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Clinical Forum

Does Public Awareness
of Secondary Traumatic
Stress in Military
Families Provide a
Context for
Intervention? A Review
of Reports in the
Canadian Popular News
Media
Cyndi Brannen and Philip M. Grandia,
IWK Health Centre, Halifax, NS, and
Dalhousie University, Sherry Stewart and
Marc Zahradnik, Dalhousie University, and
Patrick J. McGrath, IWK Health Centre,
Halifax, NS, and Dalhousie University

The impact on families living with someone
who has PTSD has been identified as se-
vere and requiring more investment of re-

sources by the Canadian military (Prefontaine,
2004). Family members may experience vicarious
traumatization through learning details about
the traumatic event either directly from the suf-
ferer or through secondhand reports, especially
from the media (Figley & Barnes, 2005). All of
these symptoms contribute to a family member’s
experience of secondary traumatic stress (STS;
Figley, 1983) that can affect nearly all aspects of
his or her life (Catherall, 2004). Empirical studies
(e.g., Dekel, Goldblatt, Keidar, Solomon, &
Polliack, 2005; Dirkzwager, Bramsen, Ade`r, &
van der Ploeg, 2005; Gavloski & Lyons, 2004)
suggest that spouses of individuals suffering from
PTSD may experience depression, anxiety, and
isolation. In the case of children of PTSD suffer-
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ers, the negative effects of living with a
traumatized parent are often significant
and chronic, including the intergenera-
tional transmission of PTSD-like symp-
toms, depression, and isolation (e.g.,
Yehuda, Halligan, & Grossman, 2001).
Dekel and Solomon (2006) found that di-
vorce and family violence are more com-
mon in families where the father is suffering
from PTSD.

Canadian Military Context

Prefontaine (2004) reported that fami-
lies dealing with STS deserve more support
from the Canadian Forces (CF), especially
in light of the current increasing climate of
military service. In particular, greater num-
bers of Canadian soldiers are increasingly
involved in combat and conflict-related ac-
tivities, most notably in Afghanistan. In a
special report on the prevalence of PTSD in
the CF, the Canadian Department of
National Defence (DND)/CF  (Ombuds-
man, 2006) discussed the magnitude of this
condition. The report quotes Major Wendy
White, a psychiatrist from the Operational
Traumatic Stress Support Centre (OTSSC)
in Edmonton, as saying that the rate of di-
agnosable PTSD among CF members re-
turning from deployments is likely to be as
high as 20%, with as many as 50% devel-
oping an operational stress injury besides
PTSD (2006). With over 14,000 CF per-
sonnel having been deployed to
Afghanistan since 2001 (Government of
Canada, 2006), the Government of Canada
has committed to maintaining a presence in
the country until 2009 (National Defence,
2007), with a recently granted extension to
2011 (Office of the Prime Minister, 2008).

As CF personnel become more heavily
involved in combat operations, the preva-
lence of PTSD has the potential to increase.
The prevalence of STS in family members
will likely follow a similar trend. As a grow-
ing number of women choose careers in the
military, are deployed on military opera-
tions, and become susceptible to the devel-
opment of combat-related PTSD (Shapiro,
2005), a greater number of children, whose
mothers are in many cases their primary
caregivers, may also become secondary vic-
tims. Since the needs assessment conducted
by the DND (Prefontaine, 2004) clearly
identified the need for support of families
with a member suffering from PTSD, we
became interested in identifying the barri-
ers to more resources being allocated to
helping these families. Currently, the
Canadian government and DND are not
mandated to provide any mental health re-

sources to families of PTSD sufferers unless a
family member’s condition interferes with
the military member’s recovery
(Prefontaine, 2004). This is in contrast to
the American military approach to family
health care.

One possible barrier is a lack of aware-
ness about STS in the general population
and, more specifically, among politicians
and influential decision makers. The princi-
pal manner in which the general public,
politicians, and policy makers are made
aware of the circumstances that face fami-

lies of PTSD sufferers is by being con-
fronted with the subject through popular
media sources, including newspapers and
their affiliated websites, magazines, and
television. The same holds true for those in-
dividuals who may be experiencing STS
themselves. Such individuals may be un-
aware that their circumstances are common
among family members of PTSD sufferers.
A motivated and resourceful secondary vic-
tim will find information on secondary
trauma through the various sources offered
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by the CF, his or her health care provider,
the Internet, books, or by other means. 

Rationale and Objectives

Popular news media sources have the ca-
pacity to influence public opinion (Cook et
al., 1983). This is of particular relevance in
the case of elected politicians and policy
makers. The more media attention that is
given to a particular issue, the more politi-
cians and policy makers perceive that the
issue is, or will become, a concern to the
general population. Policy-making is a po-
litical affair, and hinges on public opinion,
or at least perceived public opinion. The
awareness, or lack thereof, regarding STS
may be due, in part, to the amount of atten-
tion given to the subject by popular news
media. If the media is not reporting the
issue of STS, then policy makers may be-
lieve that the general public is unconcerned
with the issue, which might partially ex-
plain the shortfall in government/DND
support for families of PTSD sufferers. The
quality of information pertaining to STS
available in the popular news media is also
important. Misperceptions and inaccuracies
about the circumstances that families of
PTSD sufferers face could prove to be as
counterproductive to the development of an
effective support plan as the absence of in-
formation.

Thus, the objectives of this research were
to evaluate the frequency and quality of re-
ports on STS in widely available Canadian
popular media sources. We focused on any
news-media mention of the effect on the
family of living with a military member
who has PTSD. In order to accomplish
these goals, a content analysis of popular
news media articles and television tran-
scripts was performed to evaluate both the
quantity and quality of material dedicated
to this subject in the media.

Methods

The content analysis was conducted
using three electronic databases that search
Canadian popular media: Proquest, Factiva,
and Prowler. Articles and transcripts con-
sidered academic literature were not used.
The search was restricted to Canadian data-
bases, but articles and transcripts from
Western English news sources that were
subsequently published in Canada were also
used. Articles and transcripts published be-
tween January 1, 2001, and November 21,
2006, were considered. This 5+ year win-
dow provided us the opportunity to com-
pare the difference in coverage before the
Canadian military involvement in

Afghanistan and post-Afghanistan media
coverage. Convenience searches conducted
through news organizations’ websites were
excluded as sources because general data-
base searches were believed to be more com-
prehensive and time-practical than
attempting to search every affiliated web-
site of every news organization in Canada.

Search Terms

Search terms used in this study produced
the most relevant returns in addition to
achieving saturation. Namely, the search
terms included the following:
Posttraumatic Stress Disorder, Military,
Family, Operational Stress Injury,
Caregiver, and Spouse. Proquest searches
were restricted to
Interdisciplinary–Canadian Business and
Current Affairs (CBCA) Reference,
Interdisciplinary–Canadian Periodicals, and
News–CBCA Current Events. Prowler
searches were restricted to Quick Facts and
General Information, and News and
Current Events. Prowler searches were also
restricted to CBCA Current Events. Factiva
searches were not restricted as the search
syntax did not allow further restriction. For
the purpose of comparison, a search for all
articles and transcripts that mentioned
PTSD was conducted using the search
query “Posttraumatic Stress Disorder” in
Proquest.

Inclusion Criteria

Results from each of the search queries
were initially reviewed for relevance to
PTSD and STS by reading the title and ab-
stracts (when available). There were three
classifications for articles returned using the
search criteria: (a) articles that did not meet
any of the inclusion criteria; (b) articles that
could potentially meet the criteria, but
needed to be reviewed in full before a deci-
sion could be made; and (c) articles that met
the inclusion criteria based on the initial
scan of the title and abstract. Articles that
were determined by their title or abstract to
be irrelevant to this study were not re-
viewed further. Articles that were deemed
by their title or abstract to be potentially
relevant were reviewed in full. For example,
an article discussing a CF member who had
been charged with a crime was reviewed in
full for content. Those articles that met the
inclusion criteria based on the scan of the
title and abstract (when available) were re-
viewed for content relating to STS. Any
mention of a negative impact on the family
and, in particular, mention of the symptoms
described earlier (violence, financial stress,

caregiving issues, sexual dysfunction, sexual
abuse, relationship dysfunction, relation-
ship breakdown, emotional numbing,
stress, increased family burden, increased
caregiving burden, and vicarious trauma)
that stemmed directly from a family mem-
ber’s PTSD or combat stress injury condi-
tion was considered to be relevant content.
The STS indicators are not considered mu-
tually exclusive. Mentions of requirement
for secondary victim support or vicarious
trauma were also considered relevant con-
tent. Only explicit secondary trauma con-
tent was included in the content analysis.
Content that was implicit or unobvious to
the readers was not included.

Two researchers first agreed on what was
to be considered relevant content for each of
the indicators. Each researcher then inde-
pendently coded the retrieved articles and
transcripts in detail. Afterwards, a compari-
son between the two coders’ results was
made to provide an interrater reliability
check. Finally, the two researchers discussed
the results to reach consensus coding where
discrepancies were present. The search was
performed over 5 days: November 13–16,
2006, and November 21, 2006.

Results

Approximately 660 popular news media
articles and transcripts on PTSD in general,
published from January 1, 2001, to
November 21, 2006, were retrieved. Using
the defined search criteria, 107 articles were
retrieved. Using the specified inclusion cri-
teria, 21 of these articles (3.2% of the 660
articles on PTSD) included information
pertaining to STS experienced by family
members of PTSD sufferers. Saturation oc-
curred during the search and the figure 21
represents the number of unique articles
and transcripts retrieved. The Proquest
News–CBCA Current Events search was
the most comprehensive of all searches and
returned all but 1 of the 21 articles used in
the content analysis. Only 1 of the 21 docu-
ments retrieved was dedicated entirely to
the discussion of STS (i.e., unspecified abuse
by sufferers of PTSD towards their fami-
lies). On average 6.8% (range = 1%–29%;
SD = 6%) of the content in the 20 other ar-
ticles mentioned at least one characteristic
of STS (see Table 1). Interrater reliability of
STS content was 0.91. The coders discussed
discrepancies and reached consensus on rel-
evant content.

Of the articles referring to STS, 4 men-
tioned violence, 4 referred to emotional
numbness, 1 discussed financial burdens, 1
discussed sexual violence, 7 discussed rela-

the most relevant returns in addition to
achieving saturation. Namely, the search
terms included the following: Posttraumatic
Stress Disorder, Military, Family, Operational
Stress Injury, Caregiver, and Spouse. Proquest
searches were restricted to Interdisc-
iplinary–Canadian Business and Current
Affairs (CBCA) Reference, Interdiscipli-
nary–Canadian Periodicals, and News–
CBCA Current Events. Prowler searches
were restricted to Quick Facts and
General Information, and News and
Current Events. Prowler searches were
also restricted to CBCA Current Events.
Factiva searches were not restricted as the
search syntax did not allow further restric-
tion. For the purpose of comparison, a
search for all articles and transcripts that
mentioned PTSD was conducted using
the search query “Posttraumatic Stress
Disorder” in Proquest
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tionship dysfunction, 3 mentioned stress in
general and primary victim caregiving, 1 re-
ferred to vicarious trauma, and 7 discussed
the need for secondary victim support.
Seven articles mentioned that families were
affected by a family member with PTSD
but did not elaborate. None of the articles
mentioned relationship breakdown or in-
creased dependant caregiving responsibili-
ties (see Table 2). Regarding STS, there was
no appreciable difference in the quality or
quantity of relevant content in articles pub-
lished prior to the CF’s involvement in
Afghanistan and those published after-
wards.

Discussion

Only 21 (3.2%) of nearly 660 articles
pertaining to PTSD mentioned the impact
on family members. On average, only 6.8%
(range = 1%–29%; SD = 6%) of the con-
tent in the articles that did mention STS
discussed the condition. Of the 660 articles
retrieved, only 1 (0.15%) was dedicated en-
tirely to the topic of STS (Brewster, 2002).

That article discussed the issue of abuse in
families of PTSD victims. The results indi-
cate a significant underrepresentation of
STS in the popular news media.

While the articles that mention STS do
accurately describe some of the aspects of
this condition, no one article provides a
comprehensive portrait of life with a mili-
tary member suffering from PTSD.
Furthermore, even when grouped together,
the articles do not discuss all of the prob-
lems faced by families of PTSD sufferers.
For example, none of the articles retrieved
mentioned increased dependent caregiving
responsibilities or relationship breakup.
This is in contrast to research that has
shown that the negative effects of STS on
children are often significant and chronic,
including the intergenerational transmis-
sion of PTSD-like symptoms, depression,
isolation, and family discord (Yehuda,
Halligan, & Grossman, 2001). This gap be-
tween scholarly evidence and popular re-
ports exemplifies the importance of better

knowledge exchange between researchers
and the media.

There are a number of limitations to this
study that should be taken into considera-
tion when interpreting the results. While
the databases used were believed to be the
most comprehensive available, they cer-
tainly did not incorporate every popular
news media source available, or every article
that was published in these publications;
therefore, it is conceivable that there may be
publications and articles that were relevant
to STS that were not included in this con-
tent analysis. Furthermore, the manner in
which the search criteria-retrieved articles
were reviewed may have left some relevant
content unnoticed and unaccounted for.
The existing search engines make it chal-
lenging to research the type of specific infor-
mation that we required for this content
analysis. In addition, the various engines
have different searching capabilities, adding
to the difficulty in ensuring that a complete
search was conducted. However, searching
using Internet tools such as Google and
using individual news agency websites was

TABLE 1: Search Results of Secondary Traumatic Stress in Popular News Media Sources

Note. 660 articles on PTSD in general were retrieved, 107 articles were retrieved using the search criteria, and of the 107
retrieved, 21 contained relevant content to secondary traumatic stress.
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not appropriate either, given that news sites
typically change their content frequently.
Thus, we offer this as a relatively thorough
analysis, while acknowledging that there
may be articles that we missed in our
searches. 

Treatment Implications

This content analysis provides some evi-
dence that there is a lack of awareness of
STS in the general public and among policy
makers based on an underrepresentation of
the subject in the popular news media. The
U.S. and Canada’s continued involvement
in the War on Terrorism will surely con-
tribute to an increase PTSD and other com-
bat-related stress injuries. Support for
family members who are dealing with STS
must also increase. It is the responsibility of
the Canadian government to model other
Western nations in developing appropriate

support services for these families. In partic-
ular, the use of innovative technologies,
such as distance treatment (via the tele-
phone or over the Internet) may be appro-
priate for Canadian military families given
the geographic isolation of many military
bases and the stigma associated with seek-
ing mental health services. Programs de-
signed to teach cognitive behavioral
techniques, such as the SAFE program in
the U.S. (e.g., Sherman, Faruque, & Foley,
2005), should be implemented for
Canadian military families. There is a con-
nection between the lack of media aware-
ness and the lacklustre approach of the
Canadian military to help families: the po-
litical willpower to change policy and im-
plement programs. Increased media
coverage has the potential to raise the “cur-
rency” of the issue in the current political
climate, thereby creating a catalyst for
change in policies and programs.

In conclusion, we hope this study can
provide a context for clinicians who are
working with these families. Although our
analysis was focused on the Canadian
media, our scan of American reports indi-
cated similar results. The media is an im-
portant tool that may influence families’
and the general public’s perception of the
importance of secondary traumatic stress.
Specifically, the lack of media coverage on
STS within the context of many reports of
PTSD may provide a context to families and
the general public that their own suffering
is secondary to the primary victim’s. As pro-
fessionals involved in research and treat-
ment for these families, we struggle with
our role in facilitating the transfer of scien-
tific knowledge of the significant and
chronic impacts of STS to the general pub-
lic. 

TABLE 2: Content Analysis Results of Articles Mentioning Secondary Traumatic Stress as per Consensus Reached by Two Coders
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Methods for encouraging the inte-
gration of science and practice for
doctoral-level clinical psycholo-

gists have been studied since 1950 when the
Boulder model was proclaimed an objective
for clinical training programs (Raimy, 1950)
and further confirmed at the Gainesville
Conference (Belar & Perry, 1992). Although
some have stated that such integration is
not possible (e.g., Lorion, 1993; Peterson,
1995), many clinical training programs
identify with the Boulder model (Stricker,
2000) and strive for such integration. In the

forefront of this assertion have been the
clinical training programs that emphasize
cognitive-behavioral priniciples and proce-
dures. 

In 1992 O’Sullivan and Quevillon sur-
veyed 138 APA-approved doctoral pro-
grams in clinical psychology and 96
master’s programs and found that 97.8% of
the doctoral programs and 81.8% of the
master’s programs indicated that their pro-
grams followed the Boulder model. In
2000, Belar stated that all major organiza-
tions representing graduate education in

professional psychology explicitly endorse
this model of clinical training.  

In listing the core values and principles
of the profession, the Committee on
Accreditation has stated, “The relative em-
phasis a particular program places on sci-
ence and practice should be consistent with
its training objectives.  However, all pro-
grams should enable their students to un-
derstand the value of science for the practice
of psychology and the value of practice for
the science of psychology, recognizing that
the value of science for the practice of psy-
chology requires attention to the empirical
basis for all methods involved in psycholog-
ical practice” (2007, pp. 3-4). 

Although minimal data have been col-
lected to determine how clinical training
programs address integration, a survey of
psychology internship and postdoctoral
training programs found significant incon-
sistencies with regard to training models
(Rodolfa et al., 2005). The authors noted
that “models do not mean the same thing
across internship sites and that these models

Training Forum

Balancing Science and Practice in Clinical
Psychology Training Programs: A Survey of
Training Directors
Sandra L. Hunt, CUNY, College of Staten Island, and Patricia A. Wisocki,
University of Massachusetts, Amherst
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do not correspond to how sites conceptual-
ize and implement their training” (p. 30).  

In an effort to determine the current ad-
herence of programs to the Boulder model
of training, the purpose of the present study
was to gather information about the ways
clinical training programs in North
America address the integration of science
and practice in the training of doctoral stu-
dents.

Method
Participants

The training directors of 165 clinical
training programs, members of the Council
of University Directors of Clinical
Psychology (CUDCP), were invited to par-
ticipate in the study by completing a 4-page
questionnaire. After three mailings, 54
(33%) responded. 

Materials

The integration of science and practice
was measured by the following elements:
(a) reading about empirically supported as-
sessment devices and psychotherapy inter-
ventions; (b) using empirically supported
assessment devices and psychotherapy in-
terventions in clinical work; (c) determining
the kind of research done by the clinical fac-
ulty and the integration of science and prac-
tice in their teaching and their own clinical
practices; (d) using department training
clinics for research purposes; (e) degree to
which adjunct faculty from these programs
use science and practice in their teaching
and clinical practices; (f) presenting and
publishing papers by students; and (g) iden-
tification of the training model by the pro-
gram.  

A questionnaire was devised with four
parts. First, information was requested
about the program: the number of credits
given, the kinds of courses required, the
courses’ emphases on empirically validated
treatment and assessment procedures, and
whether or not the training clinic served as a
research base. Second, questions pertained
to the faculty and their integration of re-
search within their clinical practices and
courses, and the kind of data collection pro-
cedures they used with their clients. Third,
questions were asked about the students:
how many present and publish their work;
how they are funded during their training
period (i.e., how many research assistants
exist in proportion to other sources of fund-
ing, and how many collaborate with faculty
and other students in research activities).
Fourth, a series of nine statements, named
the Training Issues Scale, was presented
about the value of integration in training
programs and the importance of scientific
thinking. Respondents were asked to agree
or disagree in various strengths. There were
two questions specifically about identifying
the training program in terms of its model
of training and the amount of weight given
to research and practice in the program.

Results 

Self-Identification of Training Model

As is evident in Figure 1, while most
(75%) of the programs participating in the
study identified themselves as scientist-
practitioner programs, clinical-scientist was
the second most frequently endorsed
model, but to a much lesser extent. A small
percentage of programs believed they were
scholar-practitioner or practitioner-scholar
programs and two programs said “other,”

but did not identify what that meant.
Likewise, as Figure 2 indicates, when re-
porting the balance of research to clinical
activities, a majority of the programs re-
ported that they were either balanced or
weighted toward research.  A small portion
of respondents (11 programs) reported that
their programs were more heavily weighted
toward clinical activities.  

To further measure the programs’ phi-
losophy of training, responses to the
Training Issues Scale were examined, details
of which can be seen in Table 1. In respond-
ing to statements about the importance of
integrating science and practice in clinical
training programs, the responses were all
above 90% agreement. The strength of the
agreements, however, differed by question.
Directors of training “agreed strongly”
about the importance of imparting the cen-
tral concept that science and practice must
be integrated (80%), that clinical doctoral
students learn and apply the various “rules”
of scientific inquiry (86%), and that train-
ing in scientific thinking is essential in any
clinical training program (91%). With
questions about application, however, the
differences in agreement became more pro-
nounced. In particular, 50% of the training
directors indicated “strong agreement”
with the questions about requiring super-
vised students to refer to scientific literature
in designing treatment programs and using
clinical interventions, and with the notion
that systematic assessment of a client’s
functioning is essential to every therapy.
There was “strong agreement” among 54%
of the training directors that students
should demonstrate an integration of clini-
cal intuition and empirical knowledge when
making case presentations. Fifty-two per-
cent strongly agreed that a clinical program
must contain activities that promote a con-
stant interplay of clinical hunches and intu-
ition and hypotheses to test those hunches.
Fifty-nine percent of the training directors
strongly agreed that “if a clinical interven-
tion is worth doing, it is worth evaluating in
an empirical context” and 61% agreed
strongly that students should be taught
empirically validated clinical methods. 

Courses, Practica, and the Use of the
Training Clinic

We next turned to the extent to which
courses and practica reflected the integra-
tion of science and practice. As presented by
these training programs, 14% of clinical
training was devoted to methodological
concerns (statistics and research methods
and design). An equal percentage of courses

Figure 1. Identification of training model
by clinical psychology training directors
(N=54)

Figure 2. Clinical training directors’
reports regarding the balance of research
to clinical activities in clinical psychology
training programs (N=54)

Scholar-Practitioner
3%

Scientist-Practitioner
75%

Weighted Toward Clinical
Activities, 21%

Balanced,
43%

Weighted Toward
Research, 36%

Practitioner-Scholar, 
3%

Other, 4%

Clinical-
Scientist,

15%



1. It is important for a clinical program to contain
activities that promote a constant interplay
between clinical hunches and intuition and
hypotheses to test those hunches.

2. It is important for a clinical program to impart
the central concept that science and practice must
be integrated in order for one to be a clinical psy-
chologist.

3. If a clinical intervention is worth doing, it is
worth evaluating in an empirical context.

4. It is vital that clinical doctoral students learn
and apply the various “rules” of scientific inquiry,
such as representative sampling, controls, statistical
significance, etc.

5. In supervising the clinical work of students,
supervisors should require students to refer to the
scientific literature in designing treatment pro-
grams and in using clinical interventions.

6. Training in scientific thinking is essential in any
clinical training program.

7. When making case representations about clients,
students should demonstrate the integration of
clinical intuition and empirical knowledge.

8. Systematic assessment of a client’s functioning is
essential to every therapy.

9. Students should be taught clinical methods
whose efficacy has been empirically validated.

52% 30% 9% 2% 7% 2%

80% 16% 2% 0% 2% 0%

59% 32% 7% 0% 2% 0%

86% 14% 0% 0% 0% 0%

50% 30% 18% 2% 0% 0%

91% 9% 0% 0% 0% 0%

54% 32% 12% 2% 0% 0%

50% 30% 16% 2% 2% 0%

61% 25% 9% 2% 2% 0%

Note. Alpha = .86

Table 1: Clinical Training Directors’ Responses to the Training Issues Scale (N = 48)

Strongly
Agree 

moderately A little A littleStrongly
Disagree

moderately

were taken in the broad areas of scientific
psychology. Nineteen percent of the courses
were devoted to clinical content in interven-
tion and assessment and 16% and 7% of the
courses, respectively, consisted of practica
and internship. The remaining 30% of the
courses were classified as “other” and in-
cluded such topics as developmental psy-
chology, neuropsychology, and psycho-
pharmacology. 

In indicating how teaching is distributed
with regard to the scientist-practitioner bal-
ance, 27 programs (52%) reported that be-
tween 26% and 50% of the clinical faculty
teach courses in empirically validated as-
sessment and psychotherapy interventions.
In 8 programs, nearly all of the faculty teach
in these areas. In 12 program (23%), less

than one quarter of the faculty teach such
courses.  

Seventy-one percent of the programs re-
quired students to read empirical literature
about assessment devices in all assessment
practica. Slightly fewer programs (67%) re-
quired students to actually use empirically
supported assessment devices in all assess-
ment practica. Interestingly, three pro-
grams (6%) reported that they did not
require students to use empirically sup-
ported assessment devices at all and one
program (2%) reported that it did not re-
quire students to do any reading about em-
pirically supported assessment procedures.

The numbers are diminished with re-
spect to reading about and using empiri-
cally supported psychotherapy interven-

tions. In 53% of the programs, the students
were required to read the empirical litera-
ture in all of their psychotherapy practica,
while only 39% of the programs required
their students to use empirically supported
procedures all of the time. Fifteen and 10%
of the programs, respectively, required stu-
dents to read about and apply empirically
supported interventions half the time in
courses. One program did not require stu-
dents to read anything about empirically
supported psychotherapy interventions and
four programs did not require students to
use them at all. 

The majority of the programs sampled
(79%) indicated that they have training
clinics. These programs reported that ap-
proximately one third of their faculty used
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the clinic for research purposes, while ap-
proximately one quarter of their students
did so. Details regarding use of the training
clinic are presented in Table 2. In 64% of
the programs clients typically served as re-
search subjects, their information was often
entered into a database, and there was on-
going research into psychotherapy out-
comes. In considering the subject matter of
these research efforts, most programs
(54%) conducted research into clinical in-
terventions; 46% reported ongoing re-
search into clinical assessment tools; and
31% reported ongoing research into the
process or outcome of clinical training. 

Adjunct Faculty

In examining the use of adjunct faculty
in the supervision of students' clinical work,
we relied on information from 38 programs
(71% of total sample). The mean number of
adjunct faculty in these programs was
eight. Most of the adjunct faculty in the
clinical programs surveyed in this study
were trained in scientist-practitioner pro-
grams. As is evident in Table 3, approxi-
mately half of the programs reported that
the majority of their adjuncts do not con-
duct research. Nine programs, however, re-
ported that almost all of their adjuncts
conducted research into clinical or other is-
sues. These data also indicate that it is not
common for adjuncts to use empirically val-

idated assessment and therapeutic interven-
tions in their own practices.

Faculty Information 

Ninety-five percent of the clinical fac-
ulty in these training programs were them-
selves trained in scientist-practitioner
programs and most (89%) engaged stu-
dents in their own research areas. As de-
tailed in Table 3, respondents (65%)
indicated that nearly all of their faculty con-
ducted research into clinical problems,
while 38% of directors indicated that nearly
all their faculty did research with clinical
populations. Very few faculty in these pro-
grams were engaged in outcome research or
program evaluation. 

When asked to describe the clinical
practices of the faculty in terms of their in-
tegration of research and practice, most
program directors indicated that fewer than
a quarter of their faculty presented case
studies that contained systematic client
evaluations, using empirically valid proce-
dures. Only three program directors re-
ported that nearly all of their faculty used
systematic evaluations about clients when
presenting case studies to students. The
percentages of the faculty in clinical train-
ing programs who used self-report, behav-
ioral measures and physiological measures
to collect data from clients were small over-
all in each measure. 

1. Clients serve as research participants

2. Client info. entered into database

3. Ongoing research into clinical interven
tions

4. Ongoing research into clinical assessment
tools

5. Ongoing research into psychotherapy 
outcome

6. Other areas of psychology use clinic for 
research

7. Grant-funded center of program studying
clinical issues

8. Ongoing research into process or outcome
of training

64% 29% 7%

64% 29% 7%

54% 39% 7%

46% 45% 9%

64% 29% 7%

25% 66% 9%

19% 72% 9%

31% 60% 9%

Table 2: Characteristics of Training Clinics (N = 42)

Yes No Missing

Student Information

Thirty-four programs (64% of the total
sample) provided data about their students’
research activities during their training pro-
grams. Most commonly, program directors
reported that between one third and one
half of their students engaged in some re-
search activities other than their theses and
dissertations. Only two programs indicated
that all of their students engaged in re-
search beyond the requirements of a thesis
and dissertation. 

In querying the programs about the
kinds of research activities students were
involved in, we found that the most com-
mon type of activity was collaboration with
clinical faculty on publications. It was rare
for students to collaborate with nonclinical
faculty on publications or serve as single au-
thors on publications. Interestingly, 23 pro-
grams reported that one third to one half of
their students collaborated with other stu-
dents in authoring articles; 3 programs said
this happened for two thirds of their stu-
dents. 

When asked to indicate what percent-
age of the student body presented their re-
search at conferences, we found that it was
an infrequent event. Only 9 programs re-
ported that at least half of their students
presented research at professional confer-
ences. It was more common to find that
students presented their work at in-house
colloquia or a similar venue, although the
numbers were not high. Most respondents
(17) reported that less than one quarter of
their students made presentations at collo-
quia. Additional details regarding student
research is presented in Table 4.

Discussion 

Since the Boulder model was created
questions have arisen about the integration
of science and practice in clinical training.
In this study we collected information
about the frequency and extent of integra-
tion as it exists in 54 clinical doctoral train-
ing programs. In this survey, 90% of the
training programs identified themselves as
either scientist-practitioner or clinical-sci-
entist models. Directors of the programs
strongly endorsed the essential concepts of
integration. In support of that endorse-
ment, the majority of programs reported
that a substantial number of program fac-
ulty taught courses in empirically validated
assessment tools and psychotherapy proce-
dures. Students were required to read the
empirical literature about assessment and
incorporate what they learn in the readings
into their practica. There is active research
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• Adjunct Faculty (N=38)

1. Trained in scientist-practitioner programs

2. Conduct research into clinical or other issues

3. Use empirically validated assessment measures
and therapeutic interventions in practice

• Full-time Faculty (N=35)

1. Conduct research into clinical problems

2. Conduct research with clinical populations

3. Engage in outcome research or program 
evaluation

4. Present case studies that contain systematic
client evaluations using empirically validated
procedures.

5. Use self-report measures to collect data from
clients.

6. Use behavioral measures to collect data from
clients.

7. Use physiological measures to collect data from
clients.

0 (0%) 1 (3%) 7 (20%) 27 (77%) 0 (0%)

19 (49%) 5 (13%) 3 (19%) 9 (25%) 2 (4%)

8 (21%) 12 (32%)        2 (5%) 11 (29%) 5 (13%)

4 (11%) 5 (14%)        2 (6%) 23 (65%) 1 (4%)

3 (9%) 4 (11%)        12 (34%) 14 (37%) 3 (8%)

17 (49%) 9 (26%)        4 (11%) 3 (9%) 2 (6%)

17 (48%) 8 (23%)        5 (14%) 3 (9%) 2 (6%)

11 (31%) 6 (17%)        7 (20%) 9 (26%) 2 (6%)

13 (37%) 13 (37%)        3 (9%) 4 (11%) 2 (6%)

20 (57%) 9 (26%)        3 (9%) 1 (3%) 2 (6%)

Table 3: Program Data on Percentage of Adjunct and Full-Time Faculty Engaged in Science-Practice Activities

0-25% 25-50% 51-75% 76-100% Missing

1. Conduct research other than dissertation

2. Author publications on own

3. Collaborate on publications with clinical faculty 

4. Collaborate on publications with nonclinical 
faculty

5. Collaborate on publications with other students

6. Present research at professional conferences

7. Present at in-house colloquia or similar venue

6 (18%) 21 (61%)        5 (15%) 2 (6%) 0 (0%)

28 (82%) 6 (18%) 0 (0%) 0 (0%) 0 (0%)

6 (18%) 13 (38%)        8 (24%) 5 (15%) 2 (6%)

29 (85%) 3 (9%)            0 (0%) 0 (0%) 2 (6%)

5 (15%) 23 (67%)        4 (12%) 0 (0%) 2 (6%)

20 (59%) 3 (9%)            8 (23%) 1 (3%) 2 (6%)

17 (50%) 9 (26%)          4 (12%) 2 (6%) 2 (6%)

Table 4: Program Data on Percentage of Students Engaged in Research Activities During Training (N = 34)

0-25% 25-50% 51-75% 76-100% Missing
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involvement of a number of faculty and stu-
dents in the department’s training clinics,
although the numbers are small. 

The majority of the faculty in the pro-
grams were trained in scientist-practitioner
programs, conducted active research pro-
grams, and involved their students in their
own research areas. A number of programs
reported that their students were engaged
in research activities beyond the required
thesis and dissertations. They collaborated
with their faculty on publications and
worked with other students on publications
as well. 

There was less agreement among the di-
rectors of training about the application of
the science side of the equation to clinical
practice. In slightly more than half of the
programs the students were required to
read about empirically supported interven-
tion procedures in their practica, but fewer
programs required students actually to use
empirically supported procedures with their
clients. 

The program faculty themselves report-
edly did not frequently model the integra-
tion of science and practice by using
empirically supported procedures in their
own clinical practices. Nor was it common
for them to present case studies that indi-
cate a systematic assessment of the client or
the use of empirically supported treat-
ments. Likewise, adjunct faculty, whose
own training was usually in the Boulder
model tradition, typically did not carry out
research into clinical issues or use empiri-
cally supported assessment and therapeutic
interventions in their own practices. 

These discrepancies between teaching
and doing may signal a disconnect about
one’s own beliefs about clinical practice and
what one believes is necessary to impart to
students. It could just as well signal a rela-
tive lack of interest in clinical practice when
faced with the importance of conducting re-
search in demanding university-based clini-
cal psychology programs. In surveying
clinical psychology faculty in academic pro-
grams, Himelein and Putnam (2001) found
that clinical faculty in doctoral programs
spent 25% of their time conducting their
own research and 5% of their time in clinical
practice. When asked what their prefer-
ences were for their time allotment, the
clinical faculty stated that they would like
to increase their research time, but keep the
clinical commitment as it was. This particu-
lar finding suggests that clinical faculty are
not following an important recommenda-
tion from the Boulder model conference,
namely, “those persons engaged in the
teaching of clinical skills should also be con-

stantly engaged in work of this sort”
(Raimy, 1950, p. 130). The bedrock con-
cept derived from the Boulder model con-
ference is that clinical and research work can
be integrated and should be integrated for
the sake of both clinical practice and clinical
research. It is as important for the practic-
ing clinician to utilize the research findings
in assessment and psychotherapy as it is for
the researching clinician to inform his or her
research with the real-world work of the
practicing clinician. Each informs and bene-
fits the other to an equal degree. 

The recent endorsement by the
American Psychological Association of a
policy of evidence-based practice (EBP)
suggests that graduate programs will begin
to incorporate more training in empirically
supported treatments (EST) into their cur-
ricula in order to advance the policy of EBP.
A residual effect of this may be greater inte-
gration and adherence to the Boulder
model. According to Bauer (2007), a key
issue in implementing the EBP model is
whether graduate education should focus
more heavily on training students to be-
come competent in a number of ESTs or
whether the goal is to train them in more
general principles of EBP that may “enable
them to easily adapt to novel demands for
new competencies after attaining their
Ph.D.” (p. 688). 

The primary limitation of this study is in
the area of sample size. Despite three re-
quests of the Directors of Clinical Training
affiliated with the Council of University
Directors of Clinical Psychology Programs,
we were able to obtain only a 33% response
rate. Thus, the percentages reported here
are only suggestive of the broad picture.
While the sample did contain representa-
tion from three Canadian universities and
three universities with Psy.D. programs, the
bulk of the responses came from major uni-
versities across the United States granting
the Ph.D. for doctoral work. Compounding
this problem is the fact that only partial re-
sponses were provided for several items, fur-
ther limiting the value of the interpretation
of the data.

Another problem is with the content of
the courses that were counted. Directors of
training simply listed the titles of the
courses in their programs. On paper the
programs appear to meet accreditation re-
quirements of course work. We do not
know what the syllabi contained. It would
be useful to know whether the courses are
integrated themselves along science-prac-
tice lines, or if they fall into separate group-
ings, so that a split is maintained (perhaps
unknowingly) in that context as well. 

Clearly, the application and evolution of
the Boulder model is ongoing, and al-
though it was developed nearly 60 years
ago, its translation still takes many forms.
As interaction among field professionals
continues, including attempts to incorpo-
rate evidence-based approaches into clinical
training, we may yet see a successful and
complete marrying of science and practice
in all training programs.
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Among the near-term goals for ABCT
is the dissemination of knowledge
regarding treatments with empirical

support, as reflected by our past-president’s
recent column in the Behavior Therapist
(DiGiuseppe, 2007). This is a monumental
task, rife with challenges, some of which
were highlighted within the column.
DiGiuseppe offered numerous salient and
thought-provoking points in his discussion
of the effect of the Dodo Bird verdict (which
he very glibly termed the “Doo-Doo” ver-
dict), among them the following:  

Either we rebut [the Dodo verdict] conclu-
sions, conduct new research to show they are
wrong, or we accept them and change our
message. Perhaps we will learn where our evi-
dence is weak. Perhaps we will learn to im-
prove our interventions. (p. 119)

As noted in the column, we are not likely to
change our message given the substantial
empirical evidence that treatments are not
equivalent, and more inclusive research will
definitely be necessary to examine common
factors. This work is still in its infancy, how-
ever, and any findings it brings are years
away. Additionally, conclusions based on
these findings are not guaranteed to be ac-
cepted by practitioners any more than the
current body of academic knowledge sur-
rounding psychological treatments. Thus,
DiGiuseppe’s (2007) initial suggestion of
rebutting the Dodo verdict in our dissemi-
nation efforts seems critical for current ef-
forts in infusing evidence into applied
treatment settings.

One fundamental difficulty with rebut-
ting what are essentially people’s beliefs
(i.e., not broadly informed, empirically sup-
ported positions) concerning the utility of
evidence-based services (EBS) in practice is
that those beliefs are not particularly
amenable to change through traditional ef-
forts (e.g., Anderson, Lepper, & Ross,
1980). Yet something must be done if we
are to advance the role of science in practice
commensurate with what has been learned
about effective psychological treatments.

Taking a cue from Motivational Inter-
viewing (Miller & Rollnick, 2002), it may
not be necessary to attempt a charge
through much of the field’s collective road-
blocks by proclaiming superiority of our ap-
proaches in an effort to disseminate decades
of meaningful research. Through modifica-
tion of our methods of dissemination, but
not our message, it may be possible to side-
step these beliefs completely and spread the
proverbial good word of evidence-based ser-
vices to the front line. 

Diffusion of Innovations

Research on methods of dissemination
exists to guide our efforts in this process.
Diffusion research, for example, is founded
upon a long tradition of interdisciplinary re-
search in communications, anthropology,
public health, economics, and other social
sciences, and is focused on studying the
means by which people adopt innovations
(e.g., technologies, ideas, health practices,
etc.). This field formally began with a study
of rural Iowa farmers’ adoption of hybrid
corn seed in the mid-1940s (Ryan & Gross,
1943), and has since been extended to nu-
merous areas spanning diverse technolo-
gies, cultures, and socioeconomic strata (see
Gladwell, 2000, and Rogers, 2003, for
overviews; see Coleman, Katz, & Menzel,
1957, and Menzel & Katz, 1955, for semi-
nal studies of diffusion in medical practi-
tioners’ prescribing practices). Diffusion
research has led to construction of a general
model for the dissemination process, which
has several features that allow for prediction
of how an innovation will be received
(neatly encapsulated in Rogers, 2003, and
mathematically quantified in Mahajan &
Peterson, 1985). Particularly pertinent to
the current position paper is the ubiquitous
finding that possession and communication
of empirically derived scientific data are not
significant factors in convincing people to
adopt innovations. 

The diffusion model indicates that indi-
vidual change follows a predictable pattern.

First, knowledge of an innovation (for our
purposes EBS) is enhanced through some
outlet (e.g., mass media, targeted market-
ing, professional association, contact with a
friend or colleague who has already adopted
the innovation, etc.). Second, an individ-
ual’s attitude about an innovation can be
expected to change in accord with his/her
increased knowledge. Several facets of the
individual and the social system in which
he/she is located determine whether this
change in attitude will be positive or nega-
tive, including the perceived benefit of
adopting an innovation, openness of the
system to change, and existing sociocultural
norms. Finally, if knowledge is increased
and attitudes are positively influenced, it is
expected that practice will change over time
until the innovation becomes a common
part of daily life. 

Application of Diffusion
to Clinical Psychology

There are several methods of enhancing
knowledge about EBS. The most typical
method within scientific psychology is re-
peated presentation of empirical findings
from well-controlled, methodologically
sound outcome trials, either through publi-
cation or conference presentation. This
method has been adopted by the American
Psychological Association’s Task Force on
Promotion and Dissemination of
Psychological Procedures (1995), and is in-
fluential in the establishment of ABCT’s
own Task Force (DiGiuseppe, 2007), which
will additionally focus on understanding
broad principles of treatments. The diffi-
culty with the traditional method, however,
is that it is neither the most efficient way to
reach practitioners (many of whom do not
routinely read the literature or attend scien-
tifically oriented conferences) nor the best
way to convince them. In fact, given the
heated debate over the role of EBS in influ-
encing practice guidelines in applied set-
tings and the siding of many practitioners
against treatments developed in universities
(e.g., Westen, Novotny, Thomson-Brenner,
2004), it is likely that the attitude of much of
the field is negatively influenced upon con-
tact with this information. 

To the extent that EBS public dissemi-
nation efforts (such as the ones being per-
formed by our organization) find receptive
audiences, the diffusion model predicts that
practitioners will change their therapeutic
practices as the end product of a predictable
pattern of behaviors. We are not, however,
trying to reach these relative few who al-
ready appreciate evidence in selecting their
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practices and value the role of science in
guiding the future of psychological treat-
ment. It is the rest of the field—those who
oppose the idea of evidence-based services
as being more valuable than intuitively
based approaches—that we seek to influ-
ence. The diffusion model predicts that our
efforts in dissemination, which largely tar-
get the former group of receptive people,
actually strengthen nonreceptive practi-
tioners’ beliefs against EBS. The end result
of this process is a deepening of the scien-
tist-practitioner divide and limited (or nega-
tive) progress in the critical effort of
dissemination. 

What Can Be Done?

This limited progress should not be rea-
son to throw up our hands and retreat to the
confines of our ivory towers. Indeed, as
pointed out by DiGiuseppe (2007), there is
no more critical mission for our organiza-
tion or our field than the dissemination and
implementation of what has been learned
through the scientific study of psychology.
A shift in our approach to engaging in this
process is indicated. 

Diffusion research again allows insight
into the directions we should take to pursue
more effective methods of dissemination.
Diffusion literature repeatedly indicates
that influence of potential adopter’s atti-
tudes is related to many factors, not least of
which is the identity and affiliation of the
person delivering innovation information
(Rogers, 2003). What helps convey knowl-
edge that will positively influence attitudes is
the message being delivered by someone
whose opinion is valued by the message re-
cipient (termed “opinion leaders” by
Rogers, 2003). Another valuable aspect of
enhancing one’s likelihood of adopting an
innovation is the opportunity to experiment
with it before being forced to adopt. In the
case of Ryan and Gross’ (1943) initial work,
farmers who planted a few acres of hybrid
seed alongside their usual crops were much
faster to adopt this innovation than farmers
without such opportunity. This side-by-side
comparison of the old with the new allowed
them to evaluate directly, critically, and for
themselves, the relative merits of each ap-
proach. 

Similar strategies should be adopted for
our dissemination efforts. Perhaps a goal of
more insidious diffusion is appropriate. If
we were able to teach strategies to practi-
tioners without emphasis on supplanting
their current efforts, we might go farther in
influencing their personal implementation
and evaluation of the techniques. This may

be facilitated by clinically or administra-
tively working with practitioners in their
clinics as a way of learning about the day-
to-day demands of these positions without
asking to conduct research projects or force
the use of new techniques on therapists. The
same principles apply to influencing system
reorganization for EBS through careful at-
tention to administrative and fiscal issues
(for previous examinations of these topics as
informed by applied dissemination research
see Schoenwald & Hoagwood, 2001, and
Schoenwald, Sheidow, Letourneau, & Liao,
2003). This colloquial contact will serve to
augment our knowledge of the challenges
facing evidence-based practice on the front-
lines, which can be applied to future re-
search in this area. Our presence in
community clinics or systems will also allow
scientists to answer questions or help out as
situations arise. Diffusion of evidence-based
practices through these channels may be
more acceptable to practitioners, and as
they begin to see benefit from scientific
techniques (in comparison to treatment as
usual) they are likely to enhance their rou-
tine practice of such. Additionally, they will
influence their friends and colleagues to ex-
periment with the same techniques, which
will begin the predictable diffusion process
throughout the field. 

Who Can Do It?

In concert with the above recommenda-
tion, it is possible that as a field we have not
dedicated enough attention to considera-
tion of the source of messages about evi-
dence-based services. It is possible that the
zeitgeist of most academics and researchers
is not currently ideally suited to effective
dissemination about the scientific treat-
ment advancements we have developed. To
be fair, this is certainly not true for every-
one: Look no further than public addresses
by pillars of the scientific process such as
David Barlow, for example, to understand
that some scientists are also extremely effec-
tive opinion leaders. Diffusion research,
however, suggests that the developers of
treatment innovations are generally sub-
stantially different than the intended end-
users, and do not necessarily have much
sway in the court of public opinion. The end
users themselves also express a great deal of
heterogeneity in their response to innova-
tions. As defined by Rogers (2003), any
group to whom an innovation is dissemi-
nated may be thought of comprising several
subgroups, each of which has distinct char-
acteristics and patterns of innovation adop-
tion. Early adopters are those within a given

system who value innovation, and are often
aware of numerous pending social and/or
technological changes. These individuals
often hold special status in their social sys-
tems due to their awareness, and are valued
opinion leaders concerning innovation
adoption. As Rogers (2003) describes them,
these are the “individual[s] to check with”
(p. 283) regarding potential adoption of an
innovation. Deliberate adopters, or the
early majority, are those individuals who
come into an innovation on the early end of
the trend, but rarely lead the way. Skeptical
adopters, or the late majority, are those indi-
viduals typically pushed to adopt innova-
tions by economic or peer pressure. Finally,
laggards to adopt innovations are character-
ized by their dogmatic adherence to tradi-
tional values in the face of change, based
largely on their lack of social connectivity.
The lynchpin of diffusion throughout social
systems, as reiterated by numerous diffu-
sion studies, seems to be early innovation
adoption among opinion leaders, who in
turn serve as authorities to the rest of the so-
cial group. If this influence of opinion leaders
among end-users’ social systems is not at-
tained, an innovation is unlikely to have a
broad effect. 

Our job, then, must be to either seek out
opinion leaders and change their minds
about EBS such that they diffuse this
knowledge to others in their social environ-
ment, or to become opinion leaders our-
selves through partnerships with applied
agencies. If we can demonstrate that we
have something to offer in a quiet way that
imparts benefit to practitioners, then we
can become accepted in these venues and in
demand as opinion leaders. Consistent with
the general principles of CBT, if this process
is done Socratically it will lead the front-
lines to come to us for valuable suggestions
on how to help their practice, rather than
the other way around. In this way it will be
possible to incite broad, lasting change. 

What We Can Learn From the Debacle
of Pseudoscience

As addressed in this very brief review of
the diffusion model, people tend to value
anecdotal advice of friends based on per-
sonal contact with an innovation far more
than impersonal, empirical, data-based ex-
planations. One area that has made ex-
tremely effective use of this realization in
increasing the public’s knowledge of various
treatments is pseudoscience. Those individ-
uals responsible for the advancement of
public awareness of pseudoscientific treat-
ments have been able to take numerous
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brands of therapy without a shred of empir-
ical evidence to support their usage
(Lilienfeld, Fowler, Lohr, & Lynn, 2005;
Lilienfeld, Lynn, & Lohr, 2003; Lohr,
Fowler, & Lilienfeld, 2002), which are
sometimes actively harmful (Lilienfeld,
2007), and disseminate them widely in both
applied practice and popular culture
(Olatunji, Parker, & Lohr, 2006). The
strategies they use sometimes closely re-
semble those that would be recommended
from reviewing diffusion research, and offer
a naturalistic opportunity to see some of
these techniques in action. Their implemen-
tation has likely been unwitting, and has
certainly been applied in a way that is dele-
terious to the advancement of science and
critical thinking (cf. Gilovich, 1991), but
has been effective nonetheless. 

Pratkanis (1995) offers some insights on
the typical methods of the pseudoscientist
in promoting belief in his/her individualized
brand of snake oil, including several that re-
semble effective diffusion strategies. Of no-
table utility are the showcasing of nearly
infallible “gurus” to serve as the face of mar-
keting efforts, the use of vivid appeals or
anecdotal case testimonies, self-perpetuat-
ing persuasion from potential adopter
group members, and the establishment of a
“granfalloon.” The latter term comes from
Kurt Vonnegut’s writing, and as defined by
Pratkanis (1995) can basically be translated
to a “proud but meaningless association of
human beings” (p. 4). This group imparts
particular properties on group members
and shapes the way in which they view in-
formation. The consistent use of jargon and
materials to emphasize group membership
is common, to the point that the group be-
gins to ostracize outsiders who do not share
their particular views. 

In the promotion of pseudoscience these
tactics are being used for a meritless cause
commensurate with the lack of data sup-
porting usage of the marketed strategies.
Given the proliferation of all sorts of strange
beliefs and concomitant industry surround-
ing the perpetuation of these beliefs
(Gilovich, 1991; Kida, 2006; Olatunji et
al., 2006; Shermer, 2002), it is difficult to
dispute the effectiveness of these strategies. If
the same techniques were applied to cre-
ative dissemination of EBS, real inroads
could be made to reaching the core audi-
ence of clinicians resistant to adopting or
even partially implementing evidence-
based techniques. If we remove the infalli-
bility and hegemonic attitude of a “guru”
we have an opinion leader, which can be a
force in EBS marketing attempts. The use
of anecdotal information could be a powerful

tool in motivating practitioners to consider
CBT and other EBS. Once our field has its
foot in the door, so to speak, it would be
possible to involve practitioners much more
deeply in educating, applying, and diffus-
ing EBS, which would be similar to a gran-
falloon, but with purpose. In much the
same way as professional associations, such
as ABCT, work to establish a collective
identity and channels of communication
about important issues, so could new orga-
nizations that are designed specifically to
draw practitioners into the science of psy-
chology. An important difference between
this approach and a true granfalloon,
though, would be the presence of a gen-
uinely important purpose and the availabil-
ity of evidence to support strategies
associated with attaining goals related to
that purpose. 

Additionally, there is a notable differ-
ence between the EBS field and pseudo-
science that can also inform our
dissemination efforts. Pseudoscientists are
out to make money through selling prod-
ucts based on their “findings.” This profit-
oriented approach to dissemination
conceivably aids substantially in their moti-
vation for others to accept their messages.
Proponents of EBS are most often associ-
ated with universities, and do not have as
strong a financial interest in making their
message heard. Our training and funding
mechanisms are generally not related to
profit-motives or complex understanding of
traditional economic market forces. Perhaps
more of a collective emphasis on developing
effective advertisements and marketing
strategies is warranted. This work could be
done in collaboration with marketing re-
searchers, who offer a nice bridge between
the world of academia and business, and are
likely to have expertise specific to the prob-
lems we face with dissemination. 

Learning from diffusion research is an
excellent place to start in designing projects
of this nature. First and foremost, we need
to remember that it is not necessary to tell
all that we know as a method of getting
people involved with EBS. Data-based ex-
planations should be limited when initially
trying to sell people on our ideas. In gen-
eral, we attempt to convince people with
data because data are what convince us—
but this is an anachronism of thinking on
our part. This strategy has demonstrated
limited utility in effecting change with peo-
ple who do not think like us (i.e., the very
people we are trying to reach). We can in-
stead focus on methods of targeting opinion
leaders on the front lines and influencing
their views such that we diffuse not only

specific EBS but also a central tenet of
thought in scientific psychology: empirical
epistemological methods. In our view this is
also worth pursuing not only among cur-
rently practicing professionals, but at the
earliest possible opportunity during gradu-
ate training education. Training (some
might say indoctrinating) all members of
the discipline to respect and demand scien-
tific evidence for services would likely posi-
tively influence their subsequent behaviors,
and result in a paradigm shift for the field
(Kuhn, 1996).

Guided by the discussion outlined
above, it may be worthwhile to establish na-
tional, private, for-profit business ventures
focused on provision and dissemination of,
as well as training in, EBS. Although some
in the field may feel that “profit” is a four-
letter word, financial gain does typically
serve as a powerful reinforcer for human be-
havior. Should this straightforward behav-
ioral principle be ethically integrated into
dissemination strategies, it could serve to
substantially advance our efforts at a faster
rate than work to this point has been able to
achieve. This has certainly been the case in
the realm of pseudoscience (Olatunji et al.,
2006), with far less to support the process.
Additionally, some in our own field have
adapted this model to great effect in the
promotion of specific treatments (e.g.,
Marsha Linehan through her Behavioral
Tech company, which focuses on dissemina-
tion of and training in Dialectical Behavior
Therapy). Of course, it will be necessary to
take great care to avoid the potential temp-
tations and concomitant pitfalls often noted
in the biomedical field (for a contemporary
and widely discussed example, see Turner,
Matthews, Linardatos, Tell, & Rosenthal,
2008). Careful attention to structuring for-
profit agencies such that scientific and ethi-
cal principles are upheld, perhaps through
appointment of industry “watchdogs” or
other advocates, will be paramount if such
ventures are to succeed in proliferating EBS
without compromising integrity. 

To the extent that agencies such as
ABCT or the National Institutes of Health
(through their small-business grants) back
such businesses, it may be possible to create
an industry around this critically important
area of dissemination, similar to how finan-
cially vested drug companies market them-
selves and their products. Once money is
made through service provision and train-
ing, and tangible benefits are demonstrated
to practitioners, dissemination efforts will
be a logical result to sustain further eco-
nomic gain. Guided by traditional market
forces and diffusion research, these dissemi-
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nation efforts make it more likely that a
critical mass (Rogers, 2003) for EBS will be
reached, and a tipping point (Gladwell,
2000) will occur wherein EBS will become
the new status quo for the field. Given a
high enough budget with a broad enough
permeance (again, similar to drug compa-
nies), it will be possible to have far-reaching
influence regarding the nature of practice
on the front lines of psychological treat-
ment. With the scope of ABCT’s current 3-
year plan including a component of
dissemination (DiGiuseppe, 2007), we are
currently in a unique position to aid this en-
deavor by fully pursuing the diffusion and
marketing strategies outlined in this brief
position piece. Numerous individual com-
mittees of our organization, including
Academic Training, Professional Issues,
Research Agenda, and Public Education
and Media Dissemination, could also be
helpful by inciting policy change directed
toward dissemination as informed by the is-
sues outlined in this paper. Perhaps through
these efforts we can hunt the Dodo bird to
extinction once and for all in the hearts and
minds of practitioners everywhere.
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If you are a graduate student or post-
Ph.D., and you think you might want
to be licensed during the course of your

career, how can you plan your training ac-
cordingly, and what should you know about
the licensing process? There are a number of
things to consider. Most importantly, there
is no single standard for licensing—each
state and province has its own licensure laws
and related requirements. In a given juris-
diction there may be one or more laws, im-
plemented by a formal set of rules, leaving
the licensing board much or little discre-
tion. The Association of State and
Provincial Psychology Boards (ASPPB) pro-
vides a handbook regarding states’ licensure
requirements (see resource list below as well
as http://www.kspope.com/licensing/index
.php for links to licensing boards and rele-
vant laws). 

It is important for students to know that
each jurisdiction is free to change its re-
quirements at any time, so what looks like a
safe bet as preparation for licensing at one
point in your career may not be at another
point. In some respects, it seems that the
general trend is for licensing requirements
to become more stringent. For this reason,
taking care of licensing earlier rather than
later in a career might be wise, if you want
to become licensed at all, because com-
monly people who are already licensed are
grandparented in when licensing require-
ments change. 

The American Psychological Association
(APA) requires approved doctoral programs
to require an internship but does not specify
how doctoral programs must meet this re-
quirement. Obviously, it has to be done in
good faith. Typically, graduate programs
meet this requirement by requiring a year-
long internship experience (many such pro-
grams are APA-approved). For most
applicants, this involves going through the
Association of Psychology and Postdoctoral
Internship Centers (APPIC) placement
process. Doctorate programs may allow
students to meet the internship require-
ment in other ways. For example, doctoral
students at the University of Illinois at

Urbana-Champaign may create a custom
internship experience in close collaboration
with their academic advisor that meets the
predoctoral internship requirement, al-
though nearly all students in this program
opt for a conventional, APA-approved in-
ternship. 

Even for students completing a conven-
tional APA-approved internship, the fact
that each jurisdiction has its own licensure
requirements that change over time may in-
crease uncertainty regarding how readily
one can meet such requirements post-
internship (e.g., how many hours of what
sort are needed for a given jurisdiction, over
what time period, whether supervised by li-
censed clinical psychologists). Furthermore,
state law also specifies how requirements for
postdoctoral hours can be met. ASPPB re-
ported that, for students from APA-ap-
proved programs, 2 years of full-time
supervised experience (or equivalent) are
typically required by most jurisdictions for
licensure, with at least one of these years re-
quired to be completed as postdoc hours
and the other year typically the predoctoral
internship (Olvey, Hogg, & Counts, 2002).
In addition, some state licensure laws re-
quire that the predoctoral internship expe-
rience span no less than 12 months and no
more than 24 months, during which time
1,500 to 2,000 total hours (varies by state)
are accrued, of which 500 are direct contact
hours, 200 hours are supervision hours by at
least two licensed psychologists, and 100 of
these hours consist of individual supervision
(Vaughn, 2006, pp. 11-12). In Illinois, all of
the hours that count for the required 2 years
must be supervised by a licensed clinical
psychologist, and there must be at least 1
hour per week of one-on-one, face-to-face
supervision (not group supervision) by such
a person. Postdoctoral hour requirements
can be more variable across states and
provinces, with different portions of the re-
quired hours spent on activities such as re-
search and teaching, in addition to direct
clinical service hours (Vaughn, 2006). 

Reading up on the “top 10” states in
which you’re most likely to want licensure

in the future can help you determine how to
meet requirements. For example, as of
2000, all but four states required a doctoral
degree to become a licensed psychologist
(Alaska, Oregon, Vermont, and West
Virginia only required a master’s degree;
Olvey et al., 2002). Illinois law requires
1,750 hours each for the 2 required years.
Other states require a considerable amount
of postdoctoral hours (e.g., in the year
2000: Delaware, 3,000 hours; Michigan
and Washington, DC, 4,000; Olvey, et. al.,
2002). Training experiences need to be
planned accordingly. 

An issue that students might wonder
about is whether or how one can obtain
postdoctoral licensure hours while working
as a faculty member in an academic/re-
search institution that provides opportuni-
ties for faculty to provide clinical training. It
may be difficult to obtain 1,500 to 1,700
postdoc hours by providing clinical services
directly to clients when most of your time is
devoted to research, teaching, publishing,
and perhaps grant-writing. This is one of
the reasons many academic psychologists
working in Research I universities do not
seek licensure. However, at times it may be
useful to obtain licensure as an academic
clinical psychologist (e.g., it helps you build
credibility with staff at agencies from which
you recruit clinical participants, or it may be
necessary for supervising a practicum in
some conventional settings). States vary
greatly in how easy it is for academics to ob-
tain licensure. It depends on state require-
ments regarding how “direct service” is
defined and how various activities “count.”
For example, Illinois allows one to count
hours accrued through the clinical supervi-
sion of doctoral students as part of direct
service hours. Thus, faculty who teach grad-
uate students clinical skills (e.g., therapy,
assessment) can generate most of their post-
doctoral “clinical” hours through their role
as a practicum supervisor. The minimum of
1 hour per week of face-to-face individual
supervision of your work by a licensed clini-
cal psychologist is still required. You may
need to identify licensed faculty at your in-
stitution who would be willing and able to
serve as supervisors and to meet with you
weekly (it might be difficult to find some-
one willing to do this in a busy research in-
stitution, because typically the time the
supervisor puts in is uncompensated; in a
clinical setting, it’s more likely to be com-
pensated and thus easier to arrange). In fact,
you could include the issue of access to such
supervision in your negotiations for a job
offer. 
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An important point of flexibility in some
state licensing laws, including Illinois, is
that you can acquire postdoc hours on a
part-time basis. For example, Illinois re-
quires that you obtain a total of 1,750 hours
in no less than 50 weeks and no more than
36 months. Full-time work experience re-
quires a minimum of 6 months in a given
setting with at least 35 hours per week.
Part-time experience requires 18 hours a
week for a minimum of 9 months in a given
setting. This varies by jurisdiction.

An imperative step toward obtaining li-
censure in 62 jurisdictions in Canada, the
United States, and its territories is to pass
the national Examination for the
Professional Practice of Psychology (EPPP;
Vaughn, 2006). The exam is the same in all
jurisdictions in which it is offered (although
items and their difficulty differ across ad-
ministrations of the exam, regardless of
what jurisdiction you are in, and jurisdic-
tions can set different passing thresholds).
The exam involves a large number of multi-
ple choice questions that survey the whole
field of psychology (including Industrial-
Organizational, Biological, Sensation and
Perception, Social, Cognitive, Develop-
mental, and Personality areas, though with
emphasis on Clinical). Your score is based on
the number of items you answer correctly
and the level of difficulty of the items in the
version of the exam you take. In Illinois, you
need a scale score of 500 or above to pass.
How much do you need to study for the
exam? If you are well versed in different lit-
eratures in psychology (you read a lot, and
across areas), or you have recently taught an
undergraduate class in Introductory
Psychology, you may not need to study for
more than a few hours. You can spend hun-
dreds or thousands of dollars on exam-
preparation courses, which may be
unnecessary. Working with practice ques-
tions in advance may be useful. Given the
multiple-choice format, if you are test-
savvy and are immersed in academic psy-
chology, you may often guess the correct
answer for most questions. However, there
is a cost for failing. Currently there is a $500
fee for taking the exam, and if you fail you
have to pay the fee again to retake it in most
cases. Consider your knowledge of the field
of psychology (not just clinical psychology)
when preparing for the EPPP.

Some questions to keep in mind as you
consider your training trajectory: 

1. How likely is it that licensure will be
necessary to complete your career goals?
In many cases, licensure is not needed, in-
cluding obtaining faculty positions, even

those that involve a traditional clinical in-
tervention and supervision component.
There is variability in what various set-
tings require (e.g., some academic and/or
medical setting job ads require candidates
to be “licensure eligible” or already li-
censed in the local jurisdiction in order to
supervise graduate students in interven-
tion work and/or provide direct clinical
services, whereas other institutions and
settings do not). Settings can vary in sur-
prising ways. For example, in Illinois, the
licensure law should probably be inter-
preted to say that, in order to supervise a
practicum, one must be licensed.
However, another part of the same law
contains an explicit exception for govern-
ment employees. Thus, if you are a faculty
member at a state university, you do not
need to be licensed. 
2. If licensure seems necessary or at least
highly advisable given your career goals,
what options are available? 
3. How far or in what ways are you willing
to alter or compromise your short-term
career path, relationship, or family-plan-
ning options in order to expand your long-
term career options?

Again, answers to these questions are
made difficult by variability in what states
and provinces require for licensure and the
fact that those change over time. Becoming
familiar with state licensure laws, consult-
ing with program faculty and previous
graduates of your program who are li-
censed, and contacting individuals who are
licensed in states in which you wish to live
who work in roles of interest to you may be
important in making educational decisions
in order to minimize complications in ob-
taining licensure. As Vaughn (2006) wrote,
“It is imperative that all graduate students
or prospective graduate students under-
stand and accept that it is ultimately their
personal responsibility to ensure that they
meet all of the requirements for licensure as
a psychologist. The primary tragic circum-
stance occurs when students complete their
program, internship, and postdoctoral ex-
perience only to find that they are not li-
censable in the state or province where they
had hoped or planned to practice.”

Our purpose here is not to argue for or
against obtaining licensure, or for or against
particular licensing requirements. We hope
that readers understand that licensure in
clinical psychology is optional, that it can
have major implications for one’s career op-
tions, and that there is no single, sure-fire
path to licensure. On the other hand, there
are many thousands of licensed psycholo-

gists, in and outside of academia, and plan-
ning for one’s future can ease the path to-
ward licensure.
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Other Resources

• American Psychological Association
links relevant to licensure:
http://www.apa.org/apags/profdev/licensure
.html 

http://www.apa.org/earlycareer/licensure
.html

• Association of Psychology and
Postdoctoral Internship Centers:
http://www.appic.org

• Association of State and Provincial
Psychology Boards Handbook:
http://www.asppb.org/handbook/handbook
.aspx

• Links to Psychology Laws and Licensing
Boards in Canada & the U.S.:
http://www.kspope.com/licensing/index.php

. . .
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603 E. Daniel St., Champaign, IL 61820; 
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BEHAVIOR THERAPY
Volume 39, Number 2, June 2008

NOCK et al.
The Emotion Reactivity Scale: Development, Evaluation, 
and Relation to Self-Injurious Thoughts and Behaviors

GIBBONS & DeRUBEIS
Anxiety Symptom Focus in Sessions of Cognitive 
Therapy for Depression

HOPKO et al. 
Cognitive-Behavior Therapy for Depressed Cancer 
Patients in a Medical Care Setting

SEVIER et al. 
Observed Communication and Associations With 
Satisfaction During Traditional and Integrative 
Behavioral Couple Therapy

JENNETT & HAGOPIAN
Identifying Empirically Supported Treatments for Phobic
Avoidance in Individuals With Intellectual Disabilities 

ZAMBOANGA & HAM
Alcohol Expectancies and Context-Specific Drinking
Behaviors Among Female College Athletes

ONG et al. 
Combining Mindfulness Meditation With Cognitive-Behavior
Therapy for Insomnia: A Treatment-Development Study

TOLLISON et al. 
Questions and Reflections: The Use of Motivational
Interviewing Microskills in a Peer-Led Brief Alcohol
Intervention for College Students

EISEN et al.
The Unique Impact of Parent Training for Separation 
Anxiety Disorder in Children

COGNITIVE and BEHAVIORAL PRACTICE
Volume 15, Number 2, May 2008

Special Series: Expanding the Research Agenda on
Interventions for Child and Adolescent Anxiety
Disorders  Series Editor: Carrie Masia Warner

MASIA WARNER et al. Introduction

PINCUS et al. The Implementation of Modified 
Parent-Child Interaction Therapy for Youth With 
Separation Anxiety Disorder

WEERSING et al. Brief Behavioral Therapy for Pediatric
Anxiety and Depression: Piloting an Integrated Treatment
Approach 

REIGADA et al. An Innovative Treatment Approach for
Children With Anxiety Disorders and Medically Unexplained
Somatic Complaints 

GINSBURG et al. Transporting CBT for Childhood Anxiety
Disorders Into Inner-City School-Based Mental Health Clinics 

KHANNA & KENDALL. Computer-Assisted CBT for Child
Anxiety: The Coping Cat CD-ROM 

SHERRILL. Commentary: Expanding the Research Agenda
on Interventions for Child and Adolescent Anxiety Disorders

Regular Articles

ANDERSON & SIMMONS. A Pilot Study of a Functional
Contextual Treatment for Bulimia Nervosa

VALMAGGIA et al. Cognitive Behavioral Therapy 
Across the Stages of Psychosis: Prodromal, First Episode, 
and Chronic Schizophrenia

POWERS et al. The Benefits of Using Psychotherapy Skills
Following Treatment for Depression: An Examination of
“Afterwork” and a Test of the Skills Hypothesis in Older
Adults

HAYES et al. Assessing Client Progress Session by Session in
the Treatment of Social Anxiety Disorder: The Social Anxiety
Session Change Index

JOSE & GOLDFRIED. A Transtheoretical Approach 
to Case Formulation

Book Reviews: Nelson, H. E. (2005).  Cognitive-behavioural therapy
with delusions and hallucinations: A practice manual (2nd ed.).
[Reviewed by Neil A. Rector] • DiGiuseppe, R., & Tafrate, R. C.
(2007). Understanding anger disorders. New York: Oxford University
Press [Reviewed by Denis G. Sukhodolsky]

journals   press

Behavior Therapy and Cognitive and Behavioral Practice
are available on ScienceDirect to all full members of
ABCT. To activate access, go to:

https://www.sciencedirect.com/abct/activate/members

You will need your ABCT member ID number (if you don’t
know your member ID number, just call the ABCT central
office).

in



During November of 1978 a first-
year graduate student from
SUNY–Binghamton boarded a

train in Syracuse along with 25 other eager
student travelers. When he arrived in
Chicago the next day he learned that his
parochial view of his graduate education,
one defined by books, journals, and classes,
was quite naïve. At the Association for
Advancement of Behavior Therapy conven-
tion (our former name) the community of
professional behavioral psychology was
opened wide to him. In the elapsed 30 years
I’ve heard many variations of this story, my
story.

Often members of the Association for
Behavioral and Cognitive Therapies use an
endearing term when describing this orga-
nization to their colleagues, family and
friends. They call it their “professional
home.”  As I learned those many years ago,
ABCT is a place where behavioral and cog-
nitive scientist-practitioners find like-
minded individuals. Professionals share
information daily on our list-serve, from our
website, in our journals, and at our conven-
tions. Paper sessions, symposia, invited ad-
dresses, panel discussions, workshops, and
social gatherings provide ample opportuni-
ties to learn, exchange research ideas, and
(of course) network. ABCT is a place where
we feel we truly belong.

Participation in our organization is wel-
comed and very much encouraged. As a
member-driven association our extensive
website, fine journals, and activity-filled
conventions are the activities we use to dis-
seminate information. However, potential
members, student members, and newer
members to ABCT are often unclear or per-
haps even intimidated when it comes to
participating in these activities.

As people who have found their profes-
sional home here, ABCT Ambassadors are
volunteers who are happy to mentor people
to the association. The Ambassadors have
agreed to be the “eyes and ears” locally of
our organization. In this role Ambassadors
will serve in a number of important ways.
As information about the association needs
to be spread, Ambassadors will aid in this

mission by talking to and e-mailing their
colleagues, interns, and students at the in-
stitutions and practices where they work.
For example, it’s helpful to be notified when
a call for papers is released or a submission
deadline is approaching. Ambassadors will
be able to answer questions about the asso-
ciation to potential members who are curi-
ous about us. Additionally, Ambassadors
will have “hotline” e-mail access to the cen-
tral office when questions arise that they
need help with answering. 

As many of us have experienced, a
knowledgeable mentor is able to make the
introduction to ABCT pleasant and easy.
Getting on that train 30 years ago was not a
random act. I was fortunate to have a num-
ber of faculty mentors who advocated
membership and participation in this orga-
nization. They answered questions about
planning a convention schedule, reserving
hotel rooms, submitting articles to journals,
how to write a paper abstract, etc. How is a
clinical roundtable different from a panel
discussion or a symposium?  Our Ambas-
sadors will be available in this critical role of
mentor for those who have questions or
seek help in any aspect of membership in
ABCT. 

As I stated earlier in this article, partici-
pation in this association is encouraged and
is found by many to be central to profes-
sional growth and satisfaction. However,
another level of association involvement,
beyond the types of activities already men-
tioned, is possible. As a member-directed
organization we are comprised of commit-
tees and officers, all of whom participate in
the governance of this organization. There
are many opportunities to have members
join committees and participate in the ini-
tiatives, outreach opportunities, journal
processes, and future directions of ABCT.
Ambassadors will be able to provide inter-
ested people with the names of committee
chairs and other governance members when
looking to become involved in the leader-
ship of ABCT.

A network of Ambassadors is actively
forming. As I am writing this column, 53
members are already participating in this

At ABCT

ABCT Ambassadors: Mentorship to Help You
Get the Most From Your ABCT Membership
Mitchell L. Schare, Membership Issues Coordinator, Hofstra University

Albert Ellis Institute
Kristene A. Doyle, Ph.D.
Beck Inst for Cogn Therapy Research
Judith S. Beck, Ph.D.
Brown Medical School
Maria C. Mancebo, Ph.D.
Center for Cognitive Therapy
Cory F. Newman, Ph.D.
Christine A. Padesky, Ph.D.
Jacqueline B. Persons, Ph.D.
Chelsea Community Hospital
Rebecca Kotlowski, Psy.D.
Florida International University
Wendy K. Silverman, Ph.D.
Harbor UCLA Medical Center
Lynn Marcinko McFarr, Ph.D.
Harvard University
Matthew K. Nock, Ph.D.
Hofstra University
Despina D. Konstas, Ph.D.
Mitchell L. Schare, Ph.D., ABPP
Johns Hopkins School of Medicine
Jessica M. Peirce, Ph.D.
LaSalle University
Frank L. Gardner, Ph.D.
Massachusetts General Hospital
Steven A. Safren, Ph.D.
Memorial University of Newfoundland
Sarah E. Francis, Ph.D.
Peter G. Mezo, Ph.D.
Montefiore Medical Center
Simon A. Rego, Psy.D.
Northern Illinois University
Alan Rosenbaum, Ph.D.
NYU Child Study Center
Steven M. S. Kurtz, Ph.D.
Ohio State University
Daniel R. Strunk, Ph.D.
Oklahoma State University
Sue C. Jacobs, Ph.D.
Rowan University
Jim A. Haugh, Ph.D.
Ryerson University
Martin M. Antony, Ph.D.
Southern Illinois University
Stephen D. A. Hupp, Ph.D.

program (see below). Some have been so-
licited based upon past service to the orga-
nization while others have self-nominated
to serve as Ambassadors. Regardless, we
appreciate all who wish to serve the associa-
tion in this important role. The more
Ambassadors we register for our network,
the more local we become and the better we
serve our membership. If you would like to
volunteer to become an Ambassador, please
write to me at ambassadors@abct.org.
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Southern Methodist University
Jasper A. J. Smits, Ph.D.
St. Louis University
Jillon S. Vander Wal, Ph.D.
Suffolk University
Susan M. Orsillo, Ph.D.
Temple University
Philip C. Kendall, Ph.D.
Trinity Services, Inc.
Carl V. Indovina, Psy.D.
Trinity University
Carolyn Black Becker, Ph.D.
Truman State University
James L. Tichenor, Ph.D.
UNC, Chapel Hill
Eric A. Youngstrom, Ph.D.
Uniformed Services University of
Health Sciences
Jeffrey L. Goodie, Ph.D.
Université du Québec
Gilles Trudel, Ph.D.
University of Arkansas
Matthew T. Feldner, Ph.D.
Ellen W. Leen-Feldner, Ph.D.
University of Calgary
Keith S. Dobson, Ph.D.
University of Houston
Amie E. Grills-Taquechel, Ph.D.
University of Illinois
Cheryl N. Carmin, Ph.D.
University of Louisville
Janet Woodruff-Borden, Ph.D.
University of Maine
Douglas W. Nangle, Ph.D.
University of Memphis
Andrew W. Meyers, Ph.D.
University of Mississippi
Scott F. Coffey, Ph.D.
University of Missouri
Kristin M. Hawley, Ph.D.
University of Nebraska
Debra A. Hope, Ph.D.
University of North Texas
Daniel J. Taylor, Ph.D.
University of Virginia
Bethany A. Teachman, Ph.D.
University of Virginia Health Care
System 
J. Kim Penberthy, Ph.D.
USC Davis School of Gerontology
Gerald C. Davison, Ph.D.
VA Polytech Inst & State University
Thomas H. Ollendick, Ph.D.
Washburn University
Cynthia L. Turk, Ph.D.
Wichita State University
Robert D. Zettle, Ph.D.
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The Clinical Directory and Referral
Issues Committee has initiated an
on-line interview series on ABCT’s

website. These interviews highlight out-
standing, long-time ABCT members, dis-
cussing their clinical practice, professional
activities, and views on CBT. This series also
features the unique ability to look up topics
of interest from within the body of the in-
terview. 

In our first interview, we invite readers
to learn more about James J. Gray, Ph.D.,
ABPP, who has been a member of ABCT
since 1976. Dr. Gray has a private practice
in Washington, D.C., and is a full-time fac-
ulty member in the Department of
Psychology at American University. His
clinical focus is on the treatment of OCD,
trichotillomania, skin picking, and eating
disorders. Dr. Gray shares his views on pro-

moting a successful practice, remaining
abreast of the literature, managing
burnout, and other important topics. To
read the interview with Dr. Gray, go to
www.abct.org, and select meet ABCT’S FEA-
TURED THERAPIST, located under the
Special Topics column. 

Dr. Gray reminds members of the value
of referral lists in promoting one’s practice.
To be listed in the Find-a-Therapist direc-
tory, or to update your listing, select MEM-
BER LOG-IN on the ABCT home page, log
in, and select FIND-A-THERAPIST DIREC-
TORY AND REFERRAL SERVICE “join now.”

Timely Tip

Having an up-to-date listing in the Find-a-
Therapist directory can increase your pa-
tient flow. 

i iF  nd-a-Therap  st

… and like-minded professionals 
on the  ABCT website  

Meet the Inaugural “Featured Therapist”
Katherine Martinez, Committee on Clinical Directory and Referral Issues

URLs U Will Use

Dues History (including 2008 payments)
https://abct.org/members/source/DuesHistory.cfm  

Membership Directory—edit contact information
https://abct.org/members/MemberInfo/Update_Profile.cfm

Membership Directory Searches
https://abct.org/members/Directory/Membership_Directory.cfm

Update Find-a-Therapist Listing
https://abct.org/members/FindATherapistDirectory/

Update Passwords
https://abct.org/members/MemberInfo/Update_Password.cfm

Syllabi
http://www.abct.org/educators/?fa=syllabi

Job Bank
http://www.abct.org/jobbank/?fa=dis_jobbank

These links
require that
your email
address be
in ABCT’s
system. 

If you’ve
never given
us an email

address 
or have
changed

your email
you will not
be able to

retrieve this
informa-

tion.

ABCT



2008 
Award Winners

David Barlow
Career/Lifetime Achievement 

Jacqueline Persons
Outstanding Clinician 

Bob Klepac
Outstanding Service to ABCT

G. Terence Wilson
Outstanding Mentor

Michael Davis
Distinguished Friend 
to Behavior Therapy

Marina A. Bornovalova
Virginia A. Roswell 
Dissertation Award

For descriptions of award winners and 

their contributions to the field:
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Ñçê PAPERS

President’s New Researcher

Call

Eligible papers must (a) be authored by an individual with
five years or less posttraining experience (e.g., post-Ph.D.
or postresidency); and (b) have been published in the last
two years or currently be in press. Submissions can consist
of one's own or any eligible candidate's paper. Papers will
be judged by a review committee consisting of  Anne
Marie Albano, Ph.D.; Raymond DiGiuseppe, Ph.D.,
ABCT's Immediate Past-President; and Robert Leahy, the
ABCT President-Elect. Submissions must be received by
August 13, 2008, and must include four copies of both the
paper and the author's vita. Send submissions to ABCT
President's New Researcher Award, 305 Seventh Ave.,
16th floor, New York, NY 10001.

ABCT's President, Anne Marie Albano, Ph.D., invites sub-
missions for the 30th Annual President's New Researcher
Award. The winner will receive a certificate and a cash
prize of $500. Submissions will be accepted on any topic
relevant to behavior therapy, but submissions consistent
with the conference theme emphasizing basis research are
particularly encouraged.

PROMOTE
YOUR PRODUCT OR SERVICE to all or any segment of ABCTs mem-
bership by renting our mailing list. We can customize a list to give
you exactly the member breakdown that will be most effective and
cost-efficient for your marketing needs. Our mailing list is updat-
ed daily. Most orders are shipped within 10 days of receipt.
Please direct all orders to Lisa Yarde, Membership Services
Manager, at lyarde@abct.org.

• ENTIRE LIST: DISKETTE: $260  

• PRESSURE-SENSITIVE LABELS: $290

• PARTIAL LISTS HAVE A MINIMUM $90 FEE (UNDER 600 NAMES)

• POSTAGE/HANDLING: $25 FOR FIRST-CLASS DELIVERY

• OVERNIGHT AND 2-DAY DELIVERY AVAILABLE AT EXTRA COST

mailing list rentals

ABCT

•
•

• •

http://www.abct.org

Awards Program

Past Award Winners
�

�
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As practitioners of CBT, your voices are
crucial and your clinical experience
invaluable to C&BP and the growth of 
the field.

If you need assistance or advice with 
formulating your thoughts and ideas 
into writing, please feel free to contact
the editor.

C&BP’s editorial team is looking for:

• CASE STUDIES (in the form of single cases or case conferences)
that demonstrate empirically supported cognitive-behavioral inter-
ventions with clients across the range of disorders and populations.

Please consider: assessement, the therapeutic alliance, diagnosis,
comorbidity, treatment innovations, challenges you have con-
fronted; as well as aspects of treatment or populations that are underre-
ported in the CBT literature—for example, sociopathy; the role of
social work; interventions with dysfunctional organizations; timing
of interventions; the role of patient expectations; CBT for family
work.

• SPECIAL SERIES a group of articles that address or debate a
common subject: such as, treatment modality, special populations, a
particular therapeutic technique and its applications across several
disorders.

to Cognitive and Behavioral Practice

CALL Ñçê SUBMISSIONS

The editors of
Cognitive and

Behavioral Practice

invite you to 
contribute papers
that fulfill this 
journal’s vital 
mission: 

Cognitive and
Behavioral
Practice

ISSN 1077-7229

Stefan Hofmann
Editor

CliniciansCognitive and Behavioral Practice 
is published in partnership with Elsevier. 
To submit a paper, go to
http://ees.elsevier.com/candbp/ 
and follow the submission instructions.

.  .  .
Have an idea about developing a case 

conference or special series? 

Contact Maureen Whittal, Ph.D.
EDITOR (Volumes 16–19): 
whittal@interchange.ubc.ca

�

�

“. . . to bridge the gap between published
research and the actual clinical practice 

of behavioral and cognitive therapy.”
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1
Prices are subject to change and apply only in the US. To order, please contact customer service at: 1-866-445-8685,
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Workbook
978-0-19-534164-5
paper      $24.95

About

The TreatmentsThatWork™ series offers you the tools you need to help yourclients overcome
a range of problems, including anxiety, panic, phobias, eating disorders, addictions, PTSD,
and emotional and behavioral aspects of many medical problems, among others. Whatever
the condition or diagnosis, we have a program for you.Comprised of guides for therapists and
workbooks for clients, the series contains all of the step-by-step details involved in delivering
scientificallyproven treatments for psychological disorders. All programs have been rigorously
tested in clinical trials and are backed by years of research. A prestigious scientific advisory
board, led by series Editor-in-Chief David H.Barlow, reviews and evaluates every treatment to

ensure that it meets the highest standards of evidence. Our therapist manuals come complete
with session agendas and outlines, as well as sample dialogues, metaphors, and step-by-step
instructions for delivering treatment. Our corresponding workbooks contain psychoeducation-
al information, forms and worksheets, and homework assignments to keep clients engaged
and motivated. A companion website (www.oup.com/us/ttw) offers downloadable clinical
tools and helpful resources. TreatmentsThatWork™ represents the gold standard of behavioral
healthcare interventions. Our books are reliable and effective and make it easy for you to pro-
vide your clients with the best care available.

Living with Bipolar Disorder
A Guide for Individuals and
Families
Michael W. Otto, Noreen A. 
Reilly-Harrington, Robert O.
Knauz, Aude Henin, Jane N.
Kogan, and Gary S. Sachs

Drawing on research documenting the strength of
combining drug treatments with behavioral inter-
ventions, this book takes a skill-based, family-and-
friends approach to managing the ups and downs
commonly experienced with bipolar disorder.
Living With Bipolar Disorder teaches sufferers how
to better recognize mood shifts before they happen,
minimize their impact, and move on with their
lives.

2008 • 144 pp. • 978-0-19-532358-0 • paper • $17.95

Also of Interest

Facilitator Guide
978-0-19-534163-8
paper      $39.95

Workbook
978-0-19-533698-6
paper      $24.95

Facilitator Guide
978-0-19-533697-9
paper      $35.00

Workbook
978-0-19-534291-8
paper      $19.95

Therapist Guide
978-0-19-534290-1
paper      $35.00

Workbook
978-0-19-536590-0
paper      $19.95

Therapist Guide
978-0-19-536589-4
paper      $34.95

Workbook
978-0-19-533973-4
paper      $29.95

Therapist Guide
978-0-19-533972-7
paper      $39.95


