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Working in the Depart-
ment of Psychiatry of
a large county hospital
for over 25 years has
broadened my per-
spective on how
research affects prac-
tice. The questions
p s y c h o t h e r a p i s t s
struggle with do not

differ that much from those of our col-
leagues in primary care. How do we trans-
late research into practice? What is the role
and value of the treatment relationship
versus specific interventions? How much
can we rely on our own clinical experience
in making treatment decisions versus evi-
dence-based guidelines? How do we train
students as competent and knowledgeable
professionals and caring healers?

The distinction used in medicine between
basic versus clinical science is very useful.
Basic science pursues knowledge about
diagnosis and treatment by studying fun-
damental biomedical processes, primarily
through laboratory work. Clinical science
seeks to understand diagnosis and treat-
ment through studies of people in clinical
settings. Clinical science assumes that
there is a hierarchy of evidence ranging
from systematic literature reviews to ran-
domized clinical trials to case studies. The
New England Journal of Medicine routinely
uses case studies as teaching tools. Letters
to the editor of medical journals are full of
clinicians challenging studies by citing
their own clinical experience. While there
is a serious lag in translating clinical
research into medical practice, there is usu-
ally no active resistance to research inform-
ing practice. 

The relationship between psychotherapy
researchers and practitioners has been
more adversarial. While the Boulder model
advocates the ideal of the scientist-practi-

tioner, the tension between science and
practice is just too difficult for most psy-
chotherapists to contain. Many psy-
chotherapy researchers are deeply
entrenched in a methodology that relies on
a model of randomized clinical trials as the
only standard to prove that psychotherapy
works. In contrast, practitioners with many
years of practice doing both short -and
long-term psychotherapy rely on the hard
won knowledge gained from personal
therapy, careful listening to patients, and
working through their own countertrans-
ference issues. They are indignant and
alarmed that research findings are summa-
rized in systematic reviews that glibly pre-
scribed practice guidelines. 

There are those that see psychotherapy as a
clinical science. Recent books edited by
Division 29 members advocate for a wide
range of clinical evidence in evaluating the
effectiveness of psychotherapy and for the
use of evidence-based principles rather
than evidence-based techniques. These
books are:
John Norcross, Larry Beutler, and Ron
Levant—Evidence-based practices in mental
health: Debate and dialogue on the fundamen-
tal questions
Louis Castonguay and Larry Beutler—
Principles of Therapeutic Change that Work
Carol D. Goodheart, Alan Kazdin, and
Robert Sternberg—Evidence-Based
Psychotherapy: Where Practice And Research
Meet 

At a time when psychotherapy researchers
and practitioners live on a fault line with
periodic shake-ups and rumblings, these
works by our members seek to foster a sta-
bile environment for constructive work.

A major function of the Division of
Psychotherapy is to contain the conflicting
and contradictory views in psychotherapy.

PRESIDENT’S COLUMN Abe Wolf, Ph.D.

Psychotherapy as Clinical Science
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The program organized by Jeff Magnavita,
our Program Chair for the 2006 annual
APA convention, strives for this “holding
environment.” The following list gives you
some idea of the range of topics that will be
addressed this summer in New Orleans: 
• Current Developments in the Cognitive

Neuroscience of Psychotherapy
• Empirically Supported Treatment for

Personality Disorders
• Research on Anger Treatments
• Insight in Psychotherapy
• What do you do when you hate your

patient?

We hope that you will add your voice to the
ongoing conversation on the theory,
research, and practice of psychotherapy that
defines and distinguishes Division 29 by
attending these programs.

The field of psychotherapy faces challenges
from without and within. The leaders of
Division 29 are working hard to create an
organization that contains the wide range of
voices of all psychotherapists and that can
move into effective action to meet the chal-
lenges of a health-care economy in disrepair.
We look forward to your continued support
and active participation in our division.

DELAY IN JOURNAL DISTRIBUTION

The Publication and Communications Office of the American
Psychological Association regrets any inconvenience to the members of
the Division of Psychotherapy due to the delay in the distribution of
the Winter 2005 and Spring 2006 issues of Psychotherapy: Theory,
Research, Practice, Training. Although the journal editor sent the contents
of the issues to the APA office in a timely manner, the implementation
of a new production process caused unacceptably long delays within
our office. These problems have been corrected, and the overdue issues
have been distributed. Thank you for your patience and continued 
support of Division 29.

Gary R. VandenBos, Ph.D.
Executive Director of Publications and Communications
American Psychological Association 
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Editor’s Note:  This article is the second of two
regarding psychotherapy practices around the
world (for the first article, see Psychotherapy
Bulletin, 2006, Vol. 41, No. 1). In the current
article, Dr. Abeles highlights psychotherapy
practices, policies, research, and conferences in
a sample of countries around the world, and
provides context and references for further
information and reading. 

PSYCHOTHERAPY IN AFRICA
Statistics from South Africa indicate that
about 25% of patients going to a general
medical practitioner suffer from mental
health problems; 20% of high school stu-
dents think about harming themselves;
between 1-3% of the population in South
Africa has emotional problems that are
severe enough to require hospitalization
(Mental health in South Africa, 2005).
Partly in response to data like these, the
World Health Organization (WHO) is
working on a “Global Mental Health Policy
Project,” which is designed to strengthen
mental health and substance abuse policies
within a number of African countries. The
WHO cites mental health in Uganda as a
challenge for research, and suggests that
this country could be a test case since con-
ditions in Uganda could easily generalize
to other countries in Africa. The aim of this
pilot project will include three phases. The
first phase will include data collection con-
cerning mental health (psychiatric) needs,
with particular focus on services to the
rural poor, including women, children, and
orphans. The second phase will include
self-guided training and classroom train-
ing with technology assisted “e-learning”.
There will be focus on training primary
care providers that will diagnose and treat
mental disorders in primary care settings.
The third phase will include an evaluation
of the data related to Ugandan mental

health needs and there will be an effort to
see if the Ugandan findings will be gener-
alizable to other sub-Saharan countries.
With regard to institutions and personnel
for this project, there are plans for a con-
sortium that will work with the Africa
Telehealth group to study mental health
needs. Personnel will include professional
staff that have been trained in all aspects of
health services research (African Mental
Health project, 2005).

There is a strong presence of psychoanaly-
sis in Africa, which is described in an arti-
cle in the Journal of Psychology in Africa
(Peltzer & Reichmayr, 1999). While psycho-
analysis in Africa may sound counterintu-
itive, the authors of this journal article
point out that psychoanalysis is alive in
South Africa, Senegal and some North
African countries. The presence of psycho-
analysis in South Africa is frequently
attributed to an influx of German speaking
immigrants who moved there to escape
fascism in Europe. There have been plans
to form a psychoanalytic group in South
Africa, which was the residence of French
psychoanalyst, Marie Bonaparte. Fritz
Perls, the founder of Gestalt therapy, was
trained in psychoanalysis and also lived in
South Africa from 1933 to 1946. The time of
apartheid in South Africa deterred further
development of psychoanalysis until a
psychoanalytic study group was founded
in 1979 (Peltzer & Reichmayer, 1999). It
should also be noted that Mary Ainsworth
wrote on attachment theories while in
Uganda; some professionals were also
trained in Kenya in the 1980’s. In the 1990’s
there were a number of clinical psycholo-
gists and psychiatrists who practiced psy-
chotherapy in Africa and some of them uti-
lized psychoanalysis. There are psy-
chotherapy societies in Nigeria and there is

A WORLD OF PSYCHOTHERAPY

Part II—Psychotherapy Around the World:  A Sampler
Norman Abeles, Ph.D., Michigan State University
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an African Chapter of the World Council
for Psychotherapy.

PSYCHOTHERAPY IN LATIN AMERICA
There is a strong presence of psychothera-
py in Latin America. The World Congress
for Psychotherapy which met in Buenos
Aires in August 2005 is one of many Latin
American psychotherapy organizations.
Osvaldo Filidoro warned about converting
psychotherapy into psychology or psychia-
try at the meeting of the Latin American
Federation of Psychotherapy in Quito,
Ecuador in 2001. He views psychotherapy
as an art or ability formulated as a science
determined by an empirical field of obser-
vation (p 3). Filidoro regards language as
an obstacle and wonders how we can even
attempt to obtain uniform criteria for a def-
inition of psychotherapy when there are
countries that have more than twenty-three
languages which “cohabitate under the
roof of the Spanish language” (p 6). He
notes that the instability of political
regimes causes a source of existential inse-
curity for Latin American societies and
individuals. He insists that psychotherapy
in Latin America is not tied to any domi-
nant school of therapy. The Pan American
Health Organization (PAHO) estimates
that by the year 2010, 35 million Latin
Americans will suffer from depression and
5.5 million will suffer from schizophrenia.
PAHO recognizes that there is a need to do
away with large mental hospitals and shift
treatment to the communities but there is
recognition of the gap between what is
known and what is being done
(International Development Bank, 2005).

Psychotherapy is alive and well in Brazil. 
A recent article (DeMello, Myczcowisk, &
Menezes, 2001) reports on a random con-
trolled trial concerning the efficacy of inter-
personal therapy plus medication com-
pared to routine clinical management plus
medication (moclobemide) for 35 dys-
thymic patients. The 7th International
Congress on body psychotherapy took
place in Sao Paolo, Brazil in October 2005.
Body Psychotherapy goes back to the work
of William Reich and involves a range of

techniques including touch, movement
and breathing. Gestalt therapy, transaction-
al therapy, psychoanalytic therapy, psycho-
dynamic therapy, and cognitive therapies
are also frequently used by practitioners in
Brazil. In an article on psychotherapy in
Brazil written by Stubbe (1980), he notes
that there are a variety of Brazilian 
psychotherapy methods that range from
Indian medicine to spiritualism to scientif-
ic founded psychotherapy. I suspect if we
search thoroughly enough we can also find
comparable non-empirically supported
therapies in the United States.

PSYCHOTHERAPY IN AUSTRALIA AND
NEW ZEALAND
1987 saw the founding of the Australia and
New Zealand Association of Psycho-
therapy (ANZAP). This association was an
outgrowth of the psychotherapy program
at the University of Sydney’s psychothera-
py unit at Westmead Hospital in Sydney,
Australia. The ANZAP publishes a bul-
letin, provides a course in adult psy-
chotherapy, and provides post-graduate
supervisor-training programs (ANZAP,
2005). In 1998, the Psychotherapy and
Counseling Federation of Australia was
established. This organization serves as an
umbrella association for a number of 
professional groups in Australia. There is
also an active Australian Counseling
Association (ACA) that deals with stan-
dards and helps to provide recognition for
counselors. Currently there are about 2500
members in the ACA. This organization
has worked to develop a register of coun-
selors, therapists, and psychologists who
are willing to provide therapy for victims
of the recent tsunami. Volunteers will need
to carry their own liability insurance, and
are sought to provide both crisis and long-
term counseling to victims. 

There are numerous other associations that
represent various disciplines in Australia.
The Association of Cognitive and Behavior
Therapy held its 28th Annual conference in
2005. The Victoria Association of Psycho-
analytic Psychotherapists recently present-
ed an introduction to analytically oriented
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group therapy. Another seminar by this
group dealt with forensic psychotherapy
and an understanding of the criminal mind.
In addition to these groups are the
Australian and New Zealand Psychodrama
Association, Australian and New Zealand
Society of Jungian Analysts, and Gestalt
Australia and New Zealand organization.

The association that regulates therapy in
New Zealand is the New Zealand
Association of Psychotherapists. Australia
has psychologist registration boards in the
various states and territories that set
requirements concerning issues like the use
of the term “psychologist.” In general, four
years of academic study in psychology and
two years of additional postgraduate train-
ing or two years of supervised experience
are the prerequisites for becoming a psy-
chologist. The New Zealand Association of
Psychotherapists sets standards and pro-
vides expectations for the practice of psy-
chotherapy in New Zealand. Admission to
membership requires a structured training
program in therapy or counseling plus the
equivalent of two years full-time practice. 

Previously psychotherapy health care cov-
erage (including psychoanalysis) provided
by psychiatrists was unlimited in Australia
while limits existed in New Zealand
(Gabbard & Lazar, 1997). This was cited to
demonstrate that unlimited psychotherapy
care in Australia actually cost 44% less than
it did in New Zealand because of their
reliance on inpatient psychiatric hospital-
ization. I do not have current statistics on
this topic, and  I doubt if unlimited outpa-
tient mental health care is available any-
where in the world. However, please con-
tact me if our readers know of a place
where unlimited psychotherapy costs are
reimbursed. 

With regard to scope of practice, clinical
psychologists in New Zealand require a
master’s degree or its equivalent plus an
approved practicum or internship which
lasts 1500 hours or more. In Australia there
is a six year training program leading to an
accredited professional psychology degree;

additional internship activities are also
included. Much of the professional training
in Australia and in New Zealand occurs
doing the first four years of college. This is
contrasted by the United States, where pro-
fessional training does not occur until after
a bachelor’s degree has been earned.

PSYCHOTHERAPY IN ASIA—
JAPAN AND SINGAPORE
The third International Conference of the
Asian Federation for Psychotherapy takes
place from August 28 to September 2006 in
Tokyo, Japan. This conference will be held
in conjunction with the International
Congress of Psychotherapy. The conference
will be under the auspices of the Japanese
Psychological Association, Japanese
Society of Psychiatry, Association of
Japanese Clinical Psychology, and
Komazawa University. Twenty-four acade-
mic societies will have international sym-
posia and/or workshops. Concurrent
meetings of six psychotherapy societies
will include the Japanese Society of
Transactional Analysis, and the societies of
hypnosis, autogenic therapy, transpersonal
psychology/psychiatry, rational therapy,
and existential therapy.

A less familiar practice called Morita
Therapy, which was developed by the
Japanese psychiatrist Shoma Morita in the
early 1900’s is also practiced in Japan.
Originally designed for anxiety problems
in Japan, it is now practiced in the United
States and workshops have been given in
Germany and France. The aims of Morita
Therapy include the following: being able
to accept less desirable feelings and traits
as part of one self, being able to interact
effectively with the world outside and pur-
suing ones goals even with symptoms
(Morita Therapy, 2005). Advocates of
Morita Therapy believe that the total elim-
ination of symptoms may be undesirable
and probably not realistic because to do so
would eliminate our humanity and indi-
viduality. Proponents of this believe that
people need to live with painful symp-
toms. Morita Therapy focuses on the here
and now, openness to sensory experience,
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the ability to cope with reality, and the
need to accept ourselves. Dr Morita
expressed the viewpoint that living life
fully requires the development of a balance
between concern for self-preservation and
self-development. 

Methods of Morita Therapy can include
periods of bed rest and isolation before
counseling begins. This is possible in Japan
because patients can obtain inpatient treat-
ment. In the United States, many view
Morita Therapy as occurring on an outpa-
tient basis where the focus is on providing
educational means for overcoming self-
imposed limitations. Morita Therapy advo-
cates have claimed that this approach has
successfully treated individuals who suf-
fered from depression, severe illnesses, eat-
ing disorders, obsessive-compulsive disor-
ders, and psychosomatic problems.

The British Psychiatric Bulletin (Kang, 2001)
discussed the history of psychotherapy
training in Singapore and noted that a small
number of psychiatrists provided psy-
chotherapy training in the 1980’s in 1990’s.
These psychiatrists were trained in behav-
ioral or psychodynamic methods. 
In 1997, psychologists and psychiatrists
formed the Association of Group and
Individual Psychotherapy. This coincided
with the development of the Psychotherapy
Training Program by the Department of
Psychological Medicine at the National
University Hospital. In 1998, external visi-
tors from the United Kingdom provided
training for mental health personnel. These
developments resulted in a move to provide
a graduate diploma in psychotherapy that
included both medical and non-medical
professionals as trainees and supervisors.
Not surprisingly there were more appli-
cants for this program than had been
accepted. The article points out that many
Asian societies still view psychotherapy as a
“Western invention” (p 3) and it is noted
that in Korea there were attempts to relate
psychoanalysis to Confucian philosophy.

Singapore has an active psychological soci-
ety and the recent meeting of the

International Association of Applied
Psychology (IAAP) testifies to this. The
society recognizes international criteria for
the use of titles like clinical psychologist,
counseling psychologist, educational psy-
chologist, occupational psychologist, and
industrial/ organizational psychologist.
The Singapore Psychological Society
regards licensed members or our APA as
meeting their title requirements.
Additionally, qualified members of the
Australian, British, and Hong Kong
Psychological Societies are also recognized
and can practice in Singapore. Full mem-
bers of the Singapore Psychological Society
who do not meet the international criteria
can be assumed to have sufficient profes-
sional skills if they have relevant academic
and supervised experience.

FINAL COMMENTS
In this article, I have tried to provide the
readers of our bulletin with an introduc-
tion to psychotherapy in an international
context by discussing various groups and
organizations relevant to psychotherapeu-
tic practice. I also provided a sampling of
somewhat less known (as far as psy-
chotherapy is concerned) places in the
world and briefly discussed issues relevant
to the practice of psychotherapy. Note that
I provided a subtitle, “a Sampler,” to indi-
cate the selective nature of this discussion.
I chose material that particularly interested
me and acknowledge that it might not be
readily familiar to some of my colleagues.
Should there be sufficient interest, I will
follow up with discussions of psychothera-
py relevant to other areas of the world. Feel
free to contact me at abeles@msu.edu.
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POSITION PAPER
Funding for Psychotherapy Research
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The Ad Hoc Committee on Psychotherapy is
a set of focus groups established during the
Division 29 presidencies of Pat Bricklin,
Linda Campbell, and Leon VandeCreek to
set an agenda of priorities for the field of
psychotherapy. One of the priorities estab-
lished by the research focus group was to
address the lack of government funding for
psychotherapy research. Under the leader-
ship of William Stiles, chair of the Division
29 Research Committee, a task force of
prominent psychotherapy researchers asso-
ciated with the Society for Psychotherapy
Research wrote a white paper addressing
this lack of funding. John Norcross, Chair of
the Publication Board, collaborated with
Linda and Leon in revising that document to
the following position paper. The Division
29 Board of Directors voted to endorse this
document.

The APA Division of Psychotherapy is com-
mitted to advancing psychotherapy train-
ing, research, and practice within the profes-
sion of psychology. At this time, program-
matic psychotherapy research is confronted
with obstacles that endanger its continued
contribution to the health and welfare of the
populace. Psychotherapy researchers are
increasingly alarmed by sociopolitical poli-
cies and funding priorities. 

BACKGROUND
Over 5,000 empirical studies and 300 
meta-analyses have established the clinical
and cost effectiveness of psychotherapy in
reducing symptoms, restoring work perfor-
mance, and improving quality of life for the
vast majority of those who seek treatment.
The research demonstrates that 75% of peo-
ple who enter psychotherapy evidence
meaningful improvement. Moreover, re-
search consistently indicates that psycho-
therapy produces favorable results when
compared to psychoactive medications and
when assessed for cost effectiveness. 

THREE PROBLEMS AND RECOMMENDED
SOLUTIONS
Problem 1: The limited funds available for
psychotherapy research are largely devot-
ed to randomized clinical trials (RCTs).
While RCTs are valuable designs for estab-
lishing the causal effectiveness of treat-
ments, they are incomplete in explicating
the reasons for such effectiveness and in
translating science into service. 

Recommended Solutions: Fund an array
of methodological designs for psychother-
apy research. These include: 
a. Process research is a primary method of

conducting basic research and under-
standing the mechanisms of change. 

b. Qualitative and single-case designs are nec-
essary to study important aspects of
process research, such as participant
moment-by moment responsiveness
and the therapist-patient relationship.

c. Effectiveness research examines psycho-
therapy as it is commonly practiced and
such critical parameters as patients at
risk for negative outcomes, and the gen-
eralization of treatments validated in the
laboratory to routine clinical practice.  

d. Practice-based research networks enhance
collaboration between researchers and
clinicians and facilitate technology
transfer. 

Problem 2: The limited funds available for
psychotherapy research are largely allocat-
ed to investigating the efficacy of manual-
ized treatments. These are valuable studies
but incomplete as the research repeatedly
demonstrates that the therapeutic relation-
ship, patient contributions, and therapist
effects account for as much, if not more, of
patient success than particular treatments.  

Recommended Solutions: Fund psycho-
therapy research that investigates more
than manualized treatments. These include:



10

a. Adaptation of treatments to patient charac-
teristics (e.g., stages of change, prefer-
ences for treatments, ethnic diversity) is
necessary for predicting outcome and
customizing the most effective treat-
ment for individual patients. 

b. Sub-threshold disorders and comorbid disor-
ders are more common than in medicine
and are frequently excluded from fund-
ing consideration because they fail to
meet diagnostic criteria for randomized
clinical trials. 

c. Long-term treatment studies can deter-
mine which treatments are most clinical-
ly and cost effective. 

d. Research on psychotherapy with marginal-
ized clients, such as members of
ethnic/racial minorities and the physi-
cally disabled. 

e. Couples and family therapy are treatments
of choice for many relationship prob-
lems with public health implications.
Yet, psychotherapy research on couples
and family processes is rarely identified
or funded. 

f. Therapist-focused research investigates the
impact of therapists’ personal character-
istics, relational style, and training on
their effectiveness and are critical to
understanding why some therapists are
more effective than others. 

g. Application of psychological research to
physician-patient relationships contributes
to health-care outcomes given the
increasing attention in the medical liter-
ature to the treatment relationship. 

Problem 3: The criteria for evaluating
grant proposals in psychotherapy research
are frequently inadequate and the review-
ers are expert in only efficacy designs.

RECOMMENDED SOLUTIONS:
a. The criteria for evaluating research propos-

als should be appropriate for the area of
investigation, stage of inquiry, and state
of knowledge. When recommending 
criteria revision, psychotherapy
researchers are often referred to the
NIMH R34 program, a standing pro-
gram for many of the types of studies
requested. These are “early” studies
proposing new models or developing
new treatment approaches. 

b. Reviewers should be peers of the appli-
cants and knowledgeable about the rele-
vant areas of psychotherapy research.
Panels should be composed of estab-
lished psychotherapy researchers with
experience in the kinds of research ques-
tions being reviewed and the method-
ologies being employed.

c. Federal grant office staff should included
individuals with experience in psy-
chotherapy research in order to provide
adequate consultation to grant appli-
cants and to initiate conferences
addressing relevant research issues. 

d. Membership on special task forces is essen-
tial for psychotherapy researchers in
that these working groups produce doc-
uments that set priorities for future
funding. 

Bulletin ADVERTISING RATES

Full Page (8.5” x 5.75”) $300 per issue
Half Page (4.25” x 5.75”) $200 per issue
Quarter Page (4.25” x 3”) $100 per issue

Send your camera ready advertisement, 
along with a check made payable to 
Division 29, to:
Division of Psychotherapy (29)
6557 E. Riverdale
Mesa, AZ 85215

Deadlines for Submission
July 1 for Fall Issue

November 1 for Winter Issue
February 1 for Spring Issue

May 1 for Summer Issue
All APA Divisions and Subsidiaries (Task
Forces, Standing and Ad Hoc Committees,
Liaison and Representative Roles) materials
will be published at no charge as space allows.



I recall a story told to me many years ago
about a colleague who was discussing dif-
ferent forms of science with a very eminent
head of a major scientific funding body.
After several moments, having been pre-
sented with an array of differing scientific
approaches, the latter turned and said
“There are only two types of science: good
science and bad science.” Today, terms
such as precision and specificity are often
used as hallmarks of good science. So rais-
ing the spectre of a good enough science
might seem strange and open to misunder-
standing. However, it could provide a win-
dow through which to consider slightly
differing ways of engaging practitioners
and researchers in the common task of
improving the quality of client care. To this
end, I will set out how the phenomenon of
good enough science has become a thread
of our current research program in bridg-
ing the scientist-practitioner gap. The pro-
gram is based in the Psychological
Therapies Research Centre (PTRC) at the
University of Leeds, England, which was
set up by David Shapiro following our
move there from the University of
Sheffield on completion of the Sheffield
Psychotherapy Projects.

A CORE APPROACH TO
PRACTICE-BASED EVIDENCE

Developing a family of CORE measures
Irene Waskow’s (1975) call for a core out-
come battery has been the pivotal compo-
nent in our program of work. The appeal of
implementing a common outcome mea-
sure or group of measures seemed so obvi-
ous that it was difficult to understand why
this notion had not progressed as far as it
might. So starting in the mid 1990s, our
focus was on devising just such a core out-
come measure, the Clinical Outcomes in

Routine Evaluation-Outcome Measure
(CORE-OM), which is now widely adopted
in the United Kingdom (Barkham et al.,
1998, 2001, 2005; Evans et al., 2002). Two
driving principles in the development of
CORE-OM were (a) that it was informed
by practitioners’ views as to what they felt
was important to measure, and (b) that the
psychometric properties of the measure
were good enough in the view of both
researchers and practitioners. Hence, the
primary drivers were not theory or fidelity,
but rather practitioner ownership and util-
ity. It was also free. 

Since then, we have built up a family of
derivative measures drawing on the pool of
34 CORE-OM items, each being designed
for a specific purpose (e.g., initial screening,
session-by-session monitoring) or popula-
tion (e.g., young people). The premise is that
one version cannot fulfill all requirements
and our approach has been to be responsive
to the needs of practitioners and the require-
ments of policy calls. Importantly, outcomes
occur in a broader context and the develop-
ment of the fuller CORE System has been
crucial in providing contextual data within
which to interpret the outcome data
(Mellor-Clark & Barkham, 2006). Again, this
was devised by collaboration between prac-
titioners and researchers. Having estab-
lished a good enough psychometric status
for the CORE-OM, we have recently been
identifying and implementing ways of mak-
ing the scoring of the CORE-OM, and the
meaning the scores, easier for practitioners
to handle and use (Barkham, Mellor-Clark
et al., in press).

REWIRING EFFICACY STUDIES FOR
PRACTICAL RELEVANCE
A key component in our program has been
establishing the empirical relationship

RESEARCH
Good Enough Science: The CORE-OM as a Bridge Between
Research and Practice in the Psychological Therapies
Michael Barkham, Psychological Therapies Research Centre, University of Leeds
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between the CORE-OM and other com-
monly used outcome measures. Where
practitioners have a preference for another
outcome measure, we want to enable them
to make comparisons with the CORE-OM.
Hence, we have addressed how the CORE-
OM compares with other measures (Cahill
et al., in press)—for example, the Beck
Depression Inventory (BDI; Beck et al.,
1961) and the Hamilton Rating Scale for
Depression (Hamilton, 1967). More specifi-
cally, we have developed transformation
rules for converting individual BDI scores
into CORE-OM scores and vice versa (Leach
et al., in press). The yield of this work is
that we can now transform BDI scores (and
logically also BDI-II scores) from archived
efficacy trials into CORE-OM scores using
simple transformation rules. Hence, results
from older studies using the BDI can be
made more relevant to practitioners who
use the CORE-OM in routine practice
(Barkham, Rees et al., 2005). 

Towards chiasmus
The development of the CORE-OM and
CORE System provided us with the tools
for investigating the psychological thera-
pies as delivered within routine service set-
tings and it has become the central compo-
nent in our espousing a paradigm of prac-
tice-based evidence (Barkham & Mellor-
Clark, 2000; Margison et al., 2000). This is
the chiastic counterpart to evidence based
practice which itself has, over the past 20
years, established randomized controlled
trials and meta-analytic studies as the gold
standards upon which governments base
decisions about health care policy.
However, it leaves open issues of trans-
portability to everyday practice. Rather
than simply carrying out effectiveness
studies as a logical extension to RCTs, there
is a need for a research paradigm that not
only fulfills this function but also that is
sufficiently robust to initiate research from
practice settings that might then lead to
more specific investigation via RCTs. In
this way, evidence-based practice and
practice-based evidence are complemen-
tary to each other (Barkham & Mellor-
Clark, 2003). Moreover, both paradigms are

necessary to build a robust knowledge
base for the psychological therapies.
Hence, rather than focusing solely on
either approach alone, we need to adopt
the position of chiasmus, namely evidence-
based practice and practice-based evidence. The
combination of a good enough tool (i.e.,
CORE-OM) and a research approach root-
ed in practice have enabled us to build just
such a complementary evidence-base (see
Barkham, Mellor-Clark et al., in press). 

UTILISING LARGE (AND LARGER)
PRACTICE-BASED DATA SETS

Building large practice-based datasets
Since our developmental work on CORE,
we have accrued datasets that comprise
increasingly larger numbers of clients,
practitioners, and services. These datasets
will yield results that are robust and will
permit statistical analyses on subgroups
that would previously not have been feasi-
ble (e.g., ethnic minorities, reliable treat-
ment deteriorations). A CORE National
Research Database has now been estab-
lished (see Mellor-Clark et al., in press) and
a first stage of analyses has been carried
out on a sample of >30,000 clients drawn
from within the United Kingdom’s
National Health Service. 

Practice-based evidence: Informing
research
To date, our large data sets have enabled us
to develop new methods of predicting
treatment response (see Lutz et al., 2005),
and to investigate the phenomenon of sud-
den gains in routine mental health settings
(Stiles et al., 2003). We have established the
broad equivalence of outcomes between,
for example, cognitive-behavioural, psy-
chodynamic-interpersonal, and client-cen-
tred therapies (Stiles et al., in press).
Interestingly, when each of these orienta-
tions was delivered with an additional
approach, each was, if anything, slightly
more effective. In other words, greater
purity of these therapies did not yield
greater effectiveness in routine settings. 

We also found that the mean level of out-
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come tended to be broadly similar regard-
less of the number of sessions clients
received. We interpreted this seemingly
paradoxical finding as being that clients exit-
ed therapy when they had reached a point
they deemed was good enough. This empir-
ical observation was wholly consistent with
responsiveness theory. Hence, we argued
that treatment duration is largely responsive
to client need – that is, it is self-regulated
(Barkham, Connell, et al., in press). In a cli-
mate where fixed duration is the currency,
then such a finding has practical implica-
tions for service planning and delivery.

Practice-based evidence: 
Informing services
Data from such large scale naturalistic set-
tings has enabled us to focus on more ser-
vice-oriented questions raised by practition-
ers, service managers, and commissioners
of services. We have previously established
benchmarks for a range of service variables
on a smaller data set (Evans et al., 2003) and
have now provided a range of benchmarks
using the CORE National Research
Database for service parameters in primary
care settings comprising, for example, wait-
ing times, perceptions of risk, and impor-
tantly the key area of outcomes (see Mullin
et al., in press). However, establishing
benchmarks at a service level is not an exact
science. For example, confidence intervals
can be large at the service level and, when
considering benchmarks for practitioner
performance, the crucial issue of case-mix
adjustment needs to be addressed. The com-
plexity of some procedures for taking
account of case-mix reduces the feasibility
of their being used – and owned – by prac-
titioners in routine services and makes this a
key area for developing a science that is
good enough. 

TOWARDS A GOOD ENOUGH SCIENCE
The golden thread in our research program
has been the CORE-OM—a simple out-
come measure which has provided the
foundation for research rooted in routine
practice. Work using the CORE-OM is
planned in many areas ranging from meth-
ods of providing patient feedback to deriv-

ing indicators from the CORE-OM that
could be used in health economics. Far
from being just another outcome measure,
our program has tried to redress the bal-
ance in which trials methodology has tra-
ditionally been valued by policy makers.
But in order for this to succeed, there is a
need to readjust our view of science and
shift to what might be called a good enough
level of science – a practice-based science –
that can be owned by practitioners, driven
by clinical and service utility, and yet
accepted by academics and policy makers
alike as a legitimate complement to trials
methodology. 

In balancing these complementary
approaches, there might be mileage in con-
sidering the notion of the expected value of
perfect (or near perfect) information. This con-
cept attempts to gauge what we are pre-
pared to pay for acquiring perfect, or near
perfect, information about a certain phe-
nomenon. It is a process that is often used
in decision making and health economics
and is crucial in terms of allocating
research funding. But, even if information
could be (near) perfect, there is then the
parallel issue of perfect, or near perfect,
implementation of such information with-
in routine practice. In this context, our
large data sets – and those of others – have
great appeal in that they enable us not only
to profile routine practice (i.e., realistic
implementation) but also to mimic trials
methodology by designing studies that
select sub sets of data which meet specific
criteria in order to answer specific ques-
tions (i.e., valuable but certainly not perfect
information). 

In sum, considerable effort has been direct-
ed towards reshaping practice via trials
methodology in order to fit our own con-
structions of what might be seen by many
as a somewhat rigid model of science.
Mindful of the concepts of the value of
information and implementation, we need
to build a more rugged but good enough
science that is designed to deal with the
naturally occurring and unpredictable ter-
rain of routine clinical practice. 
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FOOTNOTE
The work reported in this article reflects an
ongoing research program variously fund-
ed by the Mental Health Foundation, NHS
Priorities and Needs Research &
Development Levy via Leeds Mental
Health & Teaching NHS Trust, the
Counselling in Primary Care Trust, and the
Artemis Trust. Collaborations involve the
CORE System Group, Psychological
Therapies Research Network (North), and
international collaborators from the US
and continental Europe.
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Nnaji:  Dr Kaslow
can you give a brief
professional biogra-
phy starting with
where you went to
school and ending
with what you are
doing today?

Dr. Kaslow: 
I a t t e n d e d  t h e
U n i v e r s i t y  o f
Pennsylvania for

my undergraduate degree, where I was
mentored by Martin Seligman, Ph.D. and
Lyn Abramson, Ph.D. I got my Ph.D in clin-
ical psychology from the University of
Huston with Lynn Rehm, Ph.D. as my pri-
mary mentor. My internship and post-doc-
toral training were at the University of
Wisconsin—Madison in the Department of
Psychiatry. I was on the faculty of Yale
University School of Medicine from 1984-
1990 and in 1990 moved to Emory
University School of medicine, where I am
currently a professor and the chief psychol-
ogist. At Emory I am deeply involved in the
training the next generation of psycholo-
gists. Due to my passion of training future
psychology, I became the Chair of the
Association of Psychology Postdoctoral and
Internship Centers (APPIC) from 1998-2002.
Within the local community I am actively
involved both in clinical practice with ado-
lescents, and adults as well as being
involved in research especially in the assess-
ment and treatment of abused, suicidal and
low income African American women.
Another focus is the impact of intimate part-
ner violence on low- income African
American children and treatment of suicidal
behavior in African American women. 

Nnaji:  You have spent much of your career
working in the university setting, medical

schools, as a researcher and in direct ser-
vice to individuals and communities. What
were those experiences like for you?

Dr. Kaslow:  Working in medical school
has been a wonderful experience as I love
the interdisciplinary approach, as well as
the clinical work, education and research
involved in the setting. I really cherish the
opportunity to train future psychologists,
particularly during their internships and
postdoctoral fellowships. This passion led
to involvement with APPIC where I was the
chair for four years, an experience that has
been fruitful and rewarding to me. I enjoy
doing clinically relevant research.  I also
enjoy taking care of patients and I am based
in part at Grady hospital, a university affili-
ated inner-city hospital that predominantly
serves low-income children and adults of
color. At Grady, I really value the chance to
provide services to people with serious and
persistent mental and medical illness. I also
have a private practice through the Emory
Clinic where I work with adolescents,
adults, couples, and families. I do a lot of
administration as a chief psychologist and I
am very active in the medical school,
Atlanta community, and committees in the
university. I feel it is important and person-
ally meaningful to be active in one’s univer-
sity, local, and larger professional communi-
ty. Participation in these activities has pro-
vided me with countless enriching experi-
ences and has afforded me the opportunity
to interact with a diverse group of fascinat-
ing individuals. 

Nnaji:  Having worked in the medical
schools, what advice would you give to
psychologists, social workers, and other
mental health professionals who plan to, or
are presently working in medial school set-
ting where they may encounter marginal-
ization from the medical staff?

INTERVIEW
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Dr. Kaslow:  It is really important to hold to
and be proud of your own professional
identity and   I also think you need to learn
how to fit into another culture. One needs to
be bi-culturally competent; that is, one
needs to be competent as a psychologist and
also have the skill to function effectively in
another cultural environment, such as the
medical culture. Also you need to be
respectful of that culture.  The ability to be
successful in any environment depends in
large part to the nature of the relationships
that we form with our interdisciplinary
cadre of colleagues and peers, students,
patients/clients, and superiors. If relation-
ships are respectful and positive, we can
minimize most of the historical tensions that
exist between disciplines or professionals.

Nnaji:  Can you tell me about some of your
leadership roles?

Kaslow:  As I mentioned earlier, I am the
Chief Psychologist and the Director of
Postdoctoral Fellowship Training. We have
approximately 14 fellows each year, and it
is so much fun to help them as they make
the transition to their first job. We have a
wonderful job mentorship program,
designed to assist fellows with securing
employment. Within the medical school, I
am the chair of the board that disburses
research funds and the past chair of the
Committee on the Status of Women in
Medicine. At the University, I am the
President-Elect of the President’s
Commission on the Status of Women. I am
also on the University Senate and will be
President of the Senate from 2007-2008. At
the state level, I am on both Mrs. Rosalynn
Carter’s mental health advisory board, and
the Mayor of Atlanta’s advisory board on
women. At the national level I am the
President of the American Board of Clinical
Psychology and also the secretary for
American Board of Professional
Psychology Board of Trustees. I am Past
Chair and Board Member Emeritus of
APPIC and currently a board member
where I handle informal complaints of pre
and post- doctoral interns. Through this
role, I assisted displaced interns and post-

doctoral fellows in the gulf coast states fol-
lowing the tragedy of Hurricane Katrina,
and for these outreach efforts, I was recent-
ly honored with a Presidential Citation
from the American Psychological
Association (APA). I am also the President-
Elect of the Family Process Institute Board
and currently the associate editor of three
journals: Journals of Family Psychology,
Journal of Clinical Psychology in Medical
Settings, and Professional Psychology:
Research and Practice. I am on the Council
of Representative for Division 12 (Society
of Clinical Psychology) within the APA and
I am a Past President of Divisions 12
(Society of Clinical Psychology) and 43
(Division of Family Psychology). 

Nnaji:  You have been involved in numer-
ous leadership positions not only at the
University but also at local, state and
national levels. What were you most proud
of during your tenure in these leadership
roles.  

Dr. Kaslow:  One thing I am most proud of
is reaching out to multiple constituencies
when I was APPIC Chair and now as the
person who handles informal problem res-
olution processes, including graduate stu-
dents, interns, and postdoctoral fellows, as
well as faculty and staff in graduate school,
internship, and postdoctoral settings. I am
delighted that I have been able to commu-
nicate and respond to people’s needs and
make them feel that they belong, that they
have a voice. Through these efforts, I strive
to be particularly sensitive to individual
and cultural diversity and am enormously
committed to making people’s lives better.
A second accomplishment in which I take
particular pride was my role as Chair of 
the Steering Committee for the very 
successful, mutli-national Competencies
Conference: Future Directions in Education
and Credentialing in Professional
Psychology. It was quite an honor to
receive the 2004 APA Distinguished
Contributions to Education and Training
for my investment in advancing our pro-
fession with regards to the competency-
movement. One of the most special aspects
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of receiving the award was having the
opportunity to express my sincere and
heartfelt gratitude to my family, friends,
colleagues, faculty, mentees, and patients
who have so influenced my life.

Nnaji:  You are associate editor to these
journals: Journals of Family Psychology,
Journal of Clinical Psychology in Medical
Setting and Professional Psychology: Research
and Practice. What type of issues should be
addressed in these publications?

Dr. Kaslow:  It is important to address top-
ics that are relevant to practitioners, scien-
tists, educators, and policy-makers alike.
There is a need to reduce the separation in
our profession between quality research
and practice. Researchers need to be better
informed by practitioners, while practition-
ers need to be informed by researchers; the
flow of information need to go in both direc-
tions. We also need to think about the pub-
lic policy implications of what we are pub-
lishing.  How we need to train students and
ourselves are also important issues to be
considered, especially how to integrate
information in the journals. It is also imper-
ative that our publications be timely and
attend to current challenges facing our soci-
ety. From my vantage point, all of our schol-
arly endeavors should highlight all aspects
of individual and cultural diversity, includ-
ing but not limited to, race and ethnicity,
age, gender, and disability/ability status.

Nnaji: What advice will you give to students
and young professionals like myself?

Dr. Kaslow:  Figure out what you want to
do and go for it. You need to figure out
who you are and your strengths. Capitalize
on your personal strengths. Find your pas-
sion in our profession and pursue it, and if
you do that in a thoughtful way and allow
other people to mentor and support you,
you can be successful in your chosen path.
It is essential to recognize that your career
path isn’t going to be a straight line; there
are always twists and turns that you don’t
expect, which invariably will enrich your
career and life. Find a mentor to guide you,
as I firmly believe that people can really

help you to be successful. Networking is
crucial.  Spend time networking. It is also
important to take your learning and grow-
ing seriously because the more competent
you are in a broad range of domains, the
better you will be. And finally, don’t forget
to maintain your integrity. Self-respect is
invaluable.

Nnaji:  It is evident that you have had a
successful career, including your many
contributions to the field of psychology.
What are you planning to do next?

Dr. Kaslow:  I don’t know. Just like a new
professional, I am trying to figure out the
next stage in my life and career. However, I
really like what I am doing now, which is a
wonderful, albeit very busy blend, of clini-
cal practice, clinically-relevant research,
teaching and supervising, mentoring,
administration, and policy work and advo-
cacy. Therefore I plan to continue most of
these activities. Yet, part of me is also
thinking of pursing different kinds of
opportunities, so stay tuned. I am confi-
dent that the knowledge, skills, and atti-
tudes that I have embraced as a psycholo-
gist will serve me well in whatever direc-
tion that I go. In the meantime, I love what
I do. In addition, I am really enjoying hav-
ing ballet be a vital part of my life again.
Ever since dancing seriously as a child and
adolescent, ballet has had a special place in
my heart. Dancing actively again gets my
body in shape and alive, just as psychology
keeps my mind agile and enlivened. 

Nnaji:  Thank you Dr. Kaslow

Dr. Kaslow:  My pleasure.

Theodore Nnaji is originally from Nigeria. He
graduated with a B.A. (Hons.) in Philosophy
from St. Joseph Major Seminary in Ikot Ekpene,
Nigeria. He also received his M.A. in Psychology
from City College of New York. Currently, he is
a second year graduate student in the Psy.D.
program at School of Professional Psychology
at Wright State University in Dayton, Ohio.
His research interests focus on health psycholo-
gy, cross cultural psychology, mental health,
and psychotherapy.
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When I was growing up, we used to spend
the summers at the beach. Almost every
day the challenge was to see how long that
small pile of nickels my parents provided
would last. Could I win enough pinball
machine games to justify having a hot dog
for lunch? If not, it was time to swim, sail,
or build forts in the sand. Saturday evening
there might be a trip to the amusement
park with its rides and skee-ball alleys.
Games were special those days; never to be
forgotten. Today, there is no question in
my mind that the 21st century will be an
era of educated consumers utilizing the
most up-to-date technology to ensure that
they and their loved ones will have timely
access to the highest possible quality of
healthcare. Yet, one must wonder: Where
will the unprecedented advances occurring
within the communications and computer
fields actually take us? Will society come to
appreciate what psychology’s expertise
can bring to their overall quality of life?
Will professional psychology help shape
the future or merely react?

This spring I attended an interesting
Congressional reception sponsored by the
Robert Wood Johnson Foundation (RWJ),
entitled Games for Health. According to
RWJ, games are the world’s fastest grow-
ing media form. In North America, 54 per-
cent of all households purchased at least
one video game in 2004. Internationally,
150 million computer-based game consoles
have been sold. Computer games are now
portable, with sales of over 170 million
handheld systems like Game Boy or multi-
player games such as Dark Ages of
Camelot generating millions of dollars in
subscriptions monthly. The audience share
of some games is arguably larger than
some major cable television programs. I
was back on the beach.

Games for Health, funded by RWJ, was
produced by The Serious Game Initiative,
an effort led by the Woodrow Wilson
International Center for Scholars and
Digitalmill which seek to apply games and
game technologies to a range of public and
private policy, leadership, and manage-
ment issues. By promoting research and
the dissemination of “best practices,” their
objective is to build a community of
experts who will explore how innovative
computer and video game design and
development methodologies can improve
health and health care services.
Specifically, Games for Health seeks to
build on the enthusiasm for this technolo-
gy and to capitalize on its potential to:
reduce patients’ pain and the burden of ill-
ness; strengthen health care providers’ and
leaders’ knowledge and skills; and  inform
the general public about maintaining and
improving their health, while supporting
their efforts to engage in healthy behaviors.
Interestingly, psychotherapy and address-
ing post traumatic stress disorder are two
of their identified interests.

At the reception we were invited to take a
turn at a variety of simulation, virtual real-
ity, and other innovative interactive video
games that were specifically designed to
improve health and health care. Examples:
Pulse!!—a lifelike virtual environment for
civilian and military health care profes-
sionals to practice clinical skills in response
to catastrophes. Yourself! Fitness—the first
mass-market PC and console-based video-
game workout system. Sweat it out with
your own virtual personal trainer, Maya.
Ben’s Game – designed by a nine-year-old
in remission from Leukemia and a
LucasArts game professional; children
with cancer fight back to relieve the pain
and stress of treatment. And, Dance Dance
Revolution—this best-selling videogame

WASHINGTON SCENE 
An Exciting Future for the Flexible and Creative
Pat DeLeon, Ph.D., former APA President
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features dynamic dance workouts proven
to burn calories and hit cardio target levels.
Watching the considerable enthusiasm
demonstrated by those Senate staff partici-
pating, it was evident that many of us have
never really grown up. It was also evident
that basic psychological research and atten-
tion to the psychosocial-cultural-economic
gradient of health care was actively
employed in the design of the various
exhibit modules.

Highlights: Brain Age: Train Your Brain in
Minutes a Day, developed for Nintendo
DS, is designed to push people to exercise
their mental muscles. Inspired by a promi-
nent Japanese neuroscientist, it draws
upon studies that evaluate the impact of
certain reading and mathematical exercises
on brain stimulation. Project activities
include quickly solving simple math prob-
lems, counting people going in and out of
a house simultaneously, drawing pictures
on the Touch Screen, and reading classic lit-
erature out loud. DanceDanceRevolution
(DDR): This videogame challenges players
to follow dance steps and music cues using
a special, interactive dance mat. Hugely
popular among kids, adolescents, and
Senate staff, school officials in West
Virginia—a state with one of the highest
obesity rates in the nation—recently part-
nered with Konami to add DDR to the
physical activity curriculum in all public
schools throughout the state. “Teachers
found that kids who didn’t like sports got
into the game and were more likely to get
moving.” Immune Attack combines 3D
depiction of biological structure and func-
tion with advanced educational technolo-
gies to provide an introduction to basic
concepts in immunology for high school
and college students. It is intended to be as
fun and compelling as the computer games
currently played by many adolescents and 
young adults. Students are motivated with
a series of progressively more difficult
challenges in a compelling gaming envi-
ronment in which success depends on
increasingly sophisticated grasp of con-
cepts in immunology. The goal is to help
young adults to choose better lifestyle

behaviors to protect themselves from infec-
tion by experiencing first-hand how diffi-
cult it is for the immune system to defend
against many viruses and bacteria. Second
Life is a Web-based multiplayer world
which allows its users, or citizens, to con-
struct their own virtual worlds within it.
This has spawned a number of amazing
health-related efforts. For instance,
Dartmouth University researchers are look-
ing at using it to create virtual scenarios that
help train first responders to react to bio-
hazard attacks. Other researchers have
“built” a house that approximates the visu-
al experiences described by patients suffer-
ing from schizophrenia, in an effort to better
understand and treat that condition.
Scientists devoted to studying and helping
people with various neurological disorders
also see significant potential for this modal-
ity to help individuals struggling with
Asperger’s syndrome. Their game has been
used to create “Brigadoon Island,” a space
where people with Asperger’s and their
caregivers can interact and help patients
develop the socialization and coping skills
needed to minimize the effect of their dis-
ease. And, without question, my personal
favorite: FreeDive, an immersive experience
that transports the user to a virtual sea floor.
This engaging virtual reality environment
for critically ill children seeks to reduce anx-
iety and pain associated with certain med-
ical procedures and to foster a more positive
outlook for children and their families. Once
there, visitors can explore a coral reef sys-
tem, check out diverse sea life and search for
sunken treasure. Researchers are looking at
how exposure to this serene and interesting
environment might help children to better
tolerate pain associated with chemotherapy
treatment. The results of Phase I, which test-
ed how long subjects could endure immers-
ing their hand in ice water while interacting
with the game, found that the group of 60
children dramatically increased their pain
tolerance from a baseline average of 28 sec-
onds of immersion to 78 seconds. This sug-
gests that procedures lasting approximately
a minute, like IV and port insertions, may be
administered with much less pain and anx-
iety for the child.
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As one contemplates the changes within
healthcare that will undoubtedly occur
during the 21st century, it is of particular
interest that the RWJ presenters noted: “As
telemedicine expands, health care
providers will need to work more and
more with their colleagues and their
patients over vast distances and in virtual
environments. Collaboration and network-
ing are also critical aspects of modern-day
online multiplayer games; information
sharing tools (e.g., blogs and wikis), online
instant communications (e.g., instant mes-
saging), and virtual space manipulation
(allowing players to construct or interact
within an online world) are skills and tools
being pioneered in computer gaming that
are likely to become commonplace in
health and health care.” How, we wonder,
will our profession respond to these
changes in their daily practices?

It should be quite evident that the gaming
industry is developing the technology –
using physics systems, facial animation
technologies, and artificial intelligence
algorithms—to create “virtual humans,”
software-based visuals combined with arti-
ficial intelligence and modeling that create
believable and lifelike human characters.
This technology, when combined with the
virtual patient technologies being devel-
oped for medical uses, will result in lifelike
and accessible simulations of patients’ con-
ditions. Research agendas that quickly
come to mind: Will games truly help get
health information to hard-to-reach audi-
ences, or will they primarily be used by
those already motivated to seek ways to
improve their health? Will the impact of
games be short-term, or will the use of
health promotion games affect behavior in
a sustained way? Are games as effective, or
in some cases even more effective, at pro-
moting and improving health and health
care than other methods of training and
communication? This is what health psy-
chology is really all about. RWJ expects to
make a difference in our lifetime. Will psy-
chology rise to the challenge?

Former Pennsylvania Psychological

Association President Steve Ragusea and I
frequently discuss when private practition-
ers will personally experience society’s
growing interest in data-driven, “gold
standard” treatment protocols in their
daily lives. The Institute of Medicine (IOM) 
reports that the time lag between the dis-
covery of more efficacious forms of treat-
ment and their incorporation into routine
patient care is unnecessarily long, in the
range of about 15 to 20 years and even
then, many medical technologies are being
used inappropriately. Further, 46 percent of
American adults (60 million people) are
functionally illiterate in dealing with
health. Health literacy reflects having the
capacity to obtain, process, and under-
stand basic health information and services 
needed to make appropriate health deci-
sions. This is a very important aspect of
public health, and although as profound as
any new infectious or chronic disease, it is
rarely discussed by patients, policy mak-
ers, and the public. Nevertheless, 100+ mil-
lion Americans utilize the Internet to
retrieve health-related information.
Psychology must be proactive in insuring
that psychological expertise becomes a
“Household Expectation,“ as proposed by
Past President Ron Levant and further,
that as one of our nation’s bona fide health-
care professions, we accept our societal
responsibility to help educate consumers
in developing their expectations.

Hawaii’s Prescriptive Authority Quest – A
Proactive Agenda for the Future: During
last year’s session of the Hawaii legisla-
ture, the Hawaii Psychological Association
(HPA), under the leadership of Jill
Oliveira-Berry and Robin Miyamoto, was
successful in having the legislature estab-
lish an Interim Task Force to explore the
feasibility of psychologists prescribing.
HPA’s two legislative champions co-
chaired the group. This year, the Hawaii
House of Representatives passed HR 2589,
which would allow appropriately trained
psychologists practicing within federally
qualified community health centers and in
medically underserved areas to prescribe.
The legislation was supported by each of
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the 13 community health center medical
directors; HMSA, the Blue Cross/Blue
Shield plan of Hawaii; and the Hawai’i
Nurses’ Association. HPA’s quest became
the topic of radio debates and newspaper
articles (including on the editorial page),
where it received the enthusiastic endorse-
ment of the Hawai’i Primary Care
Association. The Senate Health Committee
recommended the adoption of the House
proposal and ultimately both legislative
bodies agreed upon a compromise under
which the State’s Legislative Reference
Bureau was directed to study the issue and
report back their findings to the legislature
for consideration in the 2007 legislative ses-
sion. Included in this report is to be a
review of the Department of Defense RxP
experiences. In my judgment, HPA made
considerable progress, particularly in edu-
cating the broader community regarding
the clinical expertise of our profession, as
well as truly engaging their membership in
determining their own destiny. An insid-
er’s view of the process – Ray Folen:

“Having previously passed through the
House Health Committee, this prescriptive
authority bill was recognized as having
some ‘legs’ on it. It is an access to care bill
for the underserved and uninsured people
of our State seeking care in community
health centers (CHCs). Psychologists, well 
represented in these areas, are in most
cases unable to get the psychiatric support
needed. Working collaboratively with pri-
mary care physicians has proven to be a
successful alternative. They trust the med-
ical psychologist’s psychopharmacology
skills and want them to operate more inde-
pendently.

“Psychology was well represented at the
hearing. Robin and Jill, co-chairs of the
HPA RxP Task Force, delivered exception-
ally persuasive testimony, as did other
HPA board members, doctoral-level psy-
chology trainees, CHC staff, CHC medical
directors, the APA Practice Directorate, the
Louisiana Academy of Medical
Psychologists, DoD prescribing psycholo-
gists, social workers, and community-

based organizations such as the Hawai’i
Primary Care Association. A number of
psychologists working in CHCs testified
and made compelling statements, but
clearly the most powerful message they
communicated to the legislature was their
very presence in the rural and underserved
communities.

“Organized psychiatry, also realizing that the
RxP bill had ‘legs,’ was particularly unkind
at the hearing. It’s amazing that some of our
legislators still find their self-serving argu-
ments persuasive. Does it matter that so few
of them provide care to the underserved?
Does it matter that they have not initiated
any meaningful efforts to address the mental
health problems of this population?
Thankfully, some of our legislators continue
to champion our efforts to increase access to
care, despite the opposition.

“Psychiatry fervently brought out the same
tired arguments. They reported that the
number of Hawaii psychiatrists per capita
is greater than in most other states, but
failed to mention that very few psychia-
trists will treat Medicaid, welfare or unin-
sured patients. Indeed, even in rural
Honolulu, it is near impossible for a wel-
fare patient to get an appointment with a
psychiatrist. Psychiatry did their best to
scare the legislature by conjuring up
visions of psychologists killing patients
and, of course, failed to mention evidence
from the DoD reports, the GAO reports
and the Louisiana psychologists that sug-
gested a far more positive reality.
Thankfully, several psychologists who tes-
tified late in the session had the opportuni-
ty to correct these distortions.

“More egregious were the outright lies and
misrepresentations. A state psychiatrist,
attempting to minimize the severe lack of
psychiatric services, testified that ‘every
square mile of the State is covered by psy-
chiatrists in the Adult Mental Health
Division,’ but forgot to mention that the
Division provides services only to the SMI
population. After Robin spoke eloquently
and in detail about the additional training 
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prescribing psychologists receive, a psychi-
atrist told the legislators it was an ‘11 week
training program.’ After Robin provided a
map showing where psychologists were
providing services in Medically Under-
served Areas, a psychiatrist testified that
psychologists don’t work in underserved
areas. We were also amused by the creativ-
ity of the testimony: one psychiatrist said
we don’t read medical journals and there-
fore shouldn’t prescribe; another psychia-
trist showed a graph with two years of RxP
training presented as two hours. When
pressed by the legislators to define the min-
imum training necessary to prescribe, the
psychiatrists reluctantly suggested the
training required for licensure as an APRN.
When asked what that training entailed,
they didn’t have a clue! A Professor of
Psychiatry called both psychology and the
legislature ‘immoral’ for promoting the bill.

“One of the more disturbing moments at
the hearing was when a noticeably med-
icated patient read testimony that had been
prepared for her in opposition to RxP. The
patient stumbled over words she could not 
pronounce and obviously had not seen

before, parroting arguments that she didn’t
appear to understand.

“Over the past two decades we have
placed many psychologists in underserved
areas of the State; psychologists are in 80%
of all CHCs and the goal is to have 100% by
the end of 2006. We have articulated a
financial model that will allow CHCs to
easily recoup the costs of hiring medical
psychologists. We have a school (Argosy
University/Honolulu) with a primary mis-
sion of training psychologists to work with
diverse and marginalized populations. We
have a post-doctoral psychopharmacology 
training program in place. On the other
hand, psychiatry is placing only 3% of its
graduates in underserved areas. It can’t fill
psychiatry residency positions without
recruiting 40% from foreign countries.
Psychiatry’s goal at the hearing was to
install fear and confusion in the legislature.
In the past, this strategy was effective. It
appears, however, that the reasoned word
is gaining ascendancy.” And, we would
add, that HPA’s membership is fully
engaged. Aloha
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PERSPECTIVES ON PSYCHOTHERAPY INTEGRATION

The Nature of Unified Clinical Science:
Implications for Psychotherapeutic Theory, Practice,
Training, and Research
Jack C. Anchin, Ph.D., University at Buffalo, The State University of New York
Jeffrey J. Magnavita, Ph.D., ABPP, University of Hartford and The Connecticut Center for
Short-Term Dynamic Psychotherapy

THE NATURE OF UNIFIED CLINICAL
SCIENCE
A convergence of findings from a variety of
disciplines is dramatically advancing our
insight into the multilevel complexities of
such fundamental realms of human experi-
ence as the nature of consciousness and the
relational-interpersonal origins of the self
(Damasio, 1999; Kandel, 2005; Shore, 2003;
Siegel, 1999; Wilber, 2000) and in the
process significantly reshaping the way in
which we conceptualize personality theo-
ry, psychopathology, and psychotherapy.
These latter three interrelated fields of psy-
chology and their increasingly multidi-
mensional frameworks offer valuable lens-
es into the nature and complexities of
human function and dysfunction, process-
es of development, and mechanisms of
change. More broadly, these three fields
form the foundations of unified clinical sci-
ence, defined as follows: 

Unified clinical science is a theoretical, clin-
ical, and research movement, which
attempts to identify the structures, process-
es and mechanisms that interconnect the
major domains of human functioning.
Included within the domain of unified clin-
ical science are personality theory, devel-
opmental psychopathology, and psycho-
therapy, which include the processes and
mechanisms of change that are initiated in
relationship with a professsional therapist.
(Magnavita, in press, ms. p. 3)

In our view, the field of psychotherapy is a
subdiscipline of unified clinical science,
and it provides a distinctly important and

valuable point of convergence for many of
the multidisciplinary findings emerging
from contemporary clinical science.

UNIFIED PSYCHOTHERAPY
Our field’s quest for the “holy grail”— the
most potent therapeutic approach with
applicability to the widest array of psycho-
logical disorders and forms of human suf-
fering—has fueled incredible discoveries
over the past century of modern psy-
chotherapy. Whereas a century ago there
were few treatments for mental disorders,
contemporary psychologists have a pletho-
ra of methodologies from which to select
and to offer those experiencing emotional
and psychological pain. Numerous
approaches to psychotherapy have been
developed, some have evolved, and some
have dropped by the wayside. Unified psy-
chotherapy emerges from the scientific
advances and treasure trove of clinical evi-
dence accruing from these multiparadig-
matic developments over the past century,
and from intimately related interest in
developing a holistic model that can
account for the main domains of human
functioning while offering ever more
potent guidelines and principles for insti-
gating healthy change processes. 

Placed in this dynamic historical context,
we perceive unified psychotherapy to be
the next emerging wave in the evolution of
psychotherapy, preceded by three previous
developmental stages over the past centu-
ry. The first wave was characterized by the
appearance of single school models, begin-
ning with Freud’s psychoanalysis and fol-
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lowed, during overlapping periods, by
behavior therapy, humanistic psychology,
family systems, cognitive, and biomedical
approaches. Each such approach tended to
emphasize a particular domain or dimen-
sion of human personality and function-
ing, and by virtue of the parochial attitudes
of developers and followers of these mod-
els, contentiousness among adherents of
different models was not unusual. The sec-
ond wave was one of rapprochement as clin-
ical theorists and practitioners, amid devel-
opment of branches within each of the
dominant models, undertook forays into
other schools of thought in an effort to
understand these alternative approaches.
At times these cross-theoretical under-
standings were achieved through inter-
preting and retranslating them into the
familiar terms of one’s favored theoretical
system, well exemplified by Dollard and
Miller’s (1950) significant book Personality
and Psychotherapy. The third developmen-
tal wave has been psychotherapy integration.
Given major impetus by Wachtel’s (1977)
seminal volume Psychoanalysis and Behavior
Therapy and propelled by still additional
factors (see Gold and Stricker, 2006), the
highly productive integrative movement
has moved psychotherapy significantly
beyond rapprochement, placing emphasis
on identifying and harnessing key com-
mon therapeutic factors and on systemati-
cally integrating theoretical concepts and
technical procedures associated with
diverse approaches to create new thera-
peutic amalgams more encompassing, ver-
satile, and effective than any single
approach taken alone. 

Even as the integrative movement continues
to make highly valuable contributions to the
field’s advancement, several noteworthy
developments convergently point to unifica-
tion as a building dynamism in psychother-
apy’s evolution. One such development has
been increasing theoretical and empirical
work seeking to understand complex inter-
relationships among clusters of domains
constituting human structure, process, and
functioning (e.g., neurobiology, human
attachment, self-other schemas, motives,

affect, interpersonal processes, culture),
their interconnective dynamics in psy-
chopathological and healthy states, and
implications for therapeutic intervention
(e.g., Andersen & Saribay, 2005; Fosha, 2000;
Reis, Collins, & Berscheid, 2000; Siegel,
1999). This development is concordant with
Kendler’s (2005) call for psychiatry “to
move from a prescientific ‘battle of para-
digms’ toward a more mature approach that
embraces complexity along with empirically
rigorous and pluralistic explanatory mod-
els” (p. 433). The unificationist trend is also
evident in the growing appearance of differ-
ent systems of psychotherapy founded on
distinctly unified conceptions of personality,
psychopathology, and psychotherapy (e.g.,
Allen, 2006; Mahoney, 2003; Marquis &
Wilber, in press; Millon, 1999; Pinsoff, 1995;
Singer, 2005). Each of these therapeutic sys-
tems offers a cartography of the major
domains of human structure and function
and their interconnectedness, and uses its
all-encompassing metamodel as a basis for
comprehensive clinical assessment and for-
mulation of specific therapeutic strategies
and interventions. A third and broader
development, incorporating but going
beyond psychotherapy, is the highly sub-
stantive body of proposals calling for the
theoretical and methodological unification
of the discipline of psychology as a whole
(e.g., Henriques, 2003, 2004; Staats, 1983,
1991; Sternberg and Grigorenko, 2001). And
as perhaps the most ambitious contempo-
rary expressions of the unificationist
Zeitgeist, Wilson (1998) and Henriques (in
press) have offered provocative metatheo-
ries designed to bring about nothing less
than the transdisciplinary integration of all
knowledge residing in the natural sciences,
social sciences, and humanities.

Set against the backdrop of this variegated
unificationist wave, we define unified psy-
chotherapy as a metatheoretical frame-
work—a metaframe—on human adapta-
tion, disorder, and psychotherapy that
encompasses all the major, presently iden-
tifiable component domain systems of
human personality and functioning and
their complex interconnections.
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Accordingly, unified psychotherapy takes
into account the entire ecosystem contextu-
alizing and determinatively relevant to
adaptive and maladaptive human function-
ing and experience, ranging the spectrum
from macrolevel to microlevel structures,
processes and their interrelational dynam-
ics. Dynamic system processes are as vital
as structures and functions, and part-whole
relationships are central, standing in dialec-
tical contradistinction to reductionistic lev-
els of analysis. Unified therapy is by defin-
ition applicable to the entire spectrum of
psychopathological adaptations seen in
human systems, from microsystemic to
macrosystemic forms of dysfunction. This
unifying framework is also capable of orga-
nizing the vast assortment of empirically
supported and clinically useful strategies
and methods now utilized in fostering ther-
apeutic change. Unification does not reject
the usefulness or validity of different
approaches, such as cognitive-behavioral,
psychodynamic, interpersonal, experien-
tial, and neurobiological, but rather views
the respective modes of action posited by
each of these paradigms to be integral
aspects of the domains and subsystems of a
coherent unity. 

As a context for further delineation of
implications embedded in this unification-
ist perspective, we next offer one concep-
tion of a metatheoretical framework that
can serve as a guide for unified approach-
es to psychotherapy. Fundamentally, this
framework entails a biopsychosocial sys-
tems model grounded in the relational
world. 

A MULTICOMPONENT, 
BIOPSYCHOSOCIAL SYSTEMS
MODEL OF PERSONALITY AND 
PSYCHOPATHOLOGY
A component systems model of unified psy-
chotherapy, presented in detail in
Magnavita (2005; cf. Magnavita, 2004b),
was developed and in its evolution is
based on classic theoretical and empirical
findings, as well as on new and pertinent
findings from clinical science. Any system

guided by principles of unification is nec-
essarily an evolving one, and by its very
metatheoretical nature is equipped with
both the scope and continuing capacity to
incorporate new findings from clinical sci-
ence. The component system model is
based on the melding of a number of
important advances in clinical science,
including the primacy of the biopsychoso-
cial model of health and illness, its capaci-
ty to incorporate the major subsystem
domains identified by clinical scientists as
integral to lifelong development and func-
tioning of human systems, the particular
centrality of relational matrices in the
development and evolution of personality
functioning and dysfunction, and the
explanatory power of systemic concepts
and principles for understanding how this
enormous complexity functions as a singu-
lar, unified being.

We underscore that this is by no means a
purely mechanistic conception, a doctrine of
fundamental determinism disguised in
sophisticated conceptual clothing. Processes
of motivation and agency, complex issues of
human purpose and meaning, and the
extensive impact of these animating
processes and issues on the vital realm of
subjective experience are integral to this
model. Magnusson (1995) emphasizes simi-
lar points in his “integrated, holistic model
for individual functioning and develop-
ment” (p. 24). From his perspective, models
for understanding the “dynamic, complex
processes” (p. 25) focused on by the natural
sciences are also applicable for theory and
research on the functioning and develop-
ment of the human being. Importantly,
however, alongside similarities in structures
and processes studied in the natural sci-
ences and psychological research, “there are
also essential differences, particularly when
the interest is in the functioning of the total
organism. At that level, fundamental char-
acteristics and guiding elements in the
dynamic, complex process of individual
functioning are intentionality, linked to
emotions and values, and lessons learned
from experience” (p. 26).
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Organizing the Various Component
Domains and Subsystems
There are various ways to parse and orga-
nize the vast sea of structures and processes
that interactively constitute, influence, and
color human functioning and experience
over time, but by definition any unified
model must take account of structures and
processes at every level of the human
ecosystem. No vital domain can be ignored,
or we risk failing to consider the nature and
weighting of its contribution to maintaining
a system in a state of dysfunction and pain.
The component systems model presents a
framework for coherently organizing and
holographically representing this complex
human ecosystem—the total ecology of the
human personality system at its various lev-
els. A holograph can be pictured as a three
dimensional map of a complex system that
visually organizes an array of data culled
through different lenses.

The development of this model has been
strongly influenced by the work of
Bronfennbrenner (1979), who describes the
interconnected domains of human ecology
as “a set of nested structures, each inside
the next, like a set of Russian dolls” (p. 3).
Building on his and others’ work, the com-
ponent system model divides the total
ecology of the human personality system
into four nested levels that move from the
most microscopic to increasingly macro-
scopic levels. Each of the four levels is rep-
resented as a triangular configuration, and
each triangle encompasses the interplay
among critical subsystems and associated
factors identified over the course of a cen-
tury of empirical and clinical investigation. 

At the most microscopic level—the
microsystem—is the intrapsychic-biological
triangle, which concentrates on dynamic
interrelationships among affective/emo-
tional, cognitive, and defensive systems
and processes, a matrix reciprocally linked
to the neurobiological system. The next
level is the interpersonal-dyadic triangle, one
component of the macrosystem and
focused on interpersonal processes in pre-

sent-day dyadic relationships. It empha-
sizes the interplay among the human
attachment system, issues of closeness and
intimacy, internalized relational schemas,
interpersonal expectancies, verbal and
nonverbal communication processes, and
the still-influential role of earlier attach-
ment experiences in shaping these key rela-
tional arenas. The third level, another com-
ponent of the macrosystem, is represented
by the relational-triadic triangle and includes
among its emphases the structure, func-
tions, and processes that transpire when an
unstable dyad—one experiencing more
conflict and anxiety than it can manage—
seeks to stabilize itself through engaging a
third individual. The fourth and widest
perspective on the human personality sys-
tem—the mesosystem—is offered by the
socicultural-familial triangle, encompassing
complex interactions among the individual
personality system, the family system, and
the sociocultural matrix; the later includes
the significant yet often underattended to
impact of cultural, economic, and political
systems on the functioning and dysfunc-
tion of individuals, couples, and families.

Principal Dimensions of the
Biopsychosocial System
Because of their assumptive importance,
here we briefly highlight several principal
dimensions that radiate throughout this
unified multicomponent biopsychosocial
framework. An overarching postulate is
that the human biopsychosocial system
functions as a nonlinear dynamic system
(Anchin, 2003, 2005, in press; Magnavita,
2005a, 2005b, in press), which encompasses
several key implications:

1. The interconnective, dialectical dimension. A
living system functions holistically as a
consequence of the complex networks of
interdependence that in self-organizing
fashion bind together its component
domains and subsystems into “an authen-
tic substantive unity” (Millon, 2000, p. 41).
Thus, we can beneficially dissect a living
system into the plurality of domains and
subsystems of which it is composed, as in
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the multicomponent system model pre-
sented above, but there is the tacit under-
standing that this diverse array of subsys-
tems is united into a singular whole form
through complex interconnective process-
es. It follows that a significant epistemo-
logical dimension of systems thinking is its
dialectical nature, in that “thorough under-
standing of any particular constituent part
[of a system] is achievable only insofar as
that understanding grasps the nature of
that part’s reciprocal, dynamic interrela-
tionships with other parts that constitute
the whole” (Anchin, 2002, p. 303).

2. The dynamic dimension. This dimension
captures the centrality of process, of contin-
uous movement, change, and activity over
time. The vast networks of interrelation-
ships that permeate the biopsychosocial
matrix unfold, in real time, as fluid, chang-
ing processes of multivariate interactions.
Fay (1996) offers a valuable recommenda-
tion that captures this essential dimension
of systemic thinking: “Think processurally,
not substantively (that is, think in terms of
verbs, not nouns). Include time as a fundamen-
tal element in all social entities. See move-
ment—transformation, evolution, change—
everywhere” (p. 242, emphasis in original). 

3. The nonlinear dimension. Nonlinearity
provides a more fine-grained picture of the
interwovenness of biological, psychologi-
cal, and sociocultural processes. In contrast
to the unidirectional, linear metapsycholo-
gy that dominated 20th century psycholo-
gy, nonlinearity highlights the multidirec-
tional and circuitous pathways of influence
that radiate throughout the human biopsy-
chosocial system by directing attention to
reciprocal interactions, mutual effects,
feedback loops, circles, networks, and
cycles (Anchin, in press; Goerner, 1995;
Lasser & Bathroy, 1997). Nonlinearity also
holds that there can be a disproportionate
relationship between the magnitude of an
input and the size of its effect; a small
increase in parental praise can dramatical-
ly improve a child’s self-worth.

The Potency of Chaos Theory for
Explaining Biopsychosocial Processes
A major branch of contemporary systems
thinking exploding across the scientific
landscape over the past two decades (e.g.,
Gleick, 1987; Capra, 1996; Chamberlain &
Butz, 1998), chaos theory offers a powerful
explanatory foundation for accelerating
our understanding of the complex dynam-
ics of nonlinear systems and so the vast
intricacies of the human biopsychosocial
system (Anchin, in press; Magnavita,
2005). Chaos theory concentrates especially
on how nonlinear dynamic systems self-
organize, develop and evolve over time
and space (Miller, 1999). Taking as its start-
ing point “the delicate balance between the
forces of stability and the forces of instabil-
ity” (Gleick, 1987, p. 309) that pervade liv-
ing systems, it articulates multivariate sys-
temic processes that unfold when endoge-
nous and/or exogenous factors disrupt
these “dynamic tensions” (Mahoney, 1991,
p. 419) between order and disorder—a bal-
ance embodied in the continuous organis-
mic dance between structural stability and
continuous process in biological, psycho-
logical, and social systems (Fredrickson
and Losada, 2005; Mahoney, 2003). Under
certain conditions, disruption of these
dynamic tensions may trigger the system’s
transition into the highly disequilibrial
phase denoted by the concept of chaos. A
nonlinear system in a chaotic phase under-
goes turbulence, confusion, and disorder,
yet this upheaval also opens the door for
significant structural change (Perna and
Masterpasqua, 1997). Nonlinear systems
transition out of chaos through self-orga-
nizing processes, but the trajectory of that
movement can be in any number of direc-
tions. For the human biopsychosocial sys-
tem, this can range from personal growth
and development spawned by self-restruc-
turing processes that create a more differ-
entiated, complex, and resilient biopsy-
chosocial structure, to sustaining structural
impairments that result in compromised
levels of functioning, negatively-toned
experiential concomitants, and more
chronic sequelea (Mahoney, 1991). In this
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light, psychotherapy entails the timely and
planful introduction into a high level of
individual biopsychosocial “disorder and
disequilibrium” (Mahoney and Moes,
1997, p. 186) salutary processes that pro-
mote, enhance, and accelerate in healthy
directions the individual’s intrinsic self-
organizing and reconfiguring capacities.

PSYCHOTHERAPEUTIC IMPLICATIONS
It is important to delineate what differenti-
ates the unification of psychotherapy from
psychotherapy integration and to specify
the numerous implications for the psy-
chotherapist and clinical theorist, a task
undertaken in detail in Anchin and
Magnavita (in press). The most essential dif-
ferentiating factor is that psychotherapy
integration characteristically starts at the
level of theory and then expands to the
blending of therapeutic techniques, while
the foundational starting point for unified
psychotherapy is the view that “integration
inheres in the person, not in our theories or
the modalities we prefer” (Millon, 2000, p.
49). As such, from the outset unified psy-
chotherapy emphasizes organismic holism
and is multiparadigmatic within a unifying
systemic framework. The focus of our inter-
ventions is thus based on an understanding
of the multilayered system. Here we briefly
distill core clinical implications deriving
from this general perspective.

Assessment Implications of Unified
Psychotherapy
The provision of effective psychotherapy
depends significantly on the vitality and
capacity of clinical assessments and their
implications for treatment. Most experi-
enced clinicians would agree that an
assessment geared towards establishing a
DSM diagnosis offers only limited guid-
ance about an optimal treatment package,
which encompasses therapeutic approach,
modalities, time frame, format and setting.
From the perspective of a unified model,
the progressively microscopic to macro-
scopic levels that constitute the human per-
sonality system necessitate a holonic, mul-
tidimensional assessment, which seeks to

understand the patient’s dysfunctionality
and distress in terms of not only essential
processes at play within each component
domain, but crucially, how all of these
domains are interwoven, including how
the system has encoded at multiple levels
of analysis the core disturbance, and the
function of symptom constellations
throughout the total ecological system.
Thus attuned to manifestations and process-
es of functionality—dysfunctionality and
adaptation—maladaptation across all levels
of the patient’s personality system, the ther-
apist is better positioned to locate fulcrum
points of change— that is, particular sub-
system processes where well targeted inter-
vention yields maximum therapeutic bene-
fit. Such focal intervention can create a “tip-
ping point” (Gladwell, 2000) at which the
entire system reconfigures and attains a
higher level of functioning. 

Unified Psychotherapy: Central Elements
of Therapeutic Strategy and Intervention
It is our strongly held belief that a unified
model of psychotherapy should be able to
incorporate and organize the vast body of
therapeutic methods and techniques that
have been clinically and empirically
demonstrated to be effective across the
entire spectrum of psychological disorders
and relational dysfunctions. The present
unified approach does so by dividing ther-
apeutic procedures into four categories of
restructuring based on the systemic
domain level it is designed to target and in
which its primary mutative action occurs.
Specifically, coordinate with the four
domain levels of the biopsychosocial sys-
tem, these entail techniques and methods
for achieving (a) intrapsychic restructur-
ing, (b) dyadic restructuring (c) triadic
restructuring, and (d) mesosystemic
restructuring. By the same token, a unified
model maintains that, by virtue of nonlin-
ear interconnections throughout the
biopsychosocial system, effective restruc-
turing at a given level is likely to have
reverberating, constructive effects on
processes at other systemic levels. In select-
ing from the wealth of therapeutic inter-
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ventions falling within these four cate-
gories, decisions must be made on the basis
of the multisystem assessment and case
formulation about such matters as whether
multiple levels of the biopsychosocial
matrix need to be targeted, which systemic
level to intervene in at any given time,
whether multiple therapeutic modalities
are needed and if so concurrently or
sequentially, and the optimal fulcrum
point(s) within a given systemic level. It is
also desirable that the therapist be able to
flexibly navigate the microsystem to the
mesosystem in her or his intervention
strategies and, as continuous data are gath-
ered and clinical understanding increases,
that she or he tailor to the patient the spe-
cific restructuring methods to be used. 

The treatment process is also informed by
the view that for a system to evolve and
grow it must be able to increasingly differ-
entiate and integrate its functions and
processes. A system unable to differentiate
as the need for more complex adaptation is
demanded is increasingly likely to falter
and malfunction. To illustrate at the rela-
tional-triadic level, a family low in self-dif-
ferentiation may not be able to tolerate the
heightened oscillations in self-identify and
its relational expressions as children pro-
ceed through adolescence, causing the
family system to become pathogenically
stuck in this developmental transition.
Virtually all modalities and techniques of
psychotherapy advance differentiation and
integration within and among the various
component domains of the biopsychosocial
system, thereby enhancing growth and
adaptive capacity. 

TRAINING IMPLICATIONS
Implications of the field’s movement
toward unification for the training of psy-
chotherapists are complex and can only
briefly be highlighted here. A unified
model places an enormous burden on
graduate programs and students to master
or at least be conversant with findings
from all of the domain levels and subsys-
tems composing the biopsychosocial sys-

tem. We believe that it is vital for training
institutions to provide a solid grounding in
personality systemics (Magnavita, 2004a),
which “emphasizes the study of personali-
ty systems in their various forms and asso-
ciated processes” (p. 19), so that the
tremendous complexity of human systems
can be appreciated and understood. It is
essential, as well, that psychotherapists in
training develop knowledge of the broad
spectrum of therapeutic processes and
techniques associated with multiple para-
digms, and that they begin to develop
skills in implementing selected interven-
tions associated with each of the four cate-
gories of restructuring.  It is also highly
desirable that training programs cultivate
skills in dialectical thinking vis-a-vis the
multifaceted data of clinical science and
practice, for example learning to move
back and forth between thinking analytical-
ly and reductionistically (e.g., keying into
and assessing different subsystems consti-
tuting the patient) and thinking synthetical-
ly and holistically (e.g., examining how
these different subsystems mutually influ-
ence one another and discerning resultant,
potent implications for intervention). 

RESEARCH IMPLICATIONS
The research implications of unified clinical
science are crucial to creating a unified psy-
chotherapy that is vital and multiply
informed. Essential to such research are
nonlinear research methodologies, which
empirically study and in some cases present
in illuminatingly visual fashion processes
and patterns transpiring within and
between different domain levels of the
biopsychosocial matrix in both healthy and
unhealthy states. These methods are well
illustrated by the sequential analysis tech-
niques and nonlinear dynamic modeling
used by Gottman (Gottman and Roy, 1990;
Gottman et al., 2002), Reidbord and
Redington (1995), and Fredrickson and
Losada (2005). However, in a unified clinical
science nonlinear systemic methodologies
do not obviate the value of more traditional
reductionistic linear approaches to scientific
investigation; rather, “the various method-
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ologies, both linear and nonlinear, are mutu-
ally compatible, not contradictory. They can
be used to study different aspects of a sys-
tem, depending on which is most appropri-
ate for addressing the specific question at
hand” (Barton, 1994, pp. 12-13). Based
directly on the critical work of Norcross
(2002) and colleagues, deciphering the com-
plex webs of interconnection that exist
between the psychotherapy relationship
and therapeutic outcomes provides a com-
pelling illustrative arena for integrating lin-
ear and nonlinear methodologies.
Qualitative-hermeneutic modes of inquiry
also have distinct value in a unified arma-
mentarium of methods for studying the
human ecological system, capturing the
phenomenological emergence—that is, sub-
jective experiences and meanings—that
characterize complex biopsychosocial inter-
relationships as unified, lived phenomena. 

We thus view methodological pluralism
(e.g., Polkinghorne, 1983; Yancher & Slife,
1997; Sternberg & Grigorenko, 2001) to be
vital to unified clinical science. We suggest,
as well, that methodological pluralism is
likely to be embraced to the extent that
researchers and practitioners are willing to
adopt the underlying philosophical posi-
tion of epistemological pluralism, which
endorses as meaningful and legitimate
multiple kinds of knowledge and multiple
ways of knowing (e.g., Downing, 2004).
Grounded in this epistemic position, the
diverse kinds of knowledge yielded by
quantitative-empirical linear and nonlinear
methods and qualitative-hermeneutic
approaches can thereby be fully accommo-
dated and integrated, fundamental to
developing “truly comprehensive and uni-
fied explanations and understandings of
the complex biopsychosocial composition,
dynamics, and experience of psychological
health, disorder, and the transitional
processes that connect them” (Anchin, in
press).

CONCLUSION
The fourth wave in the evolution of psycho-
therapy is swelling, carrying compelling

implications for enriching conceptualiza-
tions of personality and psychopathology,
heightening therapeutic potency and effi-
cacy, broadening the scope of clinical train-
ing, and substantively expanding and inte-
grating the foci and methodologies of con-
temporary clinical science. Like any com-
plex dynamic system in motion, the trajec-
tory of the multiply constituted unifica-
tionist wave is by no means entirely pre-
dictable, but if the present article has suc-
ceeded in piquing the reader’s interest in
exploring and experimenting with any of
its numerous heuristic elements, its pur-
poses have been effectively served.
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FEATURE: INFORMED CONSENT IN PRACTICE
Informed Consent and the Psychotherapy Process
Tiffany A. Snyder, B.S. Loyola College of Maryland  
Jeffrey E. Barnett, Psy.D., ABPP, independent practice, Arnold, Maryland

Informed consent is an essential aspect of 
the psychotherapy process just as it is for
research, teaching, consultation, and all
other services psychologists provide. As a
general concept, it seems well ingrained in
the minds of psychotherapists but its
specifics may be less clear. Just what
informed consent is, why it is so important
for the psychotherapy relationship, what ele-
ments it must include, what form it should
take, when it should occur, and the factors
that impact its relevance are addressed in
this article. Recommendations for the appro-
priate and ethical use of the informed con-
sent process are also provided. 

What is Informed Consent?
Informed consent has been defined as “the
process of sharing information with patients
that is essential to their ability to make rational
choices among multiple options” (Beahrs &
Gutheil, 2001, p. 4). It is intended to protect the
welfare of clients by offering them the opportu-
nity to make free and informed choices
(Corrigan, 2003). Therefore, consent necessi-
tates that clients and potential clients are pro-
vided with the information needed for them to
make an informed decision about whether or
not to participate in a professional relationship
with a psychotherapist. In providing this infor-
mation, informed consent serves as a means of
sharing decision-making power in the thera-
pist-client relationship (Meisel, Roth & Lidz,
1977). Additional functions of informed con-
sent include promoting client autonomy and
self-determination, minimizing the risk of
exploitation and harm, fostering rational deci-
sion making, and enhancing the therapeutic
alliance. These factors clearly impact the thera-
peutic process and the quality of the psy-
chotherapy relationship. 

The APA Ethics Code
The APA Ethics Code has developed
through its various revisions over time to

address the issue of informed consent with
increasing specificity. The Ethical
Principles of Psychologists and Code of
Conduct (APA, 2002) clearly states that all
psychologists intending to “conduct
research or provide assessment, therapy,
counseling or consulting services” must
obtain the informed consent of that indi-
vidual (p. 1065). 

With regard to psychotherapy, the APA
Ethics Code states that when obtaining
informed consent, psychologists must
“inform clients/patients as early as is feasi-
ble 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” (p. 1072).
When utilizing treatments for which gener-
ally recognized techniques have not been
established, psychologists must inform their
clients of the potential risks, uncertainties
and alternatives to such treatments. Clients
must also be made aware of the fact that
their participation is voluntary in nature.
Further, when a trainee offers treatment the
client must be informed that the psychother-
apist is a trainee under supervision and be
given the name of the supervisor as part of
the informed consent process (Standard
10.01, Informed Consent to Therapy). 

While informed consent strives to uphold
multiple ethical virtues as stated in the
General Principles of the APA Ethics
Code—including beneficence, helping oth-
ers, nonmaleficence, not doing harm, and
fidelity, our obligation to clients—autono-
my, or respect for a client’s independence,
is said to be the foundation (Kitchener,
1984; Bremer & VandeCreek, 1991).
According to the APA Ethics Code, psy-
chologists offering psychotherapeutic 
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services are explicitly required to structure
the professional relationship to ensure that
the client has the right to make informed,
autonomous decisions regarding treatment
(Fisher & Younggren, 1997).

Autonomy upholds the notion that indi-
viduals have the right to live independent-
ly, meaning one can think and act in any
way they choose, so long as they are not
harming others (Bremer & VandeCreek,
1991). When applied to informed consent,
the principle asserts that a person has the
right to act as a free agent and make deci-
sions freely. Thus, the assumption underly-
ing the implementation of informed con-
sent is that doing so will protect the rights
and welfare of individuals by offering
them the opportunity to make free and
informed choices (Corrigan, 2003). In order
to make an informed choice, a client needs
information that is relevant to his or her
decision (Somberg, Stone, & Clairborn,
1993). Once a client has such information,
he or she can then weigh the positives and
negatives of treatment and decide whether
or not to enter into psychotherapy
(Gustafson, McNamara, & Jensen, 1994). It
is then and only then that a client has the
ability to make a free and informed choice.
Therefore, informed consent maintains a
client’s autonomy by providing the client
with adequate information to make ratio-
nal decisions, allowing the client to be the
ultimate authority regarding their health. 

Consent can also be said to increases a
client’s autonomy by making him or her
less dependent on the therapist for infor-
mation (Handelsman, Kemper, Kesson-
Craig, McLain, & Johnsrud, 1986). This in
turn increases client responsibility and
decreases the likelihood of the client being
exploited (Handelsman et al). In addition
to promoting autonomy, the act of obtain-
ing informed consent by means of a collab-
orative process should also help lay the
groundwork for and promote the thera-
peutic process and relationship.

What Constitutes a Valid Decision?
Informed consent must uphold three basic

elements in order to be valid. The person
consenting to treatment must be competent
to do so, the consent must be voluntary,
and the person must understand that to
which he or she is agreeing. With respect to
competence, clients are presumed to have
the capacity to comprehend information
unless it has been shown otherwise (Lyden
& Peters, 2004). Voluntariness asserts that
the client’s decision is made in an environ-
ment free from coercion (Meisel et al.,
1977), while understanding ensures that a
client is provided with adequate informa-
tion and comprehends his or her current
situation and the proposed intervention
(Lynn, 1983). For informed consent to take
place, these three forces are expected to
work together to manifest a truly
informed, educated decision. It is assumed
that information given to a competent, free
individual will result in understanding
and that this understanding will yield
what is considered to be a valid decision
(Meisel et al). But, ensuring a client’s
understanding of the information present-
ed is no simple matter. We must do more
than just have a client sign an informed
consent agreement or just ask if the client
has any questions. We must actively ensure
each client’s understanding by reviewing
written materials verbally and asking
questions to assess their understanding. 

Verbal and Written Consent
It is generally agreed that informed consent
information should be provided to clients
both verbally and in writing. Having infor-
mation regarding the therapeutic process
written down and at a client’s disposal may
allow clients to learn better, remember infor-
mation longer, and avoid misunderstand-
ings (Handelsman & Galvin, 1988). Such
forms may also increase clients’ autonomy
by helping them to be less dependent on the
psychotherapist for information
(Handelsman et al., 1986). In addition, by
anticipating potential pitfalls, consent forms
begin a dialogue between client and psy-
chotherapist. This exchange of information
may help the dyad avoid surprises, disap-
pointments and false expectations that
would distract from the therapeutic work
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(Hare-Mustin, Maracek, Kaplan, & Liss-
Levinson, 1979).

Yet, the use of written informed consent
agreements presents special challenges for
psychotherapists. While a written record of
an agreement is important for client and
psychotherapist alike, just how this is done
is a matter of great importance. The typical
informed consent agreement is written in a
manner not easily comprehended by the
average consumer. An interesting recent
study on the readability of Notice of
Privacy forms highlights this issue:

0 Percentage of patient privacy forms that
were shown to be as easy to read as
comics.
1 Percentage as easy to read as J.K.
Rowling’s “Harry Potter and the
Sorcerer’s Stone.”
8 Percentage as easy to read as H.G. Wells’
“The War of the Worlds.”
91 Percentage as easy to read as profes-
sional medical literature or legal contracts.
(The Numbers Game, 2005, p. F3)

It is recommended that informed consent
documents be written at the fifth to eighth
grade reading level to ensure readability
by our clients, although this may be modi-
fied up or down depending on the popula-
tion with which one works. The reading
level of all documents may be assessed in
Microsoft Word using the Flesch-Kincaid
Scale, which rates a document’s reading
difficulty from grade 0 to 12. It is interest-
ing to note that in one recent study of 114
informed consent documents used for par-
ticipation in research studies in medical
schools, the average readability level was
10.6, 2.8 grade levels above that which was
required by those institutions’ Institutional
Review Boards (Paasche-Orlow, Taylor, &
Brancati, 2003).

Several sample informed consent agree-
ments are available for psychotherapists’ use
and many individuals also choose to create
their own documents. One document avail-
able for our use and modification is provid-

ed on the website of the APA Insurance Trust
at www.apait.org. Handelsman and Galvin
(1988) have also created an outline of ques-
tions regarding the nature of treatment,
financial arrangements, confidentiality and
therapist credentials. By providing a client
with a list of questions, the outline proposes
all the potentially necessary content areas,
while allowing the psychotherapist to elabo-
rate upon the information that is relevant to
that particular client and omit unnecessary
information. More recently, Pomerantz and
Handelsman (2004) updated this outline to
include questions on insurance and man-
aged care, use of therapy manuals or guide-
lines, psychopharmacology, other approach-
es to therapy, HIPPA requirements, and cre-
dentials. It is intended to be used to improve
the effectiveness of whatever written infor-
mation therapists give their clients or ask
them to read and sign. The use of such ques-
tions for discussion will also assist in ensur-
ing clients’ understanding of that to which
they are agreeing (one of the requirements
for a valid consent process).

Informed Consent and the
Psychotherapy Process
It has already been reviewed that informed
consent is a collaborative process that
helps to establish and enhance the psy-
chotherapy relationship. The use of an
active informed consent process helps the
client to be more invested in treatment and
to participate more actively in treatment
decisions. It also works to minimize mis-
understandings that could jeopardize the
psychotherapy relationship and process. 

Most would agree that informed consent
should be provided prior to providing ser-
vices. But, informed consent should be
viewed as a process, not a singular event. It
should be an ongoing dialogue between
psychotherapist and client in which both
parties exchange information, ask ques-
tions, and together, reach agreements
about the course of treatment over time
(Packman, Cabot, & Bongar, 1994). Thus,
the consent process should be initiated 
as early as is feasible in the treatment 
relationship and then updated on an ongo-
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ing basis as additional treatment decisions
need to be made. Rather than being seen
solely as a legal and ethics requirement,
informed consent should be viewed as an
integral aspect of the psychotherapy process
that is essential for its success. In fact, the
open and honest discussion that occurs facil-
itates the growth and development of the
therapeutic alliance and lays the ground-
work for a relationship based on empower-
ment through information sharing
(Pomerantz & Handelsman, 2004). This dis-
cussion also helps the psychotherapist to
more fully understand the client’s goals and
concerns regarding psychotherapy (Fisher &
Younggren, 1997). Engaging in the process
of informed consent, as has been described,
also implies a certain level of respect for
clients and their ability to utilize the infor-
mation shared, make good decisions based
on it, and to participate as partners in their
treatment. This hopefully helps set the tone
for the psychotherapy process and relation-
ship to come. 

What Clients Want to Know
While the APA Ethics Code and relevant
state laws will dictate much of what must
be included in the informed consent
process, knowledge of clients’ preferences
may impact how we implement the consent
process and which issues we emphasize. In
one study, Braaten and Handelsman (1997)
found that current and former clients rated
information about inappropriate therapeu-
tic techniques, confidentiality, and the risks
of alternative treatments as most important.
Yet, clients wanted to be informed first
about how much therapy would cost,
whether the psychotherapist had the
appropriate credentials, and how sessions
were scheduled despite rating other factors
as most important. 

Further, Pomerantz and Grice (2001) found
that many potential clients and mental
health professionals were not in agreement
on the ethicality of a range of behaviors by
mental health professionals. The psy-
chotherapy relationship will be well served
if psychotherapists ensure that clients
understand the psychotherapy process and

have realistic expectations regarding it. This
is further highlighted in a study of clients
and potential clients in which 69%
expressed the view that everything shared
in treatment is confidential, 74% believed
that there should be no exception to this
rule, and 96% stated that they wish to be
informed about confidentiality and any lim-
its that exist prior to entering the psy-
chotherapy relationship (Miller & Thelen,
1986). These data are of special significance
in that unanticipated breaches of confiden-
tiality are likely to result in significant
breaches in the psychotherapy relationship.

Additional Issues and Recommendations
While a detailed discussion of the follow-
ing issues is beyond the scope of this brief
article, psychotherapists should consider
the informed consent process with various
populations and settings and when utiliz-
ing a wide range of therapeutic media and
formats. For example, we must be aware of
additional clinical, legal and ethics require-
ments regarding informed consent with
minors, the elderly, when providing treat-
ment to couples, families, and groups, in
situations involving various custody
arrangements, in the managed care envi-
ronment, and when engaging in telehealth
and using various electronic media to pro-
vide services. Care and attention should
also be given in other situations where
informed consent may not be truly possible
such as with prison inmates, inpatients,
and with court ordered treatment. 

Current studies suggest that not all mental
health professionals share the same view of
the informed consent process. It appears to
be applied in a wide range of ways and
many may not follow professional stan-
dards regarding informed consent. In one
recent study (Croarkin, 2003), only 51% of
the mental health professionals surveyed
reported conducting and documenting an
informed consent process for psychothera-
py in their practices. Further, only 25% of
those surveyed acknowledged utilizing a
written informed consent agreement with
their clients. 
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Additional study is needed to better
understand the role, value, and benefit of
the informed consent process and how it
should best be implemented. Any possible
limitations or drawbacks to the informed
consent process should be understood and
their implications addressed. It is also
important to better understand just how
psychotherapists implement informed con-
sent and how the decisions they make
impact this. It will also be of value to better
understand the actual impact of the
informed consent process on the course of
psychotherapy, including just which
aspects of informed consent promote a pro-
ductive psychotherapy relationship and
enhance psychotherapy outcomes. 
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Introducing the Division 29 Suite Program at 
APA in New Orleans—2006

Division 29 is pleased to announce our Suite Program which will be launched at
APA this summer in New Orleans. We are planning to offer a number of excit-
ing opportunities to interact informally and explore your interests with some of
the leading figures in psychotherapy. We will host hour long conversations on
a variety of topics such as how to get started publishing, advice for incorporat-
ing research in your clinical practice, innovations in psychotherapy practice,
and others. You will have the opportunity to meet some of the leading pioneers
in the field, and we will also be raffling books for students who join our division.
We are encouraging our members to bring in others who might be interested in
joining our division and partaking of the advantages of membership. We will
be offering a limited number of Division 29 hats for those who sign up during
the convention. We will update you in the next issue of the Bulletin and on the
website at www.divisionofpsychotherapy.org as to our schedule of events. 
We look forward to seeing old friends, students, and new faces at our suite 
program in New Orleans. 

Jeffrey J. Magnavita, Ph.D.
Program Chair
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Informed consent is the process by which
research participants are informed of the
potential risks and benefits of taking part
in a research study (National Institute of
Mental Health [NIMH], 2005). Other basic
elements of informed consent involve
addressing the purpose and goals of the
research, assuring participants that data
will be kept confidential, and informing
participants that they may stop participa-
tion at any time without penalty (United
States Department of Health and Human
Services, 2005, section 46.116). These steps
are usually completed in part by having
participants sign consent forms, indicating
their voluntary participation in the study
(United States Department of Health and
Human Services, 2005, section 46.117). The
basis for such systematic procedures lies in
preserving the autonomy of participants
(Koocher & Keith-Spiegel, 1998), but the
informed consent process may be hindered
if researchers overlook cultural factors of
potential participants, especially those
with language and reading limitations,
high regard for collectivism, great respect
for or mistrust of authority, and severe lim-
itations of financial means. We discuss
these potential challenges to obtaining
informed consent and offer suggestions. 

LINGUISTIC/READABILITY ISSUES
Many researchers agree that facility with
language influences the informed consent
process because it relates to participants’
comprehension of the research process as
described in the informed consent materi-
als (Brugge, Kole, Lu, & Must, 2005;
Cooper et al., 2004; Marshall, Koenig,
Grifhorst, & Van Ewijk, 1998; Quill, 2002).
Cooper et al. (2004) have described lan-
guage barriers that arose when working
with migrant farmworkers, most of whom

were Latinos and had limited proficiency
in English. In addition, these migrant farm-
workers were often functionally illiterate
in their native language, so providing just
a written consent form in their native lan-
guage would not have been sufficient. In
order to accommodate the needs of this
population, the researchers invited bilin-
gual community members to participate in
developing questions for the research sur-
vey, translated all instruments and forms
into Spanish, and provided bilingual inter-
viewers. While these researchers provided
instruments in the preferred language of
the participants, others (e.g., Fisher et al.,
2002) have pointed out that some instru-
ments, especially standardized instru-
ments, may not be appropriate for use with
some groups if they have not been repre-
sented in the test development process. 

Using the MMPI-2, Lucio and Reyes-
Lagunes (1994) pointed out a related issue
of using translations. The researchers uti-
lized transliteration, which proposes that
the psychological meaning of the concept
in relation to the category is more impor-
tant than a strict translation. They suggest
that it is important for researchers to con-
sider that an exact translation is not always
preferable because it may not enhance par-
ticipants’ comprehension of the concept
being assessed. 

Brugge, Kole, Lu, and Must (2005) worked
primarily with an Asian population and in
order to resolve language obstacles, they
provided participants with surveys trans-
lated into Cantonese. While most of the
participants completed the surveys them-
selves, translators were available to read
the surveys and transcribe responses for
participants who were unable to read. 

FEATURE: INFORMED CONSENT IN RESEARCH
Cultural Considerations of Informed Consent 
When Conducting Mental Health Research
Tina Kaljevic and Leon VandeCreek, Wright State University, School of Professional Psychology
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While Marshall, Koenig, Grifhorst, and
Van Ewijk (1998) acknowledged that trans-
lators decrease some of the barriers created
by language limitations, they also
described some of the potential problems
associated with the use of translators. One
potential drawback is that because jargon
does not readily lend itself to precise trans-
lations, participants may not comprehend
translated terminology or the nuances of
the research task. Yet another potential
problem is that translators may not always
be objective about the content of what they
are translating, especially when the trans-
lator is a member of the community or cul-
ture itself. Translators’ values and beliefs
may influence how communications
among the translator, participant, and
researcher take place. In this case, the
translator retains the power of deciding
which information to relay and how to
relay it to the others involved, which in
turn influences the level of comprehension
that takes place. 

Another language issue influencing
informed consent is that of the readability of
the consent forms provided to participants.
Hochhauser (1999) reviewed several studies
that have examined this issue and found
that many consent forms were written at
reading levels far higher (e.g., at a 12th grade
reading level or higher) than was appropri-
ate for participants and concluded that
informed consent was not likely obtained. 

As a way to remedy these issues,
researchers can make concerted efforts to
create readable consent forms by having
individuals with similar reading/educa-
tional levels as participants ensure read-
ability of forms, explain information pro-
vided in the consent forms, ask partici-
pants to explain the content of the forms in
their own words, and provide participants
with ample time to read the consent forms. 

INFLUENCE OF AUTHORITY FIGURES
Another factor that may influence the
informed consent process is that of how
participants perceive the researchers, espe-
cially as this relates to the power dynamics

within the relationship (Alvidrez & Arean,
2002; Brugge, Kole, Lu, & Must, 2005;
Chan, Haynes, O’Donnell, Bachino, &
Vernon, 2003). Cultural characteristics such
as respect for authority may influence indi-
viduals’ decision to participate in research.
For example, Brugge, Kole, Lu, and Must
(2005) examined how respect for authority
influenced elderly Asian immigrants’ deci-
sion to be involved in a research study. The
researchers presented the participants with
written scenarios that assessed their will-
ingness to participate in research if their
family members, their landlord, and their
physician asked them to participate.
Participants were more likely to participate
if authority figures such as landlords and
physicians asked them to participate, than
if they were recruited through advertise-
ments or monetary enticements.
Implications of the findings include
whether or not Asian populations may be
more susceptible to taking part in research
studies due to their respect for authority
and not necessarily due to their own will-
ingness to be a part of the study. This in
turn may affect participants’ willingness to
ask questions or refuse to participate due
to their high level of respect for the
researchers. Some racial and cultural
groups mistrust researchers (Alvidrez &
Arean, 2002; Darou, Hum, & Kurtness,
1993; Twenty Years After, 1992). For exam-
ple, because of the Tuskegee Syphilis Study
(Twenty Years After, 1992), there is an his-
torical context for the mistrust of
researchers by African Americans. That
study examined the effects of syphilis on
groups of African American males who
were not told of the risks/effects and were
denied treatment for the disease. This is an
extreme example of how participants’
rights were grossly violated, with
immensely negative consequences. Chan,
Haynes, O’Donnell, Bachino, and Vernon
(2003) illustrated how the Tuskegee study
can have long-standing effects on how par-
ticipants view research. They conducted
focus groups to determine the type of
information that couples of various racial
groups desired with regard to prostrate
cancer screenings. The researchers discov-
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ered that African Americans wanted infor-
mation regarding the risks of the proce-
dures specific to them as a racial group,
which the researchers hypothesized is like-
ly due to past research abuses. So,
researchers must be aware of how history
plays an important role in how some cul-
tural groups view research. 

American Indian and Alaska Native
groups also have unique reasons to be sus-
picious of participating in health related
research. Norton and Manson (1996) dis-
cussed how research results were reported-
ly manipulated by the media, leading to
headlines linking the groups to alcoholism
and likely negative perceptions by society.
It should not come as a surprise, therefore,
that Native groups have shown a mistrust
and dislike of researchers wanting to study
their culture, with researchers sometimes
being denied permission to conduct such
research. In the event that these groups
consent to being part of a research study,
however, historical factors may have an
impact on how participants view
researchers and how engaged they are dur-
ing the informed consent process. Alvidrez
and Arean (2002) have suggested provid-
ing educational materials and referrals as a
way for researchers to maintain a presence
and develop trust in the community for
potential recruitment in future studies. 

COLLECTIVISM
Collectivism refers to the degree to which
members of a community or culture identi-
fy as a single unit, with decisions being
made by the community as a whole rather
than individually (Brugge, Kole, Lu, &
Must, 2005; Cooper et al., 2004; Darou,
Hum, & Kurtness, 1993; Marshall, Koenig,
Grifhorst, & Van Ewijk, 1998; Norton &
Manson, 1996; Quill, 2002). This can have
vast implications for researchers who
approach participants as individuals, with-
out viewing them as members of their
community and family. 

Darou, Hum, and Kurtness (1993)
explained how the idea of collectivism

influenced how Native groups in Canada
responded to researchers studying their
culture. Researchers were expected to
address the Crees as a community, as
opposed to asking specific individuals for
permission to conduct the study.
Researchers were viewed by community
members as creating conflict if they deviat-
ed from this request. In addition,
researchers had to make clear the potential
benefits of the study for the group as a
whole in order for the group to give con-
sent. Finally, Norton and Manson (1996)
explained that some American Indian and
Alaskan communities prefer to have any
monetary compensation given to the com-
munity as a whole rather than to specific
individuals. 

FINANCIAL/ECONOMIC CONCERNS
When monetary compensation is provid-
ed to participants involved in research
studies, researchers need to be cognizant
of how this may influence the informed
consent process for culturally diverse par-
ticipants. Norton and Manson (1996)
briefly explored this idea with respect to
the American Indian and Alaska Native
groups, as these communities sometimes
had high rates of poverty. The authors
questioned whether compensation could
be perceived as coercive in light of the
economic situations of the groups. It
might be argued that high levels of com-
pensation obstruct the informed consent
process, with participants experiencing
economic hardships because of the per-
ception that the financial benefits out-
weigh any potential risks, even if this is
not necessarily true. In addition, members
of groups that are struggling economically
may find it burdensome to miss work or
pay for child care in order to be involved
in a research study (Fisher et al., 2002). 

SUMMARY
Linguistic and readability issues, high
regard for collectivism, mistrust of author-
ity, and financial issues are among a few of
the factors that influence informed consent
when conducting mental health research
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with culturally diverse groups. These fac-
tors influence various aspects of research
including recruitment of participants, the
participant-researcher relationship, and
perceptions of psychological research. An
awareness of these factors may assist
researchers in creating an atmosphere
whereby an open dialogue regarding
informed consent can take place. This open
dialogue creates a sense of trust between
researchers and participants and may
allow the opportunity for participants to
ask more questions and gain a better
understanding of the risks and benefits.
This in turn may increase the likelihood
that the decisions that participants make
with regard to research participation will
truly be theirs.
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FEATURE
Expanding Your Psychotherapy Practice into Primary Care
James H. Bray, Ph.D.

Changes in medical practice due to man-
aged care have put tremendous pressure
on primary care physicians (PCPs) to diag-
nosis and treat a broad spectrum of bio-
medical and psychosocial problems. PCPs
treat over 60% of all mental health prob-
lems in the United States, without assis-
tance from psychologists or other mental
health providers. While psychologists are
trained to provide the needed services,
they are often NOT trained in working in
primary care or collaborating with PCPs.
Working in primary care provides great
opportunities and challenges for psycholo-
gists. This paper will provide a brief intro-
duction to working in primary care and
how to develop referrals from PCPs. For
more extensive information please see the
references at the end of this article. 

Psychologists can provide important diag-
nostic services and information about 
psychological treatments. PCPs are often
unfamiliar with various mental disorders
and psychological treatments. Successful
collaboration with PCPs needs to be a win-
win business relationship for both
providers. PCPs want psychologists’ help
in solving patient care problems, being
given feedback and information about
their patients’ status and progress, and
receiving referrals back from psycholo-
gists. This type of help reduces the PCP’s
hassle with patient care. Psychologists can
provide important diagnostic information
about the patient, recommend additional
psychological treatment options, provide
information about the progress of psy-
chotropic medications and help increase
patient compliance with medical treat-
ments. All of these often improve patient
satisfaction (Bray & Rogers, 1995).

PCPs are “over marketed” by pharmaceuti-
cal companies, medical supply companies,

and other specialists. Thus, a variety of
contacts will need to be made to establish
and maintain an ongoing relationship with
the PCP. As we found in our research, “once
is not enough,” and the psychologist needs
to arrange for regular contact with the PCP
(Bray & Rogers, 1995). Many PCPs welcome
psychologists to practice in their offices
either part-time or full-time. Patients usual-
ly prefer this arrangement, since they can go
to one place for their health care, they may
feel less stigma about obtaining treatment
for their psychological problem, and appre-
ciate the collaboration between PCP and
psychologist. 

Physicians usually have a different practice
style than psychologists. It is important to
make arrangements to get through the doc-
tor’s staff to the physician or for the PCP to
be able to rapidly contact the psychologist.
Most PCPs take phone calls during sessions,
while most psychologists do not. Establish
ways to have regular meetings with the PCP
to discuss patients (regularly scheduled
breakfast, lunch, consultation time). There
are a variety of other opportunities for see-
ing PCPs. These include joining the hospi-
tal staff at medical/surgical hospitals, join-
ing hospital staff committees, providing
continuing medical education seminars to
local medical societies and provide patient
education and prevention services. Be sure
to market your services to the entire medical
community, which includes physician assis-
tants, nurse practitioners, nurses, and med-
ical staff and clerks. 

PCPs develop long-term relationships with
their patients and provide continuity of
care that includes comprehensive, continu-
ous services in sickness and in health
(Rakel, 2002). Feedback on patient progress 
is essential to the PCP. Most PCPs only
want a brief note (1 to 3 paragraphs, no
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longer than one page) about your work with
the patient. They want a diagnosis, a brief
explanation of your treatment plan, and any
recommendations you may have to
improve patient care. It is also important to
help the patient return to his/her PCP for
follow-up visits. Arranging for follow-up
visits is a way of continuing to market your
services to the PCP. Working with PCPs is
a great way to expand your practice. 

Further information about working with
PCPs can be found in: 

Bray, J. H., & Rogers, J. C. (1995). Linking
psychologists and family physicians for
collaborative practice. Professional
Psychology: Research and Practice, 26,
132-138.

Bray, J. H. & Rogers, J. C. (1997). The
linkages project: Training behavioral
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practice with primary care physicians.
Families, Systems, & Health, 15, 55-63. 
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American Psychological Association. 
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B., Lu, E. G., Reed, G. M., & Wiggins, J.
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ly practice 6th Edition, Philadelphia, PA:
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ABSTRACT
Psychology is rapidly becoming a mobile
profession. Credentialed psychologists
have unprecedented access to expedited
licensure mobility as a growing number of
regulatory boards in the United States and
Canada are incorporating provisions to
expedite licensure applications. Psych-
ologists who hold nationally recognized
credentials can now apply for licensure by
endorsement of credentials and bypass the
time consuming and often frustrating doc-
ument collection process that is traditional-
ly associated with licensure applications.
Expedited access to licensure accelerates
public access to psychologists, brings psy-
chology in step with other health care pro-
fessions solution to mobility, and provides
regulatory boards with more time to con-
sider other agenda items such as emerging
practice areas that require adoption of
rules and regulations, such as psychophar-
macology and telehealth. This article pre-
sents a summary of mobility progress to
date, data on psychologists’ movement,
and addresses some of the concerns about
licensure mobility.

The more the workforces feels mobile...the more
it will be willing and able to jump into the new
industries and new job niches spawned by the
flat world and to move from dying companies to
thriving companies (Friedman, 2005, p 285).

As adapted from Hall & Lunt (2005), there
are four key components to achieving
mobility for psychologists: 
• Consensus by the profession on 

recognition standards
• Demand by psychologists for mobility
• Advocacy efforts by psychology organi-

zations to promote multiple pathways
• Cooperation among states/provincial

regulatory boards

COMPONENT 1: CONSENSUS ON
RECOGNITION STANDARDS
In the US and Canada, the definition of a
psychologist is at the doctoral level.
Regulations and statutes typically mandate
that the doctoral program either qualify as
American Psychological Association (APA)/
Canadian Psychological Association (CPA)
accredited or as meeting the Association of
State and Provincial Psychology Boards
(ASPPB)/National Register of Health
Service Providers in Psychology (National
Register) “Criteria for ‘Defining a Doctoral
Program in Psychology’” (http://www.na-
t ionalreg i s te r.org/des ignate .h tm) .
Although there is slight deviation to enter
practice in five states (AR, AZ, KY, WV, VT)
and six provinces (AB, NB, NL, PEI, SK,
QC) at the master’s level, there is consen-
sus that the doctoral level should be the
admission standard for practice. The doc-
toral internship and the year of postdoctor-
al experience have been adopted by most of
the jurisdictions in the US and Canada as a
requirement for licensure. The same applies
to the national examination for psycholo-
gists, the Examination for Professional
Practice in Psychology (EPPP). So it appears
that at least at the present time in the US and
Canada, the profession agrees on recogni-
tion standards. That is critical to facilitating
the concept of mobility, since jurisdictions
must have assurances that their neighbor-
ing states or provinces are applying essen-
tially the same requirements for licensure as
they are. 

COMPONENT 2: DEMAND BY
PSYCHOLOGISTS FOR MOBILITY
In the 1990’s psychologists and psycholog-
ical organizations began advocating for a
means to expedite re-licensure for current-
ly licensed professionals who meet the

FEATURE
Licensure Mobility for Credentialed Psychologists 
in the US and Canada
Judy E. Hall, Ph.D. and Andrew P. Boucher
National Register of Health Service Providers in Psychology
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national standard for education, super-
vised experience, and examination perfor-
mance. There were two primary reasons
for this movement.

Expanding Practice Opportunities:
Psychologists who seek opportunities
across state/provincial lines can benefit
from expedited access to licensure whether
they provide services face-to-face or virtu-
ally via telehealth. For example, a Virginia
licensed psychologist treats an adolescent
for a year. The family moves to Colorado
due to a divorce, but both parents want the
psychologist to continue treating the ado-
lescent. The psychologist could do this
from a distance, but only if the psycholo-
gist is licensed in Colorado. Expedited
access to a Colorado license could ensure
treatment continuity. In contrast, a tradi-
tional licensure process could take months,
primarily because psychology licensing
boards require primary source documenta-
tion of education and training. In most
cases, this means tracking down and
obtaining signed verification forms from
internship and postdoctoral supervisors
from years past who may be difficult or
impossible to locate. To compete in the
healthcare marketplace and make these
opportunities logistically and economical-
ly feasible, psychology needed an expedit-
ing mechanism to ease re-licensure.

Frustration and Redundancy: The evolu-
tion of the information age, spurred by the
Internet, rapid data exchange, increased
consumer access to information, and glob-
alization, further added to the exasperation
over traditional application processes. As
psychologists sought re-licensure to pur-
sue emerging opportunities, many asked a
fundamental question: If I have met the
licensure requirements for licensure in at
least one state, and I have met the creden-
tialing requirements for a post-licensure
nationally recognized organization
through primary source documentation,
and I have not had any disciplinary action
taken against any license, why must I go
through the entire process anew in another
jurisdiction? 

SURVEY DATA ON DEMONSTRATES
DEMAND FOR LICENSURE MOBILITY
In a survey of National Register creden-
tialed psychologists in 2004 as reported in
The Register Report (Fall, 2004), 57% of the
3665 respondents indicated that licensure
mobility was “very important” to them.
This survey was sent to the ~8,000 National
Register credentialed psychologists with
email addresses on file. There was a 46%
response rate to the survey. This outcome
was no surprise to the National Register as
a concerted effort to address the mobility
problem had been initiated by the National
Register in the late nineties based upon
repeated requests by Registrants. Separate
surveys of graduate students and early
career psychologists in 2005 produced sim-
ilar results. Of the 3835 responses to the
2005 National Register Graduate Student
Survey, 62% described licensure mobility
as a “very important” credentialing bene-
fit. Of the 1819 responses (as of 5/1/2006)
to the 2005 National Register Early Career
Psychologist Survey, 57% described licen-
sure mobility as a “very important” cre-
dentialing benefit. Therefore, the conclu-
sion can be drawn that mobility is an
important issue to doctoral students, early
career psychologists, and more established
practitioners.  

COMPONENT 3: ADVOCACY EFFORTS
BY PSYCHOLOGY ORGANIZATIONS TO
PROMOTE MULTIPLE PATHWAYS
The National Register, established in 1974, is
the largest and most successful credential-
ing organization in psychology in terms of
numbers credentialed (Wise, Hall, Ritchie &
Turner, in press).  For thirty years the
National Register has promoted licensed
psychologists who are qualified by educa-
tion, training and experience in health ser-
vice provision to be included in health care
plans. However, psychologists want more
than simply the distinction of being creden-
tialed by the National Register. 

Taking the initiative, Missouri was the first
state to include a mechanism for mobility
when it endorsed the National Register
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credential for that purpose.  According to
Carl Willis, (Boucher, 2001), this 1989 legis-
lation, “grew out of a state-wide planning
conference that addressed the future of
psychology and what laws were needed
for the public as well as the profession” (p.
16). Unfortunately, many years passed
before other states followed Missouri’s
lead. In 1999, Virginia adopted the
National Register, followed by the District
of Columbia and Maryland in 2000. Based
upon the leadership shown by these states
and a very positive Registrant response to
the value of this benefit, National Register
representatives began meeting with repre-
sentatives of licensing boards and psycho-
logical associations across the US and
Canada to discuss licensure mobility.
ASPPB representatives engaged in a simi-
lar and successful effort.

Licensing boards first needed to under-
stand the concept of endorsement of indi-
vidual credentials as a mechanism to facil-
itate licensure. Slowly, the boards began to
realize that by allowing a non-profit
national credentialing organization acting
as a credentials repository to verify prima-
ry source documentation directly to a
licensing body, both the psychologist and
the board benefited, saved time and
money, and the consumer gained by the
expedited access to services. 

DEEMED EQUIVALENCE
The concept of using established mecha-
nisms to facilitate licensure for already
licensed psychologists is based upon the
licensing board reviewing the credential-
ing organization’s requirements for cre-
dentialing and at the same time that the
organizations relies on primary source doc-
umentation, and determining that the cri-
teria are deemed to be equivalent to those
required for licensure. Deemed equiva-
lence means that a jurisdiction might
require 1600 hours on internship for an ini-
tial applicant but still be able to accept
either the National Register or the CPQ,
both of which require a minimum of 1500
hours.  The difference is that these creden-

tialed psychologists are already licensed in
one jurisdiction, have met national stan-
dards for education and training, and have
no disciplinary actions on their record. 

Current Success 
These efforts over the past seven years to
reason with licensure boards have resulted
in dynamic growth in the number of juris-
dictions in which psychologists can expe-
dite licensure and health service provider
(HSP) recognition. As of this writing, 41
jurisdictions in the United States and
Canada have voted to approve the
National Register Health Service Provider
in Psychology credential to expedite licen-
sure. More are considering endorsement of
the National Register for this purpose.  

HOW DOES THE NATIONAL REGISTER
MOBILITY PROGRAM HELP?
Licensure by endorsement does not consti-
tute a right to practice in other jurisdic-
tions, or the right to become automatically
licensed. The endorsement candidate must
complete a general information form, pass
any required oral or jurisprudence exams,
and be approved by the regulatory board.
This process simply assists licensure
boards in their function to review candi-
dates for licensure.

In most cases, the National Register verifi-
cation exempts the psychologist from
ordering transcripts, locating past supervi-
sors to document the internship and post-
doctoral experience, and submitting EPPP
scores to the licensing board. (A few boards
require the EPPP scores to be sent directly
to the board office.) There is no fee charged
to the Registrant or paid by the licensing
board for the credentials verification.

The features of the expedited licensure
process vary by jurisdiction.  For ease of
understanding exactly what is waived
based upon credentials verification by the
National Register, see table 1 on page 52. 
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OTHER ORGANIZATIONS PROMOTE
MOBILITY
Other credentialing organizations promote
mobility. The ASPPB Certificate of
Professional Qualification (CPQ) and the
American Board of Professional Psych-
ology (ABPP) specialty certification facili-
tate mobility and function in much the
same way that the National Register cre-
dential does, as individual endorsement
mechanisms. Currently, approximately
3700 psychologists hold the CPQ (ASPPB,
n.d.), and 2600 hold the ABPP certification
(Finch, 2006). Both of these organizations
have sought recognition by state licensing

boards and been successful. In fact, in the
U.S. with its 50 different jurisdictions
enacting slightly differing laws and regula-
tions, endorsement of an individual cre-
dential is the most successful mechanism
for expediting licensure. The other three
mechanisms (reciprocity agreements,
senior psychologist provisions and
endorsement of other jurisdictions’ license)
have not been adopted by many jurisdic-
tions and apply to fewer psychologists.

PSYCHOLOGISTS MOVEMENT
In 2004, the National Register began track-
ing credentials verification letters sent on

Table 1: Jurisdictions that currently recognize or are currently in process (IP) of modifying regu-
lations to accept the National Register Health Service in Provider in Psychology credential to
expedite licensure mobility

Waive Documentation of Doctoral Degree, Internship and Postdoctoral Year, and EPPP Score
Alberta North Dakota (IP)
Arkansas Northwest Territories*
British Columbia Nova Scotia*
California Ontario*
Colorado Oregon
District of Columbia Quebec
Delaware (IP) Pennsylvania
Hawaii Prince Edward Island
Indiana (IP) Rhode Island
Manitoba Saskatchewan
Massachusetts (IP) Tennessee
Missouri Texas
Montana Utah (IP)
New Brunswick* Virginia
Nebraska Washington
Nevada West Virginia
Newfoundland/Labrador Wyoming (IP)
North Carolina (IP)

Waive Documentation of Doctoral Degree, Internship and Postdoctoral Year, and EPPP Score
Arizona Minnesota (IP)
Iowa New Mexico
Maryland

Board Accepts Primary Source Documentation from the National Register as part of the Application
Process

South Carolina
* May only apply to Canadian Licensees
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behalf of Registrants to licensure boards to
expedite mobility. As of April 2006, there
were 421 known verifications, with each
year’s total increasing over the previous
year.  However, this number is an underes-
timate. It does not include the verifications
that occur by state boards using the
National Register Find Psychologist
Database. (For example, the Missouri
licensing board verifies the National
Register credential holder online.) In addi-
tion, while the number taking advantage of
licensure mobility may not be large in com-
parison to the total number of National
Register credentialed psychologists
(~13,000), we know from survey data and
Registrants that the availability of this ben-
efit is very important to them. It is there
when they need it.

MOBILITY WITHIN CANADA
In Canada the demand for mobility came
from outside the profession. The federal
government, as a result of the Agreement
on Internal Trade, mandated a multi-year
process of psychology organizations coop-
erating together to develop a mutual recog-
nition agreement (MRA).  The three psy-
chology organizations, (CPA, Canadian
Register of Health Service Providers in
Psychology [Canadian Register], and the
Council of Provincial Associations of
Psychologists [CPAP]), developed the
MRA and 11 provinces and one territory
signed it thereby agreeing to fast track
mechanisms for expediting licensure and
competency based assessment for initial
licensure. See Hall and Lunt (2005) or
www.cpa.ca for more information.   

The fast track mechanisms included in the
MRA were credentialing by the National
Register or the Canadian Register, gradua-
tion from an APA/CPA approved program
in psychology, attainment of the CPQ or
five years of licensed practice without dis-
cipline. These five fast track mechanisms
expedite licensure for licensed/registered
psychologists in Canada as long as their
degree matches the admission require-
ments in the province/territory. However,

for psychologists moving from the US to
Canada, a separate approval of the creden-
tial had to be secured.  Today, a majority of
the Canadian provinces have approved the
National Register and the CPQ for south to
north mobility.

An additional mechanism for expedited
licensure exists in Canada, the Canadian
Register, which has around 3000 creden-
tialed psychologists. However it exists as a
mobility mechanism only in Canada, just
as ABPP is written into only US laws.  

BARRIERS TO MOBILITY
PROTECTING THE PUBLIC
Licensing boards are tasked with protect-
ing the public from the practice of psychol-
ogy by unqualified persons. In the past and
even now with several jurisdictions that
are currently considering endorsing mobil-
ity mechanisms, board members have
questioned if outsourcing the primary
source credentialing, which was tradition-
ally within the purview of the board,
serves the public interest. It does. In the
first place, all National Register creden-
tialed psychologists have successfully
applied for at least one license prior to cre-
dentialing, and then have met the National
Register credentialing requirements (see
http://www. nationalregister.org/criteri-
aforhspp.htm). In addition, almost all
boards that accept the National Register
credential to expedite licensure administer
an oral or written jurisprudence examina-
tion to each candidate. This final step
allows the board to assess the applicant’s
current knowledge for practicing in that
jurisdiction.  Although licensure applicants
rarely fail that exam, this step gives discre-
tionary authority and autonomy to the
licensing board, with the board the final
authority on granting the license.

YEARS OF PRACTICE AND
DISCIPLINARY ACTIONS
There is no minimum number of years that
a licensed psychologist must practice
before being eligible for the National
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Register credential. This is in contrast to
the requirements for the CPQ, which state
that a psychologist must be licensed for at
least 5 years prior to qualifying for the
CPQ. Some of the ABPP specialty boards
also require a minimum number of years of
experience. During the early years of the
National Register mobility effort, this pre-
sented a problem in that a few boards were
concerned about new psychologists apply-
ing for the National Register and then
using the credential to immediately expe-
dite licensure in additional jurisdictions.
Individual board members specifically
noted that the National Register creden-
tialed psychologists could have little post
licensure experience and therefore no track
record, and could be a disciplinary risk.     

The National Register disagrees with this
position for several reasons. First, the basis
of licensure by endorsement is static creden-
tialing information that will not change over
time (doctoral degree, supervised experi-
ence, examinations scores). Second, new
psychologists deserve mobility options, and
to deny this privilege based on years of
practice following initial licensure could be
considered age discrimination and unfair
restriction of trade. Perhaps more com-
pelling for licensing boards is that we deter-
mined that new psychologists are not a high
risk population for disciplinary action. 

The National Register analyzed its national
disciplinary data on psychologists to inves-
tigate if the more newly licensed psycholo-
gists had been disciplined more frequently
than psychologists with five years of
licensed practice (Hall & Boucher, 2003).
The National Register calculated the aver-
age number of years lapsed between
degree date or date of first license and date
of disciplinary action.  

The disciplinary database consisted of 2748
psychologists with actions taking place
between 1971 and 2002. The National
Register was able to locate either the
degree date or date of first license and date
of action on 1487 of the individuals.
Information regarding the individuals’

degree date / date of first license was
found in data provided by state licensing
boards; the National Register database/
Registrant files (for Registrants) and APA
Membership Directories between 1981 and
2001. 

The results showed that the average time
lapsed between degree date/date of first
license and date of disciplinary action was
20.8 years.  More than 70% of disciplinary
actions analyzed occur in practitioners who
are between 11 and 35 years past degree
date/date of first license.  Moreover, 94.5%
of the cases involve disciplinary actions
occurring more than 5 years after the degree
date/date of first license. The data indicate
that a doctoral psychologist in the first five
years after degree date/date of first license
is less likely to commit an act resulting in a
disciplinary action than a more seasoned
psychologist (Hall & Boucher, 2003). 

These results support the National
Register’s earlier decision in 1974 to allow
licensed psychologists to apply immediate-
ly if they had completed a year of postdoc-
toral experience in health service provision.
(At that time a majority of the states did not
require a year of postdoctoral experience for
admission to licensure.) These data also
support the National Register’s more recent
decision to promote mobility for all licensed
psychologists that qualify, regardless of
amount of practice experience.

PROMOTING MULTIPLE PATHWAYS
Another question typically posed by
licensing boards is which mechanism to
adopt: the National Register, the CPQ, or
ABPP? The National Register encourages
adoption of all three. There are several rea-
sons for this. First and most importantly,
adopting all three significantly increases
the number of psychologists affected. The
National Register currently credentials
~13,000 psychologists, ~3700 psychologists
hold a CPQ, and ~2600 psychologists are
certified by ABPP. Although there is con-
siderable overlap, adopting all three mech-
anisms affects more than 16,000 creden-
tialed psychologists. When boards adopt
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fewer than all three mechanisms, the per-
centage of licensed psychologists eligible
for mobility significantly decreases. The
other primary reason to adopt all three
mechanisms correlates to the overall pur-
pose of mobility – eliminate repetitive cre-
dentialing. For example, if a jurisdiction
adopts ABPP but does not adopt the
National Register or CPQ, any National
Register or CPQ psychologist must apply
for the ABPP to get expedited access to
licensure, or they must apply through tra-
ditional means.      

LICENSURE MOBILITY IS A BENEFIT
Psychologists often describe licensure
mobility in terms of a practitioner benefit
that saves time and money. Consumers
will come to see mobility in terms of faster
access to psychological services.  By relying
on the National Register or another creden-
tialing organization to thoroughly vet the
credentials of each applicant and to verify
the same, the board is relieved of the time
consuming task of obtaining and review-
ing primary source documentation. Thus
expedited licensure mobility is a benefit to
licensed psychologists, to the public and to
the licensing boards. There is really no jus-
tifiable reason for all state, provincial and
territorial boards not to endorse the avail-
able mechanisms. In time, hopefully this
will be a national standard: expedite the
licensure process for those licensed and
credentialed psychologists with no disci-
plinary actions. There are many other areas
in psychology where improvement is
needed and opportunities are present.

Hopefully we can focus on progress in the
future, not re-documenting the past.
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