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Feature

Ten Things
Psychologists Should
Know When Talking to
the Press

Timothy R. Tumlin

P
sychologists are experts whose knowledge
and skill are of great value to society, not
only when it is communicated through

personal contact and peer-reviewed publications,
but when it is done through the news media.
Contact with the news media furthers both the
interests of our science and of our practices.
When psychologists understand the culture of
news, they can better capitalize on potential for
extending themselves to the community while
observing the limitations that media demands.
Listed below are some considerations relating to
the press that will help you be heard in ways that
will be useful to you and those we undertake to
serve.  

1. You Can Start by Reaching Out 

How does one begin? One way is to contact a
reporter about a recent story and offer another
perspective or new information. Be sure to invite
the reporter to call you when the topic arises
again. If the perspective you offer is contradictory
to what’s been written, be sure to offer it as a con-
structive alternate point of view, pointing to the
science to back your position. 

Reporters don’t like being criticized any more
than anyone else—they have to become instant
experts on many topics, and so they are open to
learning. Let them know you can help them to
avoid inaccuracies or mischaracterizations relat-
ing to subjects within your area of expertise. Most
reporters will be grateful for a new resource on a
topic with many facets. Notifying news outlets of
your activities, such as a public lecture, through

?
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press releases is also an appropriate way to
make contact. Local newspapers in particu-
lar often are willing to print a press release
announcing an upcoming talk or significant
event. 

When writing a release, assume an edi-
tor will cut off everything but the first two
paragraphs, so all the essential “who, what,
when, and where” information should be at
the very beginning. Every organization gets
many such press releases. You may wish to
call to find out the proper recipient for
them, whether e-mail is preferred over
paper mail, and if there is a reporter or editor
who specializes in this topic. However, see
suggestion 9 below about the risks of being
too aggressive in turning news contacts into
marketing. 

2. Develop Relationships

Good reporters and editors have lists of
people in many fields they can turn to for a
quote, background information, or ideas.
When you develop a relationship with them
as someone who is authoritative and reli-
able, they will seek you out for help and be
open to your ideas for stories and commen-
tary. When a puzzled editor gets a press re-
lease on too-good-to-be-true “Fudgesicle
Therapy,” she may call you to make sure it
really is as phony as it sounds. The bottom
line is that the rules of networking and good
professional relations apply here as well as
with colleagues in psychology. All relation-
ships take time to develop; this one will be
no different. 

3. Local Sources Are Often Preferable

Most news media are local, and they
look to local resources. While a New York

Times or ABC News quote will reach mil-
lions, if you live in Smallville, Ohio, your
practice will likely be better served when
you are quoted by the Smallville Daily Bugle

or the local classic rock radio station’s sole
newsman. The local sources are far less
likely to have large budgets, so they’re often
grateful for accurate, reliable sources for in-
formation. Thus, not only can you approach
local journalists more easily, but they may
want to cite a local expert rather than some-
one out of town. 

4. Clarify the Question

Just as with a clinical referral, don’t be
afraid to find out what a reporter or editor is
looking for. Is it a full history that starts
with Salter or Skinner? Or is it just a couple
of lines about shyness? Sometimes you can
give it to them quickly once you see where

they are headed, rather than deliver a long
lecture covering topics they don’t care
about. Don’t give them what they don’t
want. It is appropriate to ask what the story
is about and what the caller is specifically
seeking. We psychologists tend to be long-
winded and expansive, while the news
media are looking for concise points to be
made. Also, as noted in suggestion 7 below,
expansiveness can be risky. Remember that if
you can state your points succinctly, it is
more likely you’ll be quoted as you wish.
Therefore, stop and consider a simple de-
clarative sentence when possible. For exam-
ple, “Cognitive-behavioral therapy has been
shown to be as effective as medication in
treating conditions such as depression.”
This is where it pays to have a moment to
collect your thoughts on a topic, as noted in
suggestion 6. The reporter will probably be
very patient in allowing you to do this, be-
cause he is looking for exactly such com-
ments that are easy to include in an article,
rather than have to extract them from a
lengthy and complex discourse. 

5. Assess the Reporter 

Journalists vary widely in their profes-
sionalism and ability to abstract informa-
tion into news stories that are accurate,
reflect the proper tone, and use balance.
You will find some to be as perceptive and
intelligent as any Ph.D., and then there are
those at the other end of the spectrum.
While the correlation is far from perfect,
journalists in the larger and more respected
organizations tend to be more proficient. A
journalist with less skill, experience, or time
to do a good job may be more likely to get
some facts wrong, so you should make sure
you make the salient points clearly. On the
other hand, the less experienced journalist
will likely depend more on what you say, so
you can get more of your points across.
Some radio stations, weekly newspapers,
and small dailies are likely to reprint or read
a press release verbatim if it is written well.
Don’t expect a reporter to send you a copy
of the resulting news story, or to tell you
how you will be quoted in it. Large maga-
zines have fact-checkers who call sources to
confirm their quotes and other information,
and an author of a major, lengthy piece may
get back to you to confirm the accuracy of
her understanding (for example, an article
in the New Yorker may take months to
write). However, in run-of-the-mill daily
journalism, there simply isn’t time to do
that. And, as noted in suggestion 10, the
author often doesn’t know how the finished
product will look, either. 

6. Take Time If You Need It

If you are called upon to be an expert for
a reporter, you may have time to familiarize
yourself with the topic. Find out the re-
porter’s deadlines. Sometimes you’ll be
called on a breaking news story with a
pressing deadline, but often, information
about psychology is not urgent and you can
take a few minutes to look something up
and call the writer or producer back. As
noted below, trying to be an instant expert
just to get your name in the paper can cause
trouble.

7. Anything You Say May Be Repeated, a

Million Times 

The media disseminate information for
two reasons: because it is important and
helpful, or because it is entertaining. Try not
to be part of the latter, at least not uninten-
tionally. In most instances, you won’t be
talking about a controversial area, but nev-
ertheless be aware that you are “on the
record” at all times unless you specifically
ask to not be. If you are on a politically
“hot” topic, such as child sexual abuse or
medication effectiveness, your comments
may draw sharp public rebuttal from zeal-
ous individuals or well-funded corporations
using paid consultants with impressive cre-
dentials and think-tank surrogates. 

Reporters can be as skillful as any thera-
pist in making people feel comfortable
speaking their minds, even when it’s not
good for them. You may think you’re in a
casual conversation or think you’re not
being quoted because you are illustrating a
point for the reporter’s understanding. If
you believe in astrology, are behind on your
child support payments, or if you’ve taken
antipsychotic medications, don’t bring that
up unless you want to see it in the paper or
hear it on the radio. The fact that you are a
respected health care provider just makes it
more likely you will be allowed to entertain
rather than inform the readership. 

Here’s a personal anecdote: I told a
Chicago Tribune reporter that, behaviorally
speaking, police can be ineffective in enforc-
ing speed limits when they don’t enforce the
posted limit and make drivers guess when
they will be ticketed. I told him I had once
driven past a state policeman with a radar
gun at 74 mph in a 55 mph zone and he
didn’t flinch because he was waiting for a
“real speeder.” Well, the reporter couldn’t
resist putting in the story such a profoundly
stupid quote from a seemingly respected

[Continued on p. 74]
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person like a psychologist. Later, the editor
of the Sunday Tribune editions reprinted it in
a section of entertainingly dumb quotes. Let
the “expert” beware.

8. Don’t Overreach

Practicing outside your area of compe-
tence is an ethical issue, and it is equally
risky to offer the news media opinions about
areas in which you are not expert. It may be
tempting to overreach when you know it
could benefit your clinic, practice, or theo-
retical orientation. Additionally, a reporter
may make the interview feel like an infor-
mal conversation and thus elicit an opinion
that you’re not qualified to give. When in
doubt, keep suggestion 7 in mind. You will
develop your relationship with a reporter if
you can refer her to the right expert. 

9. Don’t Commercialize

Journalists are keenly aware that the
power of publicity they have is valuable.
The better ones are wary of being hustled
for commercial purposes. Reporters are
willing to give you publicity in return for
your contribution, but within limits. Expect
to have included in an article your name,

the city you practice in, and possibly a brief
description of your practice, but not your
address or telephone number: for example,
“Dr. Mary Smith, a psychologist practicing
in Smallville, who specializes in treating
autistic children.”  If you advertise in the re-
porter’s newspaper, or on his station, do not
bring that up as a possible inducement to
write a story to your benefit. It will have the
opposite effect on a professional journalist.
If your activities appear to benefit the public,
then news outlets are more willing to give
you free publicity to promote them.
Nonprofit organizations, such as universi-
ties, get more help in recruiting research
participants and promoting programs.

10. You May Not Recognize the Final

Product 

The information you provide a writer
may go through many hands and permuta-
tions before it is printed or broadcast. It is
often impossible to know how a story shows
up on the air or in the paper. It is a ritual
among reporters to pick up their morning
paper to see what happened to the story
they submitted the day before. Sometimes
they’re as surprised as anyone else. A news
editor usually has authority to make
changes to the story and decide where it will
be placed in the paper. In some cases this is

done long after the reporter has gone home.
It is usually up to an anonymous copy edi-
tor, not the writer of the article, to write the
headlines, picture captions, and other text
around the story. In the broadcast field, re-
porters and producers usually have much
more control over the content of their story,
but not the placement within the broadcast.
You may also find that 5 or 10 minutes of
taped interviewing turns into a 5-second
snippet on the air. 

In sum, it is entirely possible to have excel-
lent connections with the news media in
many forms. You can develop relationships
with editors and writers, and offer articles of
your own that will be given due considera-
tion. However, there are some rules to fol-
low in working effectively with journalists,
and some caveats as to what limits are best
to keep in mind. The power of the press can
spread the benefits we have to offer our
community but it also includes some risks
and pitfalls for the individual who seeks to
use it. I hope these suggestions both fore-
warn psychologists and offer them potential
in working with the news media. 

THE AUTHOR is a former reporter and editor

for two major newspapers and the Associated

Press wire service. �

[Continued from p. 71]

T
he purpose of this article is to provide
an overview of manuscript reviewing.
This article will be informative for

undergraduate and junior graduate students
seeking to better understand the process of
peer review. This article will be especially
useful to senior graduate students, new fac-
ulty, and others who have the opportunity to
review manuscripts but have not yet had
much experience doing so. In addition, we
hope this article will provide food for
thought for all of those who review manu-
scripts regularly. 

Why Review Manuscripts?

Reviewing manuscripts requires time
and effort for which you receive no financial
compensation. So why do it? Presumably,
one of the primary reasons many enter
“higher education” is the opportunity to

contribute to science. Manuscript reviewing
is a real opportunity for you to shape the lit-
erature and the direction of science.
Manuscript reviews are one place in which
paradigmatic battles are fought, and it is
your opportunity to help influence the qual-
ity of the evidence supporting one camp or
another. Reviewing also keeps you informed
about what others in the field are doing. It is
often difficult to find time to read new jour-
nal articles for which there is no external
commitment. Committing to a manuscript
review ensures that you will contact cutting-
edge work and read it carefully. 

In pointing out to others what is unclear
or how topics might be better organized, we
undoubtedly improve the clarity and orga-
nization of our own ideas. Thus, manuscript
reviewing enhances the likelihood that one’s
own work will be published because it
teaches us how to anticipate the kinds of

things that are important to reviewers.
Reviewing also provides you with perspec-
tive when reading and responding to reviews
of your own work. Completing thoughtful
reviews in a timely manner also cultivates
good relations with editors, which may im-
prove your chances of getting your own
work published. Finally, manuscript review-
ing demonstrates service to the field and
builds your curriculum vitae. Example vita
section:

EDITORIAL CONSULTATION
Ad hoc reviewer for the following

journals:
Behavior Therapy

Cognitive and Behavioral Practice

Journal of Studies on Alcohol

Psychology of Addictive Behaviors

Psychological Bulletin

Psychological Science

Requests for assistance in reviewing
manuscripts are common. Advisors often
use this as a mutually beneficial training
tool. Colleagues may ask you to look over a
review or they may ask your opinion about a
specific aspect of a review (appropriateness
of the methodology, whether the authors in-
terpreted the literature in a fair and bal-

Research-Training Link

A Brief Guide to Manuscript Reviewing

Clayton Neighbors and Christine M. Lee, University of Washington
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anced way, statistics, etc.). Assisting with a
review has all of the benefits noted above
except, in some cases, recognition (we en-
courage mentors and editors to acknowl-
edge students who assist in the review
process). Helping review a manuscript also
has additional benefits. Feedback from a
mentor or senior colleague you have assisted
should enhance your confidence in review-
ing. As a bonus, you may receive some in-
sight into your own reviewing style and
obtain specific feedback regarding the is-
sues you identify. Finally, a manuscript re-
view on which more than one person works
may well yield a better review. Although as-
sisting with manuscript reviews as a student
is not required in most programs, it is a
valuable experience and, in many places,
opportunities are readily available. Just ask,
if someone doesn’t ask you first.

Attitude

We propose that reviewers develop a
style and attitude in reviewing that is con-
sistent with motivational interviewing. In
our experience, there is a tendency to be
overly critical in writing reviews, especially
among less experienced reviewers and
young professionals who  have not received
many reviews of their own work. Few
things are more discouraging to authors
than a review detailing flaws without any
practical suggestions for remediation.
There are no perfect research studies or pa-
pers. We encourage you to conceptualize
your role as helping the authors publish
their research, whether in the journal you
are reviewing for or elsewhere. Keep in
mind that the universe in which you publish
is smaller than you think and it is a good
idea to play nice (think karma). Part of your
job as a reviewer is to instruct. Pointing fin-
gers and questioning abilities is unlikely to
produce an improved manuscript. We sug-
gest cultivating a certain amount of empa-
thy in reviewing. You may be reviewing the
first paper a junior graduate student has
ever submitted for publication. Finally, an
invitation by an editor to review a manu-
script is a complement to you. Treat it as
such.

Strategies for Becoming 

a Good Reviewer

Becoming a good reviewer involves
some time and effort on your part. Writing a
review shouldn’t be something that you do
at the last minute or give just an hour of
your attention.  

Keep to the Time Line 

Journals typically give reviewers a spe-
cific date for turning in their reviews, which
ranges from a couple of weeks to a few
months, depending on the journal. It is im-
portant to avoid turning in your review late.
Doing this repeatedly will likely frustrate
the editor and reflect poorly on you profes-
sionally. More importantly, late reviews are
discourteous to the researchers. We know of
instances where manuscripts were rejected
after being under review for over a year be-
cause of slow reviewers. Late reviews are not
only unfair to researchers, who might have
preferred to submit the paper elsewhere,
they also have a detrimental impact on the
reputation of the journal. 

Objectivity 

You may be “blind” to the identity of the
authors in many, but not all, cases. Under
some circumstances, even if authors are not
listed, you may know who the authors are
based on the sample characteristics, or
where the research was conducted, espe-
cially as you become more familiar with an
area of the literature. Regardless of author-
ship, it is important to write your review as
objectively as possible and to maintain con-

fidentiality regarding the manuscript. The
main question you should ask yourself is
whether you can be objective in reviewing
the paper of a person you know. If the an-
swer is yes, review the paper. If no, explain
your dilemma briefly to the editor and de-
cline to review the paper as promptly as
possible. 

Be aware that frequently rejecting offers
to review manuscripts will lead to fewer of-
fers in the future. By contrast, if you write
helpful reviews, and do so in a timely fash-
ion, you will receive more offers to review
(and perhaps more than you’d like). After a
few years of good scholarship and con-
tributing helpful reviews, you may be in-
vited to join an editorial board. Be aware
than when you accept editorial board mem-
bership you are typically committing to re-
viewing at least four to six manuscripts per
year. 

Writing a Review: The Nuts and Bolts

There are probably as many ways to
write a review as there are reviewers. The
following are suggestions that we have
found to be helpful. First, read through the
manuscript entirely once. Form some gen-
eral impressions about the manuscript: Is it
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well written? Does it address important is-
sues of interest to readers of the journal?
Then read the manuscript again, taking de-
tailed notes concerning both strengths and
weaknesses. In general, you are looking for
things that indicate high quality (a thor-
ough literature review, sound methodology,
clear results and conclusions). You are also
looking for things that require clarification
and revision. An exhaustive list of specific
issues you might address is beyond the
scope of this article, but some specific things
you might want to focus on are as follows:
How does the manuscript fit with the jour-
nal? Is relevant literature cited? Are the
aims/hypotheses clearly laid out? Is the
sample and procedure adequately described
and appropriate to the aims of the study?
Are the analyses appropriate? Do the con-
clusions and discussion follow from the re-
sults? Are limitations noted? When you
have compiled your notes, it is time to begin
writing your review. 

Length 

Different journals have different forms
and/or formats for you to submit your re-
view. Regardless of whether there are forms
or not, most journals require that you write
a narrative summarizing your impressions
of the manuscript. In general, one to two
pages is a good rule of thumb. Less than half
a page probably indicates a lack of effort,
and is less likely to be helpful in improving
the quality of the manuscript. Even when
publication is recommended with few sug-
gestions for revision, it would be helpful for
the editor to know your impression of the
strengths of the manuscript. While more
detail is better than less detail, reviews in
excess of three pages (single-spaced) are
probably excessive. For articles that are seri-
ously flawed, it is worth describing the
major problems and taking less time and
space for minor issues. However, generous
reviewers often provide substantial com-
mentary that may be invaluable to young
researchers in need of guidance and critical
feedback. While the present manuscript
may not be publishable, such efforts may be
vital for improving future research. As
noted above, the tone of the review is criti-
cal to whether the recommendations facili-
tate improvements in the manuscript.

Organization 

It is generally a good rule of thumb to
begin the review with a summary of the
purpose of the manuscript and your overall
thoughts about the manuscript, including
strengths and weaknesses, novelty, impor-

tance, methodological rigor, and interest
level. Summary statements are generally
helpful for highlighting key recommenda-
tions for the editor and authors. For exam-
ple: “Overall, the paper is well written and
pending clarification of a few issues poten-
tially makes a good contribution to the lit-
erature” or “Overall, I think this
manuscript has potential, but there are
some critical issues that give me pause. I
have attempted to provide constructive
comments and suggestions that will be
helpful in disseminating this research, even
if not in XYZ journal.” 

There are several ways to format a re-
view. One way is to present things in order
of importance, having major issues followed
by minor issues. By beginning with the pri-
mary concerns, the authors know immedi-
ately which issues are the most critical to
address in a resubmission. A second way to
organize your review is to follow the format
of the manuscript—beginning with general
comments, then moving to the introduc-
tion, methods, results, and discussion. A
third way to organize would be to use an
outline format (A1, A2, B3 . . .), where the
review is arranged around themes (e.g., re-
cruitment issues, interpretation of results).
Finally, as suggested above, if the paper is
fundamentally weak, it is appropriate to
focus on more global issues, without too
much worry about smaller details. It is help-
ful to end with a conclusion/summary.
Briefly summarize the major points and
comment on the importance of the work.
Reiterate strengths, especially if you are rec-
ommending rejection.  

We suggest keeping two goals of a re-
view in mind. First, a review helps give the
editor enough information to make a deci-
sion about the manuscript for that particu-
lar journal. Second, the review is meant to
be a guide for the author to revise his or her
manuscript and provide suggestions for im-
proving the quality of the article. As such, a
review should be written with the goal of
helping authors identify the opportunities
for modification, new analyses, etc. 

Examples

Many new reviewers ask how to write
comments that are appropriate and helpful.
There are several ways a comment can be
written in a positive and helpful way. First,
provide clear examples of ways the authors
can revise their manuscript. An example of
a less helpful comment would be, “The au-
thors did a poor job of reviewing the litera-
ture and missed important citations.”
While this may be true, a more fruitful ap-

proach would be to provide specific exam-
ples of important citations and perhaps sug-
gest a few authors that have done important
work in the field. Other things to remem-
ber: Be cautious about telling people to cite
your own work. It’s hard to be objective
about the importance of your own work. If
it’s really that critical, another reviewer may
suggest it. Tell the authors why incorporat-
ing certain ideas would improve the manu-
script. Though authors must acknowledge
your role as a reviewer, the authors need
guidance concerning how to prioritize the
feedback of multiple reviewers. Indeed,
they are unlikely to be able to incorporate
all of the suggestions for improvement they
receive. You want to write your review in a
way that persuades the authors that your
comments will improve the manuscript. 

Another example of a less helpful com-
ment: “At present the graphs are misleading
and hard to follow. The authors should
think of a better way to present their re-
sults.” It would be more helpful to give the
authors specific information concerning
how the graphs were misleading and hard
to follow. For example, a reviewer might
ask, “Were those standard errors or 95%
confidence intervals?” Helpful reviewers
might even offer a more descriptive title or
suggest a line graph instead of a bar graph
to show interactions. In summary, the best
reviews raise important issues or concerns
and make clear, specific recommendations
for addressing them.

One way to look at writing reviews is to
remember the golden rule: Do unto others
as you would have them do unto you. Think
about the comments that are most helpful
to you when you receive a review of your
own work. Have you ever received negative,
nonspecific feedback that was discourag-
ing? Avoid such comments. Ultimately, a
review should provide specific feedback that
renders the manuscript more suitable for
publication in that journal or elsewhere.
Even if the editor recommends rejection,
your efforts have not been wasted. It is im-
portant to remember that the authors may
benefit from the feedback you provided
when submitting to another journal. Good
reviews ensure that authors become better
scientists and communicators and, ulti-
mately, that high-quality work is published
in our journals.    

ADDRESS CORRESPONDENCE TO

Clayton Neighbors, Department of

Psychiatry, University of Washington, 

Box 356560, Seattle, WA 98195-6560 

e-mail: claytonn@u.washington.edu   �



April • 2006 77

A
movement that gained traction
with the initial reports on empiri-
cally supported psychological pro-

cedures by the American Psychological
Association Division 12 Task Force on
Promotion and Dissemination of Psych-
ological Procedures (1995; Chambless et
al., 1998) has continued to gather momen-
tum, as evidenced by a recent policy state-
ment and presidential task force report
from the American Psychological Associ-
ation on evidence-based practice (2005a,
2005b). While controversial, at least in
some quarters, acknowledgment of the im-
portance of integrating evidence-based
practice seems to be gaining consensus. 

Although most of the attention has been
directed at the list of empirically supported
treatments (ESTs) assembled by the Task
Force (Chambless et al., 1998), one of the
complementary goals of the committee was
to gain an understanding of the current sta-
tus of training in evidence-based psycholog-
ical practices among graduate training
programs, predoctoral internships, and ad-
vanced training for practicing professionals.
Early studies evaluating the status of training
in ESTs (then called “empirically validated
treatments”) revealed that many programs
failed to provide even introductory coverage
for the vast majority of evidence-based pro-
cedures (Crits-Christoph, Frank, Chamb-
less, Brody, & Karp, 1995). The American
Psychological Associated added an empha-
sis on the “empirical basis for all methods
involved in psychological practice” to its
guidelines for program accreditation (1996,
p. 3). Both Crits-Christoph et al. (1995) and
the original Task Force report (1995) called
on APA site visitors to make training in
ESTs a high-priority criteria for accredita-
tion decisions. The original Task Force re-
port also called for increased availability of
treatment manuals to facilitate training and
dissemination, and a subsequent committee
report provided a comprehensive list of all
known available manuals describing proce-
dures of treatments on the list of ESTs
(Woody & Sanderson, 1998).  Calhoun,

Moras, Pilkonis, and Rehm (1998) pub-
lished a “call to arms” encouraging all scien-
tist-practitioner training programs to
redouble their efforts to integrate training
in ESTs into their training models. At the
predoctoral graduate training program
level, they encouraged programs to set the
stage for future learning by providing di-
dactics, supervised practica, and modeling
in the effective use of ESTs. While generally
supporting the idea of enhancing graduate
training in ESTs, both Davison (1998) and
Ingram, Hayes, and Scott (2000) offer ap-
propriate cautions that training in manual-
ized ESTs may be a necessary, but far from
sufficient, component of clinical training
programs. Clearly one effect of the EST and
evidence-based practice movement has
been an increased emphasis upon training
and dissemination of empirically supported
treatments at all levels, including predoc-
toral graduate training.

Unfortunately, there is little evidence
that these recommendations have been
heeded. Although some studies have sug-
gested a slight increase in attention to train-
ing in ESTs at the internship level (Hays et
al., 2002; Horan & Blanchard, 2001), a re-
cent study of current graduate student
trainees suggests that the recommendations
and admonitions from the EST movement
have had relatively little impact upon cur-
rent predoctoral graduate training
(Karekla, Lundgren, & Forsyth, 2004). An
estimated one-third to one-half of students
who participated in their survey had little to
no exposure to ESTs. 

One potential hindrance to the wider in-
tegration of training in ESTs in graduate
training programs is a lack of models for
doing so. A few examples do exist in the
current literature. For example, Roberts
(1998) describes a training program in clin-
ical child psychology that integrates train-
ing in ESTs across the curriculum but
provides few details on the pragmatics of
how that is accomplished. Cukrowicz et al.
(2005) briefly described a policy supporting
the use of ESTs in a graduate program train-
ing clinic, and provided evidence for im-

proved client outcomes as a result of the
policy, but again included few details of the
pragmatics of implementation. Finally,
Karekla et al. (2004) included in their dis-
cussion a brief example of how their gradu-
ate program introduces students to EST
and empirically oriented approaches to clin-
ical practice via a course called “The
Scientist Practitioner,” but again details are
thin. 

The current article describes one model
for providing graduate students of clinical
psychology with an introduction to EST
and introductory training in a number of
specific ESTs in the context of a graduate
course in behavior therapy. This training
model includes a number of innovative
teaching methods, and has been replicated
(in whole or in part) at three other Big XII
peer institutions with similar graduate
training programs.  

The Context

Our clinical psychology doctoral pro-
gram at Oklahoma State University (OSU) is
an empirically oriented scientist-practi-
tioner model training program. Evidence-
based practice is an integral part of all
course work and practica experiences.
Training in ESTs is considered an important
part of, but not equivalent to, our larger
goal of training in evidence-based practice
(Westen, Novotny, & Thompson-Brenner,
2005). Content related to ESTs is included
in courses in ethics, clinical research design,
systems of psychotherapy, and child diag-
nostics and treatment. A faculty-supervised
practicum is available through an in-house
training clinic, with students assigned to
vertical teams with both group didactics/su-
pervision and individual supervision. These
teams allow faculty to model use of ESTs
(not necessarily limited to behavioral thera-
pies, and including evidence-based ap-
proaches to assessment) and integration
with real-world practice consistent with the
goals of evidence-based practice (Calhoun
et al., 1998). 

The training model described in this arti-
cle occurs in the context of a graduate
course titled Principles of Behavior
Therapy—a course typically taken by stu-
dents in the second semester of their first
year. The course includes survey coverage of
a broad spectrum of behavioral models of
treatment and behavioral techniques using
O’Donohue, Fisher, and Hayes (2003) as a
required text, as well as many supplemen-
tary readings. The course also includes two
optional books that include detailed de-
scriptions of a number of ESTs (Barlow,
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2001; Kazdin & Weisz, 2003), and students
are encouraged to purchase the one that
best fits their clinical interests. Course con-
tent includes 1 week (2.5 hours of lecture
and discussion time) devoted to the history
and controversies of the EST movement.

The Behavior Therapy Seminar Series

The Behavior Therapy Seminar Series
(BTSS) is a major part of the course, with
about one-quarter of classroom time and
45% of the final course grade devoted to the
project. Two students working in teams
with the instructor prepare and present 2.5-
hour introductory-level workshops on a
specific EST of their choosing. Early in the
course students are presented with a list of
several ESTs, including both adult- and
child-focused treatments. The list of possi-
ble treatments excludes treatments covered
in recent years in the course and excludes
nonbehavioral or cognitive-behavioral
treatments because of the nature of the
course (although students are clearly in-
structed that nonbehavioral treatments
can, and some do, meet definitions of an
EST). The content of the workshops is mod-
eled after a beginner-level workshop that
might be offered at a national conference,
including those offered at the annual meet-
ing of ABCT. 

There are a number of objectives of the
BTSS as a teaching model, including (a) al-
lowing students an opportunity for in-
depth learning about a treatment of
particular interest by preparing and pre-
senting their own workshop, (b) allowing
students to get a basic introduction to a
number of different ESTs as audience mem-
bers for others’ workshops, (c) providing
students an opportunity to generate useful
secondary-source information about a treat-
ment (critical to evidence-based practice),
(d) providing students with a structure and
an opportunity to practice critical evalua-

tion of primary source information, (e) pro-
viding students with an opportunity to
learn from (and learn some of the limits of)
treatment manuals (including sometimes
learning how frustrating it can be to obtain
treatment manuals for some ESTs), and (f)
providing students with a supervised op-
portunity to practice providing training to
peers, a skill that may help them effectively
disseminate ESTs in their professional ca-
reers.

Workshop Outline and Content

Each live workshop is modeled after a
beginner-level clinical workshop such as
those found at national and regional profes-
sional conferences; it is meant to be an in-
troduction to a treatment and is meant to
supplement and enhance, not replace, su-
pervised clinical training. Each workshop
includes three components: (a) a theoretical
and technical overview in which the theo-
retical foundation, relevant scientific basis,
and techniques typically included in the
treatment are described; (b) an empirical
overview in which the relevant efficacy and
effectiveness data in the literature are sum-
marized, including the strengths and weak-
nesses of the available literature; and (c)
clinical vignettes in which students act out a
few scenes depicting important or unique
therapeutic skills or interventions included
in the treatment. 

The instructor, or a guest faculty mem-
ber with particular expertise in the topic,
typically serves as the presenter for the first
part of each workshop. Students typically
present the empirical overview and vignette
parts. Occasionally, students have used cre-
ativity to enhance the vignette portion of
the workshops. For example, when present-
ing a treatment typically delivered in a
group setting, students may involve the en-
tire class in the role-play vignette, and may
plant confederate classmates with prepared

scripts in the audience to illustrate key
points. Students have also prepared video
clips to demonstrate techniques that are dif-
ficult or impossible to demonstrate in the
classroom, including bug-in-the-ear thera-
pist coaching of parent-child interactions
when presenting a parent training treat-
ment or in vivo exposure when demonstrat-
ing treatments for anxiety disorders. 

Literature Coding, Quick-Scan Table, and

Treatment Fact Sheet

In addition to developing and present-
ing the live workshop, the student teams
are asked to create two supporting docu-
ments that are distributed to the audience.
The first is a treatment “fact sheet” that
summarizes the nature and expected dura-
tion of the treatment, the scientific evidence
in support of the treatment, and informa-
tion regarding alternative evidence-based
treatments. This document is written in jar-
gon-free lay language and is intended for a
client audience. This document may thus be
useful as part of an informed consent
process, and forces students to think about
the treatment and the scientific literature
from the perspective of the client. 

The second supporting document is a
“quick-scan” table that summarizes the rel-
ative strengths and weaknesses of available
published studies of the treatment. This
table uses Consumer Reports–style symbols to
indicate relative quality of studies across the
domains of design, method, sampling, ther-
apist effects, measurement (dependent vari-
ables), and statistical analyses. The table
also provides a brief summary of the find-
ings of the study and an opportunity to in-
clude brief notes about each study. See
Figure 1 for an example of a quick-scan
summary table. To allow students to focus
on the quality of the content of these docu-
ments, students are provided with word-
processing templates and are asked to make
their table and fact-sheet formats conform
to these templates.

Creating the quick-scan summary and
preparing the empirical overview portion of
the workshop provides students with an in-
tensive opportunity to review and scrutinize
the literature regarding their treatment of
choice. This skill is also developed in other
course work focused on research design and
statistical methods, but those skills are sup-
plemented in this course with a lecture on
the various qualities of psychotherapy re-
search studies.  This particular project fo-
cuses upon randomized controlled trials
(although it is acknowledged that other re-
search is relevant as well). Students are pro-Figure 1. Example of a quick-scan table.
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vided with a coding scheme to rate quality
across various domains, a method derived
from an excellent article on experimental
design by Borkovec (1993). Students are
given an opportunity to practice this coding
scheme with feedback to enhance reliability,
and then are asked to compare independent
ratings of articles with team partners to
reach consensus on the appropriate rating.
Although this experience focuses student
attention upon evaluating primary sources,
students are also encouraged to seek and re-
view secondary sources (book chapters,
meta-analyses, practice guidelines, etc.) and
to make those sources known to their audi-
ence. Therefore, students get an opportu-
nity to develop skills and competencies in
finding and using secondary sources as well
as in creating a valuable secondary source
themselves.

Multimedia Archiving

The BTSS is offered live only for student
peers enrolled in the course. However, the
workshops are digitally videotaped and
archived on CD for future use by other stu-
dents and faculty in the program’s training
clinic who may be interested in the treat-
ments included. See Figure 2 for an example
of an archived workshop. Complete CDs,
each including all workshops from a given
year and all supporting documents, are dis-
tributed to all program faculty and partici-
pating graduate students, and a copy is
added to our training clinic library. When
an opportunity to utilize a treatment that
has been included in the BTSS arises during
training, supervisors and students can use
the CDs to glean information about the
treatment, review treatment principles or
techniques, obtain a client fact sheet, or
view models of treatment from the vi-
gnettes. Again, the CD is viewed as a useful
adjunct to supervised training, not a re-
placement.

Multimedia archiving has had other ad-
mittedly unintended positive consequences.
First, the quality of the live presentations is
enhanced. This is evidenced by my observa-
tion, the observations of other faculty who
have viewed the CD, and by student com-
ments about the level of professionalism
they devote to preparation, which they at-
tribute to the recordings. Second, the im-
portant role for psychologists as not only
consumers of evidence but as disseminators is
emphasized and modeled. Recently, both
state and national organizations have ex-
pressed interest in the archived models as
potentially useful for the broader profes-

sional community, perhaps as a source of
continuing education.

Evaluation

To achieve the final goal of supervised
practice in training, students receive two
different aspects of explicit feedback re-
garding the presentation of their work-
shops. First, peers provide anonymous
feedback on written workshop evaluations
completed at the end of the workshop. This
process not only provided feedback but
models the process of self-evaluation that
should be a standard for professional train-
ing. Second, students receive detailed verbal
and written feedback (including a grade)
from the course instructor. Of course, the
multimedia archives also provide students
with an opportunity for self-evaluation.

Conclusion

This article described one model of grad-
uate training in ESTs. The BTSS training
model provides students with introductory
training in a number of ESTs. In the context
of our program, we view the BTSS as an im-
portant component of training students in
evidence-based practice of psychology, but
far from sufficient in isolation. Perhaps
more important than the content of the
BTSS in any given year is exposure to the
process of evaluating evidence and learning
about a treatment that occurs. The evidence

is always changing, and students will be
best prepared for a future of evidence-based
practice with a set of skills that allow them to
grow and adapt with the evidence.
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I
t is estimated that, over the course of a
year, nearly half of the individuals in the
United States with serious mental ill-

nesses will be hospitalized in inpatient men-
tal health facilities (Hall, Graf, Fitzpatrick,
Lane, & Birkel, 2003). For the majority of
these individuals, the hospitalization will
last 10 to 14 days and the person will be dis-
charged from the institution with the rec-
ommendation to continue treatment within
his or her community. Yet studies estimate
that less than 50% of those discharged from
inpatient mental health treatment comply
with follow-up recommendations (Mac-
Kain, Smith, Wallace, & Kopelowicz 1998).
In fact, research as well as anecdotal experi-
ence suggests that many of those dis-
charged will be readmitted to the hospital
within 30 days due to poor compliance with
outpatient treatment recommendations
(Haywood et al., 1995). Therefore, it seems
that identifying and strengthening the fac-
tors related to adherence to outpatient
treatment would be a relevant and impor-
tant goal to focus on during acute brief in-
patient psychiatric treatment. 

The Role of Treatment Motivation

One factor that seems to relate to
whether or not people engage in outpatient
treatment following discharge is their moti-
vation for treatment. It would stand to rea-
son that people who are motivated for
treatment and believe that treatment will
help them are more likely to engage in
treatment and follow through with treat-
ment recommendations. In fact, the Health
Beliefs Model (HBM; Becker & Maiman,
1975) suggests that four conditions govern
whether people are likely to be compliant
with treatment: (a) whether they perceive
themselves to be susceptible to the condi-
tion; (b) whether they perceive the condi-
tion to be serious; (c) whether they perceive
that the treatment is likely to be successful;
and (d) whether they perceive that they can
overcome any barriers to treatment. Re-
search on the HBM has supported that such

attitudes are significantly related to adher-
ence to recommendations for a variety of
primary medical conditions, as well as safety
recommendations, and that such attitudes
can be successfully altered through educa-
tional programming. However, no pub-
lished research to date has assessed the
relationship between treatment motivation
and adherence to outpatient treatment rec-
ommendations, nor to what extent atti-
tudes relevant to motivation for treatment
exist in an acute adult inpatient psychiatric
population. Furthermore, no published re-
search to date has evaluated whether acute
brief inpatient psychiatric treatment is asso-
ciated with changes in motivation for and
attitudes toward treatment. 

Given the dearth of research and the
number of questions in this area, we desired
to begin by attempting to measure treat-
ment motivation as an outcome on our
adult inpatient admissions unit at John
Umstead Hospital. John Umstead Hospital
is one of four state psychiatric hospitals in
North Carolina; it encompasses a catch-
ment area of 14 counties in the central
northern portion of the state that includes
such urban areas as Durham, Winston-
Salem, Greensboro, and Chapel Hill, as well
as several rural counties. The Adult
Admissions Unit is a 120-bed unit that ad-
mits people between the ages of 18 and 65
who are a danger to themselves or someone
else and are in need of psychiatric treat-
ment. Admitting diagnoses include schizo-
phrenia, schizoaffective disorder, bipolar
disorder, major depression, severe personal-
ity disorders, and severe substance abuse
and dependence, as well as extensive co-
morbidity of both psychiatric and substance
use disorders and Axis I and Axis II disor-
ders. The admission rate fluctuates between
300 and 400 patients a month, and the av-
erage length of stay is 7 to 9 days. At least
7% of our patients return to the admissions
unit within 30 days, usually because they
have stopped taking medication and have
become symptomatic. Frequently, patients
tell us in a very straightforward fashion that

they do not intend to continue taking med-
ication once they leave the hospital. In
many cases, they add that they do not see
themselves as having a problem or that they
do not believe their medication is helping
them. Other times they espouse the intent
to remain compliant, but do not follow up
with mental health providers and stop tak-
ing medication after discharge. Although
we provide illness education on the unit, in
both individual and group formats, we were
unsure whether this increased motivation
for treatment. To address whether illness
education was effective in increasing moti-
vation for treatment, and possibly treat-
ment adherence, we sought an appropriate
measure of treatment motivation.

Roadblocks in Measuring Motivation

for Treatment

We examined several possible measures
but found that many existing measures of
treatment motivation seemed inappropri-
ate for our population. Often the measures
were quite lengthy, with complex two- or
three-part questions; open-ended ques-
tions; as well as reversed-scored items.
Lengthy questionnaires with many items,
or with open-ended items, can be inappro-
priate for an acute inpatient population, as
can items that are worded in a confusing or
complex manner. People with acute symp-
toms of severe mental illness are often un-
able and/or unwilling to complete question-
naires that are lengthy, require extensive
writing, or contain difficult or complicated
wording. In other research projects on our
unit, patients have seemed unable to attend
to questionnaires that were longer than one
page, and often—even with shorter ques-
tionnaires—needed significant help with
reading and comprehension of the items.
On several occasions patients discontinued
participation in the project when they saw
the length of the questionnaire to be com-
pleted, or when they became frustrated or
fatigued as they were completing it.
Furthermore, we wanted to use this mea-
sure to assess change over time; we wanted a
measure that would help us assess the effec-
tiveness of our treatment programming by
measuring motivation for treatment upon
admission and upon discharge. It seemed
necessary, in assessing people over a brief
period of time, to have a measure that was
relatively short and easy to complete, while
still comprehensive, reliable, and valid. We
decided to develop a measure of treatment
motivation that was both simple enough to
be used with our inpatient population and

Institutional Settings

Measuring Motivation for Treatment in Adult
Psychiatric Inpatients

Jennifer A. Snyder and Anthony Daiuto, University of North Carolina at Chapel
Hill and John Umstead Hospital, and Leann Nelson and Janice McStoots, John
Umstead Hospital
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sensitive enough to measure change over a
brief admission.

We developed a theoretical five-factor
model that we believed would be useful to
measure; these factors were drawn primar-
ily from the HBM, as well as from theoreti-
cal considerations of the relevance of social
influences. The five factors we hypothesized
to be important were: intention to be in
treatment; perceived threat of illness; per-
ceived benefits of treatment; perceived costs
of treatment; and social influences on com-
pliance. Intention to be in treatment taps
whether or not the person expresses a desire
to be in treatment or the understanding of
the need to be in treatment. Perceived
threat of illness is intended to measure a
person’s general understanding of the sever-
ity of his or her illness, as well as the nega-
tive impact that the illness can have on his
or her life. Perceived benefits of treatment
represents whether or not the person ex-
presses the belief that treatment can help
him or her to make positive changes in his
or her life. Perceived costs of treatment as-
sesses whether the person believes there are
reasons to avoid treatment or problems that
treatment will create in his or her life.
Finally, social influences on compliance taps
the degree to which a person believes that
others want him or her to be involved in
treatment. 

Developing and Refining the Measure1

The second author and a graduate re-
search assistant in psychology generated 50
items that were believed to tap these five
factors, 10 items per factor. The intent was to
identify the 3 or 4 items that most strongly
assessed each factor in order to shorten the
questionnaire to 15 to 20 items total. As a
manipulation check, other members of the
research team (representing psychiatry, so-
cial work, nursing, recreational therapy, and
patient advocacy), who had not been in-
volved in generating the items, indicated
which of the five factors they believed each
item to tap. The research team discussed
any differences that ensued and the word-
ing of these items was changed to more ac-
curately reflect the factor being measured.
Each item was phrased as a statement, and
the person completing the questionnaire
was instructed to circle one of three re-
sponses (yes, maybe, or no), depending on
the degree to which he or she agreed with
the statement. Items were scored as 2, 1, or
0, with higher numbers connoting more of

the factor being measured. Examples of
items for each factor are presented below:

Intention to be in treatment

“I expect to stay involved in treatment.”
“I want to get some treatment for my

problems.”

Perceived threat of illness

“I am likely to continue to have prob-
lems in the future.”

“I have a disorder that leads to difficul-
ties in life.”

Perceived benefits of treatment

“Being in treatment can help me.”
“Things will get better for me if I work

with my doctor.”

Perceived costs of treatment

“I have no interest in getting profes-
sional help.”

“There are no good reasons to stay in-
volved in treatment.”

Social influences on compliance

“My friends and family want me to get
some help.”

“Others in my life have suggested I need
therapy or medication.”

This 50-item questionnaire was admin-
istered to all patients currently residing in
one of the four inpatient admission wards
on the Adult Admissions Unit at John
Umstead Hospital. Data were collected in
three waves, each approximately 2 to 3
months apart. Two hundred ninety-three
questionnaires were administered. Fifty-six
questionnaires were not usable due to acute
psychosis, language barriers, incomplete
data, and other problems. Forty-eight pa-
tients refused to complete the question-
naire. This resulted in a total of 189
questionnaires that were suitable for analysis. 

Results

Data gathering appeared consistent
across wave and ward, with roughly a third
of the sample being collected in each wave
and distributed relatively equally across
each ward. As a manipulation check, pairs
of items with similar content were corre-
lated to assess whether similar items were
being endorsed in similar ways. All pairs of
items so assessed were significantly corre-
lated.

A principal components analysis yielded
four factors that accounted for about 45%
of the variance in questionnaire scores.
Examination of the items loading on each

factor suggested that the theorized factor
structure had been generally supported by
the results of the analysis, with the excep-
tion that “intention to be in treatment” and
“perceived benefits of treatment” appeared
to be combined into one factor. The most
variance (30%) was accounted for by this
combined factor; the other three factors—
“social influences on compliance,” “per-
ceived threat of illness,” and “perceived
costs of treatment”—accounted for smaller
proportions of the variance (8%, 4%, and
3%, respectively). Correlations between the
factors were consistent with theoretical ex-
pectations. Intention/benefit, social influ-
ences, and perceived threat of illness were
all moderately positively correlated (corre-
lations ranged from .70 to .45), while per-
ceived costs of illness was moderately
negatively correlated with intention/benefit
and social influences (–.34 and –.20) and
slightly positively correlated with perceived
threat of illness (.11). 

For perceived threat of illness, social in-
fluences on compliance, and perceived costs
of treatment, the four items with the highest
loading were chosen. For the combined fac-
tor (intention to be in treatment plus per-
ceived benefits of treatment), two items
with the highest loading were chosen; two
other items were chosen that loaded highly,
but appeared to be more theoretically useful
than other, more highly loading items. This
resulted in a 16-item questionnaire.

We then administered the 16-item ques-
tionnaire to all patients currently residing in
one of the four admission wards on the
Adult Admissions Unit at John Umstead
Hospital. A total of 83 questionnaires were
administered; eight patients refused to
complete the questionnaire. Nine question-
naires could not be used due to incomplete
administration, acute psychosis, language
barriers, and other problems. This left 66
questionnaires available for analysis. Scores
were computed for each factor, with higher
scores representing a greater amount of
what the factor was hypothesized to be
measuring. Correlations between the fac-
tors were calculated, and the results were
very similar to those obtained in the original
factor analysis. Intention to be in treat-
ment/perceived benefits of treatment, social
influences on treatment, and perceived
threat of illness were significantly positively
correlated, and perceived costs of treatment
was significantly negatively correlated with
intention to be in treatment/perceived ben-
efits of treatment. Perceived costs of treat-
ment did not correlate significantly with
social influences on treatment or perceived
threat of illness. Internal consistency of the

1 More detail regarding the method, procedures, and results of the study can be found in Snyder,

Daiuto, Nelson, and McStoots (2005). 
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factors ranged from .59 to .80. Perceived
costs of treatment had the lowest internal
consistency; the results of the analysis sug-
gested that the items loading on that factor
did not correlate very highly with each
other, and that there was no practical way
to increase internal consistency for this fac-
tor. Results suggested that the internal con-
sistency for perceived threat of illness could
be improved by dropping one of the items.
This item was dropped, resulting in a 15-
item final questionnaire, which we named
the Daiuto Treatment Questionnaire
(DTQ).2

Discussion

We have developed a 15-item question-
naire that can reliably be used to assess mo-
tivation for treatment in adult psychiatric
patients during a brief inpatient hospitaliza-
tion. However, further work in the area of
validation needs to be done. Specifically,
confirmatory factor analyses should be done
to assess whether the factor structure found
in the current study is consistent across dif-
ferent samples and perhaps different popu-
lations or different demographic variables
(such as gender, race, and diagnosis). In ad-

dition, research is needed that provides vali-
dation of the construct of motivation for
treatment, such as studies that link scores
on this measure with variables such as in-
sight into mental illness, depression, and
hope; as well as outcome variables such as
adherence to recommended outpatient
treatment or reductions in rates of readmis-
sion. Finally, one goal for this measure that
was not assessed in the current study was
that it would be sensitive to changes taking
place over a brief acute inpatient admission.
Further research needs to be done to assess
whether this measure is a valid and reliable
measure of change, as well as how changes
in the measure are affected by other vari-
ables. For example, obtaining demographic
information and data on psychosocial his-
tory, psychiatric history, and level of partici-
pation in unit psychosocial groups may
extend our understanding of how treatment
motivation changes over time in particular
groups and with particular variables. 
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T
he current rise in gambling technol-
ogy and the expansion of the gam-
bling industry has resulted in more

gambling opportunities in the United
States than ever before. The public percep-
tion and social acceptance of gambling has
shifted as well, with more positive interest
and attitudes toward gambling facilitating
initiation into gambling activities.
Accordingly, recent prevalence estimates in-
dicate a large percentage of both adults and
adolescents reporting problems with gam-
bling (Derevensky & Gupta, 2000; Shaffer
& Hall, 2001). As opportunities and inter-

est increase, so too has the empirical atten-
tion to the etiology and treatment of gam-
bling problems. As such, we were eager to
review Nancy Petry’s Pathological Gambling:

Etiology, Comorbidity, and Treatment. This
book provides a comprehensive resource for
professionals in need of a broad overview of
the pathological gambling literature. In
particular, Dr. Petry provides a wealth of in-
formation about the history of pathological
gambling, etiology, assessment techniques,
research on interventions, and a detailed
treatment manual. Although Dr. Petry
states that the book is intended for treat-

ment providers, there is a surprisingly
strong coverage of the empirical literature
with limited emphasis on practical guidance
for clinicians. Below, we briefly outline the
major topics covered and consider the
strengths and limitations of the author’s ap-
proach. 

The book begins with an overview of
gambling terminology and prevalence rates
across specific populations (i.e., substance
abusers, older adults) and types of gambling
activities (i.e., horse racing, slot machines).
The chapter serves to develop awareness
among clinicians concerning the range of
individuals that may present to treatment
with gambling problems. The author then
reviews self-report and interview assess-
ment techniques for making a diagnosis of
DSM-IV pathological gambling and deter-
mining the severity of gambling problems.
Dr. Petry provides a detailed discussion of
the advantages and disadvantages of each
assessment technique depending on the
population, purpose of assessment, length
of the battery, and psychometric properties
of available instruments. Items from a few
assessment measures are provided in tables
appearing in the text. 

Book Review 

Petry, N. P. (2004). Pathological Gambling:
Etiology, Comorbidity, and Treatment

Washington, DC: American Psychological Association 

Reviewed by Stacey B. Daughters, University of Maryland, and Jon E. Grant,
Brown Medical School/Butler Hospital
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This book then provides an overview of
individual differences among gamblers, in-
cluding demographics, comorbidity with
other psychiatric disorders, and the possible
neurobiology and genetics underlying gam-
bling problems. Evidence is provided that
problem gambling is associated with male
gender, younger age, ethnic minority sta-
tus, and lower socioeconomic status. Dr.
Petry highlights the importance of recog-
nizing the risk of gambling problems for
these groups as the current treatment-seek-
ing gambler is middle-aged, married,
Caucasian, employed, and has a lower level
of education. As such, it is suggested that a
subset of problem gamblers are not receiv-
ing treatment. Given the disparity between
the demographics of treatment seekers and
the majority of problem gamblers, it is sug-
gested that treatment development and
outreach programs be adapted to better
meet the needs of ethnic and racial minority
populations. In addition, while the strong
relationship between problem gambling
and substance abuse is clearly substantiated
in the literature and discussed in the book, a
review of the relationship of problem gam-
bling with other Axis I and Axis II disorders
is also provided. Dr. Petry’s discussion high-
lights the need for additional research as-
sessing how comorbidity affects the onset,
persistence, and treatment of problem
gambling. Finally, the author presents data
supporting the contribution of family fac-
tors and biological factors (including molec-
ular genetics) to problem gambling. 

A significant portion of the book in-
cludes an overview of the theoretical basis
and empirical evidence for a variety of treat-
ment approaches including pharmacother-
apy, Gamblers Anonymous, recovery
without intervention, therapy for families
and significant others, psychoanalytic and
psychodynamic treatments, early behav-
ioral treatments, cognitive therapy, and
brief and motivational interventions. One
clear strength of this section is the breadth
of coverage, with the sections on recovery
without intervention and therapy for fami-
lies and significant others representing im-
portant new avenues for research. Finally,
one of the greatest assets of this book is the
inclusion of Dr. Petry’s cognitive behavioral
treatment manual for pathological gam-
bling. The manual is comprehensive, clearly
presented, and easy for clinicians to under-
stand and use. It includes forms for tracking
your progress, session handouts, homework
exercises, and financial planning and han-
dling creditors. 

As discussed above, the text provides an
excellent review of the empirical literature

regarding the etiology, assessment, and the-
oretical approaches appropriate to the
treatment of pathological gambling.
However, the utility of the book for treat-
ment providers would be greatly enhanced
had Dr. Petry provided practical guidelines
for clinicians concerning why certain treat-
ments might or might not work for specific
individuals, how to select treatments, and
what obstacles could interfere with treat-
ment success. For example, the Appendix
includes Dr. Petry’s well-developed cogni-
tive behavioral treatment manual, but
readers may be uncertain about who might
benefit most from this approach. Moreover,
although the manual was developed based
upon well-validated work done in the ad-
dictions field (Monti et al., 2002), there is
no critical discussion of the treatment man-
ual or any clear rationale for why this ap-
proach was offered instead of other possible
treatment programs. Given the emphasis
on research throughout the book, it is sur-
prising that the empirical evidence for the
effectiveness of the treatment manual itself
is lacking.

Despite the concerns raised above, this
text is an outstanding resource for mental
health professionals. For those unfamiliar
with pathological gambling, this book pro-
vides a wealth of information. Even those
who have treated gamblers for many years
will find new and valuable information in
Petry’s Pathological Gambling: Etiology, Comor-

bidity, and Treatment. 
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40th ANNIVERSARY MEMBERSHIP SURVEY

ABCT People

Kevin D. Arnold, Ph.D., proudly an-
nounces the birth of Alexandra Kathleen
Arnold, born 3/8/06 at 1:49 P.M. She
weighed 8 lbs, 4 oz, and was 20.5 inches
long.

Long-time member John W. Bush, Ph.D.,
died on March 12, 2006. Cofounder and
Director of the New York Institute for
Cognitive and Behavioral Therapies, Dr.
Bush was a major advocate of cognitive and
behavioral approaches to mental health
treatment. 
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40
I T ’ S  A N  E X C I T I N G  T I M E

at ABCT; we’re celebrating our

40th anniversary! We’d like to

honor our members’ contributions

to the advancement of behavior

therapy and cognitive behavior

therapy. If you have been an 

ABCT member for 25 years or

more, please take a moment to

share your experiences by taking

the 40th ANNIVERSARY MEMBER-

SHIP SURVEY, available on-line at

www.abct.org.

Click on the orange link at the

center of our home page: ABCT’S

MEMBERSHIP SURVEY—CELEBRATING

40 YEARS OF EXCELLENCE. We appre-

ciate your comments. Thank you.

Classifieds

FULL TIME LICENSED OR UNLICENSED
PSYCHOLOGIST, BIO-BEHAVIORAL IN-
STITUTE, GREAT NECK, NY.  Multi-disci-
plinary outpatient facility specializing in
cognitive and behavioral treatment of anxiety,
mood, and obsessive compulsive spectrum disor-
ders. Weekly and intensive therapy provided to
children, adolescents, and adults. Oppor-
tunities for research, presentations, and publica-
tions. Clinical training and supervision available.
Work with a cohesive and energetic team of psy-
chologists and psychiatrists. Neuropsych-
ological assessment and CBT training a plus.
Competitive salary with increasing compensa-
tion. Call (516) 487-7116 or fax resume to (516)
829-1731, attention Dr. Fugen Neziroglu.

POSTDOCTORAL FELLOWSHIPS IN AL-
COHOL ETIOLOGY AND TREATMENT.
The Research Institute on Addictions (RIA), a
research component of the University at Buffalo,
The State University of New York, has multiple
openings for NIAAA-funded postdoctoral fel-
lows in alcohol etiology and treatment. The pro-
gram provides specialized postdoctoral training

for individuals seeking to pursue a career in alco-
hol research. The interdisciplinary training pro-
gram emphasizes two primary areas: (1) etiology
and course of alcohol use and misuse and (2)
treatment for alcohol use disorders. Fellows de-
velop and pursue research interests under the su-
pervision of faculty preceptors. Seminars on
alcohol use disorders, current alcohol research,
grant writing, and professional issues and career
development are an integral part of the training
program. A start date is negotiable. Established in
1970, RIA has a staff of over 180 persons work-
ing on over 30 separate research projects. RIA
occupies a five-story building, and offers out-
standing resources in support of its research en-
deavors. Visit the RIA Web site at
http://www.ria.buffalo.edu. Inquiries can be
made to either Gerard J. Connors
(connors@ria.buffalo.edu) or R. Lorraine Collins
(collins@ria.buffalo.edu), Co-Training Direc-
tors. Applicants should forward a vita, represen-
tative reprints, letters of reference, and a cover
letter desribing research interests and training
goals to: Alcohol Research Postdoctoral Training
Committee, Attn: G. Connors and R. L. Collins,
Research Institute on Addictions, 1021 Main
St., Buffalo, NY 14203. Applications from mi-
nority candidates are particularly welcome.
Applicants must be citizens or noncitizen na-
tionals of the U.S. or must have been lawfully ad-
mitted for permanent residence. AA/EOE.

p o s i t i o n s  a v a i l a b l e
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Improvement in Treatment for Anxiety Disorders

• J. G. BECK et al. Rebound Effects Following Deliberate

Thought Suppression: Does PTSD Make a Difference?

• MANER & SCHMIDT. The Role of Risk Avoidance in

Anxiety 

• RUGGIERO et al. Internet-Based Intervention for Mental

Health and Substance Use Problems in Disaster-Affected

Populations: A Pilot Feasibility Study

Behavior Therapy 37(#2) June

• Parent-Child Interaction Therapy With a Spanish-Speaking

Family (BORREGO, JR., ET AL.)

• Improving Compliance With Diabetes Management in Young

Adolescents With Attention-Deficit/Hyperactivity Disorder

Using Behavior Therapy (SANCHEZ ET AL.)

• Dialectical Behavior Therapy Adapted for the Vocational

Rehabilitation of Significantly Disabled Mentally Ill Adults

(KOONS ET AL.)

• Cognitive Behavior Therapy for Relatively Active and for

Passive Chronic Fatigue Syndrome Patients (BAZELMANS ET AL.)

PRIMERS

• A Primer of Covert Sensitization (KEARNEY)

Cognitive and Behavioral Practice 13(#2) May

ABCT J O U R N A L S I N P R E S S

At ABCT

Important Information About
ABCT Journals On-Line

A
s we transition to our new publisher, Elsevier, we expect the
first issues of Behavior Therapy and Cognitive and Behavioral

Practice for 2006 to be on-line in early April and to appear in
print by April 18. In the meantime, back issues and articles in-press
are available now via ScienceDirect. Here are the links:

Behavior Therapy:
http://www.sciencedirect.com/science/journal/00057894  

Cognitive and Behavioral Practice: 
http://www.sciencedirect.com/science/journal/10777229

But before you can access in-press articles, back issues, and regu-
lar articles free of charge, you will need to activate a personal ac-
count with ScienceDirect.

Activating Access to BT and C&BP

To activate access and to create your personal account, you will
need your ABCT membership number (or member ID). If you do
not have your membership number, you can use the ID and pass-
word finder on ABCT’s Web site (or call the central office): 

https://aabt.org/members/FindPassword.cfm 

1. Enter your membership number at:
https://www.sciencedirect.com/abct/activate/members
(Note that “https://” MUST be entered for this URL— "http://"

will not work. This is to ensure that your registration details are se-
cure when you enter them into the registration form.)

2. After entering, click on “submit.” 
3. You will then be asked to fill out a form (a user profile) and

choose a password. A user name will be assigned. Both user name
and password will be case sensitive. After registration you can di-
rectly log in with your new username and password.

Note - please do not use special characters, such as ö, ä, æ, when entering

your personal details into the profile form.

In the future you can go straight to: 
http://www.sciencedirect.com/abct and enter your personal

user name and password in the log-in bar on the top of the page. 
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Stephanie Schwartz, Managing Editor 

• sschwartz@abct.org 

• FAX: 212-647-1865 

• REGULAR MAIL: ABCT, 305 Seventh Ave. 

New York, NY 10001

The first person to respond with the correct 

answer wins Vol. 1, Number 1, of AABT’s Newsletter 

(February 1974; Gerald Davison was President), 

in mint condition—a collector’s item!

Send answers to

(and include your contact information)

What award is named 

after this important 

ABCT member? (1945-2000)

In the February issue of tBT we identified a
photograph on p. 39 as “a grouping of
AABT originals.” Since printing the photo,
it has come to our attention that although
this was an important grouping—perhaps a
first meeting or institute of behaviorists—it
has nothing to do with AABT/ABCT, and
these individuals are not the founding or

original members of the organization. We
apologize for this error.

For archival purposes, we are still inter-
ested to identify the individuals in the
photo. If anyone can recognize faces (one
reader believes he recognizes Joseph Wolpe,
and perhaps Dorothy Susskind and Nathan
Azrin), please contact sschwartz@abct.org.

—Managing Editor

E R R A T U M
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In honor of the 40th anniversary of ABCT, it may be time

to devise some drinks with a “behavioral and cognitive”

twist.

Send in your good ideas for drinks that are indicative of

behavioral and/or cognitive

• treatment

• research strategies

• populations, or

• challenges

While a drink might be named after a training program,

please do not associate individuals’ names. We want to be

humorous, not hurtful.

Send both the title and the recipe. You can either

invent a totally new drink or rename a classic. Drinks can

either contain alcohol or not.

Prizes will be awarded—and drinks available—at the

Convention in Chicago.

See you in the Windy City!

How about a “Thought Stopper”?

(mix equal parts Schnapps,

Jagermeister, and Bacardi 151 

in a tall glass.)

NOVEMBER 16–19

CHICAGO

ABCT Annual Convention

40th

SUBMIT drink ideas/recipes

to: convention@abct.org

*

What’ll you have?


