOLESCENT PSYCHOLOGY

17

Clinical psychologists have worked with children and adolescents since the inception 
of the field. In fact, the focus of the very first psychology clinic, created by Light-

ner Witmer in the late 1800s, was the assessment and treatment of children with learn-
ing and behavioral problems (Reisman, 1991; Witmer, 1907). Along with the rest of the 
profession, clinical child psychology has grown tremendously (Carr, 2016; Lochman, 
Boxmeyer, & Powell, 2016). The membership of the Society of Clinical Child and 
Adolescent Psychology (Division 53 of the American Psychological Association) is cur-
rently in the thousands, and a sizeable number of graduate programs train psychologists 
specifically to work with children and adolescents (American Psychological Association 
Division 53, 2007).

Clinical child psychologists apply their professional skills in diverse ways. Some 
specialize in the assessment of problems related to behavioral, emotional, or intel-
lectual functioning. Others are primarily therapists, working with children and their 
families to bring meaningful improvement to their lives. And, of course, some clin-
ical child psychologists devote their professional lives to research or training. Many 
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Learning 
Objectives
17.1 Review major psychological 

issues of childhood.

17.2 Explain how a clinical 
psychologist could 
demonstrate a 
developmental perspective 
while assessing children or 
adolescents.

17.3 Describe the multisource, 
multimethod, multisetting 
approach to the 
psychological assessment of 
children.

17.4 Summarize the six broad 
categories of assessment 
methods psychologists may 
use with children.

17.5 Examine psychotherapy 
approaches that are 
designed for children and 
adolescents.

17.6 Explore the outcome 
research for psychotherapy 
with children and 
adolescents.

clinical child psychologists combine these applied and aca-
demic roles. In some cases, the applied work of clinical child 
psychologists overlaps with that of medical professionals. This 
cross-disciplinary field, known as pediatric psychology, pro-
motes both mental and physical health of children with med-
ical conditions.

In this chapter, we survey the field of clinical child psychol-
ogy by exploring three major areas: psychological problems of 
children, assessment, and psychotherapy.

PSYCHOLOGICAL  
ISSUES OF CHILDHOOD

Disorders of Childhood

Some disorders are especially common among children, such 
as attention-deficit/hyperactivity disorder (ADHD), conduct 
disorder, oppositional defiant disorder, and separation anxiety 
disorder. Of course, children and adolescents can also be diag-
nosed with disorders that are more common in adults. Major 
depression, posttraumatic stress disorder, anorexia, bulimia, 
substance use, adjustment disorders, phobias, and generalized 
anxiety disorder are some of the many problems diagnosed in 
both adults and children. In some cases, the diagnostic crite-
ria for these disorders are adjusted for children. For exam-
ple, among the criteria for a major depressive episode, the 
DSM-5 includes a note that in children and adolescents, irri-
table mood can replace depressed mood, and failure to gain 
weight according to growth expectations can replace weight 
loss. Among the criteria for specific phobia, DSM-5 notes that 
children may express their fear and anxiety in unique ways, 
including crying, tantrums, or clinging to caregivers. For 
posttraumatic stress disorder, the DSM-5 has a distinct set 

of criteria for children 6 years old and younger, including diminished interest in 
playing or playing that involves reenactment of the trauma (American Psychiatric 
Association, 2013).

Some clinical psychologists who work with children have divided children’s psy-
chological problems into two broad classes: externalizing disorders and internalizing 
disorders (e.g., Kazdin, 2000). Externalizing disorders are those in which the child “acts 
out” and often becomes a disruption to parents, teachers, or other children. These disor-
ders include ADHD, conduct disorder, and oppositional defiant disorder. Internalizing 
disorders, on the other hand, are often less noticeable because they involve maladaptive 
thoughts and feelings more than disruptive outward behavior. Depression and anxiety 
disorders exemplify internalizing disorders in children.

 Web Link 17.1
Society of 
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Resilience and Vulnerability

Why do some children develop psychological disorders, 
whereas other children do not? This is an essential ques-
tion for clinical child psychologists, especially those who 
study the topics of resilience and vulnerability. It is 
indeed remarkable to notice that children from similar 
environments—in some cases, the same geographic area, 
ethnicity, socioeconomic level, school, and family—have 
very different kinds or degrees of psychological or behav-
ioral problems (Bonanno et al., 2011). Research into factors 
that contribute to a child’s vulnerability to psychological 
problems has yielded a list of risk factors that encom-
passes variables both within and around the child (e.g., 
M. C. Lambert, 2006; Laser & Nicotera, 2011; McKelvey, 
Conners-Burrow, Mesman, Pemberton, & Casey, 2015; 
Schroeder & Gordon, 2002; Stormont, 2007):

• Environmental factors, such as poverty, serious 
emotional conflict among parents, single 
parenthood, an excessive number of children in 
the home, neighborhood or community factors, 
and poor schooling

• Parental factors, such as poor parental physical health, poor parent mental health, 
low parent intelligence quotient (IQ), and hypercritical tendencies in the parent 

• Child (internal) factors, such as medical problems, difficult temperament, low 
IQ, poor academic achievement, and social skills deficits

The importance of family is apparent in the list above. Regarding parents in particular, 
the more psychological problems they have, the more psychological problems their chil-
dren are likely to have (Schleider, Chorpita, & Weisz, 2014). One study assessed parents 
and kids when the kids were 3 years old, and then assessed the kids again at ages 4, 5, and 
6. As the years went by, the kids whose parents had been diagnosed with a mental illness 
when the kids were 3 were significantly more likely to be diagnosed themselves. That rela-
tionship was especially true when the parents’ diagnosis was ADHD, depression, an anxiety 
disorder, or a personality disorder (Breaux, Harvey, & Lugo-Candelas, 2014). In another 
study, children being treated for anxiety disorders were much more likely to be diagnosis- 
free, both immediately after treatment and at a 6-month follow-up, if their parents were 
nonanxious than if their parents were anxious (Hudson et al., 2014). Sibling relationships 
are also important factors in kids’ vulnerability to psychological disorders (Dirks, Persram, 
Recchia, & Howe, 2015). A meta-analysis of 34 studies on the effect of sibling relationships 
on children’s mental disorders found that those with warmer, more loving brothers and 
sisters had fewer internalizing and externalizing disorders. Those whose relationships with 
their siblings were full of conflict were more likely to have both categories of disorders 
(Buist, Deković, & Prinzie, 2013).
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Fortunately, researchers have also examined the factors that contribute to resilience 
in children. After reviewing research on children who were somehow able to thrive in 
risky environments where many of their peers struggled, Grotberg (2003) sorted the 
differentiating factors into three categories: external supports, inner strengths, and 
interpersonal problem-solving skills. To these three categories, she assigned kid-friendly 
labels: “I Have” (external supports), “I Am” (inner strengths), and “I Can” (interpersonal 
and problem-solving skills). Box 17.1 presents a full description of Grotberg’s resilience 
model. In many cases, interventions by clinical child psychologists can enhance these fac-
tors, effectively making the child more resilient to current and future stressors. By com-
bining what researchers have learned about the factors underlying children’s resilience 
and vulnerability, clinical child psychologists can work to prevent and treat children’s 
psychological problems.

Factors Fostering Resilience in Children

I Have (external supports)

• People in my family I can trust and 
who love me

• People outside my family I can trust

• Limits to my behavior

• People who encourage me to be 
independent

• Good role models

• Access to health, education, and 
other services I need

• A stable family and community

I Am (inner strengths)

• A person most people like

• Generally a good boy/girl

• An achiever who plans for the  
future

• A person who respects myself and 
others

• Caring toward others

• Responsible for my own behavior

• A confident, optimistic, hopeful 
person

I Can (interpersonal and problem-solving 
skills)

• Generate new ideas or new ways to 
do things

• Work hard at something until it is 
finished

• See the humor in life

• Express my thoughts and feelings

• Solve problems

• Manage my behavior

• Ask for help when I need it

Source: Adapted from Grotberg (2003).
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A final note on resilience and vulnerability in kids: It matters whether they believe 
they can change their personality traits. In other words, it makes a difference whether 
a child’s “implicit theory” about her or his own characteristics is fixed (“I’m shy, and 
there’s nothing I can do about it”) or malleable (“I’m shy, but I can overcome it”). (The 
fixed theory is often called an “entity” theory, and the malleable theory is often called 
an “incremental” theory; Dweck & Leggett, 1988.) Specifically, the fixed approach is 
more likely to lead to mental health problems (Blackwell, Trzesniewski, & Dweck, 2007; 
Romero, Master, Paunesku, Dweck, & Gross, 2014; Yeager et al., 2014). A meta-analysis 
of 17 studies found that kids aged 4 to 19 had more frequent and more severe psycho-
logical diagnoses, both internalizing and externalizing, if they held a fixed/entity the-
ory about themselves than if they held a malleable/incremental theory about themselves 
(Schleider, Abel, & Weisz, 2015).

ASSESSMENT OF CHILDREN  
AND ADOLESCENTS

The Developmental Perspective

In any competent assessment of a child or adolescent, clinical psychologists adopt a 
developmental perspective. In other words, it is essential to understand the child’s 
behavior within the context of the child’s developmental stage (e.g., Drabick & Kendall, 
2010; LaGreca, Kuttler, & Stone, 2002). Problems of childhood may take on different 
meanings and call for different clinical interventions depending on their commonal-
ity for children at a given age. For example, imagine that Beth and her parents visit a 
clinical psychologist because of Beth’s defiant, rule-breaking behavior. On several occa-
sions, Beth has ignored her parents’ curfews and prohibitions about smoking. A full, 
accurate understanding of this problem will depend entirely on Beth’s age. If Beth is 7,  
this problem takes on very different connotations than it does if she is 17. Likewise, 
if Donyell’s mother brings him to a clinical psychologist for a bed-wetting problem, 
whether Donyell is 3, 9, or 15 can make a significant difference in the conceptualization 
of this problem.

Of course, ethnicity or other diversity-related factors can influence the devel-
opmental maturation of children, as parents and other family members from a given 
cultural group may expect children to develop relatively quickly or slowly in certain 
areas (Park-Taylor, Ventura, & Ng, 2010). Clinical psychologists should appreciate 
these factors to grasp a child’s problems more fully. For example, Hines and Boyd-
Franklin (2005) describe a pattern common in African American families in which 
a “parentified” child takes on adult roles in a home with working parents or many 
younger children. This role “can enhance the parental child’s sense of responsibility, 
competence, and autonomy” (p. 91) but can contribute to behavioral problems later if 
the child feels overwhelmed or if these parent-like duties conflict with the child’s own 
personal needs.
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Considering Culture

Parent–Child Relationships  
Across Cultures

Culturally competent clinical child psychol-
ogists appreciate that the manner in which 
parents raise their children can differ dras-
tically according to cultural norms. Further-
more, culturally competent clinical child 
psychologists are knowledgeable about 
culture-specific norms in child rearing and 
amend their assessment and treatment 
accordingly to make them ideally suitable 
(Park-Taylor et al., 2010).

To illustrate the variety of parent–child 
relationships across cultural groups, con-
sider the discrepancies among the follow-
ing descriptions. Each excerpt comes from 
a separate chapter of the book Ethnicity and 
Family Therapy (McGoldrick, Giordano, &  
Garcia-Preto, 2005a):

Vietnamese families:

“Even now, children are  
regarded as property by their 
parents, although this belief has 
loosened gradually since World 
War II as the culture has become 
more westernized. . . . Children  
are expected to follow their  
parents’ advice in all aspects of 
life, including matters relating  
to marriage and career selection.” 
(Leung & Boehnlein, 2005,  
p. 366)

Jewish families:

“Jews tend to raise their children 
through reasoning and explanation 

of expectations, and Jewish parents 
have tended to be permissive, 
overprotective, and concerned 
about their children’s happiness,  
at times at the expense of their 
own.” (Rosen & Weltman, 2005,  
p. 675)

Haitian families:

“In general, parents, who have 
near absolute power in Haiti, raise 
children with an understanding 
that they must be obedient and 
sometimes administer physical 
discipline with a belt or switch 
when they misbehave, which may 
on occasion be viewed as abuse in 
this country [the United States]. 
When child protective services 
intervene, parents can be stunned.” 
(Menos, 2005, p. 133)

Asian Indian families:

“In general, everyone, including 
older siblings and extended family, 
pampers children. A 4- or 5-year-old 
child is often less independent than 
children of European background.” 
(Almeida, 2005, p. 387)

Iranian families:

“There is no specific pattern to 
the punishment; depending on 
the father’s mood, a child may 
be punished for a trivial act of 
misbehavior; at other times, a more 
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serious act may be laughed off or 
overlooked. A child may be slapped 
if he or she misbehaves in public 
or in front of a family guest, yet 
in private the same misbehavior 
might only merit a scolding. 
Western methods of disciplining, 
such as withholding favorite  
foods or sending children to their 
rooms, are rarely used.” (Jalali,  
2005, p. 457)

Arab families:

“Another feature of the Arab family 
is its style of communication, which 
is described as . . . hierarchical, 
creating vertical as opposed to 
horizontal communication between 
those in authority and those 
subservient to that authority. This 
relationship . . . leads to styles of 
communication between parents 
and children in which parents 
use anger and punishment and 
the children respond by crying, 
self-censorship, covering up, or 
deception.” (Abudabbeh, 2005,  
p. 427)

In addition to knowledge of such diverse 
cultural norms regarding parent–child inter-
actions, culturally competent clinical child 
psychologists have abundant knowledge of 
their own cultural background, especially 
its influence on their expectations regarding 
parent–child relationships. With this knowl-
edge, the clinical child psychologist can pro-
ficiently and sensitively treat a diverse range 
of clients.

}} Photos 17.2 and 17.3
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A Comprehensive Assessment

An extensive amount of background information may be relevant to the psychological 
problems of a particular child; thus, clinical psychologists should strive to attain as much 
of it as possible. This background information can help the psychologist appreciate the 
full set of circumstances in which the child’s presenting problems have emerged. Some 
of this background information relates directly to the presenting problem, whereas some 
is more contextual but nonetheless important. Among the questions for which a clinical 
psychologist might seek answers are the following (e.g., Schroeder & Gordon, 2002):

• The presenting problem: What, exactly, is the presenting problem? Do all parties 
(parents, child, teachers, etc.) agree on the definition of the problem? When did 
the problem arise? For whom is this problem most troubling?

• Development: What is the child’s current state of physical, cognitive, linguistic, 
and social development? Have there been any developmental abnormalities 
during childhood or during the prenatal period? Has the child reached all 
developmental milestones at the expected points in time?

• Parents/family: What are the relevant characteristics of the child’s parent or 
parents? What style of parenting is used? What parent factors (psychological, 
medical, other) might play a role in the child’s problem? How might siblings, 
grandparents, or other family members influence the child?

• Environment: What is the child’s larger environment outside the family? What 
relevant ethnic or cultural factors play a role in the child’s behavior? Are there 
recent major events in the child’s life that may factor into the current problems?

The clinical child psychologist may receive different answers to these questions from 
different people in the child’s life. For this reason, it is important to rely on more than 
one source of information when assessing a child. More generally, a pluralistic approach 
to assessing children is sound clinical practice. In fact, Merrell (2008) advocates a multi-
source, multimethod, multisetting approach to assessment of children. Multisource 
assessment involves such parties as parents, relatives, teachers, other school personnel, and, 
of course, the child as sources of information regarding the child’s problems. To rely on 
only one of these sources is to risk a one-sided or incomplete perspective of the problem 
(Tackett, Herzhoff, Reardon, Smack, & Kushner, 2013). Large-scale studies of assessments 
of over 25,000 children found that descriptions of a child’s behavior frequently disagreed 
when those reports came from a parent and a teacher, or from a parent and the child. The 
disagreements were especially common when the clinical problem was an internalizing 
disorder (Rescorla et al., 2013, 2014). Multimethod assessment involves the use of different 
methods of data collection by the clinical psychologist, such as interviews, pencil-and- 
paper instruments completed by the child or those who know the child well, direct obser-
vation of the child’s behavior, and other techniques. Multisetting assessment acknowledges 
that sometimes children’s problems pervade all facets of their lives, but sometimes they are 
specific to certain situations. Thus, it is wise to solicit data from home, school, the clini-
cian’s office, and any other relevant setting.
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As an example of the value of a multisource, multimethod, multisetting approach 
to assessing children, consider Ari, a 7-year-old boy whose parents brought him to Dr. 
Kim, a clinical child psychologist. Ari’s parents described Ari as “impossible to manage”: 
He simply won’t listen to instructions and refuses to do what he is told. Ari’s parents 
completed a rating scale that confirmed their comments, and they told numerous stories 
about episodes at home—bedtime, going to school, cleaning up his toys—during which 
Ari was unruly. To understand the problem more comprehensively, Dr. Kim requested 
Ari’s parents’ permission to contact Ari’s first-grade teacher and a babysitter who watched 
Ari several times a week for a few hours at a time, which the parents granted by signing 
release forms. The information Dr. Kim received from Ari’s teacher and babysitter was 
quite discrepant from the information provided by the parents. Via interview with Dr. 
Kim and on rating scale forms, the teacher and babysitter both described Ari as very 
compliant, obedient, and well-behaved. Dr. Kim also visited Ari’s school to observe his 
behavior directly and found him not to be disruptive or disobedient at all. Thus, Dr. Kim 
was able to conclude that Ari’s problem was not pervasive to all aspects of his life; instead, 
it was situational to his time at home when his parents were present. Dr. Kim was then 
able to proceed with an intervention specifically designed to improve Ari’s parents’ ability 
to communicate and manage contingencies in the home, which proved to be successful.

In My Practice . . .

In my practice, multisource assessment 
with children has involved quite a variety 
of sources. The lives of children today differ 
widely, particularly in terms of the people 
with whom a child spends significant time. 
Anyone who does spend significant time with 
a child is a potential source of helpful informa-
tion. (Of course, an interview with any of these 
sources requires the permission of the parent 
or guardian of the child.)

In addition to the child clients themselves, 
certain sources of information—specifically 
parents and teachers—are extremely common 
in the psychological assessment of children. 
Typically, these are the adults who know the 
child best and can provide the most informed 
answers to questions about the child’s present-
ing problems. But there are plenty of others. In 
various child assessments, I have spoken with 

extended family members, including grand-
mothers, grandfathers, aunts, uncles, cousins, 
and siblings. I have also spoken with various 
professionals at the child’s school beyond class-
room teachers. School counselors and teacher’s 
aides have been most common within this cat-
egory, but in one case, a child from a tiny school 
was so personally known to the principal and 
the school secretary that they each were able 
to provide detailed information about her. 
Another category of sources of information 
about child assessment clients are adults who 
work with the child outside of school. For exam-
ple, one of my child assessment clients trained 
competitively in gymnastics. She spent many 
hours a week with her coach, and that coach 
was able to offer a perspective on her prob-
lem that neither her teachers nor her parents 
could match. Besides coaches, my assessments 
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of children have benefited from the input of 
tutors, neighbors, family friends, religious lead-
ers, religious school teachers, and Big Brothers/ 
Big Sisters. For teen clients, conversations with 
supervisors from clients’ part-time jobs (with 
whom they often spend more time than their 
parents) have proven enlightening. And of 
course, for any child, speaking with a health 
professional (such as a pediatrician) or a previ-
ous mental health professional (such as a for-
mer psychologist) can be essential.

In some cases, the idea to speak to a par-
ticular source is mine. Based on something  

I hear in the initial interview with the child or 
parent, I bring up the possibility, and if I get 
parental permission, I seek out the conversa-
tion. In other cases, the child or parent directs 
me to the source. Over the years, the lesson 
I have learned is to respect the diversity of 
lifestyles across the wide range of children 
and families who seek psychological services. 
Along with that diversity comes a variety of 
sources, both traditional and nontraditional, 
who might be able to supply important con-
vergent or divergent information about a child 
assessment client.

To see this box come to life as a whiteboard video, please visit edge.sagepub/pomerantz5e.

(Continued)

Assessment Methods

Clinical child psychologists use a vast array of assessment tools and techniques. In gen-
eral, they can be categorized into six broad categories: clinical interviews, behavioral 
observation, behavior rating scales, self-report scales, projective/expressive techniques, 
and intellectual tests (Cashel, 2002; Krishnamurthy & Meyer, 2016; LaGreca et al., 2002; 
Merrell, 2008; Wodrich, 1997).

Interviews

When a clinical psychologist assesses an adult, very often the client is the only person 
with whom the psychologist speaks. The process is very different in child assessment, 
where the clinical psychologist typically interviews not only the child but also other peo-
ple who, by virtue of their contact with the child, can shed light on the child’s problem. 
Parents and teachers are perhaps most common, but depending on the problem and its 
circumstances, a number of other people can provide relevant data: siblings, grandpar-
ents, aunts, uncles, pediatricians, school administrators, coaches, family friends, child-
care workers, nannies, or tutors, to name a few.

Interviewing those who know the child well—informants, as they are called in this 
role—is a vital skill for the clinical psychologist. When speaking with parents, it can be 
helpful to empathize with their experience of the child’s problem, which may include 
frustration or sadness, and correct any misconceptions by reassuring them that the psy-
chologist’s role is not to assign blame but to work constructively and collaboratively 
with the parents to remedy the problem. Regarding interviews with individuals other 
than parents, it is always essential to obtain permission from parents/guardians prior 
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to contacting them. Once the contact occurs, it is best to 
be as professional, respectful, and concise as possible. This 
is especially true when contacting teachers, whose sched-
ules often afford them little time for this important task. 
Recognizing the value of their time by contacting them at 
times of the day when they are most available to talk (i.e., 
are not teaching) and thanking them for their efforts after-
ward can facilitate the process (Kamphaus & Frick, 2005; 
Villa & Reitman, 2007).

Interviewing children themselves is an obviously cru-
cial yet sometimes challenging component of the clinical 
child psychologist’s job. Children rarely refer themselves 
to a psychologist; much more often, the referral comes 
from a parent, teacher, or pediatrician with concerns 
about the child’s behavior (LaGreca et al., 2002). In fact, 
when children are brought to a clinical psychologist, 
typically “the focus is on disturbing rather than disturbed 
behavior” (Kazdin, 2000, p. 47). So, whereas other people 
may want the child to change, the child may be unmoti-
vated or even resistant. In some cases, the child may be 
quite anxious about the interview and, depending on age 
and sophistication, may be under the misconception that 
the psychologist will do something scary or hurtful, along 
the lines of a shot or a physical examination at the pedi-
atrician’s office.

For this reason, establishing rapport is vital to interviewing children (Kendall, 
2012). It can be helpful at the outset to engage in just enough small talk to make the 
child feel comfortable but not so much that the interview strays from its purpose. Also, 
the clinical psychologist’s speech patterns should match those of the child, and the 
vocabulary should be comprehensible to the child as well (Kamphaus & Frick, 2005; 
Villa & Reitman, 2007). Above all, communicating genuine respect for children, con-
cern for their happiness, and a wish to work together to improve their lives can help 
children feel comfortable in clinical interview situations. This holds true whether con-
ducting structured or unstructured interviews, both of which are used commonly by 
clinical child psychologists (Nock et al., 2007; O’Brien & Tabaczynski, 2007).

Behavioral Observations

When the child’s problem involves a behavior that can be directly observed, as in most 
externalizing disorders, clinical child psychologists often do so. Behavioral observation 
may require traveling to the setting where the behavior problem takes place, such as the 
child’s school or home. Once there, the clinical psychologist typically uses a formal, sys-
tematic method of observing and coding the child’s behavior. There are several published 
systems available for clinical psychologists to use for this purpose, including the Direct 
Observation Form, developed in conjunction with the Child Behavior Checklist; the 
Student Observation System, which is a component of the Behavior Assessment System 
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for Children; the Dyadic Parent–Child Interaction Coding System; and the Social 
Interaction Scoring System (Merrell, 2008; Merrell & Harlacher, 2008).

Behavioral observation systems can be either event or interval based. In an event-
based system, the observer simply counts the number of occurrences of a target behavior 
within a relatively long time frame. For example, the observer may count the number of 
times an excessively chatty 8-year-old child talks to a classmate during a 30-minute aca-
demic period during a school day. In an interval-based system, the observer divides the 
full time period into smaller intervals and then notes whether or not the target behavior 
took place during each interval. So the observer may break the 30-minute time period 
into 30 intervals, each 1 minute in length, and determine the number of minutes out of 
30 in which the child talks to a classmate. Either type of system allows for the clinical 
child psychologist to measure the target behavior empirically. This direct, systematic 
approach to assessing the problem can prove to be an important complement to indirect 
data solicited from children, parents, teachers, or others.

One concern regarding direct observation of behavior involves reactivity. That is, 
children’s behavior may change simply because of their awareness of the presence of 
the observer. When reactivity is strong, the observation may be invalid. Thus, clinical 
child psychologists often wait to begin recording their observations until it seems that 
the children have become accustomed to the presence of the observer. The reactivity 
concern can be especially relevant in situations where the observer appears to be of a 
different cultural background than those in the room where the observation is taking 
place. Merrell (2008) offers the example of a clinical psychologist observing a child in 
a classroom in which all the students are of a different ethnicity than the psychologist.

When naturalistic direct observation—observation of a behavior in the place where 
it actually happens—is impractical, clinical child psychologists often conduct analogue 
direct observation. Analogue direct observation typically takes place in the clinic room, 
where the real-life situation is simulated. By definition, analogue direct observation may not 
perfectly match the real-world situation in which the problem behavior arises. Nonetheless, 
it can be an important addition to secondhand descriptions of the problem behavior.

Behavior Rating Scales

Behavior rating scales are standardized pencil-and-paper forms that parents, teachers, 
or other adults complete regarding a child’s presenting problems. They typically consist 
of a list of behaviors, each of which is followed by a range of responses from which the 
respondent chooses the one most applicable to the child. For example, a behavior rating 
scale might include an item such as, “The child pushes other children,” followed by 
a 5-point scale consisting of very frequently, frequently, sometimes, infrequently, and very 
infrequently. By summing scores across subscales and the full scale, clinical child psychol-
ogists can obtain objective data to be compared with published norms for children in the 
appropriate age range. Among the most commonly used behavior rating scales are parent 
and teacher versions of the Child Behavior Checklist (part of the Achenbach System of 
Empirically Based Assessment), for a wide range of problem behaviors; the Behavior 
Assessment System for Children, also for a wide range of problem behaviors; Conners’ 
Rating Scale, for attention-related problems; and Children’s Depression Inventory, for 
childhood depression (Achenbach, 2009a, 2015a, 2015b; Bérubé & Achenbach, 2007; 
Kamphaus, 2015; Kovacs, 2015; Merrell & Harlacher, 2008).
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Advantages of behavior rating scales include their convenience, inexpensiveness, and 
objectivity. Disadvantages include the fact that they restrict respondents from elaborat-
ing on their responses and the possibility that the scale items do not adequately capture 
the child’s problem behaviors.

Self-Report Scales

Just as assessment of adults often involves questionnaires completed directly by the cli-
ent, assessment of children and adolescents often does as well. Of course, the use of these 
measures assumes that the client’s reading level, attention span, and motivation to com-
plete the test are appropriate. For these reasons, self-report scales are more commonly 
used with adolescents than with younger children (Cashel, 2002).

Self-report scales for children and adolescents are quite similar to self-report scales 
for adults. In fact, some of the most commonly used adult self-report scales, including 
the Minnesota Multiphasic Personality Inventory (MMPI), the Personality Assessment 
Inventory (PAI), and the Millon Clinical Multiaxial Inventory (MCMI), are available in 
adolescent versions. These are pencil-and-paper tests in which the adolescents read a 
series of statements and then mark the response (true/false or one of several choices on 
a continuum) that best describes them. Scores are derived by comparing the adolescent’s 
patterns of scores to normative data based on age range. The adolescent versions of the 
MMPI, PAI, and MCMI are relatively long, broad-based measures of personality, but 
other self-report scales used with adolescents are more brief and targeted toward partic-
ular symptoms such as depression and anxiety.

As with adults, behavior rating scales and self-report scales to assess children or 
adolescents must be used in a culturally competent way. For example, the clinical child 
psychologist should ensure that the person completing the scale is fluent in its language 
and that the client’s cultural background is represented in normative data with which the 
client’s responses will be compared (Merrell, 2008).

Projective/Expressive Techniques

The projective and expressive techniques used in the assessment of children include 
some of the same tests used with adults, such as the Rorschach Inkblot Method, the 
Thematic Apperception Test (TAT), and sentence-completion techniques (covered in 
Chapter 10), as well as others that are more exclusive to children. Our discussion in 
Chapter 10 regarding the projective hypothesis and concerns about the reliability and 
validity of projective tests applies to their use with children as well.

The Children’s Apperception Test is an adaptation of the TAT storytelling test that 
features animal rather than human characters, about which young clients are asked to tell 
a story. A more up-to-date and culturally sensitive alternative to this test is the Roberts 
Apperception Test (2nd edition), in which the characters are children of varied ethnic 
backgrounds engaged in various common interactions. Also current and culturally rele-
vant is the Tell-Me-a-Story, or TEMAS, technique (Costantino, Dana, & Malgady, 2007; 
Costantino & Malgady, 1999; Costantino, Malgady, & Rogler, 1988; Teglasi, 2010). 
The TEMAS was specifically designed as a culturally sensitive alternative to the TAT. 
Clinicians can choose between full-color cards that depict nonminority, Latino/a, or 
African American individuals in a variety of situations, about which children (ages 5–18) 
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are asked to tell a story. The cards of the TEMAS incorporate a lower degree of ambi-
guity than the TAT, such that each card centers on a particular theme, setting, or issue. 
Normative data for the TEMAS is culture specific, with norms organized according to 
age, gender, and specific ethnicity (R. Flanagan, Costantino, Cardalda, & Costantino, 
2008; Malgady & Colon-Malgady, 2008; Teglasi, 2010).

In addition to projective tests such as these in which clients respond with words, this 
category of children’s tests includes some expressive tests in which clients respond with 
drawings. These drawings, when accurately interpreted, are believed to communicate 
important information about clients’ personalities. In one such test, the Draw-a-Person 
test, the client is given blank paper and is simply instructed to draw a whole person. 
Similarly, in the Kinetic Family Drawing technique, the drawing consists of the client’s 
family engaged in some activity, and the House-Tree-Person test requires a drawing of 
the three items listed in its title. Clinical child psychologists use the drawings produced 
by tests of this kind to develop hypotheses about the psychological functioning of the 
client. As in most projective or expressive techniques, drawing techniques tend to rely 
on inference (rather than empirically based processes) during the interpretation process, 
a tendency that brings their reliability and validity into question. Also, interpretation of 
drawing tests should take culture into account. Drawings that children create can reflect 
cultural as well as individual issues. For example, Esquivel, Oades-Sese, and Olitzky 
(2008) point out that Japanese children completing tests in which they draw human 
figures might be influenced by the popularity of anime and manga animation—which 
typically features unusually large eyes, among other common characteristics—among 
Japanese youth, and the relative infrequency of smiles within Japanese culture, which 
stems from a cultural norm of restraint rather than open expression of emotion.

Intellectual Tests

Intellectual tests for children generally consist of IQ tests and achievement tests, and they 
stand apart from the other methods described above. Whereas the methods described 
above assess behavioral and emotional functioning, IQ and achievement tests assess 
intellectual functioning. In a full psychological evaluation, a clinical child psychologist 
may use methods from all these categories, but in some common types of evaluations 
such as evaluations for specific learning disorder, the emphasis may be almost exclusively 
on intellectual tests. Both IQ and achievement tests for children as well as adults are 
described in detail in Chapter 9.

Among specific intellectual tests, the Spanish version of the Wechsler Intelligence 
Scale for Children—Fourth Edition (WISC-IV) has been noted as a significant 
improvement over previous editions of the WISC and a generally strong choice for 
Spanish-speaking youth (Park-Taylor et al., 2010). It was normed on children whose 
parents were from a variety of countries where Spanish is spoken predominantly, 
including Mexico, Cuba, the Dominican Republic, Puerto Rico, and others in Central 
America and South America. Of course, a drawback of this and many other translated 
tests is that although items were translated, content did not change. Tests that have 
culture-specific content or tests that aim to be culture fair by reducing or removing 
the impact of language—such as the Universal Nonverbal Intelligence Test (UNIT), 
described in detail in Chapter 9—can also be considered for clients with diverse cul-
tural and linguistic backgrounds.

 Web Link 17.2
Site for WISC-IV
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The Frequency of Use of  
Specific Assessment Techniques

A 2002 survey of psychologists who specialize in working with children and adolescents 
measured the frequency with which specific tests were used during assessment proce-
dures (Cashel, 2002). Respondents were American Psychological Association members 
who belonged to Division 53 (Clinical Child Psychology) or other divisions that sim-
ilarly focus on children and assessment issues. Results indicated that interviews were 
used far more commonly than any specific assessment technique. Among noninterview 
techniques, clinicians reported using a somewhat different set of instruments with ado-
lescents than with younger children, with greater reliance on self-report measures for 
adolescents and greater reliance on behavior rating scales (completed by parents or 
teachers) for younger children. Overall, it appears that the use of some tests (such as 
the WISC) is relatively common, but a significant amount of variation remains among 
clinicians. Tables 17.1 and 17.2 summarize the results of this survey. Although this survey 
is becoming dated and is in need of replication, more recent studies that have at least 
partially focused on the frequency of test usage with child clients suggest that many of its 
findings remain intact. For example, in a 2014 survey of specific assessment techniques 
taught in clinical psychology graduate programs, the WISC, Child Behavior Checklist 

Table 17.1 Usage of Specific Assessment Techniques in Child Assessment

Assessment Technique
Percentage of Child Clinicians 

Who Use Technique Type of Technique

Wechsler Intelligence Scale for 
Children

75 Intelligence test

Child Behavior Checklist 65 Behavior rating scale

Conners’ Parent and teacher 
rating Scale

65 Behavior rating scale

Vineland adaptive Behavior 
Scales

63 Semistructured interview and 
behavior rating scale

Sentence Completion 57 Projective/expressive

draw-a-Person 56 Projective/expressive

Bender-gestalt 56 neuropsychological screen

Beery VMI 56 neuropsychological screen

Peabody Picture Vocabulary test 53 Intelligence test

Wechsler Individual 
achievement test

53 achievement test

Source: Cashel (2002).
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Table 17.2 Usage of Specific Assessment Techniques in Adolescent Assessment

Assessment Technique
Percentage of Child Clinicians 

Who Use Technique Type of Technique

Wechsler Intelligence Scale for 
Children

70 Intelligence test

Sentence Completion 60 Projective/expressive

Child Behavior Checklist 53 Behavior rating scale

rorschach Inkblot Method 48 Projective/expressive

Conners’ Parent and teacher 
rating Scale

48 Behavior rating scale

Beck depression Inventory 48 Self-report scale

Wechsler Individual 
achievement test

48 achievement test

Minnesota Multiphasic 
Personality Inventory-
adolescent

46 Self-report scale

Child Behavior Checklist-
teacher report Form

44 Behavior rating scale

thematic apperception test 43 Projective/expressive

youth Self-report 43 Self-report scale

Source: Cashel (2002).

(ASEBA), and WIAT were among the child-focused tests highest on the list (Ready & 
Veague, 2014). Similarly, the WISC and Child Behavior Checklist (ASEBA) were among 
the child-focused tests highest on the list of a 2017 survey of tests used by practicing 
psychologists who conduct assessment (Wright et al., 2017).

PSYCHOTHERAPY WITH  
CHILDREN AND ADOLESCENTS

Although therapy with children and adolescents may look or sound quite different from 
therapy with adults, the techniques used by both types of therapists often originate from 
the same underlying theories. That is, the major approaches to therapy, including psy-
chodynamic, humanistic, behavioral, and cognitive, have generated applications for chil-
dren as well as adults.
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That being said, children should never be mistaken for miniature adults, so ther-
apy with children often necessitates some substantial adjustments from the adult model 
(André, Garcia, & Coyne, 2015). The assumptions in adult therapy include the client’s 
willingness to be in therapy, motivation to change, and ability to sit relatively calmly 
and use words to describe experiences or express feelings for prolonged periods of time. 
When working with children and adolescents, none of these can be taken for granted. 
Moreover, when working with an adult, the client is typically the only person involved in 
the sessions. Children, however, don’t come to therapy alone. Parents, relatives, teachers, 
or others may be involved, and it is preferable to keep them involved as allies in treat-
ment. In fact, the therapeutic alliance is just as crucial in therapy with children and ado-
lescents as it is in therapy with adults (Karver, De Nadai, Monahan, & Shirk, 2018; Shirk, 
Karver, & Brown, 2011), but in this case the alliance must include multiple parties—the 
child and the parent(s)—rather than just the client, as in adult therapy.

A full-fledged review of all psychotherapy methods for children and adolescents 
is beyond the scope of this chapter. In fact, Kazdin (2000) lists 551 distinct psycho-
therapy techniques for children and adolescents and considers this number a possible 
underestimate! Instead, we will sample various forms of child therapy being actively 
practiced today by clinical psychologists. Then we will review the empirical outcome 
literature on psychotherapy for children and adolescents to gain a current understand-
ing of “what works.”

Of course, with any form of therapy for kids (and clients of any age), cultural compe-
tence is essential. Elsewhere in this chapter and throughout this book, we have touched 
on many of the cultural variables that could be relevant when working with children or 
adolescents, including race, ethnicity, gender, sexual orientation, socioeconomic status, 
religion, and more. Some experts have argued that childhood and adolescence is itself a 
culture—with its own set of beliefs, customs, and ways of life—to which psychologists 
should be sensitive. A psychologist who is oblivious to this “youth culture,” or the par-
ticular variation of youth culture in which their client lives, could jeopardize the thera-
peutic alliance and, ultimately, therapy outcome just as they would if they were oblivious 
to culture based on ethnicity, race, gender, or any other variable. The culture of children 
and adolescents may include many elements, but the use of technology, especially social 
media, may be among the most important. One study found that adolescent therapy 
clients’ perceptions of their therapists’ social media competency strongly correlated 
with the clients’ rating of the therapeutic alliance (Pagnotta, Blumberg, Ponterotto, & 
Alvord, 2018). Specifically, 77 teens in therapy rated their therapists on such items as 
“My therapist values and respects my social media use,” “My therapist is comfortable 
with different social media habits that I have,” “My therapist demonstrates knowledge 
about the social media platforms I use,” and “My therapist attempts to understand my 
problems within the context of my social media habits” (p. 341). The higher the ratings 
on those items, the higher the teens’ ratings of the therapeutic alliance, which is a key 
predictor of therapy outcome.

Cognitive-Behavioral Therapies for Children

Cognitive-behavioral therapies for children are undoubtedly on the rise (James & 
Roberts, 2009; Ollendick & Shirk, 2011). Much more than any other kind of child 

 Web Link 17.3
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therapy, they represent the movement toward evidence-based treatment and reliance on 
empirical data; in other words, they have accumulated evidence that they work (Chorpita 
et al., 2011; Higa-McMillan et al., 2016; Warwick et al., 2017; Zhou et al., 2015). These 
therapies involve either behavioral or cognitive techniques, and, in many cases, tech-
niques of both types are utilized together.

In most cases, this empirical evidence was obtained in psychotherapy outcome 
studies in which a particular, manual-based treatment was applied to a specific disor-
der. Although cognitive-behavioral treatments have been found beneficial for a variety 
of disorders in children, including depression and ADHD (J. F. Curry & Becker, 2008; 
Hoza, Kaiser, & Hurt, 2008; Sibley, Kuriyan, Evans, Waxmonsky, & Smith, 2014), they 
are most strongly supported for anxiety disorders. Indeed, there are specific, empirically 
supported treatments for children with obsessive-compulsive disorder (OCD), panic dis-
order, phobia (including school phobia/school refusal), and social phobia, among others 
(Higa-McMillan et al., 2016; Maynard et al., 2018; Ollendick & Pincus, 2008; W. K. 
Silverman & Pina, 2008; Storch et al., 2008; Warwick et al., 2017). In general, these 
child treatments rely on the same principles as their adult counterparts. For example, 
treatment of phobias in children centers on gradual exposure to the feared object or situ-
ation (often augmented by relaxation training); treatment of OCD in children centers on 
combining exposure with response prevention (prohibiting clients from the compulsive 
behavior, such as hand washing, that brings them temporary relief from anxiety-causing 
obsessive thoughts); and treatment of numerous childhood anxiety problems involves 
cognitive restructuring in which the child is taught to challenge illogical thoughts and 
replace them with more logical thoughts (Rapee, Schniering, & Hudson, 2009).

Of course, even if the principles are the same, the way these therapies are deliv-
ered to children often differs from the way they are delivered to adults. For example,  
cognitive-behavioral therapists working with children often adapt their interventions 
into games of various kinds (Knell & Dasari, 2011). D. B. Pincus, Chase, Chow, Weiner, 
and Pian (2011) describe several such game-based techniques, including “Bravery 
Bingo,” in which a phobic child earns a token, to be placed on a Bingo board, for each 
successful exposure on the anxiety hierarchy. Pincus et al. also describe “Mr. OCD,” in 
which kids practice cognitive restructuring by refuting a puppet (Mr. OCD) who exhib-
its flawed logic (“A monster’s gonna get you tonight when you’re sleeping”) by offering 
more sound logical statements (“A monster has never gotten me before, and it’s not 
gonna happen tonight either! There are no monsters in my room!”). Likewise, when 
cognitive-behavioral therapists assign homework to their child clients, they often use 
a much more deliberate reinforcement system to ensure that the homework gets done. 
Depending on the age and interests of the child (and the preferences of the parent[s]), 
they may use stickers, candy, privileges, or simply praise to encourage the child to com-
plete assigned between-session tasks.

Two specific forms of treatment lean heavily toward the behavioral side of the  
cognitive-behavioral approach. One is social skills training, in which therapists teach kids 
behaviors that improve their interactions with others. Social skills training works well for 
kids with a wide range of problems, but it is used most often with kids who have autism 
spectrum disorder, social anxiety disorder, and ADHD. Many skills are targeted, includ-
ing how to start a conversation, how to join other kids who are already interacting, how 
to express feelings appropriately, how to handle frustration, how to manage eye contact 
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and other nonverbals, how to manage volume and tone of voice, and more. The skills 
are modeled by the therapist and rehearsed during sessions, and successes are reinforced 
with rewards that are meaningful to the child. Social skills training tends to work best 
when children receive not only behavioral instruction but also an explanation for why 
that instruction will work and how it will benefit them in the long run (André et al., 2015; 
Block, Radley, Jenson, Clark, & O’Neill, 2015; Herbert et al., 2005; Laugeson, Gantman, 
Kapp, Orenski, Ellingsen, 2015; Spence, 2003).

A second behavioral treatment is applied behavior analysis (ABA), which relies heav-
ily on operant conditioning principles like reinforcement, punishment, shaping, and 
extinction (W. W. Fisher & Piazza, 2015). ABA is an evidence-based therapy for children 
with autism spectrum disorder, and it is the most commonly utilized and recommended  
therapy for that disorder (Christon, Arnold, & Myers, 2015; T. Smith & Iadarola, 2015). 
An ABA therapist helps a child by first identifying and defining very specific behaviors 
to target. The goal can be an increase in frequency, such as a child making direct eye 
contact, getting dressed appropriately, or using the toilet alone. Or the goal can be a 
decrease in frequency, such as a child injuring others or himself/herself. A baseline of 
frequency is measured, and a frequency goal is set. Additionally, a functional analysis is 
performed so the therapist can better understand any contingencies that are influencing 
the behavior before ABA begins. Then, in the child’s environment and at the child’s 
pace, the behavior is subjected to consequences through contingency management. That  
is, the child receives rewards or punishments that are effective in changing the behavior 
in the desired direction. Progress is continuously and objectively measured. Emphasis is 
placed on changing behavior in a way that will generalize to new environments rather 
than being specific to the environment in which it was taught (Bailey & Burch, 2006, 
2010; W. W. Fisher, Piazza, & Roane, 2011).

Self-Instructional Training

Donald Meichenbaum (1977, 1985, 2008) originally developed self-instructional 
training as a method for impulsive and disruptive children to gain greater control over 
their behavior (see also Meichenbaum & Goodman, 1971). It is still used with that pop-
ulation, but its use has expanded to many other problems of childhood (and adulthood) 
as well (e.g., Grace, Spirito, Finch, & Ott, 1993). Although it has also been called “guided 
self-dialogue,” self-instructional training is the more common term.

Self-instructional training is essentially a form of cognitive therapy in which chil-
dren are taught to “talk through” situations in which their behavior might be problem-
atic to increase the likelihood that they will use a preferred behavior instead. The process 
involves a sequence of steps by which children hear instructions aloud and gradually 
incorporate those instructions into their own thinking. Once a target behavior or situa-
tion is identified, the therapist begins the process by modeling the appropriate behavior. 
The key to the therapist’s modeling behavior is that as the child observes, the therapist 
guides himself or herself through the behavior by talking out loud. Next, the child tries 
the behavior, with the therapist again saying the instructions aloud. Once this is mas-
tered, the child says the instructions aloud to himself or herself while completing the 
behavior. Then, the child whispers instructions to himself or herself, and, ultimately, the 
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child completes the behavior silently with only unspoken self-instructions. According to 
some developmental theorists (e.g., Luria, 1961), this sequence parallels the way children 
naturally and gradually take instruction from others, such as parents, and incorporate 
these instructions into their own thinking.

Self-instructional training is “designed to nurture a problem-solving attitude and 
to engender specific cognitive strategies that clients can use at various phases of their 
stress response” (Meichenbaum, 1985, p. 69). Rather than changing “cognitions” per se, 
therapists who use self-instructional training introduce new “self-statements” to their 
clients. That is, when a child faces a challenge and either lacks problem-solving skills or 
makes maladaptive self-statements such as, “I can’t handle this” or “I have no idea what 
to do” or “I’m gonna get in trouble,” the likelihood of an appropriate behavior is low. If 
those absent or negative self-statements could be replaced with more constructive, help-
ful self-statements that steer the child through the necessary steps, preferred behavior is 
much more likely to occur. Meichenbaum argues that constructive self-statements can be 
helpful at various points in time: in preparation for the stressor; in the midst of the stress-
ful moment; and afterward, when reflecting on how the stressor was handled. During the 
training process, the child may need to say self-statements aloud, but with practice, the 
self-statements need be only thought rather than spoken.

As an example, consider Nicholas, a hyperactive 7-year-old second grader. Among 
the many behavioral problems he exhibits at school, his teachers describe transitions 
from one room to another as one of the most disruptive. When it is time for Nicholas’s 
class to end a classroom activity, get up from their desks, and line up at the door to go to 
lunch, physical education, an assembly, or recess, Nicholas’s tendency is to run excitedly 
around the room talking to his peers, which creates chaos and prolongs the transition 
for the whole class. The preferred behavior would be for Nicholas to put away his things 
and line up quietly at the classroom door, as he has been instructed many times. With 
Dr. Sanders, a clinical child psychologist, Nicholas works on improving this problem via 
self-instructional training. They reenact the classroom situation in Dr. Sanders’s office, 
and at first, Dr. Sanders pretends to be the second grader. When it’s time to go to the 
physical education class, Dr. Sanders says aloud to himself,

Now, what am I supposed to do? Oh, I know, I’m supposed to put my papers and 
books and pencils in my desk, quietly walk over to the door, and line up with my 
friends. I can totally do that. No problem. Here I go—putting away all my stuff. 
Not running around or making noise. I’m doing good so far. Now I’m getting 
up, walking over to the door, still staying calm. Now I’m by the door, lined up, 
waiting quietly ’til the teacher says to go. All right! I knew I could do it!

Next, Nicholas tries the behavior himself, with Dr. Sanders talking him through it. 
Ultimately, Nicholas is talking himself through it, then whispering himself through it, and 
then silently instructing himself through it. After repeated practice in Dr. Sanders’s office, 
Nicholas is performing this behavior with regularity in the classroom. Other problem 
behaviors were similarly addressed, and with each success, Nicholas grew more confident 
and capable of developing his own helpful self-instructional strategies and behaving in a 
nondisruptive way.
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Metaphorically Speaking

If You’ve Had Dancing  
Lessons, You Understand  
Self-Instructional Training

“Slow, slow, quick-quick; slow, slow, quick-
quick.” On the first day of dance class, these 
are the instructions that a dance teacher 
says aloud to students learning the fox trot. 
Although the rhythm might differ for the 
samba, the waltz, the mambo, or the swing, 
the basic teaching strategy is the same. At  
the outset of the lessons, the teacher talks the  
students through the dance by calling the 
steps out loud and performs the dance as 
a model. As the dancers begin to develop 
proficiency, the teacher becomes less vocal, 
and the dancers talk themselves through 
the steps. With more practice, their self-talk 
wanes to a whisper and then fades alto-
gether, unnecessary because the steps have 
been incorporated into the dancers’ thought 
processes.

Self-instructional training (Meichen-
baum, 1977, 1985, 2008; Meichenbaum & 
Goodman, 1971) is very much like dance 
lessons. Rather than selecting a particular 
dance, the therapist and client (with input 
from parents and teachers) select a particu-
lar behavior on which to focus. The therapist 
then begins the process, much like a dance 
teacher on the first day of class, by modeling 
the behavior while saying aloud the steps 
that must be taken to complete the behav-
ior effectively. Then the child attempts the 
behavior while the therapist calls out the 
steps. Next, the child attempts the behavior  
while making the self-statements aloud,  
followed by the self-statements being  
spoken under the client’s breath, and, ulti-
mately, only in the client’s mind. All the while, 

the therapist offers feedback and encour-
agement, much like a dance teacher watch-
ing the class gradually learn to complete 
the dance steps less deliberately and more  
naturally.

Sometimes, a student enters a dance 
class with the firmly held belief, “I can’t 
dance.” Similarly, children often face  
difficult situations with firmly held self- 
statements such as, “I can’t do this,”  
“I’m gonna get in trouble,” and so on. In  
both cases, the self-directed message 
is probably inaccurate and definitely  
maladaptive—in other words, it gets in the  
way of accomplishing the goal. Just as  
the dance teacher would work to revise  
the belief of the self-critical dance student, 
the therapist in self-instructional training 
works to replace the child’s maladaptive 
self-statement with a series of construc-
tive, encouraging self-statements that facil-
itate the successful completion of the target 
behavior.
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Self-instructional training can be considered an example of the broader category of 
problem-solving strategies in cognitive-behavioral therapy (CBT) for kids. In other versions 
of problem solving, kids learn a sequence of steps that have already been created for the 
type of problem the child has (rather than entirely customizing one for each child), and 
often that sequence of steps follows an acronym that makes it easy for kids to remember. 
For example, a treatment program called Keeping Your Cool for kids with aggressive 
behavior problems uses the SPEAR acronym: S for stop (to identify the problem), P for 
plan (to consider solutions), E for evaluate (to choose one solution), A for act (to try the 
solution), and R for react (to determine if the solution worked) (Kendall et al., 2016;  
W. M. Nelson & Finch, 2008).

Besides problem solving, another emphasis in many CBT efforts for kids is affec-
tive education, in which the emphasis is the recognition, differentiation, and expression 
of emotions. For many kids, simply knowing what their feelings are and being able to 
share them can be major steps toward improvement. Even better is the experience of 
normalization—in other words, realizing (with help from the therapist) that every-
one has feelings like theirs. One program that focuses on education is Coping Cat, 
in which kids with anxiety-related problems use a variety of techniques, including 
the creation of their own feelings dictionary and the recognition of emotions in the 
faces of other people in photos (Beidas, Benjamin, Puleo, Edmunds, & Kendall, 2010; 
Kendall, 1994; Kendall et al., 2016; Lenz, 2015; Podell, Mychailyszyn, Edmunds, 
Puleo, & Kendall, 2010).

Parent Training

Parent training is a form of behavioral therapy in which therapists teach parents to 
use techniques based on conditioning to modify problematic behavior in their children 
(R. H. Jackson & Leonetti, 2002). The parent training approach to children’s behavior 
problems “utilizes parents as the primary agents of change for their children. It is, after 
all, the parents who construct and manage the child’s environment” (Briesmeister & 
Schaefer, 1998, p. 1).

Like any form of behavior therapy, parent training begins with a clear, mea-
surable definition of the child’s problem behavior. Then, together with the parents, 
the therapist conducts a functional analysis to try to understand the contingencies 
that maintain the behavior. Next, again with the parents, the therapist explores 
different consequences for the behavior. Parents are instructed on contingencies 
to establish and how to communicate them to the child. Often, the therapist exem-
plifies the behavior for the parents, providing a model for a behavior that may not 
have been in their repertoire previously. Parents then apply the new contingency 
at home and report back to the therapist about the child’s behavior using objec-
tive, quantifiable outcome measures. As the therapist educates the parents, many 
aspects of conditioning may be discussed, including reinforcement, punishment, 
extinction, generalization, discrimination, schedules of reinforcement (e.g., fixed 
or variable), and other concepts. Parent training programs have been developed 
for a growing number of childhood problems, including ADHD, conduct disor-
der, separation anxiety, school refusal, sleep/wake problems, and others. In some 
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cases, parent training programs have been employed on a large scale, such as the 
use of the Triple P–Positive Parenting Program and the Incredible Years training 
series in Head Start and other communitywide or government-funded agencies 
(Menting, de Castro, & Matthys, 2013; Sanders, Kirby, Tellegen, & Day, 2014). At 
the end of any such program of treatment, successful parent training yields not only 
improved behavior in the child but more competent and confident parents as well 
(Briesmeister & Schaefer, 1998).

As an example, consider Patty, a single mother of 3-year-old Miranda and 6-year-
old Joy. Patty seeks the help of Dr. Fisk, a clinical psychologist, because Miranda has 
developed the habit of physically assaulting her big sister. She hasn’t caused any real 
physical damage yet, but Miranda hits, kicks, and bites Joy on a daily basis. Usually, 
these actions are unprovoked, and sometimes the girls aren’t even interacting before 
it happens. Dr. Fisk asks Patty what happens after Miranda acts aggressively toward 
her sister. Patty says that she takes Miranda on her lap and talks with her about the 
incident, usually for about 5 minutes. Patty says that during these talks, her tone of 
voice is always kind and concerned rather than punitive and that the 5-minute talks 
usually end with hugs and kisses and a promise from Miranda that she won’t hurt 
her sister anymore. However, she inevitably does, at which point Patty repeats the 
same routine. In response to a question from Dr. Fisk, Patty mentioned that one-
on-one talks with hugs and kisses happen very rarely other than in these postaggres-
sion moments. Dr. Fisk hypothesized that Patty’s response to Miranda’s behavior 
was actually reinforcing her aggressive behavior—Miranda’s “payoff” was the hugs, 
kisses, and attention from Mommy. Dr. Fisk taught Patty to introduce new contin-
gencies: A full day without any aggressive behavior earned Miranda a 5-minute  
snuggle at bedtime, and any aggressive behavior not only cost Miranda the 5-min-
ute bedtime snuggle but also resulted in an immediate 3-minute timeout. If Miranda 
disobeyed the timeout, additional punishments, such as loss of dessert and TV privi-
leges, were also systematically introduced. Besides offering these instructions to Patty, 
Dr. Fisk explained the behavioral concepts underlying them, including the likelihood 
of an extinction burst, in which Miranda’s behavior might briefly intensify before it 
ultimately extinguished. With a full understanding of the reasoning behind it, Patty 
put the new contingency plan into effect and stuck with it, and within a short time 
Miranda’s aggressive behavior was greatly reduced.

Play Therapy

Play therapy is a form of treatment unique to child clients. Typically used with younger 
kids (preschool or elementary-school age), it allows children to communicate via actions 
with objects such as dollhouses, action figures, and toy animals rather than words. 
Through play, children can reveal to clinical psychologists their emotional concerns and 
attempts to resolve them. Brems (2008) argues that play therapy has three basic func-
tions: the formation of important relationships (i.e., the therapeutic relationship), disclo-
sure of feelings and thoughts (e.g., expressing emotions, acting out anxieties), and healing 
(e.g., acquiring coping skills, experimenting with new behaviors). As it is practiced by 
clinical psychologists, play therapy can be completely unstructured, with the child given 
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free rein in the playroom to determine the course of the session, or structured to varying 
degrees, with the therapist instructing the child to play with certain objects or inviting 
the child to play a specific game (Cheung, 2006).

Of course, in any form of play therapy, cultural sensitivity is essential when furnish-
ing the playroom with dolls, toys, and other objects for child clients. Children who find 
toys representative of and relevant to their own cultural backgrounds are more likely 
to engage in meaningful play and to find the play therapy experience rewarding. For 
example, Hinds (2005) encourages play therapists to offer African American children 
dolls with an array of authentic African American physical features, including varia-
tions in skin tone, hair length, and hair style. Similarly, Robles (2006) suggests that for 
Mexican American children, play therapists should include in the playroom traditional 
Mexican toys, including such games as Juego de la Oca (Game of the Goose) and Serpientes 
y Escalaras (Snakes and Ladders). Drewes (2005a) adds that any set of markers or crayons 
should include colors that represent multicultural skin tones and that any play kitchen 
should include multicultural items such as chopsticks or tortilla presses. Especially 
for children who may be struggling with issues of cultural acceptance, the presence of  
culture-specific objects in the playroom can itself help strengthen their ethnic and per-
sonal identities. In addition, Drewes (2005b) emphasizes that play therapists must be 
aware of various cultural norms that children may exhibit in the playroom in order to 
avoid misinterpretation; for example, across cultures, norms may differ in terms of per-
sonal space, eye contact, and the meaning of silence.

Meta-analyses of play therapy outcome studies suggest that they are generally 
effective (Lin & Bratton, 2015; S. A. Jensen, Biesen, & Graham, 2017). However, those 
meta-analyses also point out that the empirical quality of many play therapy outcome 
studies is questionable. Problems include the fact that play therapy outcome studies 
often lack therapy manuals, a focus on a specific diagnosis, or reliable and valid outcome 
measures. As a result, few if any play therapy outcome studies are truly randomized clini-
cal trials, which makes it difficult for play therapies to attain the status of evidence-based 
treatments.

Play therapy has taken many forms, but two of the most commonly practiced stem 
from psychodynamic and humanistic theories.

Play Therapy—Psychodynamic

For psychodynamic clinical child psychologists, a child’s play symbolically communi-
cates important processes occurring within the child’s mind, “revealing aspects of the 
child’s internal life of which he or she may be unaware and unable to verbalize directly” 
(Marans, Dahl, & Schowalter, 2002, p. 388). So, as the child plays, the therapist is both a 
participant and an observer, interacting with the child but always monitoring the child’s 
choices and actions. As in any form of psychodynamic therapy, the goal is to make the 
unconscious conscious, but with young children, it is assumed that they lack the ver-
bal skills and attention span to converse directly with the therapist about their issues. 
Instead, the unconscious is conveyed through play, and the therapist’s job is to infer these 
unconscious issues and, through interpretations, to make the child more consciously 
aware of them.

In psychodynamic play therapy, the playroom usually contains a variety of objects 
with which the child can choose to play. Psychodynamic play therapists may take note of 
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the objects the child chooses, especially if he or she appears to identify strongly with a 
particular toy. For example, a child who chooses a damaged doll and uses it as the primary 
character in make-believe adventures may have a damaged sense of self-esteem; a child 
who, every session, insists on using only the biggest, strongest truck in the box may be 
struggling with issues related to power. Of course, once certain objects are chosen, the 
therapist pays close attention to the way the child uses them, with the actions and themes 
that manifest in the child’s play representing latent unconscious issues. The interpre-
tations the therapist offers the child about their actions during play can help make the 
child aware of inner mental processes and increase the child’s ability to make deliberate 
choices about behavior in the future (Marans et al., 2002; O’Connor, 2000).

As an example, consider 5-year-old Cassandra, an only child whose parents sepa-
rated about 2 months ago. Cassandra currently lives with her mother, Tisha, and sees her 
father, Marquis, about once a week. Tisha brings Cassandra to Dr. Ball, a psychodynamic 
play therapist, because she is concerned about how the separation is affecting her. Tisha 
explains that she hasn’t seen any “acting out” behavior, but Cassandra seems more with-
drawn, more irritable, and less happy than she usually is. In an early play therapy session, 
Cassandra builds a small tower with blocks for a few minutes and, seemingly bored with 
the blocks, wanders over to the dolls. She chooses a doll and returns to the tower she had 
built. With her free hand, Cassandra slowly begins to knock the top blocks off the tower. 
At the same time, Cassandra puts the doll near the tower but not quite close enough to 
stop her free hand from knocking the tower over. She repeats this action in which her 
free hand destroys the tower while the doll is just unable to prevent it until the tower is 
completely leveled. All the while, she is narrating in a high-pitched, soft voice: “Oh no 
. . . save the tower . . . you have to do something . . . don’t let the whole thing fall . . . do 
something.” After the tower is destroyed, Cassandra’s voice turns harsh and loud as she 
turns the doll to face her and says, “You are a bad girl! How could you let this happen? 
It’s all your fault that the tower is wrecked!” Dr. Ball makes two inferences from this 
episode: Cassandra is very concerned about her parents’ marriage (as represented by the 
tower) collapsing, and Cassandra (as represented by the doll) feels responsible yet pow-
erless to safeguard it. The fact that Cassandra re-creates similar scenarios in subsequent 
sessions confirms Dr. Ball’s thoughts. Over time, Dr. Ball talks about the episodes with 
Cassandra—what the doll is feeling, what her job is, whether it’s fair to assign that job to 
her. Dr. Ball is eventually able to help Cassandra make the conscious connection between 
the doll’s experience and her own, so Cassandra can consciously consider the questions as 
applied to herself—what Cassandra is feeling, what her job is, and whether that job is fair. 
Ultimately, Cassandra begins to accept that it’s very normal to be sad, angry, or nervous 
about her parents’ relationship but that blaming herself for its demise or expecting her-
self to protect it are unfair burdens. With this pressure lifted, Cassandra’s mood improves 
despite her difficult situation.

Play Therapy—Humanistic

Humanistic play therapy involves many of the same activities, materials, and assump-
tions as psychodynamic play therapy does. Children play with objects in the playroom, 
therapists participate and observe, and the underlying assumption is that the activi-
ties and themes in the play express the inner workings of the child’s mind. However, 
there are several key distinctions between humanistic play therapy (sometimes called 
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“child-centered” play therapy) and psychodynamic play therapy (O’Connor, 2000). 
Although interpretations are a key element of psychoanalytic play therapy, humanistic 
play therapists rarely offer interpretations, because they do not share the psychodynamic 
therapists’ primary goal of making the unconscious conscious. Rather than interpreting 
clients’ behavior, humanistic play therapists tend to reflect their clients’ feelings, which 
may be expressed indirectly through their play activities. This reflection is an important 
part of the overall goal of humanistic play therapy, which is the same as humanistic ther-
apy for adults—to facilitate self-actualization. This self-actualization happens in the con-
text of an all-important therapeutic relationship based on true unconditional acceptance 
and genuine empathy. So as humanistic play therapists observe children and play along 
with them, they establish relationships in which the children are accepted wholly for who 
they are. This unconditional positive regard from the therapist is thought to bring about 
unconditional positive self-regard within the child. When therapists reflect children’s 
feelings in a “real” and nonjudgmental way, children themselves become more accepting 
of their own emotional experience, which enhances congruence and, ultimately, self-
growth (Landreth, 1991; O’Connor, 2000).

If Cassandra, the 5-year-old girl described in the psychodynamic play therapy sec-
tion above, were seen instead by a humanistic play therapist, the course of therapy might 
have been somewhat different. Most notably, the act of interpretation would probably be 
absent; that is, the therapist would not make deliberate efforts to make Cassandra aware 
of her own unconscious processes. Instead, a humanistic play therapist would focus on 
Cassandra’s emotional experience during the session (expressed directly or through the 
doll), emphasizing an unqualified acceptance and compassion for any of Cassandra’s feel-
ings. With time, a therapeutic relationship characterized by such honest care would have 
internalizing effects on Cassandra; that is, her own recognition and acceptance of her 
emotional experience would become enhanced. As a result, she would experience greater 
congruence between her real and ideal selves, which would in turn facilitate her natural 
tendency toward growth and self-actualization.

How Well Does Psychotherapy  
for Children and Adolescents Work?

A significant body of empirical research suggests that, in general, the efficacy of psycho-
therapy for children and adolescents is quite strong. In fact, the theme of such studies is 
quite similar to the theme of studies of therapy outcome for adults: Children and adoles-
cents who undergo psychotherapy consistently demonstrate significant improvement in 
comparison with similar children who receive no treatment. Sometimes, in meta-analyses  
and reviews, various approaches to therapy are found to have roughly equal effects, but 
often, behavioral treatments are found to have a slight edge in efficacy over nonbehav-
ioral approaches (Carr, 2008; D. L. Evans et al., 2005; Russ & Freedheim, 2002; Weisz, 
Weiss, Han, Granger, & Morton, 1995). A massive meta-analysis, spanning 50 years of 
psychotherapy that involved over 30,000 child and adolescent clients in more than 400 
studies, concludes that psychotherapy for children and adolescents is generally effec-
tive. Specifically, it states that on average, a kid receiving treatment in a study has a 
63% chance of a better outcome than a kid in the control condition; the best results are 
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generally for anxiety disorders; and, when considering outcome from the perspective of 
kids, parents, and teachers, CBT produced more consistently positive outcomes (Weisz 
et al., 2017).

With the general efficacy of child and adolescent psychotherapy firmly established, 
researchers have shifted their attention to more specific questions of particular forms of 
therapy for particular clinical problems (Carr, 2008; Chorpita et al., 2011; D. L. Evans 
et al., 2005). As mentioned earlier, the broad category of cognitive-behavioral therapies 
for children has demonstrated strong empirical efficacy with not only anxiety disorders 
but also a wide range of other presenting problems such as oppositional defiant disor-
der, depression, hyperactivity, enuresis (bedwetting), school refusal, and sleep disorders 
(Maynard et al., 2018; Ollendick & Shirk, 2011; Powers, 2002). Similarly, the broad cat-
egory of play therapy has demonstrated benefits with a wide range of both externalizing 
and internalizing disorders (Bratton, Ray, Rhine, & Jones, 2005; Ray, 2006), but with 
some methodological shortcomings that are less common in studies of CBT. More spe-
cifically, a number of particular techniques, mostly behavioral in orientation, have proven 
successful in treating particular disorders, including these (Curry & Becker, 2008; Hoza 
et al., 2008; Kazdin, 2000; Nathan & Gorman, 2002, 2007; Rapee et al., 2009; Silverman 
& Pina, 2008; B. H. Smith, Barkley, & Shapiro, 2006; Storch et al., 2008):

• Systematic desensitization, modeling, and cognitive restructuring for phobia and 
other anxiety disorders

• Exposure and response prevention for OCD

• Parent-training techniques for oppositional defiant disorder and conduct 
disorder

• Parent training and classroom contingency management for ADHD

• Cognitive-behavioral techniques and interpersonal therapy for childhood 
depression

CHAPTER SUMMARY

Clinical child and adolescent psychologists work with 
a wide range of issues, including externalizing dis-
orders (e.g., ADHD, conduct disorder, oppositional 
defiant disorder) and internalizing disorders (e.g., 
depression, anxiety). They also work in a preventive 
capacity to increase children’s resilience and decrease 
their vulnerability to psychological problems. They 
incorporate a developmental perspective by remain-
ing aware of clients’ ages and developmental stages 

as a context for clinical issues. Assessments typically 
involve multiple sources of information, multiple  
settings, and multiple methods. Particular assessment 
techniques include interviews, behavioral obser-
vations, behavior rating scales, self-report scales, 
projective/expressive techniques, and intellectual 
tests. Therapy with children and adolescents takes 
on a wide variety of forms, many of which derive 
from the same basic orientations as adult forms of 
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psychotherapy. Cognitive-behavioral therapies for 
children have accumulated empirical support for 
numerous disorders, especially anxiety disorders 
and autism spectrum disorders. Self-instructional 
training and other problem-solving-based therapies 
teach children to “talk themselves through” difficult 
situations, parent training teaches parents to apply 

behavioral conditioning techniques to their children, 
and play therapy allows children to communicate 
and solve their problems via play with toys and other 
objects. In all aspects of their work, clinical child and 
adolescent psychologists maintain an appreciation of 
the cultural backgrounds of their clients and the fam-
ilies with which they live.

KEY TERMS AND NAMES

analogue direct observation 430
behavior rating scales 430
clinical child psychology 419
developmental perspective 423
externalizing disorders 420
humanistic play therapy 443
internalizing disorders 420
Donald Meichenbaum 437

multisource, multimethod, 
multisetting approach 426

naturalistic direct 
observation 430

parent training 440
pediatric psychology 420
psychodynamic play 

therapy 442

reactivity 430
resilience 421
self-instructional training 437
self-report scales 431
Society of Clinical Child and 

Adolescent Psychology 419
vulnerability 421

CRITICAL THINKING QUESTIONS

1. In your opinion, what are the most important 
factors in the development of resilience in 
children?

2. If you were a clinical child psychologist, how 
would you expect gender to influence the 
development of internalizing disorders and 
externalizing disorders?

3. In your opinion, how reliable and valid is 
the information children provide in clinical 
interviews? How reliable and valid is the 
information adults provide about children?

4. If you were a clinical psychologist, for what 
clinical problems would you expect self-
instructional training to be most successful? 
Does the age of the child make a difference?

5. Under what circumstances would you expect 
parent training versus direct clinical intervention 
to be more successful in reducing a child’s 
behavior problems?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.
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Research Areas
Specialty Clinical and Practica 
Sites

Program Concentrations 
and Tracks

adolescents/at-risk 
adolescents

attention deficit/hyperactivity 
disorder

autism/asperger’s Syndrome/
developmental disorders

Bullying

Child abuse/neglect/Sexual 
abuse

Child Clinical/Pediatric

Conduct/disruptive disorders

learning disabilities

Parent-Child Interaction/
Parenting

Psychopathology—Child/
developmental

Miscellaneous and other—
developmental risk

Miscellaneous and other—Play 
therapy

adolescents/at-risk adolescents/
delinquency

attention deficit/hyperactivity 
disorder

autism/developmental disabilities

Child abuse/neglect

Child/Pediatric

Conduct/disruptive disorder

developmental disorders

early Intervention

learning disabilities

Parent-Child Interaction/Parent 
training

Play therapy

Miscellaneous—Bullying

Miscellaneous—Child Bipolar 
treatment

Miscellaneous—early Childhood 
Services

Miscellaneous—Special education

Miscellaneous—youth and Family 
agencies

Child & Family

Child Clinical/Pediatric

Miscellaneous/other—Parent 
and Infant Mental health

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Behavior Analysis: Research and Practice

http://www.apa.org/pubs/journals/bar/index.aspx

Clinical Child and Family Psychology Review

http://link.springer.com/journal/10567

Clinician’s Research Digest: Child and Adolescent Populations

http://www.apa.org/pubs/journals/crp/index.aspx

International Journal of Play Therapy

http://www.apa.org/pubs/journals/pla/index.aspx

Journal of Clinical Child & Adolescent Psychology

http://www.tandfonline.com/loi/hcap20#.V08VSv 
krLX4
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STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data



   449

Definitions: Health Psychology  
Versus Behavioral Medicine 450

Stress 450

Stress and Physical Illness 451

Stress and Coping 452

Social Support 455

Clinical Applications 456

Weight Management 457

Smoking 459

Alcohol Use 460

Pain Management and Biofeedback 461

Compliance With Medical Regimens 464

Coping With Medical Procedures 465

A Trend in Health Psychology:  
Patient-Centered Medical Homes 467

Cultural Factors in Health Psychology 467

HEALTH PSYCHOLOGY
Laura A. Pawlow and Andrew M. Pomerantz

18

Health psychology is a relatively new subspecialty within clinical psychology. Its emer-
gence corresponds with changes in the types of diseases that pose the greatest threat 

within our society. A century ago, those diseases were pneumonia, tuberculosis, and influ-
enza, but today, they are diseases such as heart disease, cancer, and stroke. The newer killers 
have clear-cut behavioral components; they are worsened by smoking, poor eating habits, 
and lack of exercise. So it should be no surprise that the field of health psychology has sur-
faced in recent decades and has rapidly become popular among clinicians and researchers 
(L. T. Benjamin, 2005; T. W. Smith, Williams, & Ruiz, 2016).

The health psychology division of the American Psychological Association (APA 
Division 38) was founded in 1978, and today there are many journals dedicated to pub-
lishing research in this field (e.g., Health Psychology, Journal of Behavioral Medicine). Health 
psychology is primarily concerned with the ways our thoughts, feelings, and behaviors 
interact with our physical health. To become a competent health psychologist, a clini-
cal psychologist needs training beyond the typical doctoral program requirements. This 
training can take the form of coursework or internships and often involves interaction 
with professionals from many health professions outside of psychology (S. L. Hanson & 
Kerkhoff, 2012).



450   Part IV  •  SPecIal toPIcS

Learning 
Objectives
18.1 Differentiate health 

psychology from behavioral 
medicine.

18.2 Summarize the impact  
of stress on physical  
well-being.

18.3 Describe interventions 
health psychologists use to 
treat patients experiencing 
stress.

18.4 Explain social support’s 
impact on an individual’s 
physical health.

18.5 Explore common areas 
of clinical focus in health 
psychology.

18.6 Debate the potential 
benefits and drawbacks of 
patient-centered medical 
homes.

18.7 Review the potential 
impact of cultural factors 
on the practice of health 
psychology.

Although the term behavioral medicine is often used inter-
changeably with the term health psychology, the two terms are not 
exactly synonymous. Before we explore the area of health psy-
chology, let’s start with some basic definitions.

DEFINITIONS: HEALTH 
PSYCHOLOGY VERSUS 
BEHAVIORAL MEDICINE

Health care professionals interested in the ways our minds influ-
ence our bodies are likely to be drawn to the broad, interdisciplin-
ary field of behavioral medicine. Behavioral medicine involves 
the integration of knowledge from a wide variety of social sci-
ences, including psychology, sociology, and anthropology, with 
knowledge from the medical disciplines. Health psychology 
is a subdiscipline of behavioral medicine that deals specifically 
with how psychological processes (e.g., cognitions, moods, social 
networks) interact with health and illness. A primary responsi-
bility of health psychologists is the development, assessment, 
and application of programs designed to promote wellness; as 
such, they often work in hospitals or specialized clinics for such 
issues as weight management, smoking cessation, or pain control 
(Emery, Anderson, & Andersen, 2011; Lewis, Statt, & Marcus, 
2011). They frequently work within primary-care teams, along-
side physicians, nurses, dieticians, physical therapists, occupa-
tional therapists, and other health professionals (Goodheart & 
Rozensky, 2011; Kaholokula & Haynes, 2015). Health psychol-
ogists ask questions such as, “Why do students tend to get sick 
more often around exam week?” and “Will keeping a food diary 
help my clients lose weight?” Health psychologists might spend 
their days engaged in research or the application of such activi-
ties as promoting healthy behaviors (such as smoking reduction 
or cessation, abstinence from tanning beds, or the incorporation 

of more fruits and vegetables into the daily diet) and/or preventing illness through such 
means as teaching relaxation or coping skills.

STRESS

Today’s health psychologists have a wide selection of areas in which they can practice, but 
that was not always the case. The first applications of the field of health psychology dealt 
solely with the topic of stress: the psychological and/or physiological response to difficult 
or demanding internal or external circumstances (VandenBos, 2007). Although the terms 
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health psychology and behavioral medicine weren’t coined 
until the 1970s, the idea that stress could negatively 
impact the body surfaced long ago. In 1932, Walter 
Cannon described the fight-or-flight response: 
When an organism perceives a threat, the body rap-
idly mobilizes energy reserves via the sympathetic 
nervous system and endocrine system to either fight 
or flee. For primitive humans, the body’s behavioral 
responses were probably actually fighting or fleeing 
(perhaps from a snarling saber-toothed tiger), but 
today’s “fighting” and “fleeing” look a bit different. 
Blaring your horn aggressively after being cut off in 
traffic and withdrawing from anxiety-provoking situ-
ations into self-medicating substances such as alcohol are modern variations of fighting 
and fleeing, respectively. More recently, some researchers have argued that the fight-or-
flight strategy may not describe women’s typical responses to stressful situations as well as 
it describes men’s. These researchers argue that women may more often use a tend-and-be-
friend approach instead—one that emphasizes the benefits of strengthening (or tending to) 
family relationships and using social connections (befriending) to fight stress. This approach 
can produce a vital safety net for women and their families in times of stress (S. E. Taylor, 
2006; S. E. Taylor et al., 2000; von Dawans, Ditzen, Trueg, Fischbacher, & Heinrichs, 2019).

The duration of stressors can vary greatly. Chronic stress refers to the all-too-
common syndrome defined by stress levels that are consistently high and unremitting, 
often due to a hectic, fast-paced lifestyle. Many of us have firsthand knowledge of chronic 
stress: Hamermesh and Lee (2007) found that 55% of adult American women and 43% 
of adult American men report feeling stressed “always” or “often.” Unfortunately, our 
bodies are not set up to handle this long-term exposure to stress, and given a long 
enough period of time, we become exhausted and vulnerable to illness. This process 
was described by Hans Selye (1956) in his pioneering work on stress, which culminated 
in his general adaptation syndrome hypothesis: When confronted with a temporary 
stressor, our fight-or-flight system often works very effectively, but with repeated or pro-
longed exposure to stress, our bodies eventually wear out and break down.

STRESS AND PHYSICAL ILLNESS

Stress has been linked to myriad symptoms and diseases, including migraine headaches, 
osteoporosis, chronic back pain, cardiovascular disease, ulcers, diarrhea, acne, and fertil-
ity problems (Hafen, Karren, Frandsen, & Smith, 1996; Schneiderman & Siegel, 2007). 
The same bodily responses that originally provided us with the ability to save ourselves 
from an immediate danger have, in our society, become maladaptive conditions that lead 
to illness in many people. In fact, researchers at the American Institute of Stress (1997) 
estimate that 75% to 90% of all visits to health care providers result from stress-related 
disorders and that those who are stressed are six times more likely to be hospitalized for 
a physical ailment than those who are not (Kalia, 2002). Among other health problems, 
chronic stress can lead to

}} Photo 18.1
Stress, especially 
when chronic, can 
overwhelm our 
ability to adapt 
and can produce 
significant 
psychological 
and physical 
symptoms. can 
you recall times 
when this has 
happened in your 
own life?
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• increased levels of thyroid hormones, resulting in insomnia and weight loss;

• depleted endorphins, resulting in bodily pain;

• reduced sex hormones, leading to amenorrhea or infertility;

• the shutting down of the digestive system, resulting in nausea, bloating, and dry 
mouth; and

• an excess of cholesterol release that can contribute to blocked arteries, blood 
pressure increases of up to 400%, stroke, or aneurism. (Hafen et al., 1996)

In addition, one of the most debilitating effects of stress is the weakening of our 
immune system. Stress activates the hypothalamic-pituitary-adrenal (HPA) axis, which 
controls the release of our body’s stress hormone, cortisol. Cortisol is beneficial in appro-
priate amounts; however, chronic stress leads to an increased level of cortisol, which leads 
to the deterioration of T-cells, essential cells in the immune system. T-cells both attack 
foreign pathogens and regulate other cells of the immune system. When dysregulated 
levels of cortisol lead to a decrease in T-cell functioning, the result is a weakened immune 
system. Or, more simply stated, chronic stress can make you sick. Sheldon Cohen’s pio-
neering work on stress and the common cold found that those participants with the highest 
amounts of stress were more than five times as likely to become infected with the common 
cold virus (e.g., S. Cohen & Williamson, 1991). The study of this phenomenon of emo-
tional stress setting the stage for physical illness is known as psychoneuroimmunology 
(PNI). More specifically, PNI is the scientific field of study concerned with the interactions 
among behavior, the nervous system, and the immune system (Kropiunigg, 1993).

The deleterious effect of stress on the immune system has opened the door to 
research and clinical work on the psychology behind two common and deadly diseases: 
cancer and AIDS. Although it is important to note that there is absolutely no evidence 
that stress causes either of these diseases, there is much evidence to suggest that stress 
plays a role in the development and maintenance of both. For example, researchers 
found that being prone to stress was associated with the development of breast cancer 
(Faragher & Cooper, 1990). In a similar vein, one study of people with HIV reported that 
those under considerable stress had a disease progression with a significantly more rapid 
course (Lesserman et al., 1999). In partnership with other health professionals, clinical 
psychologists can play an important role in treatment or prevention of these illnesses.

STRESS AND COPING

We all know people who seem to be immune to even high levels of stress and others 
who respond to even minor stressors with psychological or physical ailments. A major 
difference between these types of people is the way they have learned to cope with their 
stress. Coping has been defined as the process of managing demands that are appraised 
as exceeding the resources of the person (Lazarus & Folkman, 1984).

What factors determine how well someone copes with stress? Like the answers to 
many questions in psychology, this answer involves both nature and nurture. On the 
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nature side, it appears that our genetic codes can be imprinted with susceptibility for 
struggling with stress. For example, one study involving 44 identical and 30 fraternal 
twin pairs suggested that genetic factors accounted for the majority of the variance in 
57% of the coping variables studied (Mellins, Gatz, & Baker, 1996). It appears that this 
biological vulnerability to stress manifests itself in a tendency to overreact or become 
depressed in response to stress. In fact, researchers have even hypothesized that there 
is a genotypic inclination toward a disease-prone personality that predisposes people 
to stress-related illnesses such as arthritis, ulcers, and coronary heart disease (Scheier & 
Bridges, 1995; T. W. Smith & MacKenzie, 2006). The personality profile in question 
is one of marked anxiety, depression, pessimism, and defensive hostility (Guerrero & 
Palmero, 2010).

Yet studies such as the one described in the previous paragraph (Mellins et al., 1996) 
clearly show that genetics account for only about half the story. What nongenetic fac-
tors affect how we cope with stress? One important factor is the individual’s perception 
of stress, which may or may not be a realistic appraisal. Indeed, the perception of stress 
(as opposed to the actual amount or degree of stress) can predict levels of stress-related 
illness (Hiramoto et al., 1999). In a study of women with breast cancer, the amount of 
distress—both psychological and physical—resulting from the disease was significantly 
related to the amount of control the women felt they had. Those who believed they had 
more control had significantly less distress than did those with perceptions of less control 
(Barez, Blasco, Fernandez-Castro, & Viladrich, 2009). So, whereas health psychologists 
can do little or nothing about a client’s genetics, they commonly work with clients to 
challenge cognitive misperceptions and replace them with healthier points of view.

A common misperception involves the feeling of being completely devoid of control 
when faced with stress. However, when clients are challenged to look more carefully at 
the situation, they will often realize there are some aspects of the situation that are within 
their control. As an example, consider Max, a 64-year-old military veteran who for many 
years regularly attended a chronic pain clinic at his local Veterans Affairs hospital. Max 
benefited greatly from the services he received at the clinic, which had become an inte-
gral part of his pain management plan. On learning that the clinic would be closed due 
to an abrupt funding cut, Max was devastated. He quickly began to envision a future of 
miserable, constant back pain. Max’s health psychologist, Dr. Phelps, sought to change 
Max’s perception that without the clinic, he had no control over his own back health. 
She worked with him on compiling a list of the tips and techniques he’d learned from 
the clinic over the years and ways he could implement them on his own. With input 
from Max’s physician, she also sought out relevant readings, pain management exercise 
videos, and other resources in the community, including a free weekly pain management 
support group in a neighboring town. In a relatively brief period of time, Dr. Phelps was 
able to work with Max to change his perception of being abandoned and helpless to one 
of having multiple sources of support. It is important to note that this process decreased 
not only Max’s anxiety but his physical pain as well.

Another healthy coping skill that health psychologists can foster is problem- 
focused coping. Problem-focused coping emphasizes proactive, constructive 
attempts to take action about a stressful situation. This approach is exemplified in 
the people who, although realizing that the occurrence of a hurricane is completely 
out of their control, still work to be as prepared as possible by stockpiling emergency 
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Considering Culture

Physical and Psychological Expressions 
of Depression Across Cultures

According to the Diagnostic and Statistical Man-
ual of Mental Disorders—Fifth Edition (DSM-5), a 
major depressive episode consists of a com-
bination of at least five of nine possible spe-
cific symptoms. Most of these symptoms are 
psychological in nature (e.g., depressed mood, 
decreased interest in daily activities, impaired 
concentration, feeling worthless or guilty, 
thoughts of death or suicide). The other symp-
toms are more physical (e.g., appetite/weight 
changes, sleeping, fatigue, restlessness/slowed 
movements). But does depression express 
itself similarly across cultures? Specifically, 
in members of non-Western cultures, does 
depression tend to express itself through the 
body rather than the mind?

Some research suggests that the answer 
is yes. Specifically, Asian Americans have often 
been described as exhibiting depression (and 
some other mental illnesses) through somatic, 
bodily symptoms to a greater extent than do 
European Americans (e.g., D. W. Sue & Sue, 
2008; S. Sue & Consolacion, 2003). (Of course, 
within Asian Americans and every cultural 
group, there is great heterogeneity.) In addi-
tion to the physical symptoms listed in the 
DSM definition, headaches, stomach aches, 
dizziness, aching muscles, and other physical 
ailments may be included in the experience of 
depression in many Asian Americans. These 
physical symptoms may replace the psycho-
logical symptoms common to depression in 
European Americans, such as sad mood and 
thoughts of death.

There are numerous possible reasons for 
this relative emphasis on physical symptoms 
among Asian Americans (D. W. Sue & Sue, 
2008; S. Sue & Consolacion, 2003):

• Asian American culture tends to 
emphasize a holistic view of mind 
and body. With little or no boundary 
between these two aspects of life, 
Asian Americans may present 
emotional problems as somatic 
symptoms.

• The importance of collectivism 
within Asian American culture 
results in the discouragement of 
open displays of emotional distress. 
Such displays could threaten 
interpersonal harmony or expose 
personal weakness, neither of which 
tends to enhance group or family 
relationships.

• In Asian American cultures, physical 
illness tends to be less stigmatized 
than mental illness. Thus, bodily 
complaints allow clients to 
maintain a more socially acceptable 
appearance (i.e., “face”) than do 
emotional symptoms.

For those who work with clients whose 
problems include both physical and psy-
chological symptoms—health psychologists 
and many other health professionals as 
well—it is crucial to know that what man-
ifests as physical may have psychological 
roots. Similarly, it is vital to respect the way 
clients experience depression and not to 
pressure clients to think about the problem 
in a way that is incompatible with their cul-
tural values. So, for many Asian American 
clients, the psychologist would be wise to 
validate the physical manifestations of 
depression and to consider a reciprocal inter-
action between mind and body problems  
(D. W. Sue & Sue, 2008).
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supplies and creating evacuation and communication plans. Research has strongly 
supported the idea that those who believe they can exert some personal control over 
stressful situations are better off both emotionally and physically than those who 
view themselves as having little to no control over stressors (Pittner, Houston, & 
Spiridigliozzi, 1983). When the stressor is less controllable—for example, a cata-
strophic injury to a friend or family member—health psychologists can promote emo-
tion-focused coping, in which the emphasis is on changing the emotional reaction to the 
stressor (rather than the stressor itself). Flexibility between problem-focused coping 
and emotion-focused coping can be a beneficial overall strategy for coping with stress 
(Carver, 2013).

As an example of problem-focused coping, consider Sandra, a 19-year-old col-
lege student who developed ulcers and frequent headaches during her first two years 
in college. Although she had numerous sources of stress, she described her primary 
stressor as the constant worry that her parents would not be able to continue to sup-
port her financially and that without their help she would not be able to continue at 
her university. With the encouragement of Dr. Yu, a health psychologist who worked 
in conjunction with the physicians who treated Sandra’s ulcers and headaches, Sandra 
began to search for aspects of this situation that she could control. For example, Dr. Yu 
helped Sandra identify other colleges that were more affordable, including some in the 
same city, where she might be able to transfer. Dr. Yu also helped Sandra make a list 
of other sources of income she could consider, including jobs, loans, and scholarships. 
Dr. Yu also suggested that Sandra meet with a financial aid specialist at her college, 
who offered even more resources to Sandra. The result was that by taking control 
and “doing something” about her problem rather than merely dwelling on it, Sandra’s 
body and mind felt better. Her ulcers and headaches were less severe, and she felt more 
emotionally stable as well.

SOCIAL SUPPORT

Friends and family are important weapons against the damaging effects of stress. In 
fact, some argue that social support is the single most vital resource against stress 
(e.g., Hafen et al., 1996). Social support can be described as the perception that one 
has relationships with others who can provide support in a time of crisis and can 
share in good fortune as well. Social support is one of the most documented phe-
nomena in health psychology; its benefits to physical health are ample and undeni-
able. In the words of Thomas Padus, “The breakdown in the social support structure 
precipitates a breakdown in the body’s immune system” (as quoted in Hafen et al., 
1996, p. 262).

House, Kahn, McLeod, and Williams (1985) purport that social resources are 
composed of three components: social network, social relationships, and social sup-
port. One’s social network is the broad scope of all social contacts one has. In this 
large pool is a smaller pool of those with whom one has more meaningful social rela-
tionships. And social support refers to the quantity and quality of care and assistance 
those relationships bring. Thus, someone with a small social network who has a single 
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meaningful social relationship accompanied by a 
large degree of social support might be better off 
than a “social butterfly” with a broad social net-
work but no intimate friends. Interestingly, married 
men report that their main source of social support 
is their wives, whereas married women rely more 
heavily on other family members and friends. It is 
hypothesized that this may account for the fact that 
men are more likely than women to suffer physi-
cally from stress-related ailments after a divorce 
(Kiecolt-Glaser et al., 1996).

How, exactly, does social support protect our 
health? The answer is not yet entirely clear. Some 

hypothesize that the positive feelings associated with having social support allow us to per-
ceive our stressors in a more manageable light. For example, the social support provided by 
church attendance was hypothesized to be a primary reason why those who attend religious 
services regularly are happier and healthier than those who do not (L. B. Koenig & Vaillant, 
2009). Another hypothesis, strongly supported by the work of James Pennebaker, is that 
those who have strong social networks are more likely to confide in others. Pennebaker 
(1990) has studied the health benefits of confiding and has concluded, “Not disclosing our 
thoughts and feelings can be unhealthy. Divulging them can be healthy” (p. 82). His work 
has uncovered benefits to the immune system that are evident after the act of confiding in 
others. His immune-related findings are mirrored by those of health psychologist Janice 
Kiecolt-Glaser; one of her studies found clear evidence that those who are more lonely 
have the most compromised immunities (Kiecolt-Glaser et al., 1985).

A third hypothesis regarding how social support protects our health has to do with 
the sensation of touch. Research in this area was born out of the classic studies of Harry 
Harlow that compared the development of baby monkeys with and without access to 
other monkeys and found that monkeys who were touched and cuddled fared signifi-
cantly better (Harlow & Zimmermann, 1959). Studies on humans have produced similar 
results. For example, premature babies who were stroked and massaged during their hos-
pital stays were significantly healthier and heavier and had fewer physical problems at an 
8-month follow-up period than did those who were not (S. Weiss, 2005). Another study 
reported that adults who enjoy regular, loving touch have stronger hearts and lower 
blood pressures, and they report feeling less stress (Engle & Graney, 2000).

CLINICAL APPLICATIONS

Today’s health psychologists enjoy a wide menu of focus areas, expanding far beyond the 
original work on stress and health (see Table 18.1). The following sections will review 
some of the most popular current clinical applications of health psychology. In addi-
tion to the following examples of traditional client-based work, it is important to note 
that health psychologists can also work within a more broad, sociocultural context to 
craft behavioral health legislation (e.g., mandatory helmet laws, effective public service 
announcements), school and workplace policies (vending machine and smoking bans), 
and policymaking regarding health care reform.
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Weight Management

In the United States, the prevalence rates for 
obesity and being overweight are at an all-time 
high. About 72% of adult Americans are over-
weight or obese, and the numbers continue to 
rise each year in both adult and child populations 
(Centers for Disease Control, 2016). The risks 
of carrying excess weight are numerous and well 
documented; obesity is estimated to cause more 
than 400,000 deaths annually (16.6% of total 
deaths) in the United States (Mokdad, Marks, 
Stroup, & Gerberding, 2004). And health care 
costs related to obesity are estimated at $117 bil-
lion (Y. Jackson et al., 2002), or 6% to 10% of our 
national health care expenditures (Andreyeva, 
Sturm, & Ringel, 2004). Health psychologists 
play a very important role in efforts to stem this 
national crisis (Butryn, Raggio, & Lowe, 2015; 
Fabricatore & Wadden, 2006; Martin, Stewart, 
Anton, Copeland, & Williamson, 2008; Rozensky, 
Pereira, & Whitehead, 2016; T. W. Smith et al., 
2016). Proper nutrition and physical fitness are no 
doubt responsible for achieving and maintaining a 
healthy weight. However, recent research is sug-
gesting that the problem is not that Americans are ignorant of what a healthy diet or 
exercise regimen is but, rather, that many have a hard time committing to these behaviors 
in the long term. As such, cognitive-behavioral therapy has become a very necessary and 
important component of successful weight management (Kaholokula & Haynes, 2015).

A common approach health psychologists use in treating people with excess weight 
is known as the ABCDS of weight loss: Activity increase, Behavior change, Cognitive 
change, Dietary change, and Social support (Blair et al., 1996). Collectively, these com-
ponents represent a multifaceted, long-term approach to maintaining a healthy weight. 
To illustrate the use of the ABCDS approach, consider Shannon, a 54-year-old woman 
who owned and operated a public relations office. Shannon was successful in many ways, 
but she had been significantly overweight since childhood, and her weight had increased 
through adulthood. To address her weight problem, Shannon sought the services of Dr. 
Gold, a health psychologist who worked with a multidisciplinary team of health profes-
sionals at a weight management center. Dr. Gold quickly learned that Shannon’s many 
past attempts to lose weight had involved exercise (A) and diets (D) but nothing else (no 
B, C, or S). Moreover, her exercise and diet efforts had never proven successful, largely 
because she didn’t stick with them.

Regarding her dieting (D) attempts, Shannon explained to Dr. Gold that her diets 
usually required a complete abstinence from her favorite foods, for which Shannon lacked 
the willpower over the long haul. Dr. Gold, with help from a dietician colleague, helped 
Shannon develop a more flexible meal plan (not a diet, per se) that would be more feasi-
ble as part of a long-term lifestyle change. Also, in collaboration with a personal trainer, 

Table 18.1  Common Areas of Clinical 
Focus in Health Psychology

alcohol use Irritable bowel 
syndrome

Smoking Weight management

Illicit drug use eating disorders

Prescription drug 
abuse

Stress management

Pain management cancer

chronic fatigue coping with medical 
regimens

HIV/aIDS compliance with 
medical regimens

cardiovascular 
disease

Sleep disorders

Diabetes Sexual disorders
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Dr. Gold helped develop an exercise plan (A) that involved five 30-minute workouts 
per week, some of which involved walking, running, or kayaking with her best friends 
(S). Also, to address the behavior change (B) aspect of the ABCDS plan, Dr. Gold and 
Shannon jointly created a list of smart decisions to make at restaurants (e.g., order or 
request smaller portions, substitute steamed vegetables for fried side dishes, avoid pre-
meal items such as bread or chips) and grocery stores (reading nutrition labels, limiting 
purchases of certain high-calorie or high-fat foods).

To Dr. Gold’s surprise, Shannon initially resisted Dr. Gold’s suggestions. Shannon 
explained that they conflicted with some of her beliefs about eating and exercise. 
Specifically, Shannon believed that “successful weight loss means at least 5 pounds a 
week,” “working out counts only if it lasts at least an hour,” and “restaurants don’t want 
to be bothered with special requests.” An important aspect of Dr. Gold’s job was to 
challenge these faulty cognitions (C). Dr. Gold persuasively educated Shannon about 
weight loss goals (1 to 2 pounds per week is more reasonable), exercise duration (any 
length “counts”), and the fact that most restaurants are very willing to accommodate cus-
tomer requests. By addressing all the facets of the ABCDS approach, Dr. Gold enabled 
Shannon’s success in maintaining a healthy weight—she lost 35 pounds in the first  
6 months and kept that weight off for many years.

Besides the elements of the ABCDS model, health psychologists have identified 
other effective strategies to help with weight loss, including (Johnston, Moreno, & 
Foreyt, 2016):

• Self-monitoring—keeping track of eating and exercise behaviors

• Goal setting—creating reasonable goals that can produce frequent feelings of 
success

• Contracting—making promises to maintain exercise time, eat healthy food, etc.

• Problem solving—recognizing and getting around obstacles to weight loss 
instead of feeling helpless to do anything about them

• Stimulus control—keeping unhealthy foods out of the house, staying out of 
unhealthy restaurants, buying healthy foods at the grocery store, getting yourself 
to exercise locations

• Stress management—making lifestyle changes that lower the overall level of 
stress, using relaxation techniques, meditating

• Social support—discussing weight loss efforts, including setbacks, with people 
who care about you

An interesting line of research has focused on the role of values affirmation in pro-
moting physical health, including weight management. By writing about the things they 
value most in life (e.g., relationships, service to others), patients focus their attention on their 
sense of personal identity and self-worth (D. K. Sherman & Cohen, 2006). These affirma-
tions bolster self-control, because concentrating on one’s most cherished values may lead to 
a decrease in impulsive behavior that is inconsistent with those values and only rewarding in 
the short term (Creswell et al., 2005). One notable recent study found that after completing 



cHaPter 18  •  HealtH PSycHology   459

a single session of values affirmation, women weighed significantly less and had significantly 
smaller waist measurements almost 3 months later than did their peers in a control group 
that did not complete the values affirmation (Logel & Cohen, 2012).

Smoking

Like obesity, smoking is a massive public health problem in America (Martin et al., 2008). 
Although smoking rates have declined in recent decades, smoking remains a major cause 
of preventable death, accounting for more than 450,000 deaths in the United States each 
year (Niaura & Abrams, 2002; Scharf, Ferguson, Tindle, & Shiffman, 2016). Smoking has 
been proven to be a major risk factor in heart disease, cancer, vascular disease, stroke, and 
major depressive disorder (A. L. Haas, Munoz, Humfleet, Reus, & Hall, 2004). Also like 
obesity, the primary problem is not that people are ignorant of the dangers of smoking; 
instead, the problem lies in implementing a very difficult behavioral change: quitting.

Unfortunately, once it has become an addiction, smoking exerts very strong control 
over the physiological, psychological, and social aspects of the smoker’s life. Some of the 
strongest weapons that health psychologists have in the battle against smoking are nico-
tine replacement, social support, stress management, 
and relapse prevention.

Nicotine replacement involves the use of over-
the-counter or prescription alternatives to cigarettes, 
including gum or transdermal patches. The mech-
anism behind this form of therapy is twofold: to 
break the oral habit of smoking while at the same 
time slowly weaning the body off nicotine depen-
dence through controlled dosing that decreases over 
time. Reviews of the efficacy of nicotine replacement 
therapy have supported it as an agent that often (but 
certainly not always) helps with smoking cessation 
(Cahill, Stevens, Perera, & Lancaster, 2013; Cepeda-
Benito, 1993). Health psychologists can help educate 
clients on the research supporting this sort of ther-
apy, how it works, where to obtain it (some can be 
purchased over the counter, and others need to be 
prescribed by a physician), and common side effects 
(e.g., headache, racing heart). In addition, they can 
help the client work through any potential barriers to compliance with the therapy before 
they begin (e.g., weighing the affordability and convenience of the various options).

An important aspect of smoking cessation is the availability of a nonsmoking social 
support network. Having smokers in one’s social group has been shown to be both a signif-
icant detriment to smoking cessation and a significant predictor of relapse (Mermelstein, 
Cohen, Lichtenstein, Baer, & Karmarck, 1986; M. E. Roberts, Nargiso, Gaitonde, Stanton, 
& Colby, 2015). Helping the client create or strengthen a nonsmoking network is often an 
important first step of smoking cessation treatment. One way this might be accomplished 
is by first developing problem-solving strategies for limiting, ending, or dealing with rela-
tionships with other smokers (e.g., a spouse who smokes). This might include setting 
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such rules as limiting smoking to outside of the house 
and family vehicles. It is also important to create a 
list of the number and quality of nonsmoking social 
contacts across various situations (work, home, recre-
ation). If this list is small, social network building may 
need to occur. The client would be encouraged to 
identify and start reaching out to other nonsmoking 
peers or to seek support through smoking cessation 
support groups (P. M. Smith, Reilly, Houston Miller, 
DeBusk, & Taylor, 2002). Finally, clients would also 
be encouraged to identify places where they typically 
smoke socially and plan alternate locations and activ-

ities that would be equally fulfilling. For example, clients who often dine out with friends 
might consider frequenting only smoke-free restaurants.

Some health psychologists use the acronym STAR to summarize the steps involved 
in successful smoking cessation: S for set a specific date for quitting (rather than leaving 
it unspecified); T for telling family and friends so they can provide support; A for antic-
ipating specific challenges that might arise and coming up with constructive responses 
ahead of time; and R for removing items that might serve as cues or triggers to smoke, 
like lighters, ashtrays, and cigarettes (Scharf et al., 2016; Olenik & Mospan, 2017; World 
Health Organization, 2017).

Smokers often report that they smoke because they find it relaxing and stress reduc-
ing. As such, an important task for the health psychologist is to work with the client to 
develop and practice alternate replacement strategies for relaxation and stress reduction 
before the smoker begins the quitting process. Relapse prevention goes hand in hand with 
this concept, as its goal is to predict which factors are likely to trigger a relapse and to 
prevent those factors from occurring. Given that one of the most common triggers for 
a relapse is feeling stressed, the use of stress management techniques can play a strong 
role in relapse prevention. The ABCs of relapse prevention (Marlatt & Gordon, 1985) 
involve an examination by the client and the health psychologists of the events that occur 
before and after smoking. Specifically, B stands for Behavior (smoking), A stands for 
Antecedent, and C stands for Consequence. For example, if Julian recognizes that when-
ever he drinks alcohol at a bar, he’s likely to smoke, he has identified drinking in the bar 
as an antecedent. If he also realizes that smoking a cigarette in the bar provides the con-
sequence of reduced stress, he can identify alternate behaviors for reducing stress (e.g., 
exercising, watching TV, socializing with friends outside of bars). A health psychologist 
can be quite helpful in facilitating Julian’s efforts by helping him recognize antecedents 
and consequences and by suggesting alternative behaviors.

Alcohol Use

Drinking alcohol occasionally or in moderation does not in itself constitute an alcohol 
problem. The use of alcoholic substances becomes pathological when certain criteria 
are met—for example, when the person can’t cut down on alcohol, has strong cravings, 
or experiences repeated failures at work, school, or home related to alcohol (American 
Psychiatric Association, 2013). Two other hallmarks of problematic alcohol use are 
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tolerance and withdrawal. Tolerance occurs when the body requires increasing amounts 
of the substance to achieve the desired effect, and withdrawal occurs when cessation 
of the substance produces negative symptoms. Researchers estimate that about 4% of 
Americans use alcohol in a way that involves tolerance and withdrawal (e.g., B. F. Grant 
et al., 2004), which qualifies alcoholism as a large-scale social health issue, along with 
obesity and smoking.

Very similar to smoking cessation, the successful treatment of alcoholism includes 
the components of stress management, relapse prevention, and social support. As alcohol 
is also commonly used to reduce stress, health psychologists would work with clients 
to identify more healthy alternatives to manage stress, such as working out or calling a 
friend to talk. Identifying common precursors to drinking (going to a sports event) and 
developing strategies to avoid them (not carrying enough cash to purchase a drink) uses 
the same ABCs of relapse prevention that health psychologists use with smoking cessa-
tion clients. Also similar to working with smoking cessation clients, health psychologists 
would help clients who wanted to abstain from drinking identify and, if necessary, expand 
their social circle of nondrinkers and socializing options that are alcohol free.

The most commonly sought source of help for alcohol-related problems, the self-
help support group Alcoholics Anonymous (AA), incorporates many of these strategies 
in its treatment plan. AA is a network of current and recovering alcoholics who share the 
goal of helping themselves and other members of AA stay sober. Although this group 
is not affiliated with health psychology, it uses many of the same principles, especially 
social support and relapse prevention. One important distinction between AA and health 
psychology is that AA incorporates a spiritual component to its recovery process.

An important distinction between the treatment for smoking and the treatment for 
alcohol problems is the fact that alcohol exhibits effects on the brain different from the 
effects of many other substances, including nicotine, and an addict might experience 
dangerous side effects as a result of weaning the body off the substance too quickly. As 
such, a period of medically supervised detoxification may be the most appropriate first 
course of action before proceeding to cognitive-behavioral techniques.

Pain Management and Biofeedback

Chronic pain—pain that lasts 6 months or longer—affects up to 35% of the population 
(Mantyselka, Turunen, Ahonen, & Kumpusalo, 2003). Although a large component of 
pain management is medically based (e.g., pain medications, surgery, or physical therapy), 
the fact that depression, anxiety, and many other factors can influence the experience of 
pain suggests that health psychology should also be an integral part of any compre-
hensive pain management plan (Vowels, Zvolensky, Gross, & Sperry, 2004; Rozensky, 
Tovian, & Goodheart, 2016).

One unique technique health psychologists employ in pain management is bio-
feedback (Austad & Gendron, 2018; Gevirtz, Alhassoon, & Miller, 2016; D. Shapiro & 
Schwartz, 1972). The purpose of biofeedback is to achieve control over the body via edu-
cating patients about bodily processes of which they are typically unaware. To bring these 
processes into the forefront of consciousness, a biofeedback machine converts some aspect 
of physiological functioning (e.g., heart rate, muscular tension) into a tone for the client 
to hear or a line on a graph for the client to see. So, for example, as heart rate increases, a 
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tone gets louder, or as shoulder tension declines, a line on 
a graph dips. The patient is guided through trial-and-error 
exercises to see what sorts of behaviors (e.g., deep breath-
ing, changing postures, modifying thoughts, imagery) alter 
the bodily process in question. Once patients have learned 
the cause–effect relationships between their own behav-
iors and their bodies’ responses, they can use them pur-
posely to achieve the desired level.

As an example, consider Ronald, a 45-year-old client 
with chronic lumbar-region back pain. Before Ronald saw 
Dr. Booker, Ronald felt as though there was nothing he 
could do to control his back pain. As a health psychologist, 
Dr. Booker allowed Ronald to “see” his own back pain via 
a graphic biofeedback machine that displayed muscular 
tension as a visual graph. After trying a number of physical 
and mental exercises designed to influence the back pain, 
Ronald and Dr. Booker were pleased to find that two of 
Ronald’s actions—elevating his legs and imagining himself 
on a quiet, calm beach—caused his back pain to decrease. 
This decrease in pain was evident both in Ronald’s subjec-
tive experience and quite undeniably on the monitor he 
watched. After this discovery, Ronald was able to deliber-
ately elevate his legs and imagine the beach scene in his 
daily life to reduce the spasms in his lower back.

Critics of biofeedback training have argued that its 
benefits are offset by its expense and time-intensiveness. Fortunately, an economical and 
relatively quick alternative has been found in an intervention originally developed long 
ago for anxiety disorders (Jacobson, 1938). Relaxation training involves teaching clients 
to consciously shift their bodies into a state of lowered tension and arousal. It can involve 
a variety of aspects, including guided imagery (e.g., imagining yourself in a gently swing-
ing hammock), deep and controlled “belly breathing,” and systematically tensing and 
then relaxing various large skeletal muscles such as those in the arms and legs. Relaxation 
training has been found to be successful in alleviating chronic pain, and it may work by 
increasing the release of endogenous opioids, our bodies’ natural analgesics (McGrady 
et al., 1992). An additional benefit of relaxation training, regarding the stress associated 
with chronic pain, is that several studies have found beneficial effects of relaxation on 
immune system functioning (Pawlow & Jones, 2002, 2005).

Pennebaker’s work on the therapeutic effects of confiding distressing thoughts to 
others also included the notion that writing about distressing events could be cathartic 
and even alter immune system functioning in a positive way (Pennebaker, Kiecolt-Glaser, 
& Glaser, 1988). A more recent study focusing on chronic pain found similar results: 
Chronic pain patients who wrote about their angry feelings surrounding their pain expe-
rienced improved levels of perceived control and decreased levels of depression (J. D. 
Graham, Lobel, Glass, & Lokshina, 2008). Thus, simply taking the time to journal one’s 
thoughts surrounding one’s pain may help alleviate some of the suffering due to that pain.

}} Photo 18.5
Health 
psychologists 
use a variety 
of techniques 
to help clients 
who experience 
ongoing pain.
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Metaphorically Speaking

If You’ve Used Exercise Equipment With 
a Heart Rate Monitor, You Understand 
Biofeedback

At the gym, you may have used a treadmill, 
stationary bike, or elliptical trainer that mon-
itors your pulse via metal sensors in the han-
dles. The machine then converts this pulse 
information to a heart rate (usually expressed 
as beats per minute, or BPM) and displays this 
information to you in real time throughout 
your workout. If your goal is to control your 
heart rate—raise it to a certain level or keep 
it below a certain level—you can take note of 
the cause–effect relationship between your 
actions and your heart rate. On the stationary 
bike, for example, you may learn that pedal-
ing at a certain speed against a certain level 
of resistance brings about a certain heart rate.

Monitoring heart rate may be of secondary 
importance to many of the people exercising 
on these machines at the gym, but for clients 
using biofeedback, it is the primary goal. As 

the term suggests, a biofeedback machine 
provides the client with feedback about bodily 
activities such as heart rate, muscle activity, 
and the like. With the help of a health psychol-
ogist, clients can use biofeedback machines to 
learn which actions they can choose to take 
in order to bring about desired changes in the 
internal systems of their bodies.

This can be an empowering process. 
Without biofeedback, clients would be unable 
to know, for example, exactly how fast their 
hearts are beating. Moreover, it would be 
impossible for them to make connections 
between any particular behaviors they per-
form (e.g., intentionally slow breathing, 
mental imagery) and subsequent changes in 
heart rate. But with biofeedback, heart rate is 
instantly visible and continuously updated as 
various behaviors are attempted. Thus, a heart 
rate problem that a client may initially experi-
ence as uncontrollable becomes more directly 
manageable.
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Sample of an Abbreviated Progressive Relaxation Training Script

The following is a small portion of a progres-
sive muscle relaxation script (Bernstein & 
Borkovec, 1973):

When I say the word “tense,” 
that is your specific signal to 
tense the muscles in the group 
we are working as tightly and 
as immediately as possible. You 
will be holding the tension for 7 
seconds. Do not begin tensing until 

you hear this cue. Likewise, when 
I say the word “release,” that is 
your specific relaxation signal to 
immediately release the tension. 
Do not let the tension dissipate 
gradually, and do not release the 
tension until I give the cue. I will 
give you specific instructions on 
what muscle group to tense, as 
well as general guidelines on how 
to tense it. Please do not move 
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(Continued)
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unnecessarily; however, feel free to 
move in any way that helps you to 
maintain a comfortable position at 
all times.

When I say “tense,” I want 
you to tense the muscles in your 
dominant hand and forearm 
by making a tight fist. Ready? 
Tense. (Hold for 7 seconds.) Feel 
the muscles pull. Notice what 
it’s like to feel tension in these 
muscles as they pull and remain 
hard and tight. Release. (Relax for 
30 seconds.) Just let the muscles 
go, notice the difference between 
tension and relaxation, focus on the 
feeling in the muscle as it becomes 
more and more relaxed.

When I say “tense,” I want 
you to tense the muscles in your 
dominant biceps by pushing your 
elbow down against the arm of 
the chair. Ready? Tense. (Hold for 
7 seconds.) Feel the muscles pull. 
Notice what it’s like to feel tension 
in these muscles as they pull and 
remain hard and tight. Release. 
(Relax for 30 seconds.) Just let the 
muscles go, notice the difference 
between tension and relaxation, 
focus on the feeling in the muscle 
as it becomes more and more 
relaxed.

When I say “tense,” I want you 
to tense the muscles in the upper 
part of your face by lifting the 
eyebrows as high as you can and 
getting tension in the forehead and 
scalp region. Ready? Tense. (Hold for 
7 seconds.) Feel the muscles pull. 
Notice what it’s like to feel tension 
in these muscles as they pull and 
remain hard and tight. Release. 
(Relax for 30 seconds.) Just let the 
muscles go, notice the difference 
between tension and relaxation, 
focus on the feeling in the muscle 
as it becomes more and more 
relaxed.

When I say “tense,” I want you 
to tense the muscles in the central 
part of your face by squinting your 
eyes very tightly and at the same 
time wrinkling up your nose to feel 
the tension in the upper cheeks and 
the eyes. Ready? Tense. (Hold for 
7 seconds.) Feel the muscles pull. 
Notice what it’s like to feel tension 
in these muscles as they pull and 
remain hard and tight. Release. 
(Relax for 30 seconds.) Just let the 
muscles go, notice the difference 
between tension and relaxation, 
focus on the feeling in the muscle 
as it becomes more and more 
relaxed.

Source: Bernstein & Borkovec (1973).

(Continued)

Compliance With Medical Regimens

In some cases, health psychologists work with clients whose problems do not stem 
from psychological contributors of medical illness. Instead, these clients need assis-
tance complying with medical regimens (Goodheart & Rozensky, 2011; S. L. Williams, 
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Haskard-Zolnierek, & DiMatteo, 2016). Failure to comply with medical regimens can 
take many forms, including not taking medication, violating dietary restrictions, missing 
follow-up appointments, and not adhering to activity restrictions. There are many rea-
sons why clients may not adhere to or comply with treatment regimens, including poor 
provider communication and fears about negative side effects. One study found that 
patients are less compliant with medication regimens when they are aware of the side 
effects, even if the side effects are mild and/or very unlikely to occur (Waters, Weinstein, 
Colditz, & Emmons, 2009). On average, patient noncompliance is seen in about 26% 
of all cases, with the highest rates in HIV, arthritis, gastrointestinal disorder, and cancer 
populations (DiMatteo, Giordani, Lepper, & Croghan, 2002).

Health psychologists can increase compliance with medical regimens in many ways. 
Sometimes they serve as liaisons between the provider and the patient to communicate 
the proposed treatment plan more carefully and thoroughly in a comprehensible and 
compassionate way. In fact, some research has suggested that simply hearing the mes-
sage in a warm and caring tone leads to greater compliance (e.g., Sherbourne, Hays, 
Ordway, DiMatteo, & Kravitz, 1992). Another important aspect of reducing noncom-
pliance involves thoroughly educating the patient on the proposed treatment, alternate 
options (including no treatment), the pros and cons of each, and the current research on 
the topic. Also, clinicians can aid the patient in securing or bolstering their personal sup-
port systems as another mechanism for boosting compliance. In a study of patients with 
chronic heart failure, those with higher levels of perceived social support demonstrated 
better medication, behavioral, and dietary adherence to their medical treatment plans 
(Sayers, Riegel, Pawlowski, Coyne, & Samaha, 2008).

Identifying patient barriers to compliance and working together to suggest 
time-limited options can also help. For example, a pain patient who doesn’t “believe 
in touchy-feely stuff like relaxation” might be persuaded to give it an honest try for  
2 weeks, and if she sees no effect, she can stop with the provider’s blessing. And sometimes 
the health psychologist can adopt a direct problem-solving approach to help clients with 
problems that seem, to them, quite difficult. For example, Claire, a 78-year-old woman 
with numerous physical illnesses and conditions, was noncompliant with her medication 
regimen because she had an abundance of pills to take and was so terrified that she’d 
take the wrong pills at the wrong time that she chose to forgo all of them. Her health 
psychologist, Dr. Howard, enlisted Claire’s daughter to purchase a cheap, monthly/daily 
pill case from the local pharmacy and to place her supply of pills in the appropriate boxes 
once a month. This simple step was sufficient to rectify the situation.

Coping With Medical Procedures

Health psychologists also play a significant role in helping medical patients cope with the 
stress of facing a medical procedure. These medical procedures may include surgery, ther-
apies with predictable negative side effects (e.g., chemotherapy), painful physical therapy, 
or more experimental procedures such as deep brain stimulation. A primary duty of health 
psychologists in this role is to educate the client and demystify the medical procedure, thus 
increasing the client’s sense of control and comfort. Much research has been conducted on 
the benefits of clear and detailed preintervention communication delivered in an empathic 
manner. For example, radiation therapy patients who receive this type of information show 
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better postoperative adjustment and healing than those who don’t (J. Johnson, Lauver, & 
Nail, 1989). Also, the use of prerecorded videos to explain the steps of a complicated pro-
cedure such as heart surgery or a sensitive procedure such as a prostate screening has also 
been shown to be beneficial (e.g., Mahler & Kulik, 1998; K. Taylor, 2010).

Beyond optimizing communication, health psychologists also use cognitive- 
behavioral interventions such as relaxation training and learning to think differently 
about the unpleasantness of the situation (Ludwick-Rosenthal & Neufeld, 1988). As an 
example, consider Inez, a 50-year-old cancer patient who is about to begin chemotherapy. 
Inez is distraught about her cancer diagnosis, but she is almost equally distraught about 
the upcoming chemotherapy. When her health psychologist, Dr. Ricardo, asked Inez to 
explain her thoughts about chemotherapy, Inez tearfully stated, “It will go on for the rest 
of my life” and “The side effects will be so horrible—I won’t be able to live through it.” 
Dr. Ricardo showed compassion for Inez’s concerns, but she also made sure to correct 
Inez’s inaccurate understanding of chemotherapy: It was scheduled to last a few months, 
not a lifetime, and although most patients experience some unpleasant side effects, they 
do find that the side effects are ultimately tolerable. Moreover, Dr. Ricardo helped Inez 
focus on the improved health she could enjoy if the chemotherapy was successful (which, 
in Inez’s case, was likely because her cancer was detected early and was considered very 
treatable). By correcting Inez’s misinformed beliefs and shifting her focus to the possibil-
ity of a positive outcome, Dr. Ricardo was able to improve not only Inez’s psychological 
well-being before the chemotherapy but also her chances of benefiting from it physically.

When health psychologists work with hospitalized children, a common goal is the 
minimization of separation anxiety (anxiety produced by separation from the primary 
caretaker, generally a parent). Techniques include the assignment of “substitute parents,” 
in which a junior staff member such as a graduate student or student nurse is assigned to 
be the child’s stand-in parent during any hours in which the actual parent is prohibited 
from visiting. Similarly, health psychologists can arrange for a young child’s comfort 
items, such as a blanket or teddy bear, to be brought from home.

In some cases, a health psychologist may be asked to assess a patient’s psychological 
readiness for a medical procedure before medical personnel decide to conduct it. In this 
capacity, health psychologists can screen out those patients whose state of mind would 
be likely to make a medical procedure ineffective or counterproductive. As an example, 
individuals for whom gastric bypass surgery is being considered routinely undergo a 
psychological evaluation before the surgery is scheduled. According to one study, almost 
3% of gastric bypass applicants were deemed psychologically inappropriate to undergo 
the surgery. Specifically, these individuals, after an assessment including comprehensive 
clinical interviews, were found to be psychotic or at such a limited level of cognitive func-
tioning that they were unable to fully understand and provide consent for the procedure 
under consideration (Pawlow, O’Neil, White, & Byrne, 2005).

Another medical procedure for which health psychologists commonly assess psy-
chological appropriateness is organ donation. The medical community wants to be abso-
lutely sure that donors understand the seriousness of their choice, including being able 
to comprehend all possible negative effects of the donation on both the donor and the 
recipient. It is also important in these cases to be sure that the donor is making the deci-
sion on their own and not being pressured by friends or family. Health psychologists are 
able to use their knowledge of both clinical assessment and the medical and psychologi-
cal ramifications of organ donation to provide this important service.
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A TREND IN HEALTH PSYCHOLOGY:  
PATIENT-CENTERED MEDICAL HOMES

Traditionally, patient care in the United States has followed a primary-care model. In 
recent years, however, our health care system has been facing a crisis brought on by a 
significant shortage of primary-care physicians as increasing numbers of physicians in 
training choose to focus their education on specialized, versus general, medical practice. 
Resulting problems include long delays for patients needing to see their primary-care 
physicians; shorter office visits, resulting in more confusion among patients; and a lack 
of coordination among primary-care physicians, specialists, and hospitals.

Patient-centered medical homes (PCMHs) have been proposed as a solution for 
delivering higher-quality and more cost-effective primary care (B. F. Miller et al., 2017). 
PCMHs aim to provide care that is patient centered, highly accessible and affordable, 
comprehensive, and coordinated. They are more holistic in nature, in that they do not view 
mental health as separate from physical health, and they are also more focused on pre-
vention of disease than is the traditional primary-care model (Asarnow, Kolko, Miranda, 
& Kazak, 2017; N. J. Kaslow et al., 2007). In this model, each patient has a personal  
primary-care doctor responsible for arranging patient care with other professionals on the 
patient’s care team (e.g., nurses, physician assistants, physical therapists, medical special-
ists), most of whom are housed in one central location. PCMHs utilize electronic health 
records for greater communication across providers and promote greater participation in 
the patient’s own care by the patient and the patient’s family. Given that this model views 
behavioral health as a key aspect of the patient’s care, and because clinical health psychol-
ogists are uniquely educated to design, implement, and assess strategies that address the 
prevention and management of various health conditions such as obesity, AIDS, chronic 
pain, heart disease, diabetes, and cancer, health psychologists are particularly well trained 
to serve in leadership positions on PCMH care teams and are poised for “unprecedented 
workforce growth” opportunities even while other mental health employment opportu-
nities are in decline (Beacham, Kinman, Harris, & Masters, 2012, p. 17).

Outcomes for patient-centered medical homes have been mixed. Some studies find 
significant benefits over other care strategies in terms of patient satisfaction, hospitaliza-
tion rates, and emergency room usage (J. A. Alexander & Bae, 2012; Kern, Edwards, & 
Kaushal, 2016; K. M. Nelson et al., 2014), but others find either minimal or no benefits 
of this kind (G. L. Jackson et al., 2013; Werner, Duggan, Duey, Zhu, & Stuart, 2013).

CULTURAL FACTORS IN  
HEALTH PSYCHOLOGY

In all aspects of their work, it is crucial for health psychologists to fully appreciate the 
impact of cultural and diversity-related factors on the health- and illness-related experi-
ences of their clients. In fact, research has indicated that health psychology interventions 
that have been adapted for particular cultural groups are typically more effective than 
similar interventions that have not been culturally adapted (M. Barrera, Castro, Strycker, 
& Toobert, 2012). As a starting point, it is vital for health psychologists to recognize the 

 Web Link 18.4
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disparities that exist in health care between various ethnic groups, as well as the divergent 
attitudes of members of these groups toward the medical establishment. There are sig-
nificant differences in the quality of health care and the overall health status of the ethnic 
groups within the U.S. population, with whites and Asian Americans ranking near the top 
and African Americans and Native Americans ranking near the bottom in ratings of overall 
health status (LaVeist, 2005). The historical context of these rankings, including the cen-
turies of oppression suffered by African Americans and Native Americans in the United 
States, cannot be ignored. A relatively recent example of this oppression is represented 
by the Tuskegee syphilis study, in which the U.S. Public Health Service intentionally and 
deceptively withheld adequate treatment from hundreds of African American men with 
syphilis from 1932 to 1972 in an attempt to learn more about the course of the disease.

These historical factors undoubtedly relate to the perceptions held by members of 
diverse groups regarding hospitals and physicians. For example, African American patients 
appear to demonstrate a greater mistrust of the health care system than do white patients 
(e.g., LaVeist, 2005). In a survey of medical patients (LaVeist, Nickerson, & Bowie, 2000), 
a significantly greater percentage of African American patients than white patients agreed 
with the statements, “Patients have sometimes been deceived or misled at hospitals,” 
“Hospitals often want to know more about your personal affairs or business than they really 
need to know,” “Hospitals have sometimes done harmful experiments on patients without 
their knowledge,” and “Racial discrimination in a doctor’s office is common.” The same 
survey found that a significantly lower percentage of African American patients than white 
patients agreed with the statements, “Doctors treat African American and white people the 
same” and “In most hospitals, African Americans and whites receive the same kind of care.” 
For health psychologists, appreciation of the discrepancies among diverse groups regard-
ing health care experiences and attitudes is an essential component of cultural competence.

Cultural factors can also play a powerful role in determining the way medically ill 
people understand the source of their medical problems. According to Huff (1999), the 
perceived source of a sickness could fall into one of four categories:

• Within the patient—an infection, injury, or other biomedical irregularity

• The natural world—elements of the environment surrounding an individual, such 
as toxins or climate-related factors

• The social world—interpersonal conflict with others, especially those with whom 
the individual has close relationships

• The supernatural world—sorcery, witchcraft, ancestral spirits, or vengeful gods, 
for example

Huff (1999) explains that in Western cultures, it is typical for individuals to attribute 
illness to factors within themselves, and this attribution is quite consistent with mainstream 
Western medical care, which emphasizes biomedical causes of illness. However, in many 
non-Western cultures, it is quite common for individuals to attribute illness to one of the 
other three categories, each of which locates the cause of the illness outside the individual. 
So it is essential for health psychologists to remember that in various cultural groups, some 
individuals will maintain an external, rather than internal, locus of control regarding their 
health problems that may run counter to the assumptions of Western medicine. An appre-
ciation of this difference, along with corresponding adjustments in practice, can ultimately 
enhance client health.
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Culturally competent health psychologists also appreciate that, compared with white 
clients, members of ethnic minority groups may hold different expectations regarding 
the type of care they will receive and the types of interactions they will have with their 
caregivers (Huff, 1999; Kline & Huff, 1999). For example, in many of the largest ethnic 
minority groups in the United States, including Hispanic Americans, Asian Americans, 
Native Americans, and African Americans, reliance on culturally traditional healers and 
healing methods is common. These methods may include medicinal plants and herbs, 
massage, acupuncture, acupressure, prayer, chants, or other methods. Additionally, these 
methods often don’t involve the type of quick, fact-based, yes/no questioning that char-
acterizes many physician–patient interactions in Western culture. To overcome these dis-
crepancies, health psychologists can play a facilitative role by educating both health care 
providers and diverse clients about the expectations of the other party, thereby increasing 
the effectiveness of the interventions.

Finally, it is important for health psychologists to suspend judgment about how 
clients from diverse ethnic backgrounds may perceive their illnesses or approach their 
treatment (Huff, 1999). The traditional Western way of understanding illness is just one 
of many, and culturally sensitive health psychologists openly recognize the validity in 
other ways of understanding as well.

CHAPTER SUMMARY

Health psychology is a burgeoning specialty area for 
clinical psychologists involving the interaction of psy-
chological processes and physical health. Early efforts 
in health psychology focused primarily on issues of 
stress and its health-related consequences, but today 
health psychologists address a much wider range of 
issues. For example, they help clients manage their 
weight, quit smoking, reduce problematic alcohol use, 
and manage chronic pain. They also work to increase 
clients’ behavioral adherence to medical regimens and 
their ability to cope with challenging medical proce-
dures. They use a variety of specific therapeutic tech-
niques, but their work often involves an educational 

component in which they enhance clients’ under-
standing of the connection between their physical 
health and their psychological or behavioral function-
ing. In addition, health psychologists conduct psycho-
logical evaluations of individuals considering serious 
medical procedures such as gastric bypass surgery and 
organ donation. Recently, health psychologists have 
increasingly practiced via patient-centered medical 
homes in an attempt to better coordinate care among 
multiple professionals. Throughout their work, health 
psychologists maintain an appreciation of the cultural 
factors that may influence their clients’ health-related 
experiences.

KEY TERMS AND NAMES

ABCDS of weight loss 457
ABCs of relapse prevention 460
behavioral medicine 450
biofeedback 461

chronic pain 461
chronic stress 451
coping 452
cortisol 452

detoxification 461
disease-prone personality 453
fight-or-flight response 451
general adaptation syndrome 451
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health psychology 450
hypothalamic-pituitary-adrenal 

(HPA) axis 452
patient-centered medical homes 

(PCMHs) 467

problem-focused coping 453
psychoneuroimmunology 

(PNI) 452
relaxation training 462
Hans Selye 451

social support 455
stress 450
tolerance 461
values affirmation 458
withdrawal 461

CRITICAL THINKING QUESTIONS

1. In general, to what extent do you agree with the 
notion that psychological factors contribute to 
physical health problems?

2. If clinical psychologists developed a successful, 
evidence-based treatment for the disease-prone 
personality (characterized by marked anxiety, 
depression, and hostility), what ramifications 
might this treatment have throughout the health 
care industry?

3. In your opinion, to what extent should physicians 
emphasize the creation of a social support 
network for their patients?

4. In your opinion, to what extent are psychological 
factors responsible for the large-scale problems 
with weight and obesity in the United States? 
To what extent do you think that people 
who struggle with losing excess body weight 
recognize these psychological factors?

5. What efforts can clinical psychologists make to 
increase their cultural competence regarding 
clients with physical health issues?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations and 
Tracks

aIDS/HIV

Biofeedback/relaxation

cardiovascular Health

chronic Disease/Illness

aIDS/HIV

Biofeedback

cardiovascular Psychology

Health Psychology/Behavioral 
Medicine

Miscellaneous/other—
Biofeedback

Miscellaneous/other—oncology 
Psychology
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Research Areas
Specialty Clinical 
and Practica Sites Program Concentrations and Tracks

Diabetes

Health Psychology/
Behavioral Medicine

Nicotine/tobacco/
Smoking

oncology/cancer care

Pain Management

Psychoneuroimmunology

Weight Management/
obesity

Miscellaneous and 
other—Hypertension

Miscellaneous and 
other—Medical Issues

Health Psychology/
Behavioral Medicine/
Stress

oncology/cancer care

Pain Management

Weight Management/
obesity

Miscellaneous—
Diabetes

KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Health Psychology

http://www.apa.org/pubs/journals/hea/index.aspx

Health Psychology Review

http://www.tandfonline.com/loi/rhpr20#.V08Uc_ 
krLX4

International Journal of Clinical and Health Psychology

http://www.journals.elsevier.com/international-jour 
nal-of-clinical-and-health-psychology/

Journal of Behavioral Medicine

http://link.springer.com/journal/10865

Journal of Health Psychology

http://hpq.sagepub.com/

Rehabilitation Psychology

http://www.apa.org/pubs/journals/rep/index.aspx
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STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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FORENSIC PSYCHOLOGY
Bryce F. Sullivan and Andrew M. Pomerantz

19

DEFINITION AND HISTORY

Forensic psychology—the application of psychological methods and principles within 
the legal system—dates back nearly to the origins of psychology as a recognized science. 
Psychologists with different academic backgrounds have been drawn to the field due 
to the interesting and diverse ways psychology and law intersect. Social psychologists 
are involved in researching and applying psychological science to issues such as jury 
selection and jury dynamics. Cognitive psychologists bring their expertise to bear on 
the issues of eyewitness testimony and its accuracy. Clinical psychologists, however, are 
especially qualified for and often involved in forensic psychology activities because of 
their extensive training in assessment, treatment, and psychopathology.

With different types of psychologists conducting research and practicing profes-
sionally in forensic psychology, it is not surprising that there are disagreements on what 
the field should be called (Ogloff, 2002). Should it be called law and psychology, psychol-
ogy and law, criminal psychology, legal psychology, or forensic psychology? For clinical 
psychologists involved in professional practice, the term forensic psychology is most com-
monly used and most appropriate. Clinical psychologists working in forensic settings 
evaluate criminal defendants’ sanity, assess legal competency to stand trial, assess families 
in child custody disputes, predict dangerousness, serve as expert witnesses, and engage in 
other interactions with the legal system that are outlined in this chapter (Roesch & Zapf, 
2016). As this list indicates, the training and expertise of clinical psychologists fulfill many 
demands of the legal system, especially regarding clinical assessment. Otto and Heilbrun 
(2002) called forensic psychological assessment “the psychological assessment of persons 
for the purpose of assisting the legal fact finder” (p. 5), and clinical psychologists are 
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Learning 
Objectives
19.1 Define forensic psychology.

19.2 Review the history of 
forensic psychology in the 
United States.

19.3 Summarize major issues 
that can arise when 
psychologists conduct 
forensic evaluations.

19.4 Describe the types of 
evaluations a forensic 
psychologist may be asked 
to perform.

19.5 Explore the types of 
treatment forensic 
psychologists may provide 
to forensic clients.

19.6 Investigate activities of 
forensic psychologists 
outside of assessment and 
treatment.

uniquely trained to conduct assessments that are comprehensive, 
valid, and reliable.

A variety of training opportunities involve the intersection 
of forensics and psychology, and there is little consensus about 
exactly what should be included in the training of a forensic psy-
chologist. Within clinical psychology, some doctoral programs 
offer an elective course or two in forensic issues, others offer a 
specialized forensic track among other tracks, and still others are 
entirely devoted to forensic psychology and offer joint graduate 
degrees in law (JD) and psychology (PhD or PsyD). Additionally, 
various predoctoral and postdoctoral internships offer vari-
ous types of forensic training (Burl, Shah, Filone, Foster, & 
DeMatteo, 2012; Marczyk, Krauss, & Burl, 2012).

Psychologists assisted the courts as early as the beginning 
of the 1900s, but it wasn’t until the latter half of the 1900s that 
forensic psychology became a major subdiscipline within psy-
chology (A. M. Goldstein, 2003). Hugo Munsterberg was 
among the first major promoters of the use of psychology in 
the legal arena. He wrote a best-selling book in 1908 titled On 
the Witness Stand with chapters on the memory of witnesses, 
untrue confessions, the detection of crimes, and other topics of 
interest to modern-day forensic psychologists. Munsterberg’s 
aggressive promotion of psychology in the legal arena went 
beyond what were then its scientific limits, and his brash writings 
alienated prominent members of the legal field. Nevertheless, 
Munsterberg made significant contributions to forensic psychol-
ogy by showing how psychological science could be applied to the 
field of law (Bartol & Bartol, 2006; Bazar, 2015a). Munsterberg 
also supported the growth of forensic psychology by mentoring 
students, such as the psychologist and attorney William Marston. 
In 1923, Marston presented testimony in a case that created the 

first standard for expert testimony (Frye v. United States, 1923) and paved the way for 
extensive use of psychological expertise in the courts.

In some ways, the development of forensic psychology mirrors the development of 
clinical psychology. Like clinical psychology, the field emerged around the end of the 
19th century, but its most significant growth occurred after World War II. Although 
psychologists in the United States had been expert witnesses for the courts as early 
as the 1920s, it was not common for psychologists to serve in this role until several 
decades later. By the middle of the 20th century, psychologists were conducting eval-
uations to assist the court in matters of mental status, legal competence, and the san-
ity of defendants. Psychologists even presented expert evidence and were cited in the 
Supreme Court’s brief in the watershed 1954 school desegregation case Brown v. Board 
of Education (1954). In this case, which led to the desegregation of public schools in the 
United States, psychologists presented research showing that segregation had a nega-
tive effect on the self-esteem of children, and their research was persuasive to the court  
(A. K. Hess, 2006a). Further signs of the growth of forensic psychology in recent decades 
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include the emergence of professional journals, standards of practice, training programs, 
professional certifications, and the American Psychological Association Division 41 
(American Psychology-Law Society). Forensic psychology has grown considerably in 
recent decades (DeMatteo, Marczyk, Krauss, & Burl, 2009; Heilbrun & Brooks, 2010; 
Roesch & Zapf, 2016).

Forensic work has evolved into a unique specialty area for clinical psychologists. 
Unlike most clinical work, it places the clinical psychologist in the midst of an adver-
sarial relationship between parties in conflict with each other. As a result, “the good 
feelings and positive relationships common in the psychotherapeutic relationship do not 
exist in the forensic setting” (Knapp & VandeCreek, 2006, p. 161). Similarly, clinical 
psychologists working in forensic settings must acknowledge that when they assess an 
individual, their goal is not necessarily to help that individual per se but to help the legal 
system by offering information and recommendations about the individual. For example, 
when conducting forensic assessments, clinical psychologists must interact with clients 
in a “detached, neutral, and objective” manner rather than the “supportive, empathic” 
approach they might take in most other clinical settings (A. M. Goldstein, 2003, p. 6; 
see also E. Hunt & Kimonis, 2015). Moreover, the trust that characterizes, and to some 
extent facilitates, so many other clinical relationships is necessarily lacking in forensic 
work, especially assessments. This approach is necessary because the likelihood of clients 
falsely presenting themselves is simply too great (A. M. Goldstein, 2003).

FORENSIC ACTIVITIES OF  
CLINICAL PSYCHOLOGISTS

Assessment Activities

Clinical assessment is a prevalent activity among clinical psychologists who work in 
forensic settings. The most common assessments are in the areas of child custody, compe-
tency, and presentencing evaluations, but assessments are also conducted in some parole 
decisions, personal injury lawsuits, workers’ compensation hearings, preemployment 
screenings of legal personnel, guardianship cases, and Social Security disability evalua-
tions (Bush & Heck, 2018; Dawson & Jacquin, 2015a; J. M. Wood, Garb, Lilienfeld, & 
Nezworski, 2002; Younggren, Boisvert, & Boness, 2016). A small number of forensic psy-
chologists have even become involved in evaluations to determine whether people need 
emotional support animals (Boness, Younggren, & Frumkin, 2017). It is always important 
to consider ethical issues such as the limits of confidentiality when conducting a psycho-
logical examination, especially when conducting forensic evaluations, because the role 
of the psychologist is not as clear as it is in more common clinical situations. For exam-
ple, when a psychologist conducts a police officer preemployment screening evaluation, 
the police department—not the applicant—is considered the client, and the information 
gained in the evaluation is shared with the police department senior staff. In all forensic 
evaluations, the question “Who is the client?”—the person being assessed, an attorney, 
the court system, or another party—should be clarified by the clinical psychologist from 
the outset (A. M. Goldstein, 2003; Hunt & Kimonis, 2015).

 Web Link 19.2
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Additionally, in all forensic evaluations the limits of confidentiality should be made 
clear to the individual being evaluated by way of a written and oral informed consent 
process (American Psychological Association, 2002). Because the clinical psychologist 
cannot ensure complete confidentiality of the report once it is shared (typically with the 
party who requested it), care is taken to exclude from the report personal information 
that is not relevant to the reason the evaluation is being conducted. Although the report 
and test data are intended to remain confidential, an evaluation conducted for the courts 
or other legal entities may, unfortunately, become publicly available once it leaves the 
hands of clinical psychologists. For example, after professional boxer Mike Tyson was 
denied a license to box in Nevada in 2002 by the Nevada Athletic Commission, a com-
prehensive psychological evaluation of Tyson was conducted to evaluate anger manage-
ment problems and other issues. Even though Tyson attempted to have the report kept 
private, it was made public and posted on various websites. Similarly, in the arena of 
preemployment testing, it seems that every spring the Wonderlic intelligence quotient 
(IQ) test results of some low-scoring college football players being evaluated by the 
National Football League (NFL) are leaked to the press. In 2012, the problem was so 
pronounced that the leaking of draft prospect test scores resulted in the NFL commis-
sioner threatening “significant discipline” for anyone leaking these confidential scores 
(Krawcqynski, 2012).

Although forensic assessment represents a specialized area of clinical practice, many 
of the techniques used in forensic assessments are the same as those used more generally 
by clinical psychologists, including the clinical interviews, intelligence tests, and person-
ality tests covered in earlier chapters of this book. A survey of highly credentialed and 
experienced forensic psychologists examined the use of specific tests for specific forensic 
purposes (Lally, 2003). The survey indicated that many of the tests receiving the strongest 
endorsement (“Recommended”) were objective personality tests such as the Minnesota 
Multiphasic Personality Inventory-2 (MMPI-2) and intelligence tests with proven reli-
ability and validity such as the Wechsler Adult Intelligence Scale (WAIS). On the other 
hand, many of the tests receiving the most negative rating (“Unacceptable”) were pro-
jective personality tests such as the Rorschach Inkblot Method, Thematic Apperception 
Test (TAT), and projective drawing tests. It was also notable that these forensic experts 
strongly endorsed a multimethod approach to assessment in which numerous tests, 
rather than any single test, were used. Whatever assessment techniques are used in 
forensic evaluations, they should be solidly based on the science of psychology and not 
pseudoscience—the imposter of real science (Lilienfeld & Landfield, 2008b). Heilbrun 
and Brooks (2010) note that there has been progress in the development of special assess-
ment measures for legal capacities. Table 19.1 describes the findings of the survey for 
several common forensic assessments. We will discuss these assessments and others in 
the remainder of this section.

While some of the assessment techniques used by forensic psychologists are the 
same as those used by clinical psychologists more generally, some specialized assessment 
skills are particularly important for forensic psychologists. Sageman (2003) describes 
three such skills: knowledge of the legal issues, addressing the demands of the legal sys-
tem, and skill related to litigation (involvement in court cases). The first skill, knowl-
edge of the legal issues, might involve an understanding of criminal responsibility, the 
definition of competency, and the definition of insanity. The second skill, addressing 
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Table 19.1  Opinions of Forensic Experts Regarding Psychological Tests 
Used for Various Forensic Purposes

Type of Assessment Recommended Tests Unacceptable Tests

not guilty by reason 
of insanity (i.e., 
mental state at time of 
offense)

MMPI-2; WAIS Projective drawings; tAt; 
sentence completion tests

Predicting 
dangerousness (i.e., 
risk for violence)

Psychopathy 
checklist—revised

Projective drawings; tAt; 
rorschach; sentence completion 
tests

competency to stand 
trial

WAIS; MacArthur 
competence 
Assessment tool—
criminal Adjudication

Projective drawings; rorschach; 
tAt; sentence completion 
tests; Millon clinical Multiaxial 
Inventory

Source: Adapted from Lally (2003), 491–498.

the demands of the legal system, often entails striving for neutrality regarding a client, 
predicting the future as well as possible, and gathering data about the case in a thorough 
and unbiased way. The third skill applies to litigation (court cases) and involves an under-
standing of each attorney’s strategy, providing appropriate testimony, and deferring to 
others involved in the case when appropriate.

An issue that arises with greater frequency in forensic psychology than in clinical 
psychology more generally is malingering, in which the person being evaluated exagger-
ates or “fakes” symptoms in order to achieve some benefit (Chmielewski et al., 2017; 
Drogin & Biswas, 2016; R. Rogers, 2008). Many factors could motivate malingering. 
For example, a defendant in a criminal case might malinger in an attempt to avoid or 
reduce punishment for a crime. Or, a person might malinger in an attempt to seem more 
impacted (more depressed, more traumatized, more memory-impaired) in an attempt to 
maximize the compensation resulting from a lawsuit or to obtain worker’s compensation 
or disability benefits (Aguerrevere et al., 2018; Pierson & Rosenfeld, 2015; S. Young, 
Jacobson, Einzig, Gray, & Gudjonsson, 2016). Assessment of malingering is a challenge, 
but psychologists often look for suspicious patterns in test responses. For example, in an 
intelligence test, the person might produce scores that fall far below observed levels of 
intellectual functioning, or fail items so easy that even a severely impaired person can 
typically perform them, or fail easy items yet succeed at difficult items. On personal-
ity testing, the person might endorse a high number of extreme or absurd symptoms, 
endorse only blatant (but not subtle) symptoms, or score high on the validity scales of 
such measures as the MMPI-2 (Knoll & Resnick, 2006; P. J. Resnick, 2007; P. J. Resnick 
& Knoll, 2008; R. Rogers, Sewell, Martin, & Vitacco, 2003).

An interesting question that has arisen among forensic psychologists who conduct 
assessments is whether data from social media sites—for example, Facebook, Instagram, 
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or Twitter—or elsewhere on the Internet can or should be accessed as part of the assess-
ment. Indeed, this practice is on the rise and has become relatively common (Pirelli, 
Otto, & Estoup, 2016). Some forensic psychologists argue that information from social 
media can aid in difficult determinations, like a defendant’s mental state at the time of 
the crime, which may have taken place weeks or months prior (Vitacco, Gottfried, & 
Batastini, 2018). One survey of mental health professionals found that 39% had in fact 
searched the Internet for information about a forensic examinee, and only 26% opposed 
this practice (Pirelli, Hartigan, & Zapf, 2018). The same survey also found that the 
majority of respondents agreed that the examiner should inform the examinee up front 
that the Internet search is taking place, give the examinee the opportunity to address 
information found in the search, and make clear in the final report the use of the Internet 
search. Another survey of forensic assessors similarly found that most had used social 
media data as part of an evaluation but that they often questioned the authenticity of 
that data and found it less helpful than other, more traditional and potentially more reli-
able sources of information such as medical records, police reports, criminal history, and 
examinee self-report (Coffey, Batastini, & Vitacco, 2018).

Predicting Dangerousness

When a legal case centers on the violent or dangerous behavior of an individual, the 
judge or jury often consider the likelihood that the individual will behave violently or 
dangerously again in the future. Clinical psychologists are often recruited to assist in 
predicting dangerousness, especially when the individual has a history of mental illness 
in addition to aggressive behavior (J. P. Singh, 2015). Decisions in these cases, which can 
include verdicts or sentences, are particularly challenging for the court system.

Clinical psychologists can assess the potential for future danger in a variety of ways, 
most of which can be placed into one of two categories: clinical prediction methods or 
statistical prediction methods (statistical prediction methods are also known as actu-
arial prediction methods; e.g., Dawes et al., 1989). In the clinical method, assessors use 
psychological tests, clinical interviews, clinical experience, and their personal judgments 
to make determinations of future dangerousness. In contrast, in the statistical method, 
assessors predict dangerousness according to a statistical or actuarial formula compiled 
from a comparison of an individual’s characteristics with known correlations to future 
dangerousness (Grove, Zald, Lebow, Snitz, & Nelson, 2000). Such variables are typically 
objective rather than subjective and could include

• dispositional variables, such as age, race, sex, social class, and personality 
variables;

• historical variables, such as history of violence, work history, mental health 
history, and criminal history;

• contextual variables, such as current social supports, presence or availability of 
weapons, and current stress level; and

• clinical variables, such as current mental disorders, drug and alcohol abuse, and 
overall level of functioning. (Monahan, 2003)
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By its individual and subjective nature, the clinical method differs from clinician to 
clinician, and these differences between clinicians tend to make the method less reliable. 
Additionally, the clinical method leaves room for biases and other forms of human errors 
common in subjective decision making. Statistical methods tend to be less flexible but more 
empirically sound due to their objectivity. In fact, Grove and his colleagues (2000) con-
ducted a meta-analysis of studies in the area of clinical prediction and found that statistical 
predictions were about 10% more accurate than clinical predictions.

Experts in the field have debated the use of clinical versus statistical methods of pre-
diction of dangerousness for decades, and some have suggested that the two approaches 
can be combined. In fact, a clinical prediction of dangerousness, although primarily 
subjective in nature, may incorporate some objective data about the client. Similarly, 
a statistical prediction of dangerousness, although primarily objective in nature, may 
incorporate subjective variables that the evaluator converts into objective ratings (e.g., 
personality traits, behavioral tendencies). Thus, predicting dangerousness may be seen as 
existing on a continuum encompassing both clinical and actuarial components (Litwack, 
Zapf, Groscup, & Hart, 2006; Skeem & Monahan, 2011).

Whereas clinical psychologists may emphasize clinical or statistical methods in par-
ticular cases, research has established some general guidelines for predicting dangerous 
behavior. Factors associated with dangerousness in the empirical literature include age 
(with younger people at higher risk), arrest record (with those with more arrests at higher 
risk), weapon availability (with those who have avail-
able weapons at higher risk), social support (with those 
low in social support at higher risk), and psychological 
symptoms (with those with active psychosis symp-
toms at higher risk). The research literature is clear 
on the fact that although there is a small relationship 
between the presence of mental illness and violence, 
the key psychological factors include the presence of 
substance abuse, psychotic symptoms, or psychopathy 
(Hemphill & Hart, 2003; Litwack et al., 2006; McNiel 
et al., 2002; Monahan, 2003).

One of the most significant challenges associ-
ated with predicting dangerousness is the base rate 
problem (Grove et al., 2000). Specifically, in predict-
ing dangerousness, base rates constitute a problem because they are so low. To explain, 
base rates report the incidence of something. For example, about 1% of the population 
meets the criteria for a diagnosis of schizophrenia; this means that schizophrenia has 
a base rate of 1%. Making predictions about phenomena with low base rates is very 
difficult when compared with making predictions about those with higher base rates, 
because the higher the base rate is, the more likely a prediction will be accurate based 
solely on chance occurrence. Trying to predict whether a person will show the active 
symptoms of schizophrenia based on genetic and environmental variables would be very 
difficult—even with full knowledge of all possible predictor variables. The same is true 
for predicting dangerousness.

When predicting dangerous or violent behavior, the clinical psychologist attempts 
to accurately identify those who actually will become dangerous (a “true-positive” 
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Metaphorically Speaking

If You’ve Bought Car Insurance, You 
Understand Clinical and Statistical 
Methods of Predicting Dangerousness

Why does car insurance cost more for some 
drivers than for others? The reason is that 
over the years, car insurance companies have 
compiled statistics indicating that drivers 
with some characteristics are more likely 
to get into accidents than are drivers with 
other characteristics. Using these statistics, 
the companies can predict with remark-
able accuracy the likelihood of accidents for 
drivers with various combinations of char-
acteristics. If you happen to have character-
istics that make you, statistically speaking, 
a high risk to the insurance company, your 
premiums will rise to reflect this risk. The 
characteristics that car insurance compa-
nies consider include the driver’s gender, 
age, driving record, and driving education/
training, among others. As a specific exam-
ple, statistics enable car insurance companies  
reliably to predict that male drivers under age 
25 with a history of accidents and no driver’s 
education training are especially likely to get 
into accidents in the future. If any of these 
driver characteristics were different—older 
than 25, female, no history of accidents, driv-
er’s education classes—the prediction would 
change accordingly.

When clinical psychologists attempt to 
predict the dangerousness of a forensic cli-
ent, they can use a similarly statistical (also 
known as actuarial) method. In other words, 
they can base their predictions on objective 
characteristics of the individual that have 
been empirically tied to specific rates of 
dangerous behavior, including gender, age, 
history of dangerous or criminal behavior, 
history of substance abuse, and presence of 

psychological symptoms such as psychosis 
or psychopathy. Just as car insurance com-
panies can create a formula to calculate the 
odds that drivers with certain characteristics 
will drive dangerously, clinical psychologists 
using the statistical method can create a for-
mula to calculate the odds that forensic cli-
ents with certain characteristics will behave 
dangerously.

Imagine that a car insurance company 
decided to abandon the statistical approach 
to predicting accidents and replaced it with 
a method in which the insurance agents get 
to know each driver individually and then use 
their professional judgment to determine how 
likely the driver is to get into accidents in the 
future. In other words, each driver would meet 
with a car insurance agent and undergo an 
interview and a series of tests. The outcome 
of the interview and tests, rather than the 
driver’s demographic characteristics or driv-
ing history, would determine the individual’s 
insurance rate. This method is essentially 
similar to the clinical method that clinical 
psychologists might use when assessing a 
client for dangerousness. The clinical method 
involves the clinical psychologist assess-
ing the forensic client as an individual and  
forming predictions about future dangerous-
ness from the data obtained via the interviews 
and psychological tests included in this eval-
uation. Compared with the statistical method, 
the clinical method involves less reliance on 
aggregate group data (e.g., young adults, older 
adults, males, females) and more reliance on 
the professional judgment of the clinical psy-
chologist. Thus, the clinical method not only 
allows for more consideration of individual 
characteristics but also allows for more sub-
jectivity on the part of the assessor, who can 
be susceptible to bias and error.
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If you owned a car insurance company, 
which method of assessment—a statistical 
formula based on the groups to which the 
driver belongs, or getting to know each driver  
individually—would you expect to be more accu-

rate in the prediction of accidents? If you were a 
clinical psychologist working in forensic settings, 
which method of assessment—statistical or  
clinical—would you expect to be more accurate 
in the prediction of dangerousness?

prediction) and those who will not become dangerous (a “true-negative” prediction). 
It is impossible to make these identifications correctly in every case, and some mis-
takes can be far worse than others. In actual practice, to protect society, the clinical 
psychologists might lean toward identifying someone as more likely to be violent than 
he or she really is (a “false-positive” prediction). On the other hand, the cost of identi-
fying someone as less violent than he or she really is (a “false-negative” prediction) can 
be devastating if that person goes on to kill or harm others, so clinical psychologists 
might be especially cautious about making such a prediction. Imagine, for example, the 
decision-making process involved in releasing from the court’s supervision someone 
convicted of child abuse. The court and the clinical psychologist hired to assist in the 
process would try to predict this type of dangerous behavior accurately, but because it 
is so rare in the population (a low base rate), it is easy to see how false-positive deci-
sions might be made because the risk of making false-negative decisions is so much 
higher for society. Even though clinical psychologists are far from perfect in predicting 
dangerousness, research has shown that mental health professionals can make better 
than chance predictions of violence in both short- and long-range situations (J. M. 
Wood et al., 2002).

Not Guilty by Reason of Insanity (NGRI)

According to the U.S. legal system, people who commit crimes should be punished only 
when they committed the crime of their own free will. If an individual was unable to 
control their actions due to a mental disorder—even if such actions were criminal in 
nature—the individual would not be held responsible for the crime but would rather be 
found not guilty by reason of insanity (NGRI). Thus, a clinical psychologist’s assess-
ment of a defendant’s mental state at the time of an offense can become a crucial compo-
nent to legal proceedings. When defendants are found NGRI, they are not imprisoned in 
the usual sense, because such penalties were created as a means of deterrence and social 
control (Darley, Fulero, Haney, & Tyler, 2002). Imprisonment would not effectively 
deter someone who did not commit the crime of their own free will. Instead, the institu-
tionalization of individuals found NGRI, which may take place in inpatient psychiatric 
units or similar facilities, is for their treatment and tailored for the individual’s particular 
constellations of emotional and behavioral problems.

There are many misconceptions of the NGRI defense, some of which stem from highly 
publicized court cases in which the public perceives that the defendant may have sought an 
NGRI label solely to avoid punishment. An example is John Hinckley being found NGRI 
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after the 1981 attempted assassination of President Reagan. G. B. Melton et al. (2007) iden-
tified four common misconceptions regarding the NGRI defense. First, the general public 
may think this defense is used frequently, and, second, people may think it is often suc-
cessful. In fact, less than 1% of felony jury trials involve an NGRI defense, and only about 
25% of those trials result in an NGRI verdict (A. M. Goldstein, Morse, & Shapiro, 2003; 
Zapf, Golding, & Roesch, 2006). Third, people may think the NGRI defendant is often 
released without being institutionalized, but this is very uncommon. Typically, the person 
found NGRI is institutionalized in a mental hospital almost as long as he or she would have 
been incarcerated if convicted of the crime. Fourth, there is a misperception that individuals 
found NGRI are more dangerous than they really are. In the case of John Hinckley, more 
than three decades after the assassination attempt and over the objections of the U.S. Justice 
Department, in June 2009, a federal judge ordered that Hinckley be allowed extended visits 
to his mother’s home and additional freedoms. He has been living at St. Elizabeth’s Hospital 
in Washington, D.C., since the attempt on President Reagan’s life in 1981.

The M’Naghten test, the first legal standard for the insanity defense in the history 
of the American legal system, emerged during the mid-19th century. In the M’Naghten 
case, the defendant (Daniel M’Naghten) was charged with attempting to kill the 
prime minister of England. This attempted murder was due to persecutory delusions 
M’Naghten held about Britain’s Tory party and its leader, Prime Minister Sir Robert 
Peel. Instead of killing the intended target, however, he killed the prime minister’s secre-
tary, who was nearby. Although English common law had already recognized that “luna-
tic idiots” who acted as “wild beasts” due to their mental state were not responsible in 
the eyes of the law, it was the M’Naghten case that developed the formal test of insanity  
(R. G. Meyer & Weaver, 2006, p. 116). The court ruled,

To establish a defense on the ground of insanity, it must be clearly proved that, 
at the time of the committing of the act, the party accused was laboring under 
such a defect of reason, from disease of mind, as not to know the nature and 
quality of the act he was doing; or, if he did know it, that he did not know he was 
doing what was wrong. (G. B. Melton et al., 2007, p. 206)

This test focused primarily on the cognitive ability of the defendant, and in the United 
States the “policeman at the elbow” or “irresistible impulse” test was added to include a 
volitional component. According to this test, it was argued that a person was legally insane 
if the person was unable to control his or her behavior even when a police officer was at 
his or her elbow. In 1954, the “product test” was instituted by the District of Columbia 
Court of Appeals in Durham v. United States (1954). The court wrote, “An accused is not 
criminally responsible if his unlawful act was the product of mental disease or defect”  
(pp. 874–875). This test was overturned in 1972 due to its definitional ambiguity, and legal 
experts turned their attention to clarifying criminal responsibility tests.

More recent tests of criminal responsibility were developed by the legal community. 
One of these legal tests was created by the American Law Institute (1962) and is used by 
many jurisdictions. The test reads,

A person is not responsible for criminal conduct if at the time of such conduct 
as a result of mental disease or defect he lacks substantial capacity either to 
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appreciate the criminality of his conduct or to conform his conduct to the 
requirements of the law. (Cited in R. G. Meyer & Weaver, 2006, p. 119)

By 1972, the American Law Institute rule was embraced by the majority of federal 
jurisdictions and many states (R. G. Meyer & Weaver, 2006). As a reaction to John Hinckley 
being found NGRI on all counts following his attempt to assassinate President Reagan in 
1981, the conformity clause was removed from federal law, and the burden of proof about 
insanity became the responsibility of the defense, whereas burden of proof previously fell 
on the prosecution. Currently, legal standards for NGRI vary at the state and federal levels, 
but they all require that a mental disease or defect be present and operating at the time of 
the offense (A. M. Goldstein et al., 2003).

A recent legal development is the provision by which a defendant can be found 
guilty but mentally ill. About half of U.S. states have such a provision, and it is intended 
to provide a middle ground for jurors contemplating whether to assign criminal responsi-
bility (and punishment) to defendants whose mental status is in question (Kimonis, 2015).

Another aspect of NGRI cases that is gaining increasing attention is the fact that 
different geographic areas, especially in different countries, may approach the issue of 
criminal responsibility (on which NGRI cases are based) quite differently. One review 
of the policies and practices of many countries found that some, including the United 
States and Canada, view the question as dichotomous (the person is criminally respon-
sible or not), whereas others, such as Spain and the Netherlands, view the question on a 
continuum (the person is criminally responsible to a certain degree). Some psycholog-
ical disorders, such as disorders that involve psychosis, were universally seen as signs of 
diminished criminal responsibility, but others, for example, personality disorders and psy-
chopathy, were seen differently in different places (Grossi & Green, 2017). Evaluations 
involving the NGRI or guilty-but-mentally-ill strategies are especially challenging for 
clinical psychologists because they involve the assessment of mental state at the time 
of the crime, which may have been weeks or months prior to the time of the evaluation 
(Kimonis, 2015). Not surprisingly, there is often disagreement among experts’ conclu-
sions (Guarnera & Murrie, 2017). One study examined 483 psychological reports written 
by forensic evaluators about defendants in real court cases and found that when there 
were multiple reports about the same defendant, the conclusions of those reports agreed 
with each other only about half of the time. That rate was even lower when the evaluators 
were on opposite sides of the trial or when alcohol or drugs were involved in the crime. 
That rate was higher when diagnosis of a psychotic disorder (such as schizophrenia) 
or mental retardation (now known as intellectual disability) was present (Gowensmith, 
Murrie, & Boccaccini, 2013). Another study focused on cases with multiple evaluators in 
which the question was whether someone originally found not guilty by reason of insanity 
should be released. In such cases in which the person was released despite disagreement 
among the evaluators, 71.4% were rehospitalized. But in such cases in which the person 
was released after unanimous agreement among the evaluators, only about half as many 
(34.5%) were rehospitalized (Gowensmith, Murrie, Boccaccini, & McNichols, 2017).

Child Custody Evaluations

“Child custody evaluations may be the most complex, difficult, and challenging of all 
forensic evaluations” (Otto, Buffington-Vollum, & Edens, 2003, p. 179; see also Kuehnle, 
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Kirkpatrick, & Drozd, 2015). Indeed, child custody is an area fraught with challenges 
due to the importance of the decision and the competing interests of the parents. It is 
not, however, the parents’ interests that are most important in child custody decisions. 
Instead, custody decisions are made based on a legal principle known as the “best interest 
of the child doctrine.” This has not always been the case. In the 1880s, the father was 
typically given custody. This later gave way to the “tender years” doctrine (K. D. Hess, 
2006) in which the mother was favored in custody disputes, particularly in the case of 
younger children. Because children, even adolescents, are not considered by the court to 
be able to make sound judgments (Parham v. JR, 1979), parents must make decisions for 
them. In a divorce situation, when the parents are in a custody dispute, even the parents 
are often not able to make well-reasoned decisions for the children. In such cases, the 
courts will sometimes appoint a guardian ad litem to make sure the rights of the child 
are protected. The guardian ad litem is a neutral party, often an attorney unaffiliated with 
either parent, appointed to avoid decisions being made by individuals who would have 
conflicts of interest.

After the death of Vickie Lynn Marshall (i.e., Anna Nicole Smith) in 2007, a Miami 
attorney was appointed by the court to serve as guardian ad litem to her 5-month-old 
daughter. A guardian ad litem was also appointed for Michael Jackson’s children (Prince 
Michael, Paris, and Blanket) following his death in 2009. In both of these cases, following 
the death of the celebrity, legal claims were made by individuals claiming to be the par-
ents of the various children. The duty of the guardian ad litem is to represent the inter-
ests of the children. Custody and legal cases such as these, in which many parties have 
interests that might conflict with the best interest of the child, highlight the important 
role a guardian ad litem plays in child custody disputes.

By the 1990s, child custody evaluations were likely to be conducted only in more 
complex cases involving psychopathology and parental conflict. Increasingly, these com-
plex cases were handled by highly trained psychologists who based their findings on 
the scientific literature and solid research rather than on their clinical experiences or 
hunches (E. Ellis, 2008). Psychologists can participate in the child custody process in a 
variety of ways: as an evaluator of the parents or children, investigator, expert witness, 
mediator, research scientist, or treatment provider. To provide guidance to psychologists 
in these challenging situations, the American Psychological Association (1994) developed 
16 standards for conducting child custody evaluations. These standards (see Table 19.2) 
outline both the purpose of and guidelines for conducting a child custody evaluation.

Even with such guidelines, child custody evaluations can be daunting tasks. Unlike 
other evaluations, in which only one person or one capacity is in question, child custody 
cases involve multiple people (and the relationships among them) and multiple capacities 
of each. Child custody evaluators not only meet with individuals directly involved in the 
case, such as the parents and children, but often talk with third parties or collateral sources 
as well, such as extended family members, teachers or day-care staff, mental health profes-
sionals, the family physician, and others who may know the family (Symons, 2010).

No two child custody evaluations are exactly alike, but some techniques are com-
monly used. More than 90% of evaluators conduct each of the following during a typical 
evaluation: clinical interviews with each parent, a clinical interview with the children, 
an observation of parent–child interaction, psychological testing with the parents, and 
a review of relevant documents. Additionally, more than 60% of evaluators conducted 
psychological testing with the children (Bow & Quinnell, 2001), although the parent 
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Table 19.2  American Psychological Association Guidelines for 
Conducting Child Custody Evaluations

 I.  orienting guidelines: Purpose of a child custody evaluation

 1.  the primary purpose of the evaluation is to assess the best psychological 
interests of the child.

 2.  the child’s interests and well-being are paramount.

 3.  the focus of the evaluation is on parenting capacity, the psychological and 
developmental needs of the child, and the resulting fit.

 II. general guidelines: Preparing for a child custody evaluation

 4.  the role of the psychologist is that of a professional expert who strives to 
maintain an objective, impartial stance.

 5.  the psychologist gains specialized competence.

 6.  the psychologist is aware of personal and societal biases and engages in 
nondiscriminatory practice.

 7.  the psychologist avoids multiple relationships.

III. Procedural guidelines: conducting a child custody evaluation

 8.  the scope of the evaluation is determined by the evaluator, based on the nature 
of the referral question.

 9.  the psychologist obtains informed consent from all adult participants and, as 
appropriate, informs child participants.

10.  the psychologist informs participants about the limits of confidentiality and the 
disclosure of information.

11.  the psychologist uses multiple methods of data gathering.

12.  the psychologist neither overinterprets nor inappropriately interprets clinical 
or assessment data.

13.  the psychologist does not give any opinion regarding the psychological 
functioning of any individual who has not been personally evaluated.

14.  recommendations, if any, are based on what is in the best psychological 
interests of the child.

15.  the psychologist clarifies financial arrangements.

16.  the psychologist maintains written records.

Source: © American Psychological Association (1994).

interviews, child interview, and parent–child observation are seen as more important 
than tests by most psychologists surveyed (Bow, 2006). The most common tests for chil-
dren in custody evaluations include IQ tests and projective personality tests such as the 
TAT and the Children’s Apperception Test, whereas the most common test for adults is 
the MMPI-2. Some specialized custody-specific tests are also often used (E. Ellis, 2008; 
Hagen & Castagna, 2001).
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Competency to Stand Trial

The U.S. legal system is based on a principle in English common law dating back to the 
17th century that holds that a person accused of a crime cannot be tried in court unless 
that person is mentally fit or competent to stand trial. Although the present focus is 
on the competency to stand trial, there are other important legal competencies such as 
those concerned with writing wills, entering into a contract, and consenting to medical 
treatment. All these types of legal competency can be affected by the mental status of the 
individual. In 1899, a federal appeals court gave competency a constitutional standing. 
The court ruled that “it is not ‘due process of law’ to subject an insane person to trial 
upon an indictment involving liberty or life” (Youtsey v. United States; cited in R. G. Meyer 
& Weaver, 2006, p. 94). The two primary reasons for the competency doctrine are that it 
provides for a dignified criminal process and it supports Sixth Amendment protections, 
including the right to effective counsel, the right to confront one’s accusers, and the right 
to present evidence. A person with a mental impairment could be sufficiently disturbed 
so as to be unable to exercise these rights without a change in mental status.

The competency-to-stand-trial standard established in Dusky v. United States (1960) 
is the standard used throughout most of the United States. The Supreme Court stated 
that to stand trial, a defendant must have “sufficient present ability to consult with his 
attorney with a reasonable degree of rational understanding and a rational as well as 
factual understanding of proceedings against him” (cited in G. B. Melton et al., 2007,  
p. 127). This standard covers both the defendant’s present or current capacity to under-
stand the criminal process and the defendant’s present or current ability to function 
within the process, otherwise known as competency. The definition of competency does 
not, however, include the defendant’s prior mental status or mental status at the time of 
the offense; rather, such past mental states would be included in discussions of criminal 
responsibility. In other words, the time period of concern in assessments of competency 
is the present, and the time period of concern for criminal responsibility is the point in 
the past when the offense occurred. For competency, the defendant must have a rational 
understanding of the proceedings, and this is related to a person’s current cognitive abil-
ity and mental state. Many psychologists use a clinical interview in which the defendants 
are assessed regarding their understanding of the legal system to determine whether 
they can participate in the legal process in their defense. They are evaluated regard-
ing the particular situations and demands of the case. Various psychological instruments 
are often used in assessing competence, and there are some specialized tests available. 
The practice of using standard psychological tests instead of specialized competency 
instruments has been criticized because these tests have not been validated for assessing 
competency (Zapf, Viljoen, Whittemore, Poythress, & Roesch, 2002). Psychologists con-
ducting competency-to-stand-trial evaluations also utilize information from third par-
ties with detailed knowledge of the person being evaluated, including family members, 
friends, medical professionals, and employers (T. R. Phillips & Otto, 2015). In recent 
years, the use of videoconference to conduct these evaluations has been on the rise 
(Luxton & Lexcen, 2018).

Between 2% and 8% of all felony defendants undergo competency evaluations—a 
large percentage considering the large and increasing number of felony arrests (Zapf & 
Roesch, 2006). Some experts in the field recommend a functional evaluation of com-
petency, based on the idea that competency to stand trial depends on the cognitive and 
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psychological demands of that particular case. Some cases are more complex than others, 
and some require different competencies than others, so competency should be judged 
relative to the demands of the case at hand. Thus, a defendant found to have a mental dis-
order is not necessarily incompetent for a given case, and a defendant found not to have 
a mental disorder is not necessarily competent for a given case (Zapf & Roesch, 2006).

Some jurisdictions have training programs to increase defendants’ understanding of 
the legal system, because this is crucial to competency. Medications are also commonly 
used to treat defendants who are not competent to stand trial. While the incompetent 
defendant is hospitalized or incarcerated, the whole range of treatments available may 
be used to restore competency. Unless competency is established, the trial remains post-
poned. A person cannot, however, be held longer than “the reasonable period of time 
necessary to determine” whether competency will be attained in the near future (Jackson 
v. Indiana, 1972; cited in G. B. Melton et al., 2007, p. 137). Nor can a defendant be held 
longer than he or she would have been held if found guilty of the crime.

Culture can play an important role in competency evaluations. Some of the criteria 
used to make the determination of competency, including IQ tests and the Diagnostic and 
Statistical Manual of Mental Disorders diagnostic process, can be biased against certain 
ethnic and racial groups. Moreover, intelligence is defined differently by different cul-
tural groups, so the intelligence reflected by scores on IQ tests derived from European 
American values does not necessarily capture such attributes as social competence, cre-
ativity, musical ability, physical fitness, and others that may be considered relevant to 
IQ in some cultures. Any competency evaluation should consider culture a factor in the 
interpretation of assessment data (Tsytsarev & Landes, 2008).

Competency-to-stand-trial evaluations are not the only kind of competency eval-
uations that psychologists can perform in a forensic evaluation. For example, in cases 
involving the death penalty, the issue of competency to be executed, which centers on the 
person’s mental capacity to appreciate the reason and consequences of execution, may 
arise (Phillips & Otto, 2015).

Commitment to Mental Institutions

Civil commitment to a mental institution is a process by which a person is involuntarily 
hospitalized by civil authorities for the welfare of the person and others. Civil commit-
ments have a lower legal standard than criminal cases, but the standards are much higher 
now than in the pre-1970s era, when individuals were often institutionalized with little 
more than a family request (G. B. Melton et al., 2007). Critics such as Thomas Szasz 
(1963) have questioned the practice of hospitalizing individuals against their will and 
have argued that the practice can be abused to remove certain groups of undesirable 
people from society. In addition to losing their civil rights, the care of individuals who 
were institutionalized was often very poor. These poor standards of care and limited legal 
controls on civil commitments led to changes in the 1970s in the criteria, procedures, 
and outcome of civil commitments. The issue of civil commitment typically focuses on 
inpatient treatment but extends to court-ordered outpatient treatment as well, in which 
an individual is required by authorities to attend psychotherapy sessions on a regular 
basis but is not required to live in a psychiatric facility (Pinals & Mossman, 2015).

Decisions about involuntary commitment generally follow a two-step process in 
which jurisdictions initially grant emergency admission as determined by a clinician or 
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other authority, but judicial approval is required for continued confinement. All states 
have criteria for involuntary commitment that require the following conditions be met: 
The fundamental and first criterion for all state statutes is that the individual have a 
mental disorder. Second, some statutes require that the person be unable to appreciate 
the need for treatment because of the disorder. Third, the person must be dangerous to 
self or others due to the mental disorder. Fourth, most states also consider an individu-
al’s ability to care for basic needs as part of the commitment criteria. Fifth, some states 
require that there be a need for treatment. Finally, the commitment must occur in the 
least restrictive environment (G. B. Melton et al., 2007). Clinical psychologists, partic-
ularly because of their training in assessment, are well equipped to help determine the 
extent to which these criteria apply to individuals in question. In addition to the assess-
ment measures they use, clinical psychologists often seek input from third parties, such as 
family members, friends, or employers of the person being evaluated, to help them with 
their decision (Pinals & Mossman, 2015).

Treatment and Other Forensic Activities

Treatment of Forensic Clients

Clinical psychologists are involved in the legal system in many ways, and providing treat-
ment to address problems related to criminal activity or its consequences is vital among 
them. Treatment in a forensic context can take many forms. For example, as noted earlier, 
the primary purpose of hospitalizing individuals found NGRI is the treatment of their 
psychological and psychiatric symptoms. In the case of individuals found not competent 
to stand trial, the focus of treatment is typically increasing their knowledge of the judicial 
system relevant to their case. The treatment of both classes of individuals is primarily 
focused on short-term goals leading toward the person’s reintroduction into society and 
community-based services in the first case and leading toward a trial in the second case. 
Individuals incarcerated in the prison system, on the other hand, typically have more 
long-range treatment needs.

The goals of sentencing criminals to incarceration include retribution, deterrence, 
incapacitation, and rehabilitation (G. B. Melton et al., 2007). Although the clinical psy-
chologist may not be able to “cure” the offender in a global sense, treatment methods 
can be used to address the emotional and behavioral problems that contribute to unlaw-
ful behavior. Efforts in recent years have also been directed toward establishing “prac-
tice guidelines” that provide guidance to psychologists on the best treatment options 
(Heilbrun & Brooks, 2010). When working with criminal offenders, clinical psycholo-
gists and other therapists typically focus on four basic therapy tasks, either alone or in 
combination: crisis management, maintenance, outpatient psychotherapy, and targeted 
programs (Mobley, 2006). Management treatments are implemented when there is a 
crisis of some type. This would include someone engaging in self-harming or violent 
behaviors. Treatments of this type are brief, followed by a referral to long-range treat-
ments. Maintenance treatments are used with incarcerated individuals who have more 
long-standing problems such as intellectual disability (intellectual developmental disor-
der, formerly known as mental retardation) and schizophrenia, and they often are held 
and treated in special housing units. Many types of outpatient psychotherapy are used 
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with prison populations, and successes or failures occur much as they do in more tradi-
tional settings. Programs targeting specific problems such as alcohol and drug treatment 
and sex offender treatment are also often available for incarcerated individuals. Such 
programs provide some advantages over outpatient treatment, including the ability to 
have more contact hours with the clients. For example, sex offender programs often last 
a year or longer and usually involve cognitive-behavioral strategies aimed at a number 
of treatment targets such as acceptance of responsibility, empathy, social functioning, 
deviant sexual interests, substance abuse, and relapse prevention (Marshall, 2006). From 
a rehabilitation perspective, reduced recidivism is a primary goal with all treatment inter-
ventions used in a prison population.

The cultural competence that clinical psychologists incorporate into their practices 
is especially relevant in prison settings. Incarcerated populations include a wide range 
of ethnic groups, including disproportionately high numbers of some minority groups 
(e.g., Layde, 2004; Tseng, Matthews, & Elwyn, 2004). Thus, whether serving as a ther-
apist or an assessor, a clinical psychologist working with prisoners must be sensitive to 
the cultural background of each client, as well as to the prison culture in which the client 
currently lives.

Expert Witnesses

Clinical psychologists, along with psychiatrists and social workers, are the professionals 
who most commonly provide expert testimony to the court about mental health issues, 
and together they are involved in more than 1 million cases per year (G. B. Melton 
et al., 2007). Dating back to before the days of Hugo Munsterberg’s grandiose claims 
about the benefits of using psychology in the legal system, attorneys and others have 
expressed cynicism about the role of psychology in the courts. This is partially due to 
the fundamental philosophical differences between science and law, but it is also rooted 
in a mistrust that arises from the idea that psychologists and other experts are “sell-
ing” their testimony. Although such a practice would be highly unethical, some claim 
that psychologists and other legal experts sell their opinions to the highest bidder and 
become “hired guns” (A. K. Hess, 2006b) or “whores of the court” (Hagen, 1997). Subtle 
or not-so-subtle pressures exist for an expert witness to testify in a manner that may 
be biased to support the case of the attorney who hired them. Given these pressures, it 
is important for psychologists to “be effective advocates for their data, whether or not that 
makes them effective advocates for the party that calls them to court” (G. B. Melton  
et al., 2007, p. 578).

As an example, consider a legal custody dispute in which two parents, Monica and 
Greg, are battling for custody of their two young children. Monica’s attorney learns 
that 10 years ago, Greg received outpatient psychotherapy for depression. Monica’s 
attorney contacts Dr. Redding, a clinical psychologist with expertise in depression, to 
serve as an expert witness in the custody trial. Because Monica and her attorney are 
hiring Dr. Redding to support their side of the argument, Dr. Redding may feel pres-
sured to provide testimony that calls Greg’s parenting potential into question and there-
fore strengthens Monica’s case. That is, if Dr. Redding states that depression usually 
recurs throughout the life span, that it often gets more severe over time, or that children 
raised by parents who have been depressed have more significant problems than do those 
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raised by nondepressed parents, the court might be persuaded to place the children with 
Monica. However, Dr. Redding should not make these statements if they do not reflect 
an accurate, impartial appraisal of the current state of research on depression. Even if 
Dr. Redding’s objectivity and honesty disappoint the attorney paying her to serve as an 
expert witness, Dr. Redding is obligated as an expert witness to state only that which is 
supported by valid and reliable findings relevant to the depression and parenting issues 
involved in this case.

An expert witness is approved for the court through a process called voir dire. In 
the voir dire process, the expert’s education, training, and professional experiences are 
examined. Sometimes both sides stipulate—that is, accept without requiring proof—that 
a psychologist meets the criteria needed to be an expert witness, and other times the 
matter is hotly contested by the opposing attorneys. In the process of establishing the 
expert qualifications of psychologists, attorneys commonly ask many informational ques-
tions of the psychologist, such as, “Do you specialize in any particular areas of psychol-
ogy?” “What has been your experience in these areas of professional practice?” “Are you 
licensed?” “Are you board certified?” and “Describe your education” (Ewing, 2003).

An expert witness is allowed to present significantly different kinds of testimony in 
court than a lay witness, who can testify only to what he or she saw, heard, or otherwise 
experienced. Experts approved by the court can provide both facts and opinions, can 
make inferences from facts, can provide information about disputed facts, and can help 
educate the jury or court about scientific information (Sales & Shuman, 2005). The abil-
ity to provide this range of testimony makes the expert witness a powerful contributor to 
the court’s deliberations.

An important concern for clinical psychologists serving as expert witnesses is the 
admissibility of their testimony. In other words, what are the standards by which their 
testimony will be allowed or disallowed into the legal proceedings? Prior to 1993, expert 
scientific testimony was admissible in court if it was generally accepted in the expert’s 
field. This standard was known as the Frye test, named after the 1923 Frye v. United 
States case. A 1993 Supreme Court ruling (Daubert v. Merrell Dow Pharmaceuticals, Inc.) 
supplanted the Frye test with a new set of standards. Under the current standards (known 
as Daubert standards, or Federal Rules of Evidence standards), the admissibility of evi-
dence or testimony in court is based on its reliability and validity rather than its general 
acceptance in the field. So, according to the current standards, expert testimony can be 
allowed if it is deemed reliable and valid even if it is outside the boundaries of general 
acceptance in the field. For example, in psychological assessment, some question the 
admissibility of projective personality tests such as the Rorschach Inkblot Method as well 
as objective personality tests such as the Millon Clinical Multiaxial Inventory-III (J. M. 
Wood et al., 2002). Under the Daubert/Federal Rules of Evidence standards, the judge 
serves as the gatekeeper in deciding whether the expert evidence passes the threshold 
of reliability and validity. Since Daubert/Federal Rules of Evidence have been in effect, 
greater sophistication has been needed by judges who are required to evaluate research 
methods and experimental inferences (Faigman & Monahan, 2005).

Expert witnesses must also prepare themselves to deal with the possibility of 
cross-examination. Cross-examination is an especially stressful component of provid-
ing expert testimony, because it requires expert witnesses to defend their statements in 
response to challenging questions posed by opposing attorneys. Expert witnesses might 
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be asked to explain why they chose certain assessment measures, how reliable or valid 
those measures are, what scientific or professional sources support their conclusions, 
what alternate conclusions might be worth considering, and more. It is generally wise 
for expert witnesses to handle cross-examinations with honesty, admission of limitations, 
and a calm rather than combative or retaliatory approach (D. Meyer & Drogin, 2015).

Considering Culture

Cultural Competence in Forensic 
Clinical Psychology

Cultural competence is crucial in all areas of 
clinical psychology, and forensic work is no 
exception. Just as the general U.S. population 
represents a great variety of ethnicities and 
other cultural variables, the population of 
forensic clients is similarly diverse. Whether 
working in prisons or psychiatric institutions, 
or as independent consultants, whether con-
ducting assessments, therapy, or other pro-
fessional duties, clinical psychologists are 
ethically obligated to interact with clients in 
a culturally sensitive manner (American Psy-
chological Association, 2002). In recent years, 
cultural issues within forensic psychology set-
tings have received an increasing amount of 
attention from professionals in the field (e.g., 
Layde, 2004; Tseng et al., 2004). Among the pri-
mary concerns noted by these authors are the 
following:

• Linguistic issues. Many forensic clients 
may not be fluent in English. This 
lack of fluency may interfere with 
standard assessment procedures 
(including interviews and both 
written and oral tests) and therapy 
efforts. When available, multilingual 
clinicians or translators can address 
this problem effectively. One survey 
of psychologists who perform 

forensic evaluations found that over 
half had experience evaluating a 
Latino/a person with limited English 
proficiency. Some of these had used 
ad hoc interpreters (e.g., a client’s 
family member, an employee or 
coworker of the evaluator who 
speaks Spanish), a practice that 
is inconsistent with guidelines 
and inferior to the use of a proper, 
professional interpreter with no 
connection to any party in the case 
(Canales, Kan, & Varela, 2017).

• Culturally specific definitions of sanity 
and insanity. Particular behaviors 
commonly viewed as symptoms of 
psychosis within mainstream U.S. 
culture may be viewed differently by 
members of various cultural groups. 
For example, hallucinations based 
on religious experiences may be 
understood as normal rather than 
abnormal in some cultural groups.

• Cultural limitations of psychological 
tests. As discussed in earlier 
chapters of this book, such issues as 
readability, language, and cultural 
representation in normative groups 
may limit the applicability of certain 
tests with members of certain 
forensic clients.
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• Lack of familiarity with the U.S. 
judicial system. Some forensic 
clients, including many who have 
recently immigrated, may not fully 
understand the laws and judicial 
processes of the United States. This 
is especially relevant in competency-
to-stand-trial evaluations but can 
also be relevant in numerous other 
aspects of forensic work.

• Distrust of the legal system. Forensic 
clients who are members of 
oppressed groups may be unwilling 
to cooperate with the efforts of the 
clinical psychologist working in a 
forensic setting. In such cases, the 
clinical psychologist should attempt 
to appreciate the historical factors 
that may play a role in the client’s 
behavior.

Layde (2004) recommends that cultural 
competency receive heavy emphasis in the 

training of forensic mental health profes-
sionals. Specifically, Layde suggests that such 
training should include not only seminars, 
readings, and other didactic experiences but 
also supervised professional experiences 
involving direct exposure to forensic clients 
of diverse cultural backgrounds.

(Continued)
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Patient’s Rights

Throughout the United States, civil commitment laws exist that allow people to be 
committed to mental hospitals against their will. These laws are designed to provide 
mental health care for the individual and are not intended to be punitive. There have 
been, however, abuses of patients in mental hospitals in which many people were com-
mitted based on what today would be trivial reasons. In the first half of the 1900s, 
people could be committed by various legal mechanisms in different jurisdictions. 
Depending on the locale, the commitment process might be controlled by a judge, a 
justice of the peace, a lay jury, an asylum board, or, in some cases, only medical certifi-
cation (Holstein, 1993). During this same period, medical treatments that were thought 
to hold great promise were attempted but were found to have significant negative side 
effects and could even cause patients significant harm. The new psychiatric medications 
of the 1950s caused long-term side effects such as tardive dyskinesia, with its lifelong 
symptoms of repetitive and involuntary movements, primarily of the face. Lobotomies 
were all too commonly conducted in mental hospitals in the mid-20th century. In a 
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lobotomy, the prefrontal cortex of the brain was purposefully damaged in the hope that 
the patient’s maladaptive behaviors would decrease. Although normally reserved for 
the most disturbed patients, they were also used on patients with serious intellectual 
limitations, despite lack of scientific evidence that they were effective on any group of 
patients (Valenstein, 1986).

In the 1960s and 1970s, attitudes and legal opin-
ions grew in support of improving the legal rights of 
patients. In 1975, the Supreme Court (O’Connor v. 
Donaldson) weighed in on the civil commitment of 
mental patients by ruling that having a mental illness 
was not a sufficient criterion for civil commitment. 
Instead, the Supreme Court made it the law of the 
land that the person must both have a mental disor-
der and be considered dangerous. As long as an indi-
vidual is not dangerous and is capable of surviving 
with the help of family and friends, involuntary civil 
commitment is not an option. Thus, the methods 
described above regarding the ways clinical psychol-
ogists assess dangerousness, as well as the way they 
assess psychopathology more generally, are crucial to 
cases involving involuntary commitment to a mental institution.

In addition to examining liberties related to civil commitment, the courts have 
also identified other rights of patients in mental hospitals. In Youngberg v. Romeo (1982), 
the Supreme Court extended the rights of mental patients to include “reasonably safe 
conditions of confinement, freedom from unreasonable bodily restraints, and such min-
imally adequate training as reasonably may be required by these interests” (p. 307). The 
right to refuse medications was also provided by the federal courts in the 1970s. This 
right to refuse medication can be overridden if the patient has an emergency need for 
medications, is a danger to self or others, or is unable to make competent decisions 
(Stafford, 2003).

Consultations With Law Enforcement

Clinical psychologists are increasingly employed by law enforcement agencies to per-
form a variety of duties (Kitaeff, 2011; Scrivner, 2006). For example, clinical psycholo-
gists often conduct preemployment evaluations on candidates for law enforcement jobs 
or fitness-for-duty evaluations for current officers whose psychological status is under 
question. Clinical psychologists also work as consultants on a wide range of issues with 
police departments, and some even work full-time in large police departments. In addi-
tion, clinical psychologists often provide direct therapeutic interventions to officers, 
especially when the stress or trauma of the job is adversely affecting them. Clinical psy-
chologists can be a great benefit to police departments by providing training in areas 
such as stress reduction, dealing with mentally disturbed people, multicultural training, 
and other areas of expertise.

Most psychologists who work with police departments do not engage in criminal 
profiling, despite the portrayal of psychologists in numerous movies and TV shows on 
this topic. When profiling is used, its purpose is to assist the investigators in providing 
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CHAPTER SUMMARY

Forensic psychology is a growing specialty area for 
clinical psychologists. Although mental health profes-
sionals have been active in the legal system for about a 
century, opportunities for clinical psychologists have 
developed rapidly in recent decades. In particular, the 
assessment skills of clinical psychologists have been 
put into practice in forensic psychology for various 
legal purposes, including the prediction of danger-
ousness of defendants, the determination of mental 
status when defendants plead not guilty by reason of 
insanity, the assessment of family members in child 

custody cases, the evaluation of defendants’ compe-
tency to stand trial, and the evaluation of individu-
als for whom involuntary commitment to a mental 
institution is being considered. Clinical psychologists 
also provide treatment to incarcerated individuals 
and others in forensic settings. Additionally, clinical 
psychologists serve as expert witnesses in court cases 
and assist law enforcement agencies via assessment 
of officers and applicants, direct therapeutic services 
for officers and their families, and consultation to law 
enforcement organizations.

information on the perpetrator of the crime based on psychological factors. Although the 
results of criminal profiling shown in movies and television shows tend to be dramatic 
and unrealistic—often involving hunches and speculation rather than scientific or other 
forms of reliable and valid data—there have been some advances in this area of forensic 
science (Turvey, 2015; J. H. White, Lester, Gentile, & Rosenbleeth, 2011).

Of all the ways psychologists work with police departments, conducting preemploy-
ment evaluations is the most common, although such evaluations lack consistency and 
standardization (Dantzker, 2011). These assessments usually include objective personality 
tests such as the MMPI-2 to assess psychopathology, a measure of cognitive or problem- 
solving ability such as the Wonderlic Personnel Test, and a clinical interview. There are 
also tests specifically designed for preemployment screening of police officers, such as 
the Inwald Personality Inventory. When psychological tests are used in the selection 
process, there is always the possibility that the candidates will “fake good” on the test, 
thus making the results of the test difficult if not impossible to interpret (C. J. Rees & 
Metcalfe, 2003). The goal of the evaluations is to assess the extent to which the candidate 
has any psychological problems, cognitive limitations, or personality characteristics that 
might interfere with the duties of a police officer.

Fitness-for-duty evaluations are another type of assessment that clinical psychol-
ogists conduct with police personnel (Scrivner, 2006). These evaluations are usually 
requested after an extremely stressful experience by an officer, such as being shot or 
witnessing traumatic events in the line of duty. They are also sometimes used to assess 
whether an officer is able to continue working while he or she is receiving psychotherapy 
or medications for depression, anxiety, or other psychological problems. These evalua-
tions are often more extensive than the preemployment exams, including more detailed 
clinical interviews, interviews with significant others, interviews with fellow officers and 
superiors, and the administration of a variety of psychological tests.
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KEY TERMS AND NAMES

actuarial prediction methods 478
American Psychological 

Association Division 41 
(American Psychology-Law 
Society) 475

base rate 479
child custody evaluations 483
civil commitment 487
clinical prediction methods 478

competent to stand trial 486
Daubert standards 490
expert witness 489
fitness-for-duty evaluations 494
forensic psychology 473
functional evaluation 486
guardian ad litem 484
guilty but mentally ill 483
M’Naghten test 482

Hugo Munsterberg 474
not guilty by reason of insanity 

(NGRI) 481
On the Witness Stand 474
predicting dangerousness 478
preemployment evaluations 494
statistical prediction 

methods 478
voir dire 490

CRITICAL THINKING QUESTIONS

1. In your opinion, what is the most fundamental 
difference between the forensic and therapeutic 
roles for a clinical psychologist?

2. If you were a clinical psychologist asked to 
predict the dangerousness of an individual, to 
what extent would you rely on clinical prediction 
methods versus statistical (or actuarial) 
prediction methods?

3. In what ways might an assessment of an 
individual’s competency to stand trial differ from 
an assessment of an individual pleading NGRI?

4. If you were a clinical psychologist conducting 
a child custody evaluation, on which sources of 
data would you rely most heavily when making 
your recommendations?

5. If you were a clinical psychologist conducting 
preemployment evaluations for a police 
department, what assessment data would 
make you most likely to recommend that the 
department not hire an individual?

LOOKING TOWARD GRADUATE PROGRAMS

The following table is a list of index entries in the 
Insider’s Guide to Graduate Programs in Clinical and 
Counseling Psychology (Sayette & Norcross, 2018) 
relevant to the topics in this chapter (see page 25 in 
Chapter 1 for more information about the Insider’s 
Guide). Keep in mind a few things as you consider 

these listings: They are current as of the 2018/2019 
edition of the Insider’s Guide (which typically revises 
every two years); they may have changed as faculty 
members retire, take new jobs, or develop new inter-
ests; and a graduate program’s own website may have 
more extensive or up-to-date information.

Research Areas
Specialty Clinical and 
Practica Sites

Program Concentrations and 
Tracks

Forensic/Psychology & law

Malingering

Miscellaneous and other—
Juvenile Justice

Divorce/child custody

Forensic

Miscellaneous—Juvenile Justice

Miscellaneous—Juvenile 
Justice/Delinquent youth

Forensic/Psychology & law—40
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KEY JOURNALS

Links available at edge.sagepub/pomerantz5e

Journal of Threat Assessment and Management

http://www.apa.org/pubs/journals/tam/index.aspx

Law and Human Behavior

http://www.apa.org/pubs/journals/lhb/index.aspx

Psychology, Public Policy, and Law

http://www.apa.org/pubs/journals/law/index.aspx

STUDENT STUDY SITE RESOURCES

Visit the study site at edge.sagepub/pomerantz5e for these additional learning tools:

• Self-quizzes

• eFlashcards

• Culture expert interviews

• In My Practice demonstration video

• Full-text SAGE journal articles

• Additional web resources

• Mock assessment data
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ABAB design:  A particular type of research design for case 
studies in which a treatment is alternately applied and removed

ABCDE model:  In cognitive therapy, a model for understand-
ing and recording the impact of cognitions on emotions

ABCDS of weight loss:  A common approach used by health 
psychologists in treating people with excess weight, including 
Activity increase, Behavior change, Cognitive change, Dietary 
change, and Social support

ABCs of relapse prevention:  A component of substance 
abuse relapse prevention involving an examination by the client and 
the health psychologist of the events that occur before (Anteced-
ents) and after (Consequences) consuming the substance (Behavior)

abnormality:  Forms of behavior that are outside the normal 
range; often labeled mental disorders, psychiatric diagnoses, or 
psychopathology

Academy of Psychological Clinical Science:  An 
organization of graduate programs subscribing to the 
clinical scientist model of graduate training in clinical  
psychology

acceptance:  In acceptance and commitment therapy, allowing 
unpleasant thoughts, feelings, and other internal sensations to run 
their course without fighting against them

acceptance and commitment therapy (ACT):  An 
increasingly popular form of psychotherapy emphasizing the 
acceptance rather than avoidance of an unpleasant internal psy-
chological experience

acculturation:  Response or adaptation to a new cultural envi-
ronment, particularly with regard to adopting elements of the new 
culture or retaining elements of the original culture

achievement:  In contrast to intelligence (what a person can 
accomplish intellectually), what a person has accomplished, espe-
cially in academic subjects

achievement tests:  Type of standardized tests used to mea-
sure how much students have learned in specific, clearly defined 
content areas, including but not limited to reading, mathematics, 
science, and social studies

activating event:  The A in the ABCDE model of cognitive 
therapy; the occurrence that initiates the sequence of mental events 
that may prompt illogical cognitions or beliefs

actuarial prediction methods:  An approach to predicting 
dangerousness in which assessors predict dangerousness according 
to a statistical or actuarial formula compiled from a comparison 
of an individual’s characteristics with known correlations to future 
dangerousness; also known as statistical prediction methods

all-or-nothing thinking:  In cognitive psychotherapy, a com-
mon thought distortion in which the individual irrationally eval-
uates everything as either wonderful or terrible, with no middle 
ground or “gray area”

allegiance effects:  In psychotherapy outcome research, the 
influence of researchers’ own biases and preferences on the out-
come of their empirical studies

American Psychological Association (APA):  Prominent 
professional organization for psychologists of which many clinical 
psychologists are members

American Psychological Association Division 41 
(American Psychology-Law Society):  A division of the 
American Psychological Association devoted to issues related to 
forensic psychology

American Society for the Advancement of Pharma-
cotherapy (American Psychological Association,  
Division 55):  A division of the American Psychological Asso-
ciation devoted to issues related to prescription privileges for  
psychologists

anal stage:  In psychodynamic psychotherapy, the second of 
the psychosexual developmental stages, and the stage from which 
issues of control may emerge

analogue design:  A research design that involves an approxi-
mation of the target client or situation as a substitute for the actual 
clients or situations

analogue direct observation:  In contrast to naturalistic 
direct observation, a type of behavioral observation that typi-
cally takes place in the clinic room, where the real-life situation is  
simulated

anxiety hierarchy:  In exposure therapy, a rank- 
ordered list of anxiety-provoking stimuli to which the client will 
be gradually exposed

aspirational:  In contrast to enforceable, an approach to psy-
chology ethics that emphasizes aspirational ideals describing how 
psychologists should strive to conduct themselves

assertiveness training:  A form of behavior therapy based on 
classical conditioning in which clients improve on timid, appre-
hensive, or ineffectual social behaviors

assessment:  A common professional activity of clinical psy-
chologists in which clients are evaluated or appraised via clinical 
interviews, testing, observation, or other means

attending behaviors:  Fundamental aspects of listening, 
including eye contact, body language, vocal qualities, and verbal 
tracking

GLOSSARY
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attention:  In the context of psychotherapy outcome research, 
the interest a therapist takes in the client that may constitute a 
common factor across therapies

automatic thoughts:  In cognitive psychotherapy, cognitions 
that take place instantly and without any deliberation

aversion therapy:  A form of contingency management ther-
apy that emphasizes the use of punishment as a consequence for 
an unwanted behavior

Albert Bandura:  A leading researcher in the area of observa-
tional learning, modeling, and social learning

base rate:  In forensic psychology (and more broadly in all psy-
chology), the rate at which a behavior occurs, whereby phenomena 
with a low base rate (low frequency) are more difficult to predict 
(e.g., dangerous behaviors)

baselines:  In behavior therapy, pretreatment data on a problem 
behavior used as a basis for later comparisons

Aaron Beck:  A leader in the field of cognitive psychotherapy 
and the developer of the concepts of the cognitive triad and com-
mon thought distortions, among others

Judith Beck:  A leading figure in contemporary cognitive psy-
chotherapy and the daughter of Aaron Beck

Beck Depression Inventory-II (BDI-II):  The current edi-
tion of a brief objective test that assesses depression

behavior rating scales:  In clinical child psychology, stan-
dardized forms that parents, teachers, or other adults complete 
regarding a child’s presenting problems

behavior therapy:  An approach to psychotherapy emphasiz-
ing empiricism, observable and quantifiable problems and prog-
ress, and a lack of speculation about internal mental processes

behavioral:  An approach to clinical psychology emphasizing 
empiricism, observable and quantifiable problems and progress, 
and a lack of speculation about internal mental processes

behavioral activation:  A form of behavior therapy for depres-
sion, the goal of which is to increase the frequency of behaviors 
that are positively reinforcing to the client

behavioral assessment:  In contrast to traditional personal-
ity assessment, an approach to assessment that assumes that client 
behaviors are not signs of underlying issues; instead, those behav-
iors are the problems

behavioral consultation:  An indirect alternative to behav-
ior therapy whereby the therapist serves as a consultant to an 
individual such as a parent, teacher, or supervisor who ultimately 
implements the behavioral interventions with the client in the 
natural setting

behavioral medicine:  An area of specialization for clinical 
psychologists and other health professionals focused on the impact 
of behavior on wellness and involving the integration of knowl-
edge from a wide variety of social sciences, including psychology, 
sociology, and anthropology, with knowledge from the medical 
disciplines

behavioral observation:  The direct, systematic observation 
of a client’s behavior in the natural environment; also known as 
naturalistic observation

being self-aware:  A general skill for clinical interviewers 
involving the ability to know how the interviewer might affect 
others interpersonally and how others tend to relate to him or her

belief:  The B in the ABCDE model of cognitive therapy; the 
illogical cognition linking the activating event to the emotional 
consequence

Bender Visual-Motor Gestalt Test—Second  
Edition (Bender-Gestalt-II):  The current edition of a brief 
neuropsychological screen in which clients are asked to copy sim-
ple geometric designs

Insoo Kim Berg:  A leading figure in solution-focused family 
therapy

between-group design:  A research design in which partici-
pants in different conditions, one of which is often a control group, 
receive different treatments

Alfred Binet:  A pioneer in the assessment of intelligence who 
co-created the Binet-Simon scale in the early 1900s, which evolved 
into the Stanford-Binet Intelligence Scales

biofeedback:  A type of treatment used by health psychologists 
for pain management clients designed to achieve control over the 
body via educating patients about bodily processes of which they 
are typically unaware

“blank screen” role:  In psychodynamic psychotherapy, the 
therapist role in which little personal information is revealed to 
facilitate transference

body language:  In the context of the clinical interview, a 
behavior that can communicate strong nonverbal messages

Boulder model:  Alternate name for the scientist- 
practitioner model of graduate training stemming from the his-
toric 1949 conference of directors of training in Boulder, Colorado

boundaries:  An essential concept in structural family therapy; 
the divisions between family subsystems

boundaries of competence:  The limits of competence that 
a clinical psychologist has an ethical obligation not to overstep

Murray Bowen:  A leading figure in family therapy who is 
closely associated with the concept of differentiation of self

brief psychodynamic psychotherapy:  A more efficient 
and increasingly common version of psychodynamic psychother-
apy, typically lasting about 6 months or less

burnout:  A state of exhaustion that relates to engaging continu-
ally in emotionally demanding work

John Carroll:  A contemporary leader in the study of intelli-
gence who has proposed the three-stratum theory of intelligence

case studies:  Research methods that involve a thorough and 
detailed examination of one person or situation
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catastrophizing:  In cognitive psychotherapy, a common 
thought distortion in which the individual unrealistically expects 
catastrophic consequences

categorical approach:  In contrast to the dimensional approach, 
an approach to diagnosis based on the notion that an individual 
either has or does not have a particular disorder

James Cattell:  A leading figure in the study of intelligence 
who proposed separate fluid and crystallized intelligences

Dianne Chambless:  A leading contemporary psychotherapy 
researcher who has argued strongly against the idea that all psy-
chotherapy approaches are equally efficacious and in favor of a 
prescriptive approach to treatment

child abuse:  In the context of clinical psychology, a condition 
that mandates the clinical psychologist to break confidentiality 
(per state laws) in an attempt to protect the welfare of the child 
at risk

child custody evaluations:  Evaluations conducted by foren-
sic psychologists for the purpose of providing recommendations 
for child custody

Children’s Apperception Test (CAT):  A projective test 
similar to the Thematic Apperception Test, created specifically for 
children

chronic pain:  Pain that lasts 6 months or longer

chronic stress:  Stress levels that are consistently high and 
unremitting

circular causality:  In contrast to linear causality, a theory typ-
ically endorsed by family therapists whereby events influence one 
another in a reciprocal way

civil commitment:  A process by which a person is involun-
tarily hospitalized by civil authorities for the welfare of the person 
and others

clarification:  A clinical interview technique designed to make 
sure the interviewer has an accurate understanding of the client’s 
comments

classical conditioning:  Conditioning in which an uncondi-
tioned stimulus that produces an unconditioned response is paired 
with a conditioned stimulus such that the conditioned stimulus 
elicits a similar response (labeled as the conditioned response)

clinical child psychology:  An area of specialization within 
clinical psychology focusing on issues of children

clinical interview:  A common assessment technique used by 
clinical psychologists involving a purposeful conversation with cli-
ents characterized by questions and answers

clinical prediction methods:  An approach to predicting 
dangerousness in which assessors utilize psychological tests, clin-
ical interviews, clinical experience, and their personal judgments

clinical psychology:  Rigorous study and applied practice 
directed toward understanding and improving the psychological 
facets of the human experience, including but not limited to issues 
or problems of behavior, emotions, or intellect

clinical scale:  One of 10 scales on the MMPI and MMPI-2 
indicating the extent to which an individual endorses symptoms of 
a particular category

clinical scientist model:  A model of graduate training in clin-
ical psychology that emphasizes empirical research over practice

clinical utility:  In psychological assessment, the extent to which 
a technique benefits the clinician and ultimately the client in a 
meaningful way

closed-ended question:  In contrast to an open-ended ques-
tion, an interview question that allows for far less elaboration and 
self-expression by the client but yields a quick and precise answer

closed-enrollment groups:  In contrast to open-enrollment 
groups, therapy groups in which all members start and finish ther-
apy together, with no new members added during the process

code of ethics:  Ethical guidelines for psychologists, originally 
published by the American Psychological Association in 1953 and 
most recently updated in 2002

cognitions:  The focus of cognitive psychotherapy, the way indi-
viduals interpret the events that happen to them and determine 
their resulting emotions; also known as beliefs, interpretations, 
assumptions, or thoughts

cognitive:  An approach to clinical psychology emphasizing 
illogical thought as the foundation of psychopathology and logical 
thought as the foundation of psychological wellness

cognitive therapy:  An approach to psychotherapy emphasiz-
ing illogical thought as the foundation of psychopathology and 
logical thought as the foundation of psychological wellness

cognitive triad:  A component of Aaron Beck’s theory of 
depression whereby negative thoughts about the self, the external 
world, and the future contribute to depression

common factors:  Factors common to all forms of psychother-
apy that play an active role in client improvement and may explain 
the dodo bird verdict in psychotherapy outcome research

common thought distortions:  In cognitive psychotherapy, 
particular ways in which a thought, cognition, or belief can be 
illogical

communication patterns:  An area commonly targeted by 
family therapists as the source of psychological symptoms and an 
area for improvement in family therapy

competence:  Sufficient capability, skill, experience, and exper-
tise to complete particular professional tasks adequately

competent to stand trial:  A required condition of the defen-
dant in the U.S. legal system for which forensic psychologists often 
conduct assessments

Comprehensive System:  The leading scoring system for the 
Rorschach Inkblot Method, created by John Exner

conclusion:  A clinical interview technique that may  
involve summarization, an initial conceptualization, a diagnosis, or 
recommendations
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conditioned response:  In classical conditioning, the response 
elicited by the conditioned stimulus after the conditioned stimulus 
has been paired with the unconditioned stimulus

conditioned stimulus:  In classical conditioning, the stimulus 
paired with the unconditioned stimulus that ultimately elicits the 
conditioned response

conditions of worth:  In humanistic psychotherapy, the stipu-
lations that individuals may place on their positive regard of others

confidentiality:  As mandated by the code of ethics of the 
American Psychological Association, upholding the privacy of 
clinical information

Conflict Tactics Scales (CTS):  A questionnaire designed 
to assess how individuals behave when family conflicts arise, often 
used to explore interpersonal abuse or violence

confrontation:  A clinical interview technique used when the 
interviewer notices discrepancies or inconsistencies in the client’s 
comments

congruence:  In humanistic psychotherapy, consistency 
between the real self and the ideal self; the source of mental health

content scales:  In addition to the clinical scales, scales of the 
MMPI and MMPI-2 that provide relevant clinical information

contingencies:  The “if . . . , then . . .” statements connect-
ing actions to outcomes that organisms learn through operant  
conditioning

contingency management:  A form of behavior therapy 
based on operant conditioning in which the consequences fol-
lowing selected behaviors are changed to produce more desirable 
behavior

continuing education:  Learning experiences by  
which clinical psychologists maintain their competence through-
out their careers; often required by state licensing boards for 
license renewal

continuing education units (CEUs):  Educational credits 
earned by licensed clinical psychologists by attending workshops, 
taking courses, reading selected material, or similar means; often 
required by states for license renewal

control group:  The condition or group in a between-subject 
design that receives no treatment

coping:  The process of managing the demands of stress

correlational methods:  Research methods that examine 
the relationship that exists between two or more variables and in 
which causality is not implied

cortisol:  The human body’s stress hormone, the release of which 
is controlled by the hypothalamic-pituitary-adrenal axis

Paul Costa:  With Robert McCrae, an author of the NEO  
Personality Inventory-Revised

cotherapist:  A therapist who coleads group therapy sessions 
with another therapist

counseling psychologists:  Professionals with some simi-
larities to clinical psychologists but whose work tends to empha-
size less seriously disturbed clients, vocational testing, and career  
counseling

counterconditioning:  Re-pairing a conditioned stimulus with 
a response that is incompatible with the previously conditioned 
response; an essential component of systematic desensitization

countertransference:  In psychodynamic psychotherapy, 
transference by the therapist toward the client

crisis interview:  A type of clinical interview designed not only 
to assess a problem demanding urgent attention (most often, cli-
ents actively considering suicide or another act of harm toward self 
or others) but also to provide immediate and effective intervention 
for that problem

cross-sectional designs:  In contrast to longitudinal designs, 
research designs that assess or compare a participant or group of 
participants at one particular point in time

crystallized intelligence:  The body of knowledge one has 
accumulated as a result of life experiences

cultural competence:  For clinical psychologists, the ability to 
work sensitively and expertly with culturally diverse members of a 
heterogeneous society

cultural concepts of distress:  As listed in DSM-5, psycho-
logical problems observed in cultural groups from various parts 
of the world

cultural diversity:  Heterogeneity in the cultural background 
of members of a society

cultural fairness:  The extent to which an intelligence test is 
based on universal rather than culture-specific concepts or methods

cultural self-awareness:  An important component of cul-
tural competence by which the clinical psychologist recognizes the 
uniqueness of his or her own cultural perspective

Daubert standards:  In forensic psychology, cur-
rent standards for admissibility of the testimony of expert  
witnesses

defense mechanisms:  In psychodynamic psychotherapy, 
techniques used by the ego to manage conflict between the id and 
superego

Patrick H. DeLeon:  A prominent proponent of prescription 
privileges for clinical psychologists and a former president of the 
American Psychological Association

dementia praecox:  Emil Kraepelin’s term for a cluster of 
psychological symptoms similar to what is currently known as 
schizophrenia

dependent variables:  Variables in an experiment that are 
expected to change as a result of changes in the independent variables

Steve deShazer:  A leading figure in solution-focused family 
therapy

detoxification:  A common and important component of the 
treatment of substance abuse problems designed to prevent any 
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dangerous side effects that may result from weaning the body off 
the substance too quickly

developing positive working relationships:  A general 
skill for clinical interviewers often facilitated by attentive listening, 
appropriate empathy, genuine respect, and cultural sensitivity

developmental perspective:  An essential aspect of clinical 
child psychology whereby clinicians understand the child’s behav-
ior within the context of the child’s developmental stage

Diagnostic and Statistical Manual of Mental Disorders 
(DSM):  The prevailing diagnostic guide for mental health pro-
fessionals, containing the definitions of all mental disorders, pub-
lished by the American Psychiatric Association

diagnostic criteria:  Specific lists of symptoms used to define 
mental disorders

diagnostic interview:  A type of clinical interview  
in which the primary purpose is to diagnose the client’s problems

dialectical behavior therapy (DBT):  A form of cog-
nitive psychotherapy—and an example of an evidence- 
based treatment—developed by Marsha Linehan that has been 
found to be effective in the treatment of borderline personality 
disorder

differentiation of self:  In family therapy, the healthy process 
whereby families allow each member to become his or her own 
person without sacrificing emotional closeness with other mem-
bers of the family

dimensional approach:  In contrast to the categorical 
approach, an approach to diagnosis based on the issue of severity 
of an individual’s symptoms on a continuum or dimension, rather 
than the presence or absence of disorder

directive:  In the context of the clinical interview, an approach 
by which interviewers obtain the information they need by asking 
clients specifically for it

discrimination:  In classical conditioning, a process by which 
the conditioned response is not evoked by stimuli that are similar 
to, but not an exact match for, the conditioned stimulus

disease-prone personality:  A personality characterized by 
marked anxiety, depression, and hostility that predisposes people 
to stress-related illnesses such as arthritis, ulcers, and coronary 
heart disease

disengaged:  In structural family therapy, an unhealthy type of 
relationship among family members resulting from overly rigid 
boundaries between subsystems

displacement:  In psychodynamic psychotherapy, a defense mecha-
nism in which the ego displaces an id impulse toward a safer target

dispute:  The D in the ABCDE model of cognitive therapy; 
challenging the illogical belief by labeling it as a particular type 
of thought distortion

Division of Clinical Psychology (Division 12):  Division 
of the American Psychological Association devoted to clinical  
psychology

Dorothea Dix:  A pioneer of reform in the treatment of the 
mentally ill in the United States and elsewhere in the 1800s

dodo bird verdict:  A nickname for the common research 
finding that different forms of psychotherapy are roughly equally 
effective; derived from the line in Alice in Wonderland, “Everybody 
has won and all must have prizes”

dream work:  In psychodynamic psychotherapy, the process of 
converting the latent content of a dream to its manifest content

dreams:  In psychodynamic psychotherapy, an important means 
by which the client’s unconscious material is communicated, and a 
common focus of interpretation

DSM-I:  The first edition of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM), published in 1952

DSM-II:  The second edition of the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM), published in 1968

DSM-III:  The third edition of the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM), published in 1980

DSM-III-R:  A revision of the third edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM), published in 1987

DSM-IV:  The fourth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM), published in 1994

DSM-IV-TR:  A text revision of the fourth edition of the Diag-
nostic and Statistical Manual of Mental Disorders (DSM), published 
in 2000

DSM-5:  The fifth and current edition of the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM), published in May 2013

duty to warn:  Stemming from the Tarasoff case, the obligation 
of clinical psychologists to alert people toward whom their clients 
have made credible, serious threats

dysfunctional thought record:  A form used in cognitive 
psychotherapy that organizes clients’ experiences into columns on 
a written page

eclectic:  A psychotherapy orientation that involves selecting the 
best treatment for a given client based on empirical data from studies 
of the treatment of similar clients

effective new belief:  The E in the ABCDE model of cogni-
tive therapy; the logical belief or cognition that replaces the orig-
inal illogical belief

effectiveness:  In contrast to efficacy, the success of a therapy 
in actual clinical settings in which client problems span a wider 
range and are not chosen as a result of meeting certain diagnostic 
criteria

efficacy:  In contrast to effectiveness, the success of a particu-
lar therapy in a controlled study conducted with clients who were 
chosen according to particular study criteria

ego:  In psychodynamic psychotherapy, the part of the mind that 
manages conflict between id and the superego and also meets the 
demands of reality; the part of the mind that generates defense 
mechanisms
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ego psychology:  A variation of psychodynamic psychother-
apy emphasizing the adaptive tendencies of the ego over the  
pleasure-based drive of the id

Albert Ellis:  A leader in the field of cognitive psychotherapy 
and the developer of rational emotive behavior therapy and the 
ABCDE model

emic:  In contrast to etic, a perspective held by some psycholo-
gists emphasizing culture-specific norms and the appreciation of 
clients within the context of their own culture

emotional consequence:  The C in the ABCDE model of 
cognitive therapy; the feeling that results from the illogical belief 
about the activating event

emotionally focused therapy (EFT):  A short-term human-
istic therapy emphasizing the expression and acknowledgment of 
emotions that has garnered significant empirical evidence and 
popularity in recent years among individual and couples therapists

emotionally fused:  In family therapy, a type of family rela-
tionship resulting from incomplete differentiation of self whereby 
family members remain overly emotionally connected with one 
another

empathy:  In humanistic psychotherapy, one of the three essen-
tial therapeutic conditions; the therapist’s ability to sense the cli-
ent’s emotions just as the client would, to perceive and understand 
the events of the client’s life in a compassionate way

empirical criterion keying:  The method of test construc-
tion used in the creation of the MMPI, which involves identify-
ing distinct groups of people, asking all of them to respond to the 
same test items, and selecting items that yield different patterns of 
responses between groups

empirical data:  An essential feature of behavior therapy that 
can take the form of frequencies of problem behavior at various 
points in therapy

endogenous disorders:  Emil Kraepelin’s term for disorders 
caused by internal factors

enforceable:  In contrast to aspirational, an approach to psy-
chology ethics that emphasizes specific rules of conduct that can 
be violated

enmeshed:  In structural family therapy, an unhealthy type of 
relationship among family members resulting from overly perme-
able boundaries between subsystems

ethical decision making:  A process by which psychologists 
make decisions in ethically challenging situations

Ethical Standards:  The section of the code of ethics of the 
American Psychological Association based on enforceable rules of 
conduct

etic:  In contrast to emic, a perspective held by some psycholo-
gists emphasizing the similarities between all people and deem-
phasizing differences between cultural groups

evidence-based assessment:  An approach to assessment 
emphasizing those methods that have strong psychometrics, clinical 

utility, and normative data and are sensitive to issues of diversity 
such as age, gender, race, and ethnicity

evidence-based practice:  The practice of clinical psy-
chology based on empirical research evidence in combination  
with clinical expertise and client characteristics, culture, and  
preferences

Examination for Professional Practice in Psychology 
(EPPP):  A standardized exam used by states and provinces as a 
criterion for licensure

exception questions:  In solution-focused family therapy, a 
technique whereby therapists ask families to recall situations when 
the problem was absent or less severe

existential psychotherapy:  An approach to psychotherapy, 
related to the humanistic approach, that centers on the premise 
that each person is essentially alone in the world and that realiza-
tion of this fact can cause overwhelming anxiety

John Exner:  Creator of the Comprehensive System of scoring 
for the Rorschach Inkblot Method

exogenous disorders:  Emil Kraepelin’s term for disorders 
caused by external factors

experiential avoidance:  A tendency to circumvent rather 
than experience unpleasant thoughts (or feelings or other  
internal sensations) that may contribute to a variety of forms of 
psychopathology

experimental condition:  The condition or group in a 
between-subject design that receives the treatment being examined

experimental method:  A research process that follows a 
number of discrete, sequential steps including observation of 
events, hypothesis development, definition of independent and 
dependent variables, empirical testing of the hypothesis, and alter-
ing the hypothesis according to results obtained

expert witness:  In forensic psychology, a clinical  
psychologist or other mental health professional who provides 
expert testimony to the court about mental health issues

exposure and response prevention: A particular form 
of exposure therapy—and an example of an evidence-based  
practice—that has received substantial empirical support for the 
treatment of obsessive-compulsive disorder

exposure therapy:  A form of behavior therapy based on clas-
sical conditioning in which clients gradually face a feared object 
or situation

external validity:  The generalizability of research results, or 
the extent to which a particular finding is valid for different set-
tings and populations

externalizing disorders:  In clinical child psychology, disor-
ders in which the child “acts out” and often becomes a disruption 
to parents, teachers, or other children

extinction:  In behavior therapy, the removal of an expected 
reinforcement that results in a decrease in the frequency of a 
behavior
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extinction burst:  In behavior therapy, the initial increase in 
intensity of the unwanted behavior immediately after the expected 
reinforcement is removed

extra-group socializing:  A problematic and discouraged 
behavior among group therapy members; interacting as friends, 
romantic partners, and so on, outside the group sessions

Hans Eysenck:  An important figure in the history of psycho-
therapy outcome research whose negative review of psychotherapy 
outcome in 1952 inspired many subsequent empirical studies on 
psychotherapy outcome

family life cycle:  A six-stage theory of family development 
that can be modified to account for the wide variety of families that 
a family therapist may see

family structure:  In family therapy, the implicit rules that gov-
ern family members’ behavior

family therapy:  A form of psychotherapy in which fam-
ily members attend sessions together and a primary goal is the 
improvement of dysfunctional characteristics of the family system

feedback:  In family therapy, action taken by a family member 
to return the family to a state of homeostasis

fight-or-flight response:  The response that takes place when 
an organism perceives a threat and the body rapidly mobilizes 
energy reserves via the sympathetic nervous system and endocrine 
system to either fight or flee

Celia Fisher:  A leading figure in psychology ethics who served 
as chair of the committee responsible for creating the 2002 revision 
of the code of ethics of the American Psychological Association

fitness-for-duty evaluations:  Psychological evaluations con-
ducted by forensic psychologists, often for law enforcement agencies, 
to assess the extent to which current employees remain fit for duty 
after extremely stressful or traumatic experiences or in the midst of 
psychological problems

five-factor model of personality:  A theory of personal-
ity thought by many to identify the fundamental, shared traits of 
human personality on which a dimensional approach to diagnosis 
may be based; also the basis of the NEO-PI-R personality test

fixation:  In psychodynamic psychotherapy, unsuccessful resolu-
tion of the psychological tasks of a particular developmental stage

flooding:  In exposure therapy, all-at-once in vivo exposure to 
feared objects or situations (in contrast to graded exposure)

fluid intelligence:  The ability to reason when faced with novel 
problems

fluid reasoning:  The ability to solve novel problems; also one 
of five factor scores of the Stanford-Binet Intelligence Scales—
Fifth Edition

forensic psychology:  The application of psychological meth-
ods and principles within the legal system

formula first-session task:  In solution-focused family ther-
apy, a technique whereby clients are instructed to take note in the 
upcoming week of aspects of their lives they want to continue

free association:  A therapy technique in which psychodynamic 
psychotherapists simply ask clients to say whatever comes to mind 
without censoring themselves at all

Sigmund Freud:  The pioneer of the psychodynamic approach 
to clinical psychology

Freudian slips:  Verbal or behavioral mistakes determined, 
according to psychodynamic psychotherapists, by unconscious 
motivations

full-scale intelligence score:  A feature of most contem-
porary tests of intelligence indicating overall or general level of 
intelligence

functional evaluation:  An approach to competency- 
to-stand-trial evaluations based on the idea that competency to 
stand trial depends on the cognitive and psychological demands of 
that particular case

functionalism:  In family therapy, the belief that although psy-
chological symptoms may appear maladaptive, they are in fact 
functional within the family environment of the individual

“g”:  An abbreviation for general intelligence, as posited to exist 
by Charles Spearman and others (in contrast to “s,” or specific 
intelligences)

general adaptation syndrome:  The hypothesis developed 
by Hans Selye stating that when confronted with a temporary 
stressor, the fight-or-flight system works effectively to provide 
energy for immediate fight-or-flight needs, but when faced with 
repeated or prolonged exposure to stress, the body eventually fails 
to adapt and becomes vulnerable to illness

General Principles:  The section of the code of ethics of the 
American Psychological Association based on aspirational ideals 
describing how psychologists should strive to conduct themselves

generalization:  In classical conditioning, a process by which 
the conditioned response is evoked by stimuli that are similar to, 
but not an exact match for, the conditioned stimulus

genogram:  A pencil-and-paper assessment technique in family 
therapy involving the creation of a family tree that incorporates 
detailed information about the relationships among family members

genuineness:  In humanistic psychotherapy, the quality in the 
therapist of truthfulness, realness, or congruence, in contrast to 
playing the therapist role falsely

Gestalt therapy:  An approach to psychotherapy, related to the 
humanistic approach, emphasizing a holistic approach to enhancing 
the client’s current experience and often relying on the use of role-
play techniques during therapy

graded exposure:  In exposure therapy, a gradual approach to 
exposing clients to feared objects or situations

group cohesiveness:  A therapeutic factor in group therapy; 
feelings of interconnectedness among group members and the 
equivalent of the therapist–client relationship in individual therapy

group level:  One of three levels of the tripartite model of per-
sonal identity emphasizing the perspective that each individual is 
like some others
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group therapy:  A form of psychotherapy in which multiple cli-
ents participate in sessions together and interpersonal interaction 
is typically emphasized

guardian ad litem:  In child custody evaluations, a neutral 
party (often an attorney unaffiliated with either parent) appointed 
to protect the rights of the child

guilty but mentally ill:  In the U.S. legal system, a relatively 
new trial outcome in some states that constitutes a middle ground 
between full criminal responsibility and a finding of not guilty by 
reason of insanity

Halstead-Reitan Neuropsychological Battery (HRB):  
A relatively popular, comprehensive battery of eight standardized 
neuropsychological tests

harmful dysfunction theory:  A theory of abnormality 
stating that the definition of disorder should include aspects of 
harmfulness (which is more socially determined) and dysfunction 
(which is more scientifically determined)

Starke Hathaway:  With J. C. McKinley, one of the creators of 
the Minnesota Multiphasic Personality Inventory

health insurance/managed care:  A method of payment for 
psychological services involving a third-party payer, in contrast to 
client self-pay

health psychology:  A subdiscipline of behavioral medicine 
that deals specifically with how psychological processes (e.g., cog-
nitions, moods, social networks) influence health and illness

here and now:  A focus in group therapy on the present inter-
personal interactions with fellow group members rather than 
events that have happened in clients’ lives outside the group

heterogeneity:  In the context of cultural diversity, the  
variety of cultural backgrounds among members of a society, both 
between and within particular cultural groups

heterogeneous groups:  Therapy groups in which no sin-
gle common characteristic (such as a diagnosis) is shared by all  
members

hierarchical model of intelligence:  A model of intelligence 
in which specific abilities (“s”) play an important role but are all 
at least somewhat related to one another and to a global, overall, 
general intelligence (“g”)

homeostasis:  In family therapy, the notion that systems have 
the ability to regulate themselves by returning themselves to a 
comfort zone or “set point”

homework:  An important aspect of cognitive psychotherapy 
whereby therapists assign clients behavioral or written tasks

homogeneous groups:  Therapy groups in which all members 
share a common characteristic, such as a diagnosis

hope:  In the context of psychotherapy outcome research, the 
positive expectations that may constitute a common factor across 
therapies

humanistic:  An approach to clinical psychology deriving pri-
marily from the theories of Carl Rogers and Abraham Maslow, 

emphasizing the tendency toward healthy growth within each 
individual

humanistic play therapy:  A form of psychotherapy with 
children emphasizing reflection of feelings in the context of a gen-
uinely empathic and unconditionally accepting therapeutic rela-
tionship to facilitate self-actualization

humanistic therapy:  An approach to psychotherapy deriving 
primarily from the theories of Carl Rogers and Abraham Maslow, 
emphasizing the tendency toward healthy growth within each 
individual

hypothalamic-pituitary-adrenal (HPA) axis:  A system of 
structures (i.e., hypothalamus, pituitary gland, adrenal gland) that 
is activated by stress and controls the release of cortisol

hypotheses:  In cognitive psychotherapy, according to Aaron 
Beck, the category of unproven theories in which thoughts, beliefs, 
and cognitions belong (in contrast to proven facts)

id:  In psychodynamic psychotherapy, the part of the mind 
that generates and seeks immediate satisfaction for all the  
pleasure-seeking, selfish, indulgent, animalistic impulses

ideal self:  In humanistic psychotherapy, the self that an individ-
ual could experience if he or she fulfilled his or her own potential, 
in contrast to the real self

identified patient:  In family therapy, the family mem-
ber whose symptoms are most obvious or problematic to other  
members

idiographic approach:  In contrast to a nomothetic approach, 
an approach to research emphasizing or revealing the unique qual-
ities of each person

imaginal exposure:  In exposure therapy, exposure to anx-
iety-provoking objects via imagination, in contrast to in vivo  
exposure

imitation:  In behavior therapy, a way in which clients can bene-
fit from observational learning simply by mimicking the modeled 
behavior

implosion:  In exposure therapy, all-at-once imaginal exposure 
to feared objects or situations (in contrast to graded exposure)

in vivo exposure:  In exposure therapy, exposure to anxi-
ety-provoking objects in real life, in contrast to imaginal exposure

incongruence:  In humanistic psychotherapy, a  
discrepancy between the real self and the ideal self; the source of 
psychopathology

independent variables:  Variables in an experiment that are 
manipulated by the experimenter and are typically hypothesized to 
influence dependent variables

index scores:  A feature of most contemporary tests of intel-
ligence indicating intellectual ability in one of a small number of 
broad areas

individual level:  One of three levels of the tripartite model of 
personal identity emphasizing the perspective that each individual 
is like no other
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inferential:  A characteristic of psychodynamic psychotherapy 
referring to the clinician’s reliance on deduction or conjecture 
rather than empirical or directly observable information

informed consent:  The ethically mandated process of inform-
ing an individual about proposed activities (e.g., as a therapy client 
or research participant) and obtaining the individual’s voluntary 
consent before proceeding with the activities

insight:  A primary goal of psychodynamic psychotherapy;  
making the unconscious conscious

intake interview:  A type of clinical interview in which the pri-
mary purpose is essentially to determine whether to “intake” the 
client to the setting where the interview is taking place

integrative:  A psychotherapy orientation that involves blend-
ing techniques to create an entirely new, hybrid form of therapy

intelligence:  Aptitude or intellect; the exact definition has long 
been a subject of debate among psychologists and may or may 
not include speed of mental processing, sensory capacity, abstract 
thinking, imagination, adaptability, capacity to learn through expe-
rience, memory, reasoning, or inhibition of instinct

intelligence tests:  Psychological tests that measure a client’s 
intellectual abilities

internal validity:  The extent to which the change in the 
dependent variable is due solely to the change in the independent  
variable

internalizing disorders:  In clinical child psychology, disor-
ders that involve maladaptive thoughts and feelings more than 
disruptive outward behavior

interpersonal interaction:  An emphasis of most forms of 
group therapy whereby therapists attempt to improve clients’ abil-
ities to relate to others in healthy ways

interpersonal learning:  A therapeutic factor in  
group therapy; learning from the in-group interpersonal  
experience

interpersonal therapy (IPT):  A specific, manualized, con-
temporary form of psychodynamic psychotherapy that emphasizes 
interpersonal relationships and has received empirical support for 
the treatment of depression

interpretation:  In psychodynamic psychotherapy, the thera-
pist’s attempt to formulate and discuss with the client a hypoth-
esized connection between unconscious material and client 
behavior

introspection:  The process of looking inside the mind for 
evidence of mental processes or therapeutic change, rejected by 
behaviorists for its lack of objectivity

knowledge:  General information accumulated over 
time via personal experiences, including education, home, 
and environment; also one of five factor scores of the  
Stanford-Binet Intelligence Scales—Fifth Edition

Emil Kraepelin:  A pioneer of diagnostic categorization in men-
tal health who was one of the first to assign formal labels to partic-
ular clusters of symptoms

latent content:  In psychodynamic psychotherapy, the raw, 
unconscious thoughts and feelings represented by a dream

law of effect:  The behavioral principle that actions followed 
by pleasurable consequences are more likely to recur, whereas 
actions followed by unpleasant consequences are less likely to 
recur

licensure:  Status granted by states to clinical psychologists–– 
once they have met educational, experiential, and exam-related 
requirements––that allows them to identify themselves as members 
of the profession and to practice independently

linear causality:  In contrast to circular causality, a theory typ-
ically endorsed by individual therapists whereby events from the 
past cause or determine events in the present in a unidirectional 
manner

Marsha Linehan:  The developer of dialectical behavior ther-
apy, which has been found effective in the treatment of borderline 
personality disorder

listening:  A simple yet vital task for the clinical psychologist, 
especially in the context of the clinical interview

longitudinal designs:  In contrast to cross-sectional designs, 
research designs that emphasize changes across time, often making 
within-group comparisons from one point in time to another

Luria-Nebraska Neuropsychological Battery (LNNB):  
A relatively popular, comprehensive battery of 12 standardized 
neuropsychological scales

magnification/minimization:  In cognitive psychotherapy, a 
common thought distortion in which the individual overempha-
sizes the importance of negative events and underemphasizes the 
importance of positive events

manifest content:  In psychodynamic psychotherapy, the 
actual plot of the dream as remembered by the dreamer, which 
represents the latent content

manualized therapy:  Forms of psychotherapy that follow a 
therapy manual, which provides detailed instructions for all phases 
of the treatment of a specific disorder; typically used in outcome 
studies supporting evidence-based treatments

marriage and family therapists (MFTs):  Professionals with 
some similarities to clinical psychologists but who typically obtain a 
master’s degree and focus on clinical work with couples and families

Abraham Maslow:  A pioneer of the humanistic approach to 
clinical psychology

Robert McCrae:  With Paul Costa, an author of the NEO Per-
sonality Inventory-Revised

Richard McFall:  Author of the “manifesto” that served as the 
foundation for the clinical scientist model of graduate training in 
clinical psychology

Robert McGrath:  A prominent proponent of prescription 
privileges for clinical psychologists and former president of the 
American Society for the Advancement of Pharmacology (Divi-
sion 55 of the American Psychological Association)



506   CliniCal PsyChology

J. C. McKinley:  With Starke Hathaway, one of the creators of 
the Minnesota Multiphasic Personality Inventory

medical model of psychopathology:  A method of defining 
mental disorders in which each disorder is an entity defined cate-
gorically and features a list of specific symptoms

Donald Meichenbaum:  The creator of self-instructional train-
ing, a treatment method intended to help impulsive and disruptive 
children gain greater control over their behavior

mental filtering:  In cognitive psychotherapy, a common 
thought distortion in which the individual ignores positive events 
while focusing excessively on negative events

mental status exam:  A type of clinical interview often used in 
medical settings, the primary purpose of which is to assess quickly 
how the client is functioning at the time of the evaluation

Stanley Messer:  A leading contemporary psychotherapy 
researcher who has argued strongly in favor of the dodo bird ver-
dict and against a prescriptive approach to treatment

meta-analysis:  A statistical method of combining results of 
separate studies (translated into effect sizes) to create a summation 
(or, statistically, an overall effect size) of the findings

metacognitive therapy:  A relatively new form of cognitive 
therapy emphasizing thoughts about one’s own thoughts, rather than 
thoughts about external events, as causal factors in psychopathology

microaggressions:  Comments or actions made in a cross- 
cultural context that convey prejudicial, negative, or stereotypical 
beliefs and may suggest dominance or superiority of one group 
over another

Theodore Millon:  A widely recognized scholar on personality 
disorders and the creator of the MCMI personality tests

Millon Clinical Multiaxial Inventory-IV (MCMI-IV):  Cur-
rent version of a comprehensive objective personality test that 
emphasizes personality disorders

mind reading:  In cognitive psychotherapy, a common thought 
distortion in which the individual presumes to know that others 
are thinking critically or disapprovingly, when knowing what oth-
ers think is, in fact, impossible

mindfulness:  A key component of many recent forms of cog-
nitive therapy promoting full engagement with one’s own internal 
mental processes in a nonconfrontational way

Minnesota Multiphasic Personality Inventory (MMPI):  
A popular and empirically sound objective personality test for 
adults, originally published in 1943

Minnesota Multiphasic Personality Inventory-Adolescent 
(MMPI-A):  Revision of the MMPI for adolescent clients, pub-
lished in 1992

Minnesota Multiphasic Personality Inventory-2  
(MMPI-2):  Current version of the most widely used comprehen-
sive objective personality test, published in 1989

Salvador Minuchin:  A leading figure in structural family  
therapy

miracle questions:  In solution-focused family therapy, a tech-
nique whereby therapists ask families to imagine life without the 
problem

mixed-group design:  A research design that combines aspects 
of between-group and within-group designs

MMPI-2 Restructured Form (MMPI-2-RF):  A relatively 
brief 2008 revision of the MMPI-2 in which the clinical scales 
include fewer items due to the omission of overlapping items

M’Naghten test:  The first legal standard for the insanity 
defense in the history of the American legal system; based on a 
legal standard from England

Christiana Morgan:  One of the creators of the Thematic 
Apperception Test, a popular projective personality test

motivational interviewing (MI):  A contemporary variation 
of the humanistic approach to psychotherapy in which therapists 
empathically help clients see the discrepancy between their behav-
ior and their own values when they experience ambivalence about 
making major changes

multiaxial assessment:  An approach to assessment intro-
duced in DSM-III by which mental health professionals can pro-
vide diagnostic information on each of five distinct axes or domains

multiaxial system:  An assessment system used by recent edi-
tions of the DSM that allows mental health professionals to pro-
vide diagnostic information on each of five distinct axes or domains

multiculturalism:  An approach in clinical psychology empha-
sizing the appreciation of cultural diversity and awareness of how 
techniques can be best applied to individuals of various cultural 
backgrounds

multimethod assessment:  An approach to assessment 
incorporating multiple methods, including tests of different types, 
interview data, observations, or other sources

multiple relationships:  A circumstance in which a clinical 
psychologist has a professional relationship with an individual and 
also has another type of relationship with the same person or has a 
relationship with someone closely associated with the person

multisource, multimethod, multisetting approach:  An 
approach to the assessment involving multiple sources of infor-
mation, multiple methods of obtaining information, and multiple 
settings in which information is solicited

multisystemic family therapy:  A contemporary form of 
family therapy designed to address long-term adolescent behav-
ioral, emotional, and legal problems through interaction with mul-
tiple systems, including immediate family, school, and community

Hugo Munsterberg:  An important figure in the history of 
forensic psychology; an early promoter of the use of psychology in 
the legal arena and the author of On the Witness Stand

Henry Murray:  One of the creators of the Thematic Appercep-
tion Test, a popular projective personality test

narrative therapy:  A contemporary form of family therapy 
that emphasizes the revision of the stories that family members 
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use to explain and interpret the events in their lives such that the 
stories describe the members more positively

naturalistic direct observation:  In contrast to analogue 
direct observation, a type of behavioral observation in which a 
behavior is observed in the place where it actually happens

naturalistic observation:  The direct, systematic observation of 
a client’s behavior in the natural environment; also known as behav-
ioral observation

negative punishment:  A form of punishment in which the 
individual “loses something good”

negative reinforcement:  A form of reinforcement in which 
the individual “loses something bad”

NEO Five Factor Inventory (NEO-FFI):  A short form 
of the NEO Personality Inventory-Revised that produces a less 
detailed personality profile

NEO Personality Inventory-3 (NEO-PI-3):  The current 
edition of an objective personality test that emphasizes normal 
personality characteristics rather than forms of abnormality

NEPSY-II:  A battery of neuropsychological tests designed spe-
cifically for children

neuropsychological tests:  Psychological tests that focus on 
issues of cognitive or brain dysfunction, including the effects of 
brain injuries and illnesses

neurosis:  Along with psychosis, one of the two broad categories 
of mental illness used in Europe in the 1800s; refers to disorders 
such as anxiety and depression in which the individual maintains 
an intact grasp on reality

nomothetic approach:  In contrast to an idiographic 
approach, an approach to research emphasizing the determination 
of similarities or common qualities among people

nondirective:  In the context of the clinical interview, an 
approach by which interviewers allow clients to determine the 
course of the interview

nonsexual multiple relationships:  A type of multiple rela-
tionship in which a clinical psychologist has a professional relation-
ship with an individual and also has another nonsexual relationship 
(e.g., friendship, business relationship) with the same person

John Norcross:  A leading contemporary psychotherapy 
researcher and a champion of the integrative orientation to  
psychotherapy

normative data:  A sample of test-result data gathered by cre-
ators of a psychological test and typically designed to accompany 
the test that constitutes a basis for comparison for individuals who 
take the test in clinical settings

not guilty by reason of insanity (NGRI):  In the U.S. legal 
system, a possible finding whereby an individual was unable to con-
trol his or her criminal actions due to a mental disorder at the time 
of the offense and is therefore not held responsible for the crime

object relations:  A variation of psychodynamic psychother-
apy deemphasizing internal conflict (id vs. superego), and instead 

emphasizing relationships between internalized “objects” (essen-
tially, important people from the client’s life)

objective personality tests:  Personality tests characterized 
by unambiguous test items, a limited range of client responses, and 
objective scoring

observable changes:  An essential feature of behavior ther-
apy; therapeutic changes that are directly observable rather than 
inferred

observational learning:  In behavior therapy, condition-
ing that takes place when the individual observes contingencies 
applied to others rather than the self; also known as modeling and 
social learning

On the Witness Stand:  A popular early book on forensic psy-
chology authored by Hugo Munsterberg

open-ended question:  In contrast to a closed-ended ques-
tion, an interview question that allows for individualized and spon-
taneous responses from clients

open-enrollment groups:  In contrast to closed- 
enrollment groups, therapy groups in which individual members 
are allowed to enter or leave the group at any time

operant conditioning:  Conditioning in which the organism 
“operates” on the environment, notices the consequences of the 
behavior, and incorporates those consequences into decisions 
regarding future behavior

oral stage:  In psychodynamic psychotherapy, the first of the 
psychosexual developmental stages, and the stage from which 
issues of dependency may emerge

overgeneralization:  In cognitive psychotherapy, a common 
thought distortion in which the individual applies lessons learned 
from negative experiences more broadly than is warranted

overpathologizing:  Viewing as abnormal that which is actually 
normal; can be reduced by increasing cultural competence

paraphrasing:  A clinical interview technique used simply to 
assure clients that they are being accurately heard

parent training:  A form of behavioral consultation in which the 
therapist serves as a consultant to a parent, who ultimately imple-
ments the behavioral interventions with the child in the home

patient-centered medical homes (PCMHs):  A relatively 
new model of care, often involving health psychologists, that 
emphasizes primary care that is high quality, cost-effective, com-
prehensive, holistic, and coordinated

Ivan Pavlov:  An important figure in the history of behavior 
therapy; a researcher whose classical conditioning studies provided 
a foundation for many behavioral techniques

pediatric psychology:  A specialty area within clinical child 
psychology focusing on the mental and physical health of children 
with medical conditions

Perceptual Reasoning Index:  A measure of fluid reasoning, 
spatial processing, and visual-motor integration; also one of four 
index scores yielded by the Wechsler intelligence tests
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Personality Assessment Inventory (PAI):  An objective 
personality test for adults with a relatively low reading level and 
multiple clinical scales closely tied to specific diagnoses or problems

personalization:  In cognitive psychotherapy, a common 
thought distortion in which the individual assumes excessive per-
sonal responsibility for negative events

phallic stage:  In psychodynamic psychotherapy, the third of 
the psychosexual developmental stages, and the stage from which 
issues of self-worth may emerge

Philippe Pinel:  A pioneer of reform in the treatment of the 
mentally ill in France in the late 1700s and early 1800s

positive psychology:  A recent, growing movement within 
the mental health field that accentuates the strong and healthy 
rather than the pathological aspects of human behavior

positive punishment:  A form of punishment in which the 
individual “gets something bad”

positive regard:  In humanistic psychotherapy, the warmth, 
love, and acceptance of those closest to us; also known as prizing

positive reinforcement:  A form of reinforcement in which 
the individual “gets something good”

postdoctoral internship:  A 1- or 2-year internship occurring 
after the doctoral degree in clinical psychology is granted that con-
sists of supervised clinical experience in an applied setting, often 
with a specialized focus

practitioner-scholar model:  A model of graduate training 
in clinical psychology that emphasizes practice over empirical 
research

predicting dangerousness:  The practice whereby a forensic 
psychologist assesses the likelihood that an individual will behave 
violently or dangerously in the future

predoctoral internship:  A year-long internship occurring 
near the end of graduate training in clinical psychology that  
consists primarily of supervised clinical experience in an applied 
setting

preemployment evaluations:  A psychological evaluation 
conducted by forensic psychologists, often for law enforcement 
agencies, to assess the extent to which the candidate has any psy-
chological problems, cognitive limitations, or personality charac-
teristics that might interfere with the duties of the job

premenstrual dysphoric disorder (PMDD):  A provisional 
or proposed mental disorder characterized by severe premenstrual 
symptoms, possibly including depressed mood, anxiety, affective 
lability, and decreased interest in activities

prescription privileges:  The ability to prescribe medication 
to clients, which constitutes a controversy among contemporary 
clinical psychologists

prescriptive approach:  An approach to psychotherapy  
in which specific therapy techniques with the most empirical  
evidence are viewed as the treatment of choice for specific  
disorders

prizing:  In humanistic psychotherapy, the warmth, love, and 
acceptance of those closest to us; also known as positive regard

problem-focused coping:  An approach to coping with stress 
that emphasizes proactive, constructive attempts to take action 
about a stressful situation

Processing Speed Index:  A measure of the ability to process 
simple or rote information rapidly and accurately; also one of four 
index scores yielded by the Wechsler intelligence tests

professional counselors:  Professionals with some similari-
ties to clinical psychologists but who attend master’s programs in 
professional counseling that typically have relatively high admis-
sions rates, and whose activities emphasize counseling and deem-
phasize assessment and research

projection:  In psychodynamic psychotherapy, a defense mech-
anism in which the ego projects an id impulse onto other people

projective personality test:  A personality test in which indi-
viduals are assumed to project their personality characteristics via 
responses to ambiguous or vague stimuli

proposed criteria set:  A set of symptoms described in Sec-
tion III of DSM-5 and under consideration for inclusion as an offi-
cial disorder in a future edition of the DSM

psychiatrists:  Professionals with some similarities to clinical 
psychologists but who are medically trained, able to prescribe 
medication, and emphasize the biological aspects of clients’  
problems

psychodynamic:  An approach to clinical psychology deriving 
from the theories of Sigmund Freud and emphasizing the goal of 
making the unconscious conscious

psychodynamic play therapy:  A form of psychotherapy 
with children in which a child’s play symbolically communicates 
important unconscious processes occurring within the child’s mind

psychodynamic psychotherapy:  An approach to psycho-
therapy deriving from the theories of Sigmund Freud, the primary 
goal of which is to make the unconscious conscious

The Psychological Clinic:  The first scholarly journal in the 
field of clinical psychology, founded by Lightner Witmer in 1907

psychoneuroimmunology (PNI):  The field of study con-
cerned with the interactions among behavior, the nervous system, 
and the immune system

psychosis:  Along with neurosis, one of the two broad catego-
ries of mental illness used in Europe in the 1800s; refers to dis-
orders in which the individual demonstrates a break from reality 
in the form of hallucinations, delusions, or grossly disorganized 
thinking

psychotherapy:  Techniques and approaches used by clinical 
psychologists and other mental health professionals to alleviate 
psychological symptoms or improve some aspect of emotional, 
cognitive, or behavioral functioning

PsyD:  A doctoral degree obtained by clinical psychologists who 
graduate from practitioner-scholar programs that has become an 
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increasingly common alternative to the more traditional PhD 
degree

punishment:  In behavior therapy, any consequence that makes 
a behavior less likely to recur in the future

quantitative reasoning:  The ability to solve numeri-
cal problems; also one of five factor scores of the Stanford- 
Binet Intelligence Scales—Fifth Edition

quasi-experimental design:  A type of research design used 
when truly experimental design is not feasible

quieting yourself:  A general skill for clinical interviewers 
involving the minimization of internal, self-directed thoughts that 
can preoccupy or distract the interviewer

randomized clinical trials (RCTs):  A research method for 
assessing the efficacy of a manualized therapy in which partici-
pants who meet criteria for a particular diagnosis are randomly 
assigned to a group that receives the therapy or a group that does 
not receive the therapy

rapport:  A positive, comfortable relationship between clini-
cian and client, especially important in the context of the clinical 
interview

rational emotive behavior therapy (REBT):  Formerly 
known as rational emotive therapy, the form of cognitive therapy 
developed by Albert Ellis and incorporating the ABCDE model

reaction formation:  In psychodynamic psychotherapy, a 
defense mechanism in which the ego forms a reaction against the id 
impulse, resulting in a behavior opposite of the original id impulse

reactivity:  In the context of behavioral observation, a problem 
whereby the client’s behavior may change simply because of his or 
her awareness of the presence of the observer

real self:  In humanistic psychotherapy, the self that an individ-
ual actually experiences, in contrast to the ideal self

recapitulation of the family group:  A phenomenon in 
group therapy whereby a group evokes the same dynamics as a 
client’s family of origin

reflection:  In humanistic psychotherapy, a therapist response 
to a client involving a rephrase or restatement of the client’s state-
ments in a way that highlights the client’s feelings or emotions

reflection of feeling:  A clinical interview technique intended 
to make clients feel that their emotions are recognized, even if 
their comments did not explicitly include labels of their feelings

reinforcement:  In behavior therapy, any consequence that 
makes a behavior more likely to recur in the future

relaxation training:  The first step of systematic desensitiza-
tion in which the behavior therapist teaches the client progressive 
relaxation techniques that induce a relaxation response incompat-
ible with anxiety

reliability:  In psychological assessment, the extent to which a 
technique yields consistent, repeatable results

Repeatable Battery for the Assessment of Neuropsy-
chological Status (RBANS):  A neuropsychological screen 

that focuses on a range of abilities, including visuomotor abilities, 
verbal skills, attention, and visual memory

repression:  In psychodynamic psychotherapy, a defense mech-
anism in which the ego represses conscious awareness of conflict 
between id and superego

resilience:  In contrast to vulnerability, the tendency to remain 
psychologically healthy in spite of the presence of risk factors that 
contribute to psychological problems in others

resistance:  In psychodynamic psychotherapy, client behavior 
that impedes discussion or conscious awareness of selected topics 
or emotions

The Retreat:  A residential treatment center in Connecticut 
founded by Eli Todd in which the mentally ill were treated in a 
humane and dignified way

Rey-Osterrieth Complex Figure Test:  A neuropsycholog-
ical screen involving the reproduction of a single, complex geo-
metric figure

Carl Rogers:  A pioneer of the humanistic approach to clinical 
psychology

Hermann Rorschach:  Swiss psychiatrist who created the 
Rorschach Inkblot Method, a popular projective personality test

Rorschach Inkblot Method:  The projective personality test 
created by Hermann Rorschach involving 10 ambiguous inkblots

Rotter Incomplete Sentences Blank (RISB):  The most 
commonly used sentence completion test

“s”:  An abbreviation for specific intelligences that may not cor-
relate with one another (in contrast to “g,” or general intelligence)

Morgan T. Sammons:  A prominent proponent of prescription 
privileges for clinical psychologists and a widely recognized expert 
on psychopharmacology

scaling questions:  In solution-focused family therapy, a tech-
nique whereby therapists ask families to rate the severity of a prob-
lem over time and emphasize strategies the families have used to 
cause the reductions in severity

school psychologists:  Professionals with some similarities to 
clinical psychologists but who work primarily in schools and often 
perform psychological and educational testing and conduct inter-
ventions with students

scientist-practitioner model:  The traditional model of 
graduate training in clinical psychology with a dual emphasis on 
empirical research and practice resulting in the PhD degree

self-actualization:  In humanistic psychotherapy, the inborn 
tendency to grow in a healthy way

self-instructional training:  A treatment method intended to 
help impulsive and disruptive children gain greater control over 
their behavior

self-monitoring:  In behavioral assessment, techniques  
in which clients observe and keep a record of their own target 
behaviors
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self-psychology:  A variation of psychodynamic psychother-
apy emphasizing parental roles in the child’s development of self, 
with special attention paid to the meaning of narcissism at various 
points, including in therapy

self-report scales:  Assessment techniques that are completed 
directly by the client

Hans Selye:  A pioneer in stress research who developed the 
general adaptation syndrome hypothesis

semistructured interview:  Also known as a partially struc-
tured interview, a clinical interview that has some characteristics 
of structured interviews as well as some characteristics of unstruc-
tured interviews

Senior Apperception Test (SAT):  A projective test similar to 
the Thematic Apperception Test created specifically for older adults

sentence completion tests:  Projective personality tests in 
which the individual is asked to complete sentence stems

sexual multiple relationships:  A type of multiple relation-
ship in which a clinical psychologist has a professional relationship 
with an individual and also has a sexual relationship with the same 
person

shaping:  In behavior therapy, reinforcing successive approxima-
tions of the target behavior

B. F. Skinner:  A pioneer of behaviorism whose experimen-
tation on the law of effect and operant conditioning formed the 
foundation for many forms of behavior therapy

social microcosm:  A phenomenon in group therapy whereby 
the relationship tendencies that characterize clients’ relationships 
with important people in their personal lives predictably charac-
terize the relationships they form with their fellow group members

social support:  Relationships with others who can provide sup-
port in a time of crisis and who can share in good fortune as well

social workers:  Professionals with some similarities to clin-
ical psychologists but who typically obtain a master’s degree and 
whose work emphasizes the social and environmental factors that 
contribute to an individual’s problems

Society of Clinical Child and Adolescent Psychology:  
Division 53 of the American Psychological Association, focusing 
on issues related to clinical psychology applied to children and 
adolescents

solution-focused therapy:  A contemporary approach to 
family therapy that relies on solution-talk and similar techniques 
in attempting to solve families’ problems

solution-talk:  An essential aspect of solution-focused family ther-
apy whereby therapists emphasize positive outcomes that the future 
may hold rather than unpleasant situations that characterize the 
present to help clients begin to adopt a more positive point of view

Charles Spearman:  A pioneer in the study of intelligence 
who argued for the existence of “g,” a general intelligence thought 
to overlap with many particular abilities

specific learning disorder:  A diagnosis based primarily 
on the level of academic achievement falling significantly below 
expected levels of achievement for people of the same age

stages of change model:  A theory of readiness to change 
asserting that psychotherapy clients may enter therapy in one of 
five stages: precontemplation, contemplation, preparation, action, 
or maintenance

Stanford-Binet Intelligence Scales:  A widely accepted test 
of intelligence originally developed by Alfred Binet and Theodore 
Simon

Stanford-Binet Intelligence Scales—Fifth Edition 
(SB5):  The current edition of a prominent test of intelligence 
for individuals across the life span

statistical prediction methods:  An approach to predicting 
dangerousness in which dangerousness is predicted according to a 
statistical or actuarial formula compiled by comparing an individ-
ual’s characteristics with known relationships to future dangerous-
ness; also known as actuarial prediction methods

strategic family therapy:  A pragmatic, problem-focused 
approach to family therapy from which solution-focused therapy 
evolved

stress:  The psychological and/or physiological response to difficult or 
demanding internal or external circumstances

Structured Clinical Interview for DSM-5 Disorders 
(SCID):  A prominent structured interview technique appropri-
ate for a wide range of DSM-5 disorders

structured interview:  In contrast to an unstructured inter-
view, an interview with a predetermined, planned sequence of 
questions that an interviewer asks a client

Hans Strupp:  A pioneering psychotherapy researcher who 
developed the tripartite model of assessing psychotherapy outcome

subcultures:  Relatively small groups within a society that may 
not fully constitute cultural groups but whose members may none-
theless possess typical and culturally meaningful characteristics for 
the clinical psychologist

sublimation:  In psychodynamic psychotherapy, a defense 
mechanism in which the ego redirects the id impulse in such a way 
that the resulting behavior actually benefits others

subsystems:  An essential concept in structural family therapy; 
subgroups of family members separated by boundaries

subtest scores:  A feature of most contemporary tests of intel-
ligence indicating intellectual ability in one of many specifically 
defined areas

summarizing:  A clinical interview technique that usu-
ally involves tying together various topics that may have been  
discussed, connecting statements that may have been made at dif-
ferent points, and identifying themes that have recurred during 
the interview

superego:  In psychodynamic psychotherapy, the part of the 
mind that establishes rules, restrictions, and prohibitions
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supplemental scales:  In addition to the clinical scales,  
scales of the MMPI and MMPI-2 that provide relevant clinical 
information

systematic desensitization:  A form of behavior therapy 
based on classical conditioning involving re-pairing (or countercon-
ditioning) the feared object with a new response, such as relaxation, 
that is incompatible with anxiety

systems approach:  A foundation of family therapy whereby 
clinical problems originate in the family system rather than in an 
individual family member

Tarasoff case:  A landmark legal case resulting in clinical psy-
chologists’ duty to warn potential victims of dangerous or harm-
ful acts whose identity is revealed by clients during psychological 
services

teacher training:  A form of behavioral consultation in which 
the therapist serves as a consultant to a teacher, who ultimately 
implements the behavioral interventions with the student in the 
school

technique:  In the context of the clinical interview, the pro-
cedures and methods (e.g., types of questions) used by the  
interviewer

telepsychology:  The use of technology, including the Inter-
net, videoconferencing, smartphones, and text-based services, in 
the application of clinical psychology

test data:  The raw data provided by clients during an assessment

test security:  Protection of the integrity of psychological test 
materials by preventing them from entering the public domain

test selection:  For a clinical psychologist conducting an 
assessment, the selection of tests that are appropriate in terms of 
the psychologist’s competence; the client’s culture, language, and 
age; and the test’s reliability and validity, among other factors

testable hypotheses:  In behavior therapy, an essential fea-
ture of theories underlying problem behaviors whereby theories 
can be empirically supported, refuted, modified, and retested

test-taking attitudes:  The manner in which the test taker 
approaches a test, as measured by the validity scales of the MMPI 
and MMPI-2

Thematic Apperception Test (TAT):  A projective person-
ality test in which individuals create stories in response to ambig-
uous interpersonal scenes

therapeutic alliance:  Also known as the therapeutic relation-
ship or working alliance, and an established common factor in psy-
chotherapy outcome research; a coalition or partnership between 
two allies (client and therapist) working in a trusting relationship 
toward a mutual goal

therapeutic relationship:  Also known as the therapeutic alli-
ance or working alliance, and an established common factor in psy-
chotherapy outcome research; a coalition or partnership between 
two allies (client and therapist) working in a trusting relationship 
toward a mutual goal

therapy manual:  A manual that provides detailed instructions 
for all phases of the treatment of a specific disorder; typically used 
in treatment outcome studies

third-party payer:  Typically, health insurance or managed- 
care companies that pay some or all of a client’s mental health 
expenses

Edward Lee Thorndike:  A pioneer in the study of intelli-
gence who promoted the idea that each person possesses separate, 
independent intelligences; also, a leading researcher in the area of 
operant conditioning and the law of effect

three essential therapeutic conditions: In humanistic 
psychotherapy, the three necessary and sufficient conditions that a 
therapist must provide for therapeutic benefit: empathy, uncondi-
tional positive regard, and genuineness

three-stage sequential model of common factors:  A 
model explaining the order in which common factors contribute to 
psychotherapeutic change, beginning with support factors, moving 
on to learning factors, and concluding with action factors

three-stratum theory of intelligence:  A contemporary 
theory that intelligence operates at three levels: a single “g” at the 
top, eight broad factors immediately beneath “g,” and more than 
60 highly specific abilities beneath these broad factors

Louis Thurstone:  A pioneer in the study of intelligence who 
argued that intelligence should not be understood as a single, uni-
fied ability but as numerous distinct abilities that have little rela-
tionship to one another

time-limited dynamic psychotherapy (TLDP):  A specific, 
contemporary form of psychodynamic psychotherapy in which the 
therapist makes efforts to form a “corrective” relationship with  
the client that does not follow the same unconscious “script” as the 
client’s previous problematic relationships

Eli Todd:  A pioneer of reform in the treatment of the mentally 
ill in the United States in the late 1700s and early 1800s

token economy:  A form of behavior therapy based on  
operant conditioning in which clients earn tokens, exchange-
able for reinforcements, for performing predetermined target  
behaviors

tolerance:  A phenomenon whereby the body requires increas-
ing amounts of a substance to achieve the desired effect

traditional personality assessment:  In contrast to behav-
ioral assessment, an approach to assessment that assumes that 
personality is a stable, internal construct; assessing personality 
requires a high degree of inference; and client behaviors are signs 
of underlying problems

transference:  In psychodynamic psychotherapy, the tendency 
of clients to form relationships with therapists in which they 
unconsciously and unrealistically expect the therapist to behave 
like important people from the clients’ past

treatment outcome:  A common area of research for clinical 
psychologists focusing on the assessment of the benefits of psycho-
logical treatments
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triangle:  In family therapy, a phenomenon in which one or both 
of two family members in conflict attempt to bring a third member 
into the conflict to garner support

tripartite model:  A model of assessing psychotherapy outcome 
developed by Hans Strupp and his colleagues that acknowledges 
the viewpoints of three parties (the client, the therapist, and third 
parties such as society, family, or managed-care companies)

tripartite model of personal identity:  A three-level model 
of personal identity in which each individual is recognized as being 
entirely unique, similar to some other individuals, and similar to all 
other individuals

William Tuke:  A pioneer of reform in the treatment of the men-
tally ill in England in the late 1700s and early 1800s

unconditional positive regard (UPR):  In humanistic  
psychotherapy, one of the three essential therapeutic conditions; 
the full acceptance of another person without any conditions or 
stipulations

unconditioned response:  In classical conditioning, the 
response elicited by the unconditioned stimulus before any con-
ditioning has taken place

unconditioned stimulus:  In classical conditioning, the stimu-
lus that elicits the unconditioned response before any conditioning 
has taken place

unconscious:  Mental activity occurring outside our awareness; 
a cornerstone of the psychodynamic approach

undifferentiated ego mass:  In family therapy, a term used 
to describe an emotionally fused family

universal level:  One of three levels of the tripartite model of 
personal identity emphasizing the perspective that each individual 
is like all others

Universal Nonverbal Intelligence Test-2 (UNIT-2):  
A recently published intelligence test that was designed as entirely 
language-free in an attempt to maximize cultural fairness

universality:  A therapeutic factor in group therapy; the experi-
ence that one’s problems are not unique but are common to others

unstructured interview:  In contrast to a structured interview, 
an interview that involves no predetermined or planned questions 
and in which interviewers determine the course of the interview 
as it takes place

Vail model:  Alternate name for the practitioner-scholar model 
of graduate training stemming from a 1973 professional confer-
ence in Vail, Colorado

validity:  In psychological assessment, the extent to which a 
technique measures what it claims to measure

validity scales:  Scales of the MMPI and MMPI-2 that inform 
the psychologist about the client’s approach to the test and allow 
the psychologist to determine whether the test is valid and what 
kinds of adjustments might be appropriate to make during the pro-
cess of interpreting the clinical scales

values affirmation:  A relatively new clinical approach in 
health psychology in which clients are encouraged to clarify and 
affirm, often in writing, their own personal values, which often 
contrast with their unhealthy behaviors

Verbal Comprehension Index:  A measure of verbal con-
cept formation and verbal reasoning; also one of four index scores 
yielded by the Wechsler intelligence tests

verbal tracking:  In the context of the clinical interview, the 
ability to repeat key words and phrases back to clients to assure the 
clients that they have been accurately heard

vicarious learning:  In behavior therapy, a way in which cli-
ents can benefit from observational learning whereby the client 
observes not only the modeled behavior but also the model receiv-
ing consequences for that modeled behavior

visual-spatial processing:  The ability to analyze visually 
presented information, including relationships between objects, 
spatial orientation, assembling pieces to make a whole, and  
detecting visual patterns; also one of five factor scores of the  
Stanford-Binet Intelligence Scales—Fifth Edition

vocal qualities:  In the context of the clinical interview, pitch, 
tone, volume, and fluctuation of voice that are important to appre-
ciate and use effectively

voir dire:  In forensic psychology, a process by which an expert 
witness is approved for the court via examination of the expert’s 
education, training, and professional experience

vulnerability:  In contrast to resilience, the tendency to experi-
ence psychological problems in the presence of risk factors

Bruce Wampold:  A leading contemporary psychotherapy 
researcher who has argued strongly in favor of the dodo bird ver-
dict and against a prescriptive approach to treatment

John Watson:  An important figure in the history of behavior 
therapy and early promoter of behaviorism in the United States

David Wechsler:  A pioneer in the assessment of intelligence 
for various age groups, including adults, children, and preschoolers

Wechsler Adult Intelligence Scale (WAIS):  A prominent 
scale of intelligence for adults

Wechsler Adult Intelligence Scale—Fourth Edition 
(WAIS-IV):  The current edition of a prominent intelligence test 
for adults

Wechsler-Bellevue:  The first intelligence scale created by 
David Wechsler in 1939, designed for adults

Wechsler Individual Achievement Test—Third Edition 
(WIAT-III):  The current edition of a comprehensive achievement 
test for clients aged 4 to 50

Wechsler Intelligence Scale for Children (WISC):  A 
prominent scale of intelligence for children

Wechsler Intelligence Scale for Children—Fifth Edition 
(WISC-V):  The current edition of a prominent intelligence test 
for children
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Wechsler Memory Scale—Fourth Edition (WMS-IV):   A 
scale of visual and auditory memory involving both immediate and 
delayed recall; often used for neuropsychological purposes

Wechsler Preschool and Primary Scale of Intelligence 
(WPPSI):  A prominent scale of intelligence for preschoolers

Wechsler Preschool and Primary Scale of Intelli-
gence—Fourth Edition (WPPSI-IV):  The current edition of 
a prominent intelligence test for preschoolers

withdrawal:  A phenomenon whereby cessation of a substance 
produces negative symptoms

within-group design:  A research design that involves compar-
isons of participants in a single condition to themselves at various 
points in time

Lightner Witmer:  The founder of the field of clinical psychol-
ogy, the first psychological clinic, and the first journal devoted to 
clinical psychology

working alliance:  Also known as the therapeutic alliance  
or therapeutic relationship, and an established common factor 

in psychotherapy outcome research; a coalition or partnership 
between two allies (client and therapist) working in a trusting rela-
tionship toward a mutual goal

working memory:  The ability to hold and transform informa-
tion in short-term memory; also one of five factor scores of the 
Stanford-Binet Intelligence Scales—Fifth Edition

Working Memory Index:  A measure of the capacity to store, 
transform, and recall incoming information and data in short-term 
memory; also one of four index scores yielded by the Wechsler 
intelligence tests

working through:  An often lengthy component of psycho-
dynamic therapy in which interpretations are reconsidered and 
reevaluated again and again

Irvin Yalom:  A leading figure in contemporary group therapy, 
especially the interpersonal approach

York Retreat:  A residential treatment center in England 
founded by William Tuke in which the mentally ill were treated 
with kindness, dignity, and decency
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