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CLINICAL FORUM

Cognitive Behavioral
Therapy Tools for Clients
With Limited Functional
Literacy
Freddie A. Pastrana, Ana J. Bridges,
Bianca T. Villalobos, Aubrey R.
Dueweke, Juventino Hernandez
Rodriguez,University of Arkansas

COGNITIVE BEHAVIORAL THERAPIES (CBT) are
a family of interventions that explain mental
health problems in clients as stemming from
the interactions between thoughts, feelings, and
behaviors. These include treatments that focus
primarily on thoughts (cognitive therapies) and
actions (behavior therapies). Behavior therapy,
in particular, focuses on how rewards influence
the likelihood of behavior being repeated. CBT
is perhaps the most well-researched interven-
tion in mental health service delivery (Hof-
mann, Asnaani, Vonk, Sawyer, & Fang, 2012),
having amassed an impressive amount of evi-
dence supporting its efficacy at treating a wide
variety of disorders, beginning from its roots in
the treatment of depression (Beck, 1970; Ellis,
1962) and extending to the treatment of sub-
stance use disorders (Dutra et al., 2008), psy-
chotic disorders (Gould,Mueser, Bolton,Mays,
& Goff, 2001), antisocial behavior (Gibbon et
al., 2010), and internalizing symptoms (Ismail,
Winkley, & Rabe-Hesketh, 2004).

CBTs are collaborative and empirically
based, and make use of client data in order to
assist people in making quick and clinically
meaningful change. Homework assignments
and symptom tracking play a crucial role in the
beneficial outcomes of CBT for clients
(Kazantzis, Deane, &Ronan, 2000; Proudfoot&
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Nicholas, 2010). Increasingly, clinicians are
being urged to track client symptoms early
and often so as to better ensure the quality
of services (Lambert et al., 2003). Data
obtained through variousmethods, includ-
ing symptom tracking, mood ratings, log-
ging responses to behavioral experiments,
and so forth, lie at the heart of effective
CBT interventions.However, the quality of
the data collected may be compromised
and the ability to obtain data for activities
occurring outside of session can be difficult
when working with clients with limited lit-
eracy. Alternatively, clinicians often must
rely on client self-report during sessions,
but this is also problematic because retro-
spective recall is notoriously inaccurate
(Proudfoot & Nicholas, 2010). In response
to these challenges, we describe literacy
rates in the U.S., the impact that a client’s
literacy level might have on the provision
of and adherence to CBT treatments, and
briefly review the results of a survey of CBT
practitioners regarding their own clinical
work with limited literacy clients. We then
describe the development of a set of psy-
choeducational and monitoring CBT tools
for clinicians, modified for use with clients
evincing limited literacy, which we have
found to be helpful with this underserved
population.

Functional Literacy: Prevalence and
Mental Health Outcomes

Functional literacy comprises both skill
(reading and writing) and application
(understanding and applying what is read)
components (UNESCO Education Sector,
2004). According to a 2002 report by the
U.S. Department of Education (Kirsch,
Jungeblut, Jenkins, & Kolstad, 2002), 21–
23% of U.S. adults demonstrate English lit-
eracy skills in the “lowest level of prose,
document, and quantitative proficiencies”
(p. xvi). Recently, the National Center for
Educational Statistics reported that 18% of
adults in the U.S. who completed the Pro-
gram for the International Assessment of
Adult Competencies (PIACC) Household
Studies experienced problems at the lowest
level of literacy (Rampey et al., 2016). Older
adults and immigrants make up a dispro-
portionate number of this low-level Eng-
lish literacy group, andmost of the individ-
uals in this lowest performing group have
less than a high school education. These
and other studies suggest ethnic and racial
minorities, including Hispanics, are more
likely to be in this lowest literacy group
compared toWhite adults.

Lower English literacy levels are associ-
ated with greater likelihood of having a
physical, mental, or other health condition
that keeps the person from being able to
participate fully in work, and is associated
with greater health care expenses (Kirsch et
al., 2002; Lincoln, Arford, Doran, Guyer, &
Hopper, 2015). Furthermore, lack of liter-
acy is stigmatizing, impedes a client’s abil-
ity to fully participate in treatment deci-
sion-making, and may limit access to
needed evidence-based treatment (Lincoln
et al., 2015). Limited literacy is associated
with living in poverty and difficulties with
finding adequate employment (Kirsch et
al., 2002), all of which can contribute to or
exacerbate mental health difficulties (Lin-
coln et al., 2006). Limited literacy also
indeed appears to impact therapists’ will-
ingness to utilize CBT or its components
with clients (Lincoln et al., 2015).

Cognitive behavior therapists are
increasingly recognizing the role that lim-
ited literacy plays in treatment. For
instance, Kuhajda, Thorn, Gaskins, Day,
and Cabbil (2011) described the modifica-
tion of a CBT protocol for treating chronic
pain in a low-literacy rural population by
simplifying language, reducing the number
of concepts discussed in each therapy ses-
sion, incorporating more visual aids, and
increasing in-session interactive practices
and activities. Also, Kneebone (2016)
describedmodifyingCBT to accommodate
acquired communication deficits in vic-
tims of stroke, including using more
behavioral versus cognitive strategies,
recording exercises completed in session so
that clients can refresh their memories of
materials covered in session between ses-
sions, and involving caregivers or signifi-
cant others in treatment. Though some
studies have begun focusing on literacy as a
potential barrier to health care, clinicians
are still lacking a general consensus of how
to manage challenges associated with ser-
vice provision for clients with limited liter-
acy. Unfortunately, there is little empirical
data regarding clinicians’ experiences
working with clients evincing literacy
problems.

A Snapshot of the Problem
In our own clinical work, we have expe-

rienced the challenges of working with
clients with limited functional literacy. The
authors of this paper have provided or
supervised clinical service provision at two
integrated primary care clinics in north-
west Arkansas. These clinics are part of a
federally qualified health center (FQHC)

providing services to medically under-
served community patients. A recent study
by Bridges et al. (2015) reported that the
demographic makeup for patients across
these clinics was approximately 50% His-
panic, 60% female, 40% uninsured, and
50% children or adolescents. In these clin-
ics, over 10% of our adult clients struggled
with basic reading andwere unable to com-
plete symptom checklists or read psychoe-
ducational handouts without assistance.
Our clinical experiences have suggested
that limited client literacy can be a barrier
to successful implementation of and com-
pliance with CBT.

To complement our own informal
observations, we recruited CBT clinicians
to complete a brief online survey, approved
by our institutional IRB. The survey asked
what clinicians are doing to assess client lit-
eracy, adapt CBT for limited literacy popu-
lations, and evaluate outcomes of CBTwith
clients evidencing limited functional liter-
acy. Participating clinicians were recruited
via an e-mail solicitation distributed
through three professional organization
listservs: Association for Behavioral and
Cognitive Therapies (ABCT), American
Psychological Association (APA) Division
38 (Society for Health Psychology), and
APA Division 45 (Society for the Psycho-
logical Study of Culture, Ethnicity and
Race). To be eligible to participate in the
survey, clinicians had to currently (a)
devote aminimum of 20 hours per week to
clinical service provision; (b) ascribe pri-
marily to a cognitive-behavioral treatment
approach; and (c) provide therapeutic ser-
vices to adult clients (i.e., at least half of the
cases seen by the participant had to be
adults).

Participating were 75 clinicians (Mage
= 37.7 years; 72.9% female; 82.4% White),
of which 78.4% had doctoral degrees and
21.6% had master’s degrees. Of these clini-
cians, 67.6%were licensed asmental health
professionals, with an estimated 30%work-
ing under a licensed mental health
provider. Clinicians reported averaging 9.8
years (range = 1–37) as practitioners in
mental health professions (83.8% in clini-
cal psychology) across various settings
(27% inmedical centers; 20.3% inVeterans
Affairs Medical Centers; 14.9% in private
practice). One-third of respondents (31%)
reported providing therapeutic services to
a moderate to large percentage of clients
with limited literacy (26–75%). Similarly,
36.3% of respondents indicated regularly
assessing the literacy levels of their clients.
More clinicians in Veterans Affairs Med-
ical Centers (80%), psychiatric hospitals
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(50%), and other medical centers (42%)
reported having a sizeable portion of their
clients struggle with literacy compared to
clinicians who worked in other settings
(e.g., university counseling, independent
practice).

When asked about strategies used to
assess literacy, 36.5% of clinicians surveyed
noted they do not typically use formal
assessment to evaluate clients’ literacy level;
instead, informal approaches (e.g., behav-
ioral observations, asking clients to read
out loud) are commonly used. The major-
ity of respondents (80.6%) reported believ-
ing that limited literacy decreases the effec-
tiveness of CBT, and 85.4% believed that
limited literacy decreases clients’ ability to
complete CBT homework. Most were less
likely to provide a psychoeducational
handout or monitoring sheet to clients
with limited literacy compared to clients
with adequate literacy levels. Almost half of
respondents (47.6%) indicated that they
would provide these materials for clients
with limited literacy if they were simple
and easy-to-understand or included visu-
als. However, almost a quarter of clinicians
(23.8%) reported a lower likelihood of pro-
viding amonitoring sheet, noting that they
would not want to embarrass or shame

their clients who cannot read or write. One
clinician noted, “there are not enough
resources . . . for my patients with limited
literacy. If I had the time to adapt and
create simple photos with pictures to cap-
ture their self-ratings of feelings, thoughts,
and situations, our sessions would have
more of an impact.” This informal survey
of CBT clinicians highlights the extent to
which limited literacy patients are under-
served by traditional approaches to client
data gathering. Therefore, the remainder of
this article describesmethods to adapt CBT
tools for clients with limited functional lit-
eracy.

Guidelines for Creating CBT
Tools for ClientsWith Limited

Functional Literacy
The Centers for Disease Control and

Prevention (CDC, 2009) drafted a guide for
creating health information materials for
people with limited reading ability. We
used these guidelines to develop a set of
templates for CBT tools. According to the
CDC, health educational and information
sheets should be developedwith the follow-
ing considerations inmind. First, clinicians
should identify the audience and key health

problems or areas they want to target. For
instance, in the primary care clinics where
we practice, patients tend to be adults of
Hispanic ethnicity, only half of whom use
English as their primary language, and the
most frequent reasons for behavioral
health referrals are depression and anxiety
(Bridges et al., 2015). Therefore, it was
important to us to create materials in both
Spanish and English that would target
depression and anxiety disorders in adults.

Second, clinicians should determine the
keymessages they wish to convey to clients
about these health problems or areas.
These messages should be pilot-tested to
ensure they are received appropriately, are
culturally congruent, and are not offensive.
Relatedly, knowing ahead of time what the
best method is for delivering the health
information (print materials, audio or
video recordings) and how these materials
will be distributed (via postal mail, in
person, via brochures, or on the Internet,
for instance) can help streamline the
process of developing CBT materials for
low-literacy clients. In our case, we felt that
print materials that could be given to
patients during their behavioral health visit
by the therapist would be most effective,
given many of our patients may not have
Internet access in the home (Perrin &
Duggan, 2015).

Third, the CDC (2009) recommends
psychoeducational materials should
convey messages that are clear, relevant,
and appropriate to the client. In order to do
so, they recommend the following: (a) give
the most important information first; (b)
limit the number ofmain ideas or points to
just three or four per document, skipping
details when possible; (c) tell the client
what they need to do or what action steps
should be taken (using active voice, and
stating what should be done rather than
what should not be done); (d) explain why
this action is important; and (e) use short
words or phrases, avoid acronyms and
jargon, and write in a conversational tone
that is respectful.

Fourth, the CDC (2009) recommends
printmaterial should be attractive and easy
to understand. This is helped by selecting
large font sizes (between 12 and 14 points),
fonts with serifs (which give individual let-
ters more distinctiveness), avoiding use of
all capital letters, and being judicious in the
use of bold, underline, and italic type. The
materials should have plenty of white
space, present an entire message or idea on
a single page (rather than break up a mes-
sage across multiple pages), and use bulletFigure 1. Psychoeducational handout and symptom monitoring sample templates for use

with clients evincing limited functional literacy

P A S T R AN A E T A L .
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points or text boxes for emphasis and ease
of reading.

Fifth, health information materials for
clients with limited literacy should employ
the use of visual aids, including pictures or
clip art. According to the CDC (2009), the
choice of which types of visual aids to use
depends on the purpose of the health infor-
mation, with photographs best for showing
“real life” events or “how-tos,” and car-
toons or simple drawings best for high-
lighting key points that may be detailed in
text. In all cases, visuals should have sharp
resolution and be high in contrast. Visual
aids such as clip art or photographs should
include a brief caption and present only
one idea ormessage. In the case of develop-
ing materials for clients with no literacy,
visual aids can sometimes replace entire
sections of text.

Sixth, once a first draft of the materials
is completed, clinicians should test this
draft for cultural sensitivity, appropriate-
ness, and readability. This can be done
informally, such as by asking a few clients
to provide feedback on the materials, or
more formally, such as through focus
groups. The readability statistics of a docu-
ment can be easily determined through

functions within word processing pro-
grams, special software, or even through
free readability calculators housed on web-
sites such asOnline-Utility.org (TestsDoc-
ument Readability, n.d.).

With these guidelines in mind, we
developed a set of templates for three types
of CBT tools: psychoeducational informa-
tion sheets, behavior tracking sheets, and
symptom rating sheets. The generic tem-
plates we used for these types of CBT tools
are in Figure 1. Our template for psychoed-
ucational handouts included two pages of
pictureswith captions. All pictureswe used
are publicly available, royalty-free clip art.
The sheet page provides information about
the symptoms associated with a particular
mental disorder (such as major depressive
disorder) or problem in living (such as
managing stress). The second sheet
includes information about causes of the
disorder or problem and evidence-based
treatment approaches to managing that
problemor disorder. For instance, Figure 2
depicts the psychoeducationalmaterials we
created to address substance use disorders.
The pictures represent a few of the most
common symptoms of a substance use dis-
order, including tolerance, withdrawal,

cravings, use in risky situations, time spent
obtaining, using, or recovering from the
effects of substance use, and social or psy-
chological problems as a result of use. The
causes of drug use are depicted by pictures
and captions, which illustrate the role of
genetics, life stress, and peer pressure or
social norms. The treatment approach
includes information about psychotherapy,
medications, and support groups. Impor-
tantly, these psychoeducational sheets are
meant to be used by the clinician in session
first, with the clinician providing verbal
details about the disorder, its symptoms,
and the evidence-based treatment options
that can be discussedwith the client, allow-
ing the client to ask questions, provide
input, and otherwise respond to themater-
ial. The sheet can then be given to the client
to take home, where it can serve as a cue or
reminder of the detailed conversation that
took place in session.

Tracking behaviors that are targets of
change in CBT is critical to evaluating
whether treatment is working. As such, we
have included a template for tracking
behaviors of interest that can be easily used
by clients with limited literacy. Sometimes,
we want clients to track the behavior that is
the target of change (such as the number of
alcoholic drinks they had in a day). Figure 1
depicts a sample template for tracking the
severity or amount of problems and symp-
toms that are the target of change. At other
times, we would like the client to track
engagement in intervention behaviors,
such as finding time to engage in behav-
ioral activation for depression or taking
medications as prescribed. The last sheet
depicts a sample template that includes the
target behavior, an estimated time of day in
which the behavior is either scheduled for
or occurring, and the day of the week. The
specifics will vary by client; thus, the tem-
plates we have created are only suggested
guidelines but can be fully customized by
clinicians after crafting individualized
treatment plans with clients. An example
template for tracking generalized anxiety
disorder is shown in Figure 2. In this par-
ticular case, the client’s treatment plan
included (a) engaging in regular physical
activity; (b) making time for daily relax-
ation (something the patient and therapist
had practiced in session); and (c) setting
aside time to worry.

We haveplaced our templates on aweb-
site (comp.uark.edu/~abridges/resources.
html) so that others can freely utilize them.
The templates we created are only sug-
gested starting points for how to customize
CBT tools for clients with limited literacy.

Figure 2. Sample templates for adapted handouts on substance use disorder and behavior
tracker for generalized anxiety disorder

P A S T R AN A E T A L .
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The pictures, captions, and behaviors can
all be fully customized. They are equally
useful for workingwith adults and younger
children, as well as potentially useful for
working with people of diverse cultures
who speak different languages. In our own
practice, we have found that going over the
materials with our patients during session
and providing these sorts of materials,
largely pictorial and lacking much text,
resulted in increased patient self-efficacy
and compliance to complete needed home-
work assignments and tracking sheets.

Discussion
Despite the strong evidence that cogni-

tive behavioral interventions are highly
efficacious in treating a variety of mental
and behavioral health concerns (Hofmann
et al., 2012), they frequently rely onwritten
materials and between-session assign-
ments that can serve as impediments for
clients with limited literacy (Lincoln et al.,
2015). In our clinical practice, we have
increasingly worked to adapt CBT materi-
als for this underserved population. Our
survey of CBT clinicians also found
approximately one-third of respondents
have a significant caseload of adult clients
with limited literacy. Clinicians working in
medical centers, psychiatric hospitals, and
Veterans Affairs Medical Centers were
more likely to report having clients who
struggle with literacy compared to those
working in other settings, such as private
practice or community health centers. This
is consistent with data showing associa-
tions between limited literacy, poverty, and
ill health (Kirsch et al., 2002) and suggests
clinicians in these settings should be partic-
ularly attentive to literacy issues with their
patients.

The bulk of clinicians in our survey
reported believing limited literacy
decreases the effectiveness of CBT for adult
clients, and reported they would be less
likely to provide psychoeducational hand-
outs or tracking sheets and worksheets to
clients who struggle with literacy. This is
consistent with Lincoln and colleagues’
(2015) assertion that limited literacy can
reduce treatment effectiveness in this
already underserved population.

So how do clinicians manage treatment
with limited literacy patients? First, it is
clear from our survey that clinicians are
attuned to these issues and make efforts to
modify CBT to accommodate their clients.
Clinicians whose caseloads included a size-
able portion of clients with limited literacy
noted they adapt CBT “much of the time.”

Qualitative data indicated cliniciansmostly
adapt CBT by changing the language they
use and ensuring language is simpler and
culturally appropriate. Clinicians also com-
monly incorporated visual aids into treat-
ment, including using videos, pictures, and
drawings to illustrate concepts. In our own
clinical practice, we found the use of
images for psychoeducational handouts
and tracking sheets to be especially helpful.
However, because of the limited text in our
adapted materials, we recognize their use
requires extended time in session to
explain what each picture means to the
client. The adaptedmaterials servemore as
visual reminders or cues tomemory, rather
than as sole teaching devices. Use of com-
prehensive instructional video or audio
recordings could help reduce time burden
on clinicians, but requires clients to have
access to electronic devices outside of ses-
sion.

Scholarly interest in the intersection of
functional literacy and cognitive-behavior
therapy is increasing, and ripe for future
research and for clinical toolkits. For
instance, we do not know how clients with
limited literacy perceive CBT in its tradi-
tional or adapted forms. It would be helpful
in future studies to collect data from clients
regarding literacy and what materials or
adaptations they would find most helpful.
The materials we developed only address a
limited number of concerns that we see fre-
quently in our own practice setting, and
may not fit well with other types of cogni-
tive behavioral therapies. Further, patients’
functional literacy appears to have signifi-
cant implications for broader health out-
comes and medical treatment adherence
(Miller, 2016). As such, it might be benefi-
cial for clinicians to collaborate with other
health care professionals to continue dis-
cussing and exploring strategies to improve
treatment provision and adherence for
patients evincing limited functional liter-
acy. It would be helpful to build an
expanded library of resources for clini-
cians, perhaps encouraging others to share
materials they have found or developed
would be useful, especially if these
resources were in one central location.
Finally, the lack of a rapid and reliablemea-
sure of clinical literacy is a barrier to treat-
ment adaptation and suggests that efforts
to develop such a measure for mental
health, much like the Short Assessment of
Health Literacy (SAHL; Lee, Stucky, Lee,
Rozier, & Bender, 2010), would encourage
clinicians to adopt a standardized practice
of assessing literacy in clients.

Conclusion
CBT clinicians are likely to have a size-

able portion of clients who struggle with lit-
eracy. The effectiveness of CBT may be
reduced because of limited literacy. Our
own clinical work suggests more attention
should be paid to this underserved popula-
tion and to creatingCBTmaterials that can
be readily utilizedwith clients who struggle
with literacy.We hope others will join us in
sharing resources and adaptations that
have been effective with other clinicians so
access to this family of evidence-based
treatments is not limited to just those who
can read and comprehend well.
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THE ESTIMATED LIFETIME prevalence of
posttraumatic stress disorder (PTSD) is
8.3% (Kilpatrick et al., 2013). Effect sizes
for PTSD treatments are large for cognitive
processing therapy, exposure therapy, and
eye movement desensitization and repro-
cessing (g = 1.63, 1.08, and 1.01, respec-
tively;Watts et al., 2013). Cognitive behav-
ioral therapy (CBT) approaches out-
performed pharmacotherapies and are

among the most effective treatments for
PTSD (Watts et al.). In addition, Watts et
al. reported no differences among cogni-
tive-behavioral approaches that empha-
sized cognitive restructuring, exposure, or
a combination of the two, suggesting that
individuals have multiple options when
seeking treatment for trauma symptoms.
However, CBT for PTSD is not a cure-all,
with a recent meta-analysis showing pre-

treatment to posttreatment response rates
of 59% (63% to follow-up) and high
dropout rates (up to 54%; Loerinc et al.,
2015). Therefore, there is a need for addi-
tional treatment options.

A potential alternative for trauma and
PTSD is Acceptance and Commitment
Therapy (ACT), which has been increas-
ingly studied due to demonstrated efficacy
for a number of treatment concerns
(Hayes, Pistorello, & Levin, 2012). The goal
of ACT is to increase psychological flexibil-
ity, the ability to flexibly engage in valued
behaviors in the presence of difficult inter-
nal experiences. As such, ACT promotes a
stance of acceptance—the willingness to
experience thoughts, feelings, and sensa-
tions as they are, without efforts to change
or control them—as opposed to experien-
tial avoidance, which encompasses
attempts to alter and/or escape unpleasant
internal experiences, which result in lower
functioning. Acceptance is an active choice
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Batten (2005)

Twohig (2009)

Burrows (2013)

Lang et al. (2016)

Jansen & Morris (2016)

Woidneck, Morrison, &
Twohig (2014)

Boals & Murrell (2016)

Adult Female,
Age 19

Adult Female,
Age 43

Adult Female,
Age 18

Veterans
(M age = 34.2))

Adults,
Aged 21-27
(M age = 23.7)

Adolescents,
Aged 12-17
(M age = 14.6)

Adults, Aged 22-52
(M age = 35.7)

SCL-90-R
BDI
AAQ
ATQ-F
ATQ-B

AAQ
PCL-C
BDI-II
BAI

AAQ-II
WBSI
TSC-40
VLQ (Composite)
VLQ (Importance)
VLQ (Consistency)

BSI-18 GSI ACT (Avg.)
BSI-18 GSI PCT (Avg.)
SDS - ACT (Avg.)
SDS - PCT (Avg.)
AUDIT - ACT (Avg.)
AUDIT - PCT (Avg.)

AAQ-II (Avg.)
BAI (Avg.)
BDI-II (Avg.)
IES-R (Avg.)
PCL-C (Avg.)

Self-Monitoring
CAPS-CA (Avg.)
CPSS (Avg.)
ComQol-O (Avg.)
ComQol-S (Avg.)
TEI-SF (Avg.)
AFQ-Y (Avg.)

CES ACT+TAU (Avg.)
TAU Only (Avg.)
PCL-S ACT+TAU (Avg.)
TAU Only (Avg.)
BDI ACT+TAU (Avg.)
TAU Only (Avg.)

.88
16
36
48
48

33
67
34
38

36
73
70
38
63
53

73.3
74
6.7
6.5
5.3
5.7

44
28
29
58
51

27
60
23
54
66
71
31

28
26.3
60
55.9
30.7
25.4

.16
4
27
42
35

8
28
4
7

26
57
45
42
66
56

65
66.8
4.9
5.3
4.1
4.4

22
8
9
10
25

6
23
8
64
N/A
67
12

23.3
26.5
43.3
47.1
19.6
22.6

1

1

1

160

3

7

63

Author Population Outcome Measures Termination
Intake/
Pretreatmentn

Table 1. Outline of Data Collected for All Reviewed Studies

Note. SCL-90-R= Symptom Checklist-90-R; BDI=Beck Depression Inventory; AAQ=Acceptance and Action Questionnaire; ATQ-
F=Automatic Thoughts Questionnaire-Frequency; ATQ-B=Automatic Thoughts Questionnaire-Believability; PCL-C= Posttraumatic
Checklist–CivilianVersion; BDI-II=BeckDepression Inventory-II; BAI=BeckAnxiety Inventory; AAQ-II=Acceptance andActionQues-
tionnaire-II; WBSI=White Bear Suppression Inventory; TSC-40=Trauma Symptom Checklist-40; VLQ= Valued Living Questionnaire;
BSI-18 GSI= Brief Symptoms Inventory–18 Global Severity Index; SDS= Sheehan Disability Scale; Audit= Alcohol Use Disorders Iden-
tification Test; IES-R= Impact of Event Scale–Revised; CAPS-CA= Clinician Administered PTSD Scale for Children and Adolescents;
CPSS=Children’s PTSDSymptomScale; ComQol-O=ComprehensiveQuality of Life Scale-Objective; ComQol-S=ComprehensiveQual-
ity of Life Scale – Subjective; TEI-SF= Treatment Evaluation Inventory-Short Form; AFQ-Y= Avoidance and Fusion Questionnaire for
Youth; CES=Centrality of Events Scale; PCL-S=PTSD Symptom Checklist
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undertaken by an individual to embrace
inner experiences while they are occurring.

Experiential avoidance has been sug-
gested as a key factor in the development
and maintenance of PTSD, as well as a
potential barrier to improved psychologi-
cal functioning (Bluett et al., 2014;Hayes et
al., 2013). This is because experiential
avoidance reduces behavioral flexibility in
the face of distressing stimuli. For example,
an individual with military trauma and
high levels of experiential avoidance may
choose to keep away from situations that
contain trauma cues, such as celebratory
events where loud noises are present, even
when being at those situations may be
important or meaningful to them.

Other ACT processes are pertinent to
PTSD as well. Cognitive defusion aims to
alter the way individuals interact with
thoughts or the function of thoughts.
Specifically, defusion weakens the literality
of thoughts and instead encourages seeing
thoughts for what they are, in lieu of what
they say they are. For instance, a trauma
survivor may be plagued by the thought,
“Everything was my fault.” Taken literally,
the thought can occasion self-blame, addi-
tional self-critical thoughts, and self-pun-

ishing actions. However, if taken to be a
thought that shows up in one’s mind, the
individual may instead be able to make
valued choices in the presence of a once-
powerful thought. Distressing thoughts
about the future or the past (e.g., flash-
backs) can result in loss of contact with the
present moment, such that the individual
fails to live life as it is occurring. Yet, by
experiencing the world as events occur, the
individual’s behavior can become more
flexible, sensitive to direct contingencies,
and consistent with values (Hayes et al.,
2011).

Self-as-context is another ACT process
that entails viewing oneself as a context for
internal experiences; as such, it involves
perspective taking. Rather than holding on
to a self-narrative tightly (e.g., “I am a bad
person”), the self-as-context perspective
encourages contact with an “observer self”
who notices these self-stories and can flex-
ibly respond to them. Clarifying values—
things that are important to the individ-
ual—can help the individual maintain
focus in the face of life challenges. In other
words, values are whatmake difficult expe-
riences worth having. Values are also used
to evaluate the effectiveness of behavior;

behaviors that bring one closer to values
are effective, whereas those that bring one
further away from values are ineffective.
Committed action is the behavioral instan-
tiation of one’s values. These processes do
not function independently, but rather col-
lectively to describe the overarching goal of
psychological flexibility that defines the
ACTmodel.

The Acceptance and Action Question-
naire (AAQ; Hayes, Luoma, Bond,
Masuda, & Lillis, 2006) is ameasure of psy-
chological inflexibility and experiential
avoidance. Currently, the second version of
the AAQ, the AAQ-II is more commonly
used, and scores between 24 and 28 on the
AAQ-II have been associated with clini-
cally significant distress (Bond et al., 2011).
Higher scores on the AAQ have been asso-
ciated with reexperiencing, avoidance/
numbing, and hyperarousal, the three
PTSD symptom clusters (Meyer,
Morisette, Kimbrel, Kruse, & Gulliver,
2013). Higher scores on the AAQ-II were
also associated with more severe PTSD
symptomatology, controlling for avoid-
ance symptoms and negative emotionality
(Meyer et al., 2013). While there is some
support for this model of PTSD, the effects
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of ACT on PTSD have not been recently
reviewed.

The objective of this reviewwas to sum-
marize data on the effectiveness of ACT
interventions on PTSD and trauma symp-
toms. Specifically, this paper reviews treat-
ment studies using ACT in cases of PTSD
and trauma, discusses clinical implications
of these data, and highlights future research
directions.

Method
A literature search on PsycINFO and

MEDLINE/PubMed using three combina-
tions of search terms was conducted: (1)
“ACT” AND “trauma,” (2) “AAQ” AND
“PTSD,” and (3) “ACT” AND “PTSD.” To
be included, articles had to be published in
English between 1990 and 2016. Prior to
1990, research on ACT was limited to the
treatment of depression and Follette first
used ACT in the treatment of trauma in
1990 (McLean & Follette, 2016). Articles
were reviewed for relevance and those that
did not report on the treatment of trauma
using ACT were excluded. Studies report-
ing on individuals with a diagnosis of
PTSD or with clinically significant trauma
symptoms were included. In total, three
case studies, one case series, one single-
subject design, and two randomized trials
were included in this review.

Empirical Support

Case Studies
Three case studies applying ACT to

trauma have been published. ACT was
used with a 19-year-old female diagnosed
with substance abuse and PTSD resulting
from a history of sexual abuse (Batten &
Hayes, 2005). ACT was chosen because a
transdiagnostic treatment specifically
focused on the reduction of experiential
avoidancemight be expected to simultane-
ously affect PTSD and substance abuse,
which are disorders commonly associated
with significant levels of experiential avoid-
ance that can be comorbid. In other words,
ACT targeted the function of the client’s
behavior—avoidance of unpleasant inter-
nal experiences—through increasing psy-
chological flexibility rather than the dis-
parate behaviors themselves. The client’s
AAQ score fell from 36 at intake to 27 at
termination. Additionally, her scores on
measures of general psychopathology and
believability of thoughts decreased at ter-
mination (see Table 1). Batten and Hayes
reported that the client’s self-report scores
on the measures were below cutoffs for

clinically significant distress after 12
months of therapy, and that these gains
were maintained until treatment termina-
tion. In addition, the client reported absti-
nence of substances from the 7th month
until the end of therapy (see Table 1).

A second case study involved a 43-year-
old female who was diagnosed with PTSD
after experiencing verbal and physical
abuse (Twohig, 2009). The client reported
experiencing flashbacks, intrusive recollec-
tions, and dreams of the abuse. She did not
respond to previous CBT interventions
that focused on cognitive challenging and
exposure scripts. Prior to beginning the 21-
week trial of ACT, she scored 33 on the
AAQ and 67 on the Posttraumatic Check-
list – Civilian Version (PCL-C; Ruggiero,
Ben, Scotti, &Rabalais, 2003). By the end of
the trial, her score was 8 on the AAQ and
28 on the PCL-C. Themean upper quartile
scores of experiential avoidance on the
AAQwas 42 for clinical samples and 38 for
nonclinical samples (Hayes et al., 2004).
Clinical range for the PCL-C is indicated by
scores of 44 and above, which suggests that
the client’s trauma severity was no longer
in the clinical range. The client’s depres-
sion and anxiety scores also declined (see
Table 1).

In the third case study, Burrows (2013)
conducted a case studywith an 18-year-old
female who experienced sexual assault. She
developed self-deprecating thoughts and a
high level of anxiety at the prospect of
going out in public, due to avoidance of
flashback-inducing stimuli. The therapist
conceptualized the client’s struggles as
stemming frommaladaptiveways of avoid-
ing uncomfortable inner experiences (e.g.,
thought suppression, withdrawing from
social relationships). Thus, ACT was the
indicated treatment. By the end of the 18-
sessionACT trial, the client’s AAQ-II score
had fallen from 36 to 26. AAQ-II scores in
the range of 24 to 28 are considered clinical
(Bond et al. 2011). Measures of thought
suppression and trauma symptoms also
declined, while her scores on the Valued
Living Questionnaire rose (see Table 1).

Case Series
Jansen and Morris (2016) conducted a

12-weekACT studywith three participants
who met criteria for schizophrenia and
PTSD. Mean AAQ-II score dropped by an
average of 23 by the end of the therapy.
Improvements were also reported at post-
treatment in other self-report measures of
PTSD, anxiety, and depression symptoms
(see Table 1). This study provides addi-
tional evidence that in-vivoACT treatment

programs can result in improvements
across a variety of measures and can be
effective for those with comorbid condi-
tions.

Single-Subject Designs
Seven adolescents with a variety of

trauma experiences participated in a 10-
week course of ACT tested in two multiple
baseline designs (Woidneck, Morrison, &
Twohig, 2014). There was a decrease in
self-reported and observer-rated PTSD
symptomatology, as well as psychological
inflexibility. Additionally, objective and
subjective quality-of-life scores increased
(see Table 1). In this study, the three partic-
ipants that were considered treatment
dropouts experienced considerable sexual
abuse histories and exhibited complex
symptomatology, suggesting a possible
need to modify or augment the treatment
protocol to target interfering behaviors.
One set of participants also lived in resi-
dential care and were concurrently receiv-
ing individual, family, and group therapy
while participating in this study, though
trauma was not targeted in the other types
of therapy.

Randomized Controlled Trials
A treatment comparison study exam-

ined 160 individuals with current diag-
noses of PTSD, anxiety, depression, and
postconcussive symptoms (Lang et al.,
2016). These individuals were randomly
assigned to either the ACT or present-cen-
tered therapy (PCT) condition. Twelve 1-
hour sessions of individual therapy were
conducted for each participant in each
group. Scores on measures of well-being,
functioning, and alcohol use all decreased
(see Table 1). Improvements were
observed for both groups and the only sig-
nificant difference between groupswas that
ACT was associated with more improve-
ment in insomnia at posttreatment. This
study, like others working with veterans,
experienced a high rate of attrition.
Another consideration with regard to this
study was that 82% of the sample was diag-
nosed with PTSD, thus results may not
generalize to individuals with only trau-
matic experiences.

Boals and Murrell (2016) conducted a
clinical trial that included 63 participants
with elevated PTSD symptoms. Their
active intervention consisted of four 1-
hour ACT sessions that emphasized self-
as-context to target event centrality, or the
degree to which the traumatic event is
incorporated into the individual’s identity,
in addition to treatment as usual at a com-
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munity outreach center. The control group
only received treatment as usual. Results
indicated a significant effect of treatment
condition from pre- to posttreatment on
event centrality, PTSD symptoms, and
depression. In addition, Boals and Murrell
found that event centrality significantly
mediated the link between study condition
and PTSD symptoms, suggesting that the
ACT interventionworked in a theoretically
consistent way (see Table 1). It is important
to note that control participants who
wanted to switch to the treatment condi-
tion were allowed to do so at the pretreat-
ment assessment; thus, this was a semiran-
domized trial.

Discussion
The objective of the present review was

to summarize existing data on the applica-
tion ofACT to trauma andPTSD. This area
of research is in its nascence and prelimi-
nary evidence suggests that ACT is poten-
tially an effective intervention, though the

dearth of large-scale trials with well-
defined PTSD symptoms tempers recom-
mending dissemination of ACT for PTSD.
More information on moderating factors
of treatment response ormediational path-
ways through which psychological flexibil-
ity and quality of life improved would
enable more informed clinical decision
making and individualization of treatment
approaches.

Because ACT adopts a transdiagnostic
stance on psychopathology and has
demonstrated its efficacy across a range of
conditions (A-Tjak et al., 2015), one might
assume that ACTwill be effective for treat-
ing PTSD. However, clinical trials demon-
strating the effectiveness of ACT across
varying trauma presentations and client
variables are still needed to better under-
stand the best ways to apply ACT in the
context of PTSD. Examining the accept-
ability and feasibility of ACT in nonre-
search settings may reveal practical advan-

tages to presenting ACT as a treatment
option for PTSD.
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clinical team as a primary therapist at its
beautiful campus in Pike, NH. Mountain
Valley, a short term residential treatment
program, serves male and female adoles-
cents and emerging adults, 13 – 20 years
old, from across the globewith debilitating
anxiety and OCD. Located on the edge of
the White Mountains and Connecticut
River Valley, 30 minutes north of the
Hanover, NH and Dartmouth College
area,

Mountain Valley adds clinically inten-
sive CBT and ERP within an experiential
education program and mindfulness-
based milieu.

Primary Therapists manage a caseload
of 3-5 private pay residents over their 90
day treatment stay providing individual,
group, and family therapy. Designing and
implementing exposures with their clients
on its iconic New England, 1800 acre con-
servation land location and within local
communities provides a unique profes-
sional experience unmatched at any other
residential treatment setting.
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shire clinician with an understanding of
CBT based modalities such as DBT, ACT
and ERP. Prior experience serving clients
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development opportunities such as attend-
ing ABCT, ADAA and IOCDF confer-
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environment. Mountain Valley supports
the professional growth of all its staff.

Please contact Don Vardell, Executive
Director at dvardell@mountainvalleytreat-
ment.org for more information or to
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THE RANDOMIZED CONTROLLED TRIAL
(RCT) has been regularly referred to as the
gold-standard methodology in research
evaluating the efficacy of psychotherapies
and providing evidence for what works in
real-world clinical settings (Baker, McFall,
& Shoham, 2009). This is an ambiguous
metaphor. After all, the gold standard
failed as a basis for the world economy and
was eventually abandoned in 1971. Several
commentators, in pointing out the limita-
tions of the conclusions that can be derived
from RCTs, have used the counter
metaphor of “fool’s gold” (e.g., Edwards,
2007). In our recently published book
(Fishman, Messer, Edwards, & Dattilio,
2017), we contend that if we are to retain
the “gold standard” metaphor, it needs to
be expanded.We argue that important lim-
itations of and problems caused by relying
on RCTs as the main source of evidence
can be addressed by using amixedmethods
approach. More specifically, we advocate
incorporating qualitative methods into
outcome studies that include a close exam-
ination of single cases that were part of the
clinical trial.

RCTs employ elaborate logical designs
to achieve experimental controls. They
focus on specific variables and discreet,
quantitative measures of them; require
fidelity to therapy manuals; and rely on
extensive statistical analysis of the results.
All of these factors contribute to building
confidence in general laws about what
treatments work and for which problems.
On this basis, some have argued that clini-
cians should only deliver treatments that
follow manuals used in research trials
where efficacy has been demonstrated
through one or more RCTs (e.g., Baker et
al., 2009). However, this attitude hasmain-

tained a divide between researchers and
practitioners in clinical psychology
(Barlow, 1981; Dattilio, 2002; Jones, 1993;
Silverman, 2001).

Moreover, the serious limitations of this
approach, offered in the name of science,
and its damaging impact on clinical prac-
tice have attracted considerable commen-
tary from psychotherapy researchers over
the past two decades (Barber, 2009; Dat-
tilio, Piercy & Davis, 2014; Hollon, 2006;
Messer, 2004; Wampold, Imel, & Miller,
2009; Westen, Novotny & Thompson-
Brenner, 2004). A large number of limiting
factors of RCTs have been identified,
including those that can be addressed
specifically through a mixed methods
approach.

For example, because of the difference
in the controlled, experimental setting of
RCTs and the naturalistic setting of prac-
tice, RCT studies have not been viewed by
practitioners as attuned to their thinking
and clinical experience (Barlow, 1981; Dat-
tilio, 2002; Jones, 1993; Silverman, 2001).
Specifically, treatment protocols in
research trials may be artificially con-
strained to accommodate the requirements
of research designs, such as artificially
shortening the treatment time (Dattilio,
Edwards, & Fishman, 2010) or limiting the
responsiveness of clinicians that is a
normal part of their clinical behavior and
indeed essential for ethical practice (Stiles,
2009). Moreover, practitioners in natural-
istic practicemay havemore complex cases
and fewer resources available, such as
ongoing supervision, than in research trials
(Schoenwald & Hoagwood, 2001). Conse-
quently, treatments delivered in RCTsmay
differ from those offered in routine clinical
practice. In response to this apparent “lack

of fit” between RCTs and naturalistic prac-
tice, systematic case studies of clients
within RCTs capture the important clinical
contexts of the RCT treatment, not appar-
ent from the RCT research design per se, so
that the full contexts of RCT cases can be
comparedwith those of practice in natural-
istic settings. Such a comparison of these
contexts can help to answer the question of
whether the case studies associated with
RCT manuals are effectively transportable
to naturalistic contexts of practice. Such a
comparison is enhanced by also conduct-
ing systematic case studies of routine prac-
tice and comparing and contrasting them
with the case studies drawn from an RCT.

In addition, the requirement of quan-
tification leads to a reliance on established
metrics that don’t fully and accurately cap-
ture the experiences of participants avail-
able in case studies and can result in bias
with respect to the conclusions that are
drawn (Blanton & Jaccard, 2006; Kazdin,
2003; Levitt, Pomerville, & Surace, 2016).
Because the focus of RCTs is on the efficacy
of treatments, they typically provide lim-
ited information about the mechanisms
throughwhich treatmentswork, the type of
information which case studies can sub-
stantially augment. Findings are largely
limited to the conclusion that a treatment
works the same as or better than placebo or
than another treatment. While such con-
clusions are, of course, important, they are
very broad and sweeping and do not do
justice to the complexities involved in indi-
vidual participants’ responses to treatment.
There are wide individual differences with
respect to how clients respond to different
treatments or even aspects of a single treat-
ment. Factors such as client characterolog-
ical features, the therapeutic alliance, the
credibility of the therapy in the eyes of the
client, the client’s motivation and expecta-
tions, the client’s life context with respect
to social support and competing demands,
the therapist’s theoretical allegiance, and
the therapist’s skill can all affect the nature
of participants’ engagement with the ther-
apy process (Barber, 2009; Fishman et al.,
2017; Wampold et al., 2009). In short, the
internal validity of the findings is compro-
mised by the fact that there is little or no
evaluation of the role of a large number of
factors—independent of the techniques
outlined in the therapy manual em-
ployed—that impact the course of treat-
ment andwhether it will be effective in par-
ticular cases, and all this is the very type of
information that systematic case studies
can provide.

SCIENCE FORUM

MixedMethods Research Offers aMore Power-
ful Gold Standard for Evaluating Psychological
Treatments
FrankM. Dattilio,University of Pennsylvania andHarvardMedical
School

David J.A. Edwards, Rhodes University andUniversity of Cape Town

Stanley B. Messer, Rutgers University–New Brunswick

Daniel B. Fishman, Rutgers University–New Brunswick
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Practitioners are responsible for keep-
ing informed about research findings so
that they can deliver interventions consid-
ered to be best practice in light of current
knowledge. At the same time, they are
strongly influenced by their clinical experi-
ence of how different clients respond.
Indeed, studies suggest thatmost clinicians
tend to rely largely on clinical experience
and give limited attention to the research
literature (Mussell et al., 2000; Stewart &
Chambless, 2007). In this context, it is
important to note that in a recent issue of
the Behavior Therapist, Babeva and Davi-
son (2017) discuss the nature of effective-
ness in continuing education in the health
professions and conclude from the empiri-
cal research on medical education that
“problem-based learning, an interactive
approach requiring students to synthesize
and critically apply knowledge in solving
real-world clinical problems, predicts clin-
ical competency and is also associated with
high levels of self-reported satisfaction” (p.
8). Systematic case studies provide a crucial
vehicle for such problem-based learning.

Research on the accuracy of clinical
decisions (mostly about diagnosis and
prognosis) guided by statistical informa-
tion and normative data, as comparedwith
pure clinical judgment, has shown that,
although the former have a somewhat
higher level of accuracy, in some studies
clinical judgment is superior (Ægisdóttir et
al., 2006). It is unfortunate that these two
sources of knowledge have often been seen
as pitted against each other, rather than
complementary (Messer, 2016).

Fortunately, the American Psychologi-
cal Association’s Task Force on Evidence-
Based Practice in Psychology (EBPP) con-
cluded that clinicians need to base
decisions about treatment on a synthesis of
their clinical experience and clinical judg-
ment together with evidence from research
that would include but not be limited to
RCTs (Goodheart, 2005). Thus, qualitative
studies, including narrative case studies,
are considered appropriate sources of evi-
dence that can contribute to making clini-
cal decisions.

This was not a radical position but was
in line with the view of evidence-based
practice in medicine (Sackett, Rosenberg,
Gray, Haynes, & Richardson, 1996) and
psychology. Over three decades ago,
Kiesler (1981) argued that the development
of interventions in psychotherapy calls for
a multidimensional research enterprise
requiring various talents and approaches.
Different research methods (e.g., multi-
variate and experimental studies, group

comparisons, outcome designs, therapy
process models, case-based studies, and
qualitative research methods) each offer a
unique type of evidence that can be drawn
on to contribute to the scientific develop-
ment and evaluation of useful treatments.
The availability of a wider set of informa-
tion and the synthesis of perspectives and
conclusions from qualitative and quantita-
tive methods offer amore balanced view of
what has been discovered in a project.

Twenty years after Kiesler’s statement,
in the United Kingdom, Salkovskis (2002)
articulated this approach more sharply
with the concept of “empirically grounded
clinical interventions,” which, he argues,
are establishedwhen the evidence fromdif-
ferent types of studies is carefully evaluated
and integrated. This integrative research
perspective is more widely recognized in
the U.K. with the result that clinical psy-
chologists there have a greater respect for
the research literature than those in the
U.S. (Cooper & Graham, 2009).

Amixedmethods research strategy goes
beyond the view that data from multiple
studies employing different sources and
methods need to be drawn on in clinical
decision-making. It advocates the use of a
range of research methods within a single
study (Hanson, Creswell, Clark, Petska, &
Creswell, 2005). This would mean, for
example, conducting an RCT with all that
this involves in terms of controlling for
extraneous variables, quantification, and
statistical analysis, together with studying
the same clients within the same study.
Reporting a series of largely qualitative case
studies would bring into focus the wider
range of factors that impacted the treat-
ment than can be measured in the formal
quantitative study. The results would not
be presented in independent reports, with
one describing the RCT and another
describing the case studies and/or other
qualitative analyses. Both would be incor-
porated into a single research report, which
would draw conclusions on the basis of
both kinds of findings. In this spirit, Dat-
tilio et al. (2010, p. 433) proposed that
“reporting a small set of representative
SCSs [systematic case studies] should
become a mandatory part of the scientific
reporting of studies evaluating psychologi-
cal treatments through RCTs.”

The comprehensive information on
individual cases that is often gathered in
well-conducted RCTs constitutes a rich
source of untapped scientific data. On
occasion, these are employed in thewriting
of case studies for publication. Several of
the case studies published in the journal

Clinical Case Studies, for example, have
been taken from clinical trials. Such studies
may provide valuable instantiations of the
kinds of processes that unfoldwhen a treat-
ment works (Messer, 2011), or of the kinds
of obstacles encountered that impact nega-
tively on outcome (Rizvi, 2011). However,
the publication of case studies from clinical
trials so far has been a largely haphazard
process. Barlow and Knock (2009) have
argued that “the time is now right to put
more emphasis on idiographic strategies
that can be integrated in a healthy way into
existing nomothetic research approaches”
(p. 20). Requiring that systematic case
studies from therapy trials be integrated
into reporting and the drawing of conclu-
sions would be a way of making this a real-
ity.

A more refined strategy, proposed by
Fishman (2011), is to select two cases from
a trial, one where treatment was effective
and onewhere it was not, and publish these
together (for examples, see Burckell &
McMain, 2011). In all these publications,
however, the case reports are independent
of the report of the RCT. For the first time,
as far as we know, combined reports of an
RCT and those of case studies are exam-
ined together in single book chapters (Fish-
man et al., 2017), although the RCTs them-
selves were also published previously and
independently. These, therefore, are
unique examples ofmixedmethods report-
ing.

Case StudiesWithin aMixed
Methods Approach

Creswell, Fetters, and Ivankova (2004)
pointed out that case studies are particu-
larly appropriate for inclusion as the quali-
tative perspective in mixed methods
research evaluating health service interven-
tions like psychotherapy. Bromley (1986)
aptly argued that case study research con-
stitutes the “bedrock of scientific investiga-
tion,” and the details of clinical practice are
invariably derived from a synthesis of clin-
ical principles derived, at least informally,
from case observations, rather than from
the findings of multivariate research
(Edwards, 1996). This is because case stud-
ies in which the individual is “the unit of
the interest and the unit of analysis” (Eells,
2007, p. 35) allow for an examination of
multiple complex processes as they interact
across time within the same individual.
When evaluating the treatment of different
individuals within the same RCT condi-
tion, comparative case studies, as in the
example of the Fishman (2011) strategy
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described earlier, are particularly valuable
in that they permit the formal examination
of individual differences in response to the
same treatment approach. They also pro-
vide information of relevance to therapists
with respect to their need to be responsive
to client differences, such as a client’s stage
of readiness for a particular treatment
intervention.

In the final phase of the research
process, case studies have another impor-
tant value to science, which is the commu-
nication of findings. Well-written case
studies offer a unique means of communi-
cating clinical knowledge because reading
them can directly engage the interest of
busy clinicians and inform practice in a
way that is not achieved by other methods
of research publication (Stewart &Chamb-
less, 2007).

Methodological Standards for
Systematic Case Studies

Case studies were discredited during
the latter half of the 20th century on the
ground that there was inadequate quality
control in so far as authors could easily
select and distort the narratives to suit their
own theoretical or ideological agendas.
This outlook underestimated the value of
case studies to clinical practice and overes-
timated their limitations. In the context of
the growing appreciation of the value of
qualitative research, and with the articula-
tion of principles and methods to ensure
the greater trustworthiness of conclusions
drawn, case studies are once again taking
their rightful place as a foundational form
of clinical research (Fishman et al., 2017).

Case studies in which a qualitative nar-
rative account of the assessment and ther-
apy process is a central feature are termed
“pragmatic case studies” (Fishman, 2005),
or “systematic case studies” (SCSs;
McLeod, 2010). Criteria for quality assur-
ance in such studies have been extensively
described (Dattilio, 2006a, 2006b; Edwards,
Dattilio, & Bromley, 2004; Fishman, 2005;
Kazdin, 2003).

Drawing on Peterson’s (1991) disci-
plined inquiry model, Fishman (2005)
argued for a five-stage process of assess-
ment, case formulation, treatment, ongo-
ingmonitoring leading to possible revision
of the treatment, and concluding evalua-
tion. In the assessment phase, information
is systematically gathered about the case
using clinical interviews, self-report mea-
sures and, where available, collateral infor-
mation from significant others. This pro-
vides the basis for a case formulation

within whatever treatment model the clin-
ician is using and for which there is an
existing body of basic and applied research.
The formulation incorporates several clin-
ical hypotheses that are used as a basis for a
treatment plan. Once the treatment is initi-
ated it becomes a test of the formulation
and of the clinical hypotheses it incorpo-
rates. A limited response to treatment cap-
tured by monitoring can lead to a revision
of the formulation and a change of treat-
ment approach, a course correction that
can be documented in the case narrative.
Finally, a systematic evaluation of the
process and outcome of the case is con-
ducted to understand both the case itself
and its relevance for generalizations about
other, similar cases.

Fishman recommends that self-report
scales be used to monitor specific symp-
toms that are related to the presenting
problem, and that these are administered
not only during assessment but on a regu-
lar basis until the end of treatment and at
follow-up. The quantitative results of these
can be presented in graphical form as part
of the case study and linked to the
processes described in the narrative. Sys-
tematic case studies are, therefore, mixed
methods studies in that conclusions are
based on a synthesis of both qualitative and
quantitative data. When possible, all ses-
sions should be recorded and the tran-
scripts used as the basis for constructing
the case narrative. This will necessarily be
selective and the material included will be
relevant to the central themes that emerge
from the clinician’s qualitative understand-
ing of the salient factors in the case either
as the case proceeds or in retrospect. The
session transcripts provide a basis for qual-
ity assurance that the selection and the-
matic interpretation of the therapy process
has not been biased.

Recommendations: Towards a
Credible Gold Standard for

Psychotherapy Outcome Research
Using aMixedMethods Paradigm
Anumber of the criticisms of RCTs can

be addressed by including in an RCT pro-
ject systematic case studies drawn from the
experimental condition of the RCT, by
providing insight into dimensions of the
response to treatments that aremissing in a
typical RCT report. The number of real-
world factors that impact on participants’
response is so large that even where
researchers include measures of critical
variables (such as the therapeutic alliance,
or the credibility of the treatment), infor-

mation about other important factors will
simply not be available. The same is true
for factors that impact on the enormous
variability across participants in response
to treatment. Qualitative studies, and case
studies in particular, can bring these factors
sharply into focus and provide a basis for
guidelines for clinicians in how to deal with
them in practice.

We therefore recommend that report-
ing a small set of representative systematic
case studies becomes a mandatory part of
the scientific reporting of studies evaluat-
ing psychological treatments through
RCTs. This would balance the reporting of
group comparisons and effect sizes, and
would allow a focus on the process of treat-
ment and the factors that affect its delivery
in specific cases and context. Given that
electronic publication need not have the
same space limitations as print publication,
the full case studies might be included in a
separate online Appendix to the journal in
which RCTs are reported. However, the
conclusions of the article should be based
on combining the perspectives and insights
gained from both methods, and selected
material from the systematic case studies
should be incorporated into the main arti-
cle.

In the context of the above, we propose
that in addition to the RCT and case stud-
ies, a comprehensive mixedmethods strat-
egy should also include a third evaluative
component in which questions are asked
about the process and implementation of
the research plan (Teddlie & Tashakorrie,
2009). For example, in multisite studies,
conflicts between the researchers and the
managers of the research site (hospital or
clinic) may lead to steps that compromise
the research protocol. Theremay be similar
conflicts between researchers and clini-
cians who feel that an inappropriately rigid
protocol has been imposed on a clinical sit-
uation. At some sites, there may be practi-
cal problems such as limited availability of
therapy rooms or an environment that is
noisy. These types of factors are likely to
affect the data collected, but remain hidden
in the report of quantitative results where
the impact on scores is simply ignored, or
statistical procedures are employed for
dealing with “missing data.”

Finally, we believe that for practitioners
who are asked to follow treatment proto-
cols inways that are at oddswith their need
for situational, clinical responsiveness and
even with their professional judgment, the
kind of mixed-method study described
here can be a most important useful
resource and reference point.
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The ABCT Spotlight on a
Mentor program aims to
recognize excellence in
mentorship by profiling a
selection of exceptional

mentors within the membership of ABCT.
We are pleased to present an interview
with our most recent spotlighted mentor,
Dr. Scott Coffey.

Scott F. Coffey, Ph.D., received his
Bachelor of Science degree from Arizona
State University and his Ph.D. in Clinical
Psychology from the University of Missis-
sippi. He completed his internship at the
Medical University of South Carolina
(MUSC) followed by a Postdoctoral
Research Fellowship, sponsored by the
National Institute on Drug Abuse, focused
on the co-occurrence of addiction and
posttraumatic stress disorder (PTSD). He
is Professor andDirector of the Division of
Psychology in the Department of Psychia-
try and Human Behavior at the University
of Mississippi Medical Center and is the
Vice Chair for Research. His research
interests, funded by the National Institutes
of Health and the Substance Abuse and
Mental Health Services Administration,
include mechanisms that initiate or main-
tain substance use disorders, PTSD, the co-
occurrence of PTSD and substance abuse,
psychotherapy treatment development,
and impulsivity.

Within the Mississippi Psychology
Training Consortium, Dr. Coffey has for-
mally mentored 6 postdoctoral research
fellows and 11 psychology residents (the
term for "psychology interns" at this site)
and has informally mentored numerous
psychology residents and psychology grad-
uate students. Dr. Coffey, along with Dr.
Julie Schumacher, leads a 12-session grant-
writing seminar directed at psychology res-
idents within the Mississippi Consortium.
Through this activity, Dr. Coffey has an
opportunity to provide focused, limited
mentoring on the process of successful
grant writing. For his research mentoring
efforts, he was awarded the Faculty
Research Mentor Award from the Missis-
sippi Consortium in 2011–2012, 2013–
2014, and 2015–2016.Hewas also honored
with the 2009–2010 Faculty Clinical
Mentor Award from the Mississippi Con-
sortium and was named Teacher of the
Year in the Residency Training Program in
Psychiatry at the University at Buffalo.

Dr. Coffey received nominations from
seven former trainees for the Spotlight on a

Mentor award. The nomination letters
praised Dr. Coffey for his exemplary clini-
cal and research mentorship. Specifically,
Dr. Elizabeth Nosen wrote: “Dr. Coffey is
an amazingly dedicated, considerate and
caringmentor.He clearly prides himself on
meeting students where they are and pro-
viding very honest and constructive feed-
back to help students take whatever next
step they desire. He also has a keen sense of
what kind of guidance would be useful to
students, whether that be clinical advice
related to handling difficult cases and col-
legial relationships or provision of in-
depth coaching and walk-throughs related
to filling gaps in one’s CV and navigating
job markets, post-doc interviews, salary
negotiations and NIH grantsmanship. Dr.
Coffey wants everyone he mentors to suc-
ceed and he is willing to go above and
beyond to make this happen.”

Another former trainee, Dr. Rita E.
Dykstra, spoke about Dr. Coffey’s clinical
mentorship: “I was fortunate to have him
as my clinical mentor on internship, and I
can honestly say that I left a better clinician
because of his feedback and teaching. He
helped me learn to be kind and compas-
sionate during treatment while still
encouraging clients to do the ‘hard work’
necessary for a successful treatment out-
come. It’s rare to find someone who is
equally committed to their research and to
serving clients, and Scott was a fantastic
mentor in this regard. Scott is truly the
embodiment of what it means to be a sci-
entist-practitioner.”

Dr. Dykstra went on to state, “When
Scott gives you advice, it’s not based on his
personal beliefs, it’s based on what he
thinks is best for the person in that partic-
ular situation and on years as a successful
clinical psychologist and researcher. In the
years since I completed internship, Scott is
still one of my go-to people when I need
professional advice. I place a high value on
his opinions and professional judgments
and have the utmost trust in the advice he
gives.”

Dr. Erin Berenz described her mentor-
ship relationship with Dr. Coffey this way:
“Dr. Coffey is committed both to high-
quality research and clinical training,
which is a rare combination. I feel so privi-
leged to have had the opportunity to train
with him on internship, and to be able to
continue working with him today. Given
the strength of our relationship, which is
largely based in Dr. Coffey’s generosity in
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mentoring me and fostering my profes-
sional development, Dr. Coffey and I have
continued to collaborate on manuscripts,
conference presentations, and NIH grant
applications. I would not be the profes-
sional I am today without having him as a
role model.”

Finally, several of Dr. Coffey’s former
trainees credited Dr. Coffey with future
professional achievements. For example,
Dr. Kathryn A. Roecklein wrote, “I
attribute to him much of my ability to
obtain a tenure track [faculty position] at
the prestigious University of Pittsburgh in
the Clinical Psychology program, and
independent NIMH funding for my work.
He was immensely helpful when it came
time to negotiate when I had an offer in
hand.”

Similarly, Dr. Andrew K. Littlefield
described the role that Dr. Coffey’s men-
torship played in his professional trajec-
tory: “There are multiple times each week
that I askmyself, ‘What would Scott Coffey
do?’ I ask this not only in terms of how he
might reach critical clinical and/or research
decisions, but also how he would tactfully
approach and manage interpersonal
exchangeswith hismentees. Scott certainly
highlighted that mentorship IS a process
and a continual one at that. I think overall
Scott ‘taught’ mentorship by example. For
instance, he provided mentorship on all
stages of a novel prospective data collection
that I was able to complete during my
internship year. This project was invaluable
to my research career, and I have little
doubt that having this research experience
directly contributed to me getting an offer
to be an assistant professor following my
internship year. This exemplification of
generosity has impacted my own behav-
ior.”

Dr. Coffey responded to questions from
ABCT’sAcademic Training and Education
Standards Committee about his experience
and goals as a mentor, as well as his men-
torship philosophy and mentorship prac-
tices.

For how long have you engaged in the type
of mentoring that you engage in now?

Since coming to theUniversity ofMis-
sissippi Medical Center and joining the
Mississippi Consortium in 2004, I have
sought to have a close relationship with
one to two psychology residents each year
and my postdoctoral fellow. Although I
am available and frequently meet pri-
vately with all 11 residents, particularly
when the residents are negotiating faculty
position offers or have grant-related ques-

tions, I tend to focus my time and efforts
on the psychology resident assigned tome
as a research preceptee, my postdoctoral
fellow, and, on occasion, one additional
resident.

What type of mentor do you aspire to be?
Do you have amentorship philosophy?
Relatively early in my career, I realized
that 10 to 20 years after I publish my last
article, I will no longer be cited in peer-
reviewed papers unless I happen to pub-
lish a seminal work. Given the definition
of the term “seminal work” and the speci-
ficity of my research area, I recognized it
was unlikely that I was going to publish a
seminal work. I continued to believe that
my research was, and is, important, but I
now recognize that it is a building block
that is part of a much larger project. It is
my hope that my research will play a part
in helping alleviate human suffering and
it might affect the trajectory of the field,
but it is far from lasting. However, effec-
tively mentoring junior colleagues and
trainees has the potential to have a much
more enduring impact on the field and
the lives of the mentees. So, the type of
mentor I aspire to be is one that will have
a lasting impact on behavioral psychology
through the impact the mentor has had
on his mentees.

What are your strengths as a mentor?
I believe my most important strength

is a willingness to spend time and to listen
to the needs of a person seeking my help.
It is my goal that the individual in front of
me will receive my undivided attention,
and, I believe, this is an important first
step in mentoring. I enjoy meeting with
young academics, and I have experience
in two important and related issues they
will face: how to negotiate an academic
position, how to develop a fundable pro-
gramof research, and how these issues are
interwoven. For example, it is important
that trainees don’t apply for faculty posi-
tions at locations that are unable to sup-
port their program of research and I find
this important point is sometimes over-
looked in the anxiety-driven search for a
first academic job.

As a clinical mentor, it is my hope that
one of my strengths is that my mentee
recognizes how important I think effec-
tive cognitive behavioral therapy is in alle-
viating human suffering and why I think
it is important to help alleviate human
suffering. Perhaps another strength I have
as a mentor is simply the fact that while I

greatly enjoy research and providing clin-
ical care to patients, the most enjoyable
aspect of my job is mentoring young aca-
demics. It is my hope that this love for
mentoring comes across in my interac-
tions with mymentees.

Whom do you perceive to be your most
influential mentors? Describe the main
lessons that you have learned from your
mentors.

I have had numerous wonderful men-
tors throughoutmy career and if I did not
have their wise counsel, I would not have
the satisfying career that I have enjoyed to
date. However, two mentors stand out
because they helped me a great deal
during a period of career transition:
Bonnie Dansky, Ph.D., and Kathleen
Brady, M.D., Ph.D. Although I was inter-
ested in research coming into graduate
school, I did not pursue a research track
when I first entered graduate school.
However, over time, I became more and
more interested in research and was for-
tunate enough to match at an internship
with ample research opportunities: the
Charleston Consortium. The research
preceptor assigned to me was Bonnie
Dansky and I was her first preceptee. She
was a young Assistant Professor, only a
couple of years older than Iwas. Although
I learned many things from Bonnie, such
as how to be a generous mentor, how to
assess the strengths and weaknesses of a
preceptee, how to focus on the needs of
the preceptee, how to help a trainee net-
work professionally, etc., themost impor-
tant lesson I learned was how to have an
appropriate relationship with a mentee.
Bonnie and I were approximately the
same age and had many overlapping
interests outside of work and it would
have been very easy for us to become
friends. It was very clear to me from the
beginning of our relationship that this
was not going to happen during intern-
ship. Bonnie established excellent bound-
aries that allowed us to be friendly with
one another without becoming friends.
Since wewere not friends, it was very easy
for her to give me the feedback I needed
when I needed it and for the relationship
to focus on my professional needs; the
relationship did not need to be balanced. I
believe this aspect is central to a healthy
mentoring relationship and I had this
stylemodeled verywell forme early inmy
career. As my role changed at MUSC and
other mentors replaced her, she and I
became close friends and remain friends
to this day.
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My other mentor during this transi-
tion phase was Kathleen Brady. Kathleen
was one ofmymentors while I completed
my National Institute on Drug Abuse–
funded postdoctoral research fellowship
at MUSC. From Kathleen, I learned how
to be an unselfish mentor. For example,
during the 1990s, impulsivity was all the
rage in the addictions literature. While I
was familiar with the literature, I was
focused on my primary research interest
investigating the relationship between
PTSD and substance use craving. During
ameetingwithKathleen inwhichwewere
discussing impulsivity, she offered to send
me to the laboratory of the late Charles
Schuster, Ph.D., former director of the
National Institute on Drug Abuse. His
group was very involved in studying
impulsivity in addicted individuals, so I
quickly took her up on her generous offer.
This opportunity led to my first grant, an
institutional grant from MUSC, and a
publication that has turned out to be my
most frequently cited peer-reviewed pub-
lication. It also served as pilot data for a

NIMH-funded R21 focused on impulsiv-
ity and emotion dysregulation in border-
line personality disorder with and with-
out substance use disorders. These
experiences have enabled me to mentor
students, such as Andrew Littlefield,
Ph.D., on impulsivity-focused projects
that, I believe, have furthered their
careers. This whole line of research and
mentoring in the area of impulsivity is the
ever-growing, outward-moving impact of
a single generous act, much like a small
pebble dropped in a body of water. It is
my hope that over the course ofmy career
I will continue to drop small pebbles in
water.

What advice would you give to other pro-
fessionals in your field who are starting
out as mentors?

If a facultymember is just beginning to
mentor others, such as students and fel-
lows, it may be that this individual is rela-
tively junior. For these individuals, the
best advice I can provide is to maintain
clear boundaries in the mentor-mentee

relationship. Maintaining clear bound-
aries in mentor-mentee relationships can
be challenging early in an academic’s
career because the mentor might have
more in common with the mentee than
he or she has with other facultymembers.
However, it can be difficult to simultane-
ously manage the dual relationship of
mentor and friend, so my advice is to
avoid the dual relationship.

Spotlight on a Mentor interviews are
presented by ABCT's Academic Training
and Education Standards Committee
with editing by Helen Z. MacDonald. If you
are interested in learning more about Dr.
Coffey’s work as a mentor, to learn about
other exceptional ABCT mentors, or to
add your mentorship profile to the ABCT
Mentorship Directory, please visit
www.abct.org/mentorship/.
Correspondence to Helen Z. MacDon-
ald, Ph.D., Department of Psychology,
Emmanuel College, 400 The Fenway,
Administration 421A, Boston, MA 02115;
macdonaldh@emmanuel.edu

This month we are pleased
to feature Christine
Maguth Nezu, Ph.D.,
ABPP, recipient of the
2016 Outstanding Contri-
bution by an Individual for
Education/Training
Award. This award recog-

nizes ABCT members who have provided
significant contributions to the education
and training of behavior therapists.

Dr. Maguth Nezu is a Professor of Psy-
chology andProfessor ofMedicine atDrexel
University. She has maintained a licensed
practice for nearly 30 years (Nezu Psycho-
logical Associates, of which she is Clinical
Director of Training) and is board certified
in Clinical as well as Behavioral and Cogni-
tive Psychology. Over the course of nearly
30 years, shehas provided training inbehav-

ior therapy to hundreds of doctoral stu-
dents, practicum externs, psychology
interns, andpostdoctoral supervisees.As co-
developer andmaster trainer of Contempo-
rary Problem-Solving Therapy (PST), Dr.
Maguth Nezu has provided 24 training
workshops at ABCT and the WCBCT, as
well as scores of other national and interna-
tional workshops on PST. She has trained
nearly 1,000 VA and DoD professionals in
the nationwide roll-out ofMovingForward,
a PST-based intervention she co-developed
to enhance resilience and reduce emotional
distress.

In addition to this long list of contribu-
tions, Dr. Maguth Nezu has made substan-
tial contributions through her participation
on and leadership of theAmerican Board of
Professional Psychology (ABPP). She was
pivotal in the designation of Behavioral and

Cognitive Psychology as a specialty, and
represented the specialty as amember of the
Board of Trustees of the ABPP for 10 years.
She is a past president of ABPP and the
recipient of the 2014Russell BentAward for
Distinguished Contributions to ABPP.

Although this award recognizes profes-
sional accomplishments, at theAwardsCer-
emony in New York we learned that Dr.
Maguth Nezu’s training in the principles of
behavior therapy permeates all aspects of
her life. Her children and grandchildren
sent the following note that was read at the
ceremony: “Your 3 children and4grandkids
want to send their love and admiration on
this special occasion. We can't imagine a
more appropriate honor for ourmomgiven
how you were able to teach and train us to
solve problems, live passionately, and try
our best. Although we cannot be physically
present in NYC today, we are there in spirit
and incredibly proud of you for getting this
award. We know dad (Dr. Art Nezu) feels
the sameway!Much congrats,mommers!—
From Frank, Ali, & Linda and the 4 grand-
kids.”

Given the extent of her direct or indirect
impact on the training of countless ABCT
members in cognitive and behavioral ther-
apy, theAwardsCommittee agreedwithher
nominators that “it [was] time for ABCT to
recognize her with this distinguished
award.”
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The Association for
Behavioral and Cognitive
Therapies Addictive
Behaviors Special Interest
Group recognizes mem-
berswho havemade a sub-
stantial impact in the field
of addictive behaviors. At

the 2016 ABCT Convention, we honored
Dr. Jennifer Merrill, who was nominated
and selected for the Early Career Achieve-
mentAward. This award is presented bian-
nually to amemberwho hasmade substan-
tial early career contributions to the field of
addictive behaviors. Jennifer Merrill
received her Ph.D. from the University at
Buffalo in 2012. She is currently an Assis-
tant Professor (Research) at the Center for
Alcohol and Addiction Studies in the
Department of Behavioral and Social Sci-
ences at Brown University. In their enthu-
siastic recommendations, JenniferMerrill’s
mentors describe her as “highly produc-
tive” and note “the depth of her work in
multiple areas defines an impressive trajec-
tory as an early career scientist.” Only 4.5
years post-Ph.D., she has over 40 peer-
reviewed publications with numerous
others under review.

Dr. Merrill has primarily focused on
investigating the etiology and conse-
quences of alcohol misuse among young
adults, with a particular interest in the sub-
jective evaluation of alcohol-related conse-
quences. During her graduate training, she
earned an NIH F31 from NIAAA. In her
dissertation, she showed that when upper-
classmen perceive their recent conse-
quences as particularly negative, they
engage in downward shifts in drinking in
the short term (Merrill et al., 2013). She
later replicated and extended this study in a
larger sample of underclassmen, followed
over 2 years (Barnett, Merrill et al., 2015).
She has documented that subjective evalu-
ations mediate the relationship between
two other antecedent variables (perceived
consequence norms and prior experience
with consequences) and alcohol use (Mer-

rill et al., 2013). Recently, she documented
both between- and within-person predic-
tors of consequence evaluations (Merrill et
al., 2016). Passionate about this line of
research, Dr. Merrill has secured a K01
award fromNIAAA to support implemen-
tation of an ecological momentary assess-
ment study to examine whether evalua-
tions of consequences in real-time are
associated with later drinking. Her work in
this area highlights the etiological impor-
tance of how students personally experi-
ence alcohol consequences and is likely to
inform interventions for young adult
drinkers.

Dr. Merrill has also been adding to a
growing body of literature on pregaming
among college students. Specifically, she
examined risk factors and reasons for
pregaming (Read, Merrill, & Bytschkow,
2010), and helped to develop a measure on
motivations to pregame (Bachrach, Mer-
rill, Bytschkow & Read, 2012). She later
adapted the Timeline Follow-back inter-
view to assess links between pregaming
behaviors and associated alcohol-related
consequences in a fine-grained manner.
She used multilevel modeling to demon-
strate that pregaming put students at
greater risk for consequences at the event-
level (Merrill et al., 2013). Most recently,
she examined descriptive pregaming
norms as a predictor of pregaming, and
theory-based moderators of this associa-
tion (Merrill et al., 2016).

In addition, she has a growing interest
in mobile-health interventions for alcohol
misuse, and recently completed a pilot
study to deliver accurate descriptive and
injunctive norms information to college
student drinkers, via text messaging, in
hopes of impacting their drinking attitudes
and behaviors. She has current interests in
qualitativemethods, ecologicalmomentary
assessment, advanced data analysis, and
intervention development.
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“OCD treatment is a dish best served
a la carte”

—Old CBT Proverb

Myadvisor,Dr. Bill, had scheduled a sendoff
meetingwithme after graduation. I’d finally
earned the “comma Ph.D.” after my name.
Like dragon images branded on the fore-
armsof Shaolin temple grads, this sacred let-
tering would forever be inmy signature.1

I swaggered into Bill’s office like an
ABPP in Behavioral andCognitive Psychol-
ogy. After all, I was about to begin two years
of postdoctoral residency specializing in
obsessive-compulsive disorder (OCD) with
the fabled Dr. Mei. Dr. Mei was Bill’s
mentor, and had been a highly sought after
supervisor for ages. I had obtained this cov-
eted but enigmatic posting—no applicant
had been accepted in recentmemory—only
thanks to the philosophical backing of Dr.
Bill in her recommendation letter.

To prepare for this “beyond the match”
APPIC-approved training program, I had
immersed myself in the latest manualized
interventions for OCD. Endless hours of
role-playing as both therapist and patient
while leaping back and forth between chairs
inmy living roomhad helpedme learn each
exact step in my manuals by heart. My
“manuals’ kata” was flawless.

I toldDr. Bill all aboutmyprowess. Then
she said, “Kiddo, I can see you’re feeling
pretty good. I don’t want to be a Dr. Debbie
Downer, but there’s a historical case exam-
ple that I need to tell you.” She stopped to
play her dizi, a long bamboo flute. “Ah,
tenure,” I thought.

The parable commenced, “Once upon a
time at the very first ABCT annual confer-
ence, in around the year one-double-knot-

three . . .”2 (Of course it wasn’t known as
ABCT back then.)

And continued, “. . . coming from oppo-
site directions toward a salon to hear a panel
called ‘The Great Wall of China as a
Metaphor forDenial,’ a talented youngpost-
doc and an infinitely powerful Fellow
namedDr.Mei crossedpaths.Dr.Mei, in an
almost unfathomable display of generosity,
gave the postdoc the slightest of nods. The
nodwas not returned.”

Bill mused, “Now was it the intention of
the resident to insultDr.Mei?Or did he just
fail to see the generous social gesture? That
remains unknown.What is knownwere the
consequences.” The resident had soon real-
izedhis grievous affront and tried to console
Dr.Mei, only to findhim“in . . . consolable.”
< Pause for effect > “So began the massacre
of the postdoc’s record of supervised hours
toward licensure.” <Flute solo> “And so the
legend of Dr. Mei’s Five-PowerPoint-
Exploding-Reputation technique began.”3

Bill hadwrapped up ourmeeting saying,
“one of the things I’ve always liked about
you,Kiddo, is < flute interlude>, you appear
wise beyond your years. So, allow me to
impart a word to the wise: Whatever—
WHAT-EVER—Dr.Mei says, reinforce it. If
you flash, even for an instant, any prepack-
aged therapeutic verbiage, or if you throw
him any ThirdWave CBT sass, he will snap
your treatment plans like they were twigs,
and that will be the narrative of you. Now
remember, no post-truth explanations, or
referencing your adulting workshops, at
least for the first year or so . . . Adios.”

Ah, so the point of the parable had
emerged: Dr. Bill was concerned that my
infatuation with manualized OCD treat-
mentmight bemyundoingwithDr.Mei.Of
course, I respectedDr.Bill but frankly . . . she

was old school. She always wanted me to
think ofmetaphors for action in response to
patients’ interests and readiness for change
in any given moment. Honestly, who had
time for that with so much research to con-
sume? Anyway, I had no doubt that manu-
alizedOCD interventions were the future.

Not long afterwards, I tackled the 100
steep andovergrown rock-hewn steps to the
OCD treatment center. Dr. Bill had warned
me, saying, “Ugh, just recalling those stairs
makes my back ache, and not only that, so
many new patients struggle to get up them
due to the asymmetry and the need to
count.”When I reached the top,Dr.Meiwas
waiting in an executive-style office chair
blocking the entrance, compulsively flicking
at his long white beard (“There’s probably
an excellent manualized app for that,” I
thought). I walked toward my new master
clinician and put the backpack carrying my
arsenal of manuals down. Then I greeted
him saying, “I am unworthy to be your stu-
dent.” After observing me closely, Mei
sighed deeply and said, “Bill is your advisor,
is she not? “Yes,” I answered. “She’s
informedmeyou’re not entirely unschooled
in OCD treatments. What clinical training
do you possess?”

“I am proficient in the exquisite art of
manualized exposure-based interventions
for OCD,” I answered proudly, with just a
soupçon of arrogance. In response, Mei
unleashed a torrent of invectives about my
shortcomings as a clinician. Giving him the
benefit of the doubt, I wondered if this was
coprolalia or if it was a guilt-induced symp-
tom from his “massacre” of the ill-fated
postdoc, a.k.a. Dr. Jackson. (Of course,
thanks to Dr. Bill, I knew it was best not to
sharemyopinionswithmynewsupervisor.)

Once he was finished swearing at me,
Mei calmly asked, “Doyouconsider yourself
my equal as a practitioner-scientist?” I indi-
cated I did not (and said, again just to
myself, “It’s scientist-practitioner, you
dolt”), to which he replied, “Let’s see how
good you really are.” Whirling his fighting
staff around at incredible speed, he attacked
me with a series of rapid-fire challenges to
my clinical acumen that were so intellectu-
ally rigorous that the “manualized CBT
styles” I hadpracticedwere useless. Iwas “as
helpless as a worm fighting an eagle,” Dr.
Mei observed.

But as soon as I had totally capitulated to
his overwhelming therapizing dominance,
Dr. Mei’s stern countenance softened. He
gently inquired, “Is it your wish to under-
stand the mysteries of evidence-supported
OCD interventions for diverse clinical pre-
sentations?” “Yes,” I whimpered, not so

LIGHTER SIDE

The Cruel Postdoctoral Tutelage of Dr.Mei
Jonathan Hoffman,Neurobehavioral Institute

DeanMcKay, FordhamUniversity

1If you’re not well versed in Q &U, please view Kill BillVols. 1 and 2.
2Apologies toQ, a.k.a. Quentin Tarantino, formangling his classic dialogue in this piece of work.
3The postdoc, who revealed himself years later as Dr. S. L. Jackson, who published extensively in
Organizational Behavior after his debacle with Dr. Mei, particularly on the famous “Marsellus
Method.” Prior to “themassacre” his speechwas filled with profanities. Afterwards, whatever he
said was quickly followed by, “while I have beenmost cautious inmy phrasing, I hope I have not
inadvertently offended anyone.”
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much out of meekness but because he had
me in an excruciatingly painful Chicken
WingWrist Lock.

Sobeganmypostdoctoral trainingunder
the cruel tutelage of Dr.Mei.

Day 1
I was told to design three recommenda-

tions for each OCD case discussed in the
morning staffing, but to refrain from men-
tioning them. Although I didn’t get the
point, I dutifully obeyed.

Day 5
What a week! I’d done nothing but stay

quiet, and do the required readings—which
were manga written entirely in Japanese.
And I don’t speak Japanese! I had also been
told I would be examined on their plot ele-
ments but never was. I was beyond con-
fused; and jealous. I saw on Snapchat that
my peers at the other OCD training pro-
grams were already filling in the blanks on
hierarchy worksheets.

Day 8
When would my real training in how to

treatOCDbegin?Wherewere themanuals?
I hoped that the first week of my program
would turn out to be some traditional
hazing we’d all get a big laugh from later.
Still, recalling the importance of being sensi-
tive to differentCBTcultures, I persevered. I
was told to bingewatch the entire “Drunken
Master” martial arts film series. What this
had to do with treating OCD I couldn’t
imagine. I thought nothing could’ve been
more frustrating than having been a teach-
ing assistant for Stat. 101, but this was.

Day 22
It hadbeenonebizarre task after another

since my first day as a postdoc, and still, no
sign of an OCD manual. And yet . . . the
patients in the clinic seemed to be progress-
ing.My assignment on this shift was to con-
duct a literature review of Marvel’s
Avengers, highlighting the variousmetahu-
mans’ personality deficits and illustrating
them with quotes from “Ant-Man while
acting like I was the Professor from the X-
Men.” What a juggling act! I was also
assigned to read an unintelligible tBT
“Lighter Side” series called “CBTers Assem-
ble.”

Day 47
This was a new low. Dr. Mei said,

“Kiddo, nomatter what a patient verbalizes,
respond with a joke.” An adolescent in our

program said, “I had the thought that unless
I knocked on wood in three series of eight
perfectly timed taps someone in my family
would get sick.” I responded, “How
‘thoughtful’ of you.” As the day progressed,
my jokes improved, albeit slightly. An older
gentleman whose OCD interfered with his
marriage complained that his wife would
not go to the gym with him, to which I
quickly replied, “Well you know, some rela-
tionships just don’t work out.” Nonetheless,
I was determined to see my training pro-
gram through, if only to prove to Drs. Bill
andMei that I was worthy indeed.

Day 60
Each day I thought, “It can’t get any

worse.” But Dr. Mei gave me his most
bizarre instruction yet: to wax and then
unwax his car, a gleaming Datsun 240Z. I
could not experientially tolerate him one
second longer. Yet, staying professional, I
clenched my teeth and said, “Dr. Mei . . . I
came here for training in OCD treatment,
but I haven’t learned . . . a . . . single . . . thing
. . . in . . . two . . . months!”

His immediate reaction was to assault
me with vignettes of highly complex and
refractory OCD cases. But this time, my
responses were instinctive and uncannily
on-point—IwasusingOCDtreatment-rele-
vant concepts and strategies at a level of clin-
ical acumen that I had never experienced.
Thought-action fusion. Boom! Inflated
sense of responsibility. Boom! Overvalued
ideation; Intolerance of uncertainty; The
“just right” error. Boom! Boom! Boom! But
I didn’t plan anyof these concepts, theywere
just there. I also somehowknewhow to con-
textualizemyclinical protocols in theproper
theory. At will, I was utilizing Inhibitory
Learning Theory, even Neural Network
Models, as conceptual frameworks for expo-
sure-based therapy.

But how had I learned all of this? Even
stranger: I wasn’t relying on what I had
memorized in theOCD treatmentmanuals,
not at all! I was flexibly and dynamically uti-
lizing principles and neuroscience-based
mechanisms of action, adapting to what
each patient was doing in the moment
rather than imposing any a priori structure.
As our sparring ended, Dr. Mei simply
bowed and stated, “You have been set free
from themanual, grasshopper.” I was taken
aback by the insect reference, but it was still
a high compliment, and as I had not

received any the past two months, I was
grateful.

Then I had an epiphany:OCD treatment
could not live by manual alone. As Bruce
Lee, the founder of Jeet Kune Do, the art of
fighting without a fixedmethodology, said:

“Don't get set into one form, adapt it and
build your own, and let it grow, be like
water. Empty your mind, be formless,
shapeless—like water. Now you put water
in a cup, it becomes the cup; you put water
into a bottle it becomes the bottle; youput it
in a teapot it becomes the teapot.Nowwater
can flow or it can crash. Be water, my
friend.”

Tome, in theblinkof an eye,Dr.Mei had
metamorphosed from being a detested tor-
mentor to an honored mentor. I realized
what he and his unorthodox “teachingway”
had accomplished; he’d transformed me
from a clinical mechanic into a clinical-sci-
entist-warrior. I finally understood that Dr.
Bill had been trying to saveme frommyself.
Manuals Schmanuals!What a luckypostdoc
resident I was! I, Dr. Beatrix Kiddo, told Dr.
Mei I was ready to be like water in conduct-
ingOCD treatment.

Beaming with satisfaction, he said, “Call
me Pai.” Then he put a pebble in his hand
and asked me to try and snatch it before he
could close his fingers. I failed. He said my
training would be concluded when I could
do this, inherently linking it to mastery of
skills not a set time. Then he said, “okay, if
you can’t grab the pebble, see what happens
when you pull my finger.”

That infantile comment from Dr. Mei
summed up the essence of OCD treatment.
It is “never a straight line. It’s a forest. And
like a forest it’s easy to lose your way.”4 I
now understood that weird “Old CBT
proverb.” This treatment, at its highest level,
must be constantly renewed and reimagined
in the instant of its application, “a la carte.”
Its complexities cannot be learned from the
pages of a manual any more than the
nuances of Kung Fu. “Beyond the manual”
OCD treatment can be deadly serious,
opaque, frustrating, take the therapist and
patient downmanyblind alleys, and evenbe
quite silly, especially the exposure exercises
—but for all you Kiddos out there like me,
that’s the process you’ll need to master to
truly learn the art of practicing this clinical
science.

. . .

Correspondence to Jonathan Hoffman,
Ph.D., Neurobehavioral Institute, 2233
Commerce Pkwy #3,Weston, FL 33326;
drhoffman@nbiweston.com

4This is how the character Hattori Hanzo, an incomparable swordsmith, described “revenge”
in Kill Bill. FYI, in history there was a famous ninja with this name.
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When was the last time you took a look at your membership data?

April is election month. By now you should have received your username and password.

This is an excellent time to look at your membership directory information. Do we have all of your

data correct? Is critical information missing? Did you know that ABCT’s leadership looks to see how

our members spend their time doing research, practice, and teaching and makes some decisions

based on these data?

Do we have your licensure information and board updates? If not, send copies of this documenta-

tion to Sue Bezares, Membership Services Association, sbezares@abct.org

http://www.abct.org

Member Log-in

User Name
Password

MY MEMBER ACCOUNT

"

"

} Here’s how to access your membership data

!
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Implementing LGB-affirmative CBT: A Transdiagnostic Minority Stress
Treatment Approach
John Pachankis, Ph.D., Associate Professor at the Yale School of Public Health and

Director of the ESTEEM Research Group in New York City

• 11:00 A.M.–12:30 P.M. Eastern | 10:00 A.M.–11:00 A.M. Central | 9:00 a.m.–10:30 A.M. Mountain |
8:00 A.M. – 9:30 A.M. Pacific

• $30 for members | $45 for nonmembers

Sexual orientation disparities in mental health and related psychosocial outcomes are one of the
most robust population disparities in psychiatric epidemiology, likely driven by LGB people's dispro-
portionate exposure to stigma-related stress. This presentation will review the first evidence-based
treatment package to reduce depression, anxiety, and related health conditions by reducing the
processes through which stigma-related stress impairs the mental health of this population.
Attendees will learn to utilize LGB-affirmative therapeutic principles and techniques to adapt stan-
dard cognitive-behavioral approaches to specifically address the stigma-related stress faced by LGB
people across development. Preliminary efficacy data from a recent RCT will be presented suggest-
ing that this LGB-affirmative treatment package, called ESTEEM, can reduce sexual minority men's
depression, alcohol abuse, sexual compulsivity, and HIV risk behavior.

the next ABCT Webinar April 13, 2017

Register at www.abct.org

Find
a CBT Therapist

ABCT’s Find a CBT Therapist directory is a compilation of practition-
ers schooled in cognitive and behavioral techniques. In addition to
standard search capabilities (name, location, and area of expertise),
ABCT’s Find a CBT Therapist offers a range of advanced search capa-
bilities, enabling the user to take a Symptom Checklist, review special-
ties, link to self-help books, and search for therapists based on insur-
ance accepted.
We urge you to sign up for the Expanded Find a CBT Therapist (an

extra $50 per year). With this addition, potential clients will see what
insurance you accept, your practice philosophy, your website, and other
practice particulars.
To sign up for the Expanded Find a CBT Therapist, click on the

Renew/Join ABCT icon on the right-hand side of the home page; then
click on the PDF “2017 Membership Application.” You will find the
Expanded Find a CBT Therapist form on p. 6.

findCBT.org
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To celebrate the 50th anniversary of
ABCT, Play It Forward has released a
compilation album featuring 14 songs
written and performed by ABCT mem-
bers. Proceeds go to the ABCT student
research grant and travel award funds.

Those who donate at least $10 will
receive a CD in the mail in addition
to the digital download

Jon Abramowitz, Ph.D. • Jon Comer, Ph.D. • Aaron Fisher, Ph.D. •

Elizabeth Hall, Ed.D., Ph.D. • Steve Hayes, Ph.D. • Jon Hershfield,

MFT • David Juncos, Psy.D. • Reed Kendall • Sam Kramer, MA •

Adam LaMotte, M.A. • Jaimie Lunsford, B.S. • Steve Mazza, M.A. •

Tony Puliafico, Ph.D. • Jose Soler-Baillo, M.A. • Dennis Tirch, Ph.D.

• Tim Verduin, Ph.D. • Jerome Yoman, Ph.D., ABPP

ABCT 50th Anniversary Album P L A Y I T F O R W A R D

https://www.playitforward.com/projects/14donate
here!

Now available for download

All donations go to ABCT

MINUMUM DONATION: $5.00




