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President’s Message

The Confessions of a
Cognitive Therapist
Robert L. Leahy, American Institute for
Cognitive Therapy, New York

Amid the turf wars that
help dramatize debates
at ABCT and on various

listserves, there is the reality of
what clinicians actually do in
their daily practice. I am one of
those clinicians who actually see

patients every week. Many people who don’t re-
ally know me will easily identify me as a “cognitive
therapist” who has written and edited a number
of books. They will conclude that I am doing
“cognitive therapy” all the time, following a can-
onized version of how to help people change.

Well, they don’t know me. Yes, I am proud to
say that I was trained by Aaron Beck, the founder
of cognitive therapy, and I continued with indi-
vidual supervision with David Burns, the master
of techniques. I use cognitive therapy every day. I
do help patients examine the advantages and dis-
advantages of their thoughts, consider the evi-
dence and set up behavioral experiments to test
out their negative predictions. If you stopped
there you would think, “See, I told you so.
Cognitive therapist through and through.” 

But, wait. Here’s a patient concerned about
the lack of discipline in his daughter. Well, I
guess I am going to use some child behavior man-
agement. Try to catch her being “good,” label
and reward the positive, try ignoring. Let’s con-
sider some contingency management, maybe a
star system. Hmm, thank you Bob McMahon
and Rex Forehand. Or, with another couple I no-
tice that I am using some of John Gotman’s emo-
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tion interventions, suggesting validation,
tolerating and accepting emotion, and
using emotion to get closer. While I’m at it,
I notice that I am using ideas from Neil
Jacobson and Andrew Christensen—help-
ing this couple accept their own differences
and find resources in each other’s unique-
ness rather than friction in their styles. I also
noticed that Les Greenberg’s emotion-
focused therapy was helpful with this cou-
ple—as well as in encouraging a woman to
come to terms with her ambivalence after a
breakup.

Several of my patients this week have
benefited from the innovative ideas in
metacognitive therapy for which I have my
friend Adrian Wells to thank. Yes, Adrian’s
ideas have informed my use of standing
back and examining thought-control
strategies that don’t work and setting up
experiments to modify the nature of worry.
But I also want to say that it wouldn’t be
complete without acknowledging that Tom
Borkovec, Rick Heimberg, and Doug
Mennin have influenced how I have helped
another woman cope with her worry as a
way of avoiding painful emotions. In fact, I
also used some of my own ideas about emo-
tional schemas to help this woman realize
that her worry about anxiety seems to be a
way that she is invalidating her own anger
toward her husband. So, immodestly, I
briefly thanked myself.

But I also recognized that I owed some
gratitude to Steve Hayes and the ACT com-
munity for helping me use acceptance and
mindfulness with a man who seemed con-
sumed with anger and jealousy. As I was
working with him, I could hear the wisdom
of my old friend and colleague, Marsha
Linehan, when I used terms like “radical ac-
ceptance” and “improve the moment” with
this angry and somewhat perplexed man.
Indeed, I even used some radical acceptance
on myself when I noticed that I was feeling
frustrated with his anger and I decided to
stand back, observe mindfully, while recog-
nizing that Zindel Segal, Mark Williams,
and John Teasdale had helped me at this
moment. And, then, like all good moments,
it passed.

But as I was reflecting on all of these dif-
ferent people in the CBT community, I also
realized that before there was cognitive
therapy, there was existentialism, there was
Victor Frankl’s logotherapy, and there was
the literature of civilization. With names
dropping out of my lexicon of gratitude, I
realized that what I was doing with my pa-
tients this week also incorporated what we
today call “positive psychology” but which
Aristotle and others knew as “the good life.”
As I spoke with a patient about “pursuing
his virtue”—the values and discipline of a
good life (such as integrity, kindness, gen-
erosity, self-discipline)—I realized that I
was no longer testing out the truth of “bi-
ased thinking” but rather was helping

someone find the meaning of what a life
worth living would look like.

And I realized that as I helped a man rec-
ognize that losing money provided an op-
portunity to learn what was really valuable,
to embrace humility and simplicity as tools
for appreciation and gratitude, I knew—at
this moment—that I would never be able
to remember all the people who have writ-
ten about wisdom over the last 2,500 years.
I began to remember a course on Tragedy
that I took my freshman year in college, I
recalled the vast corpus of literature that
was my preoccupation for many years, and I
knew that cognitive therapy—and CBT—
are a very small component of a larger pic-
ture. 

So, as I shuffled off at the end of the day,
reminding myself with reassurance that I
“really am” a cognitive therapist, I also took
joy in recognizing that I am part of some-
thing much larger and more wonderful.
There is a larger community “out there.”
There are many teachers, many sources of
wisdom, continual growth. It is possible to
believe in this freedom without being a
“true believer.”

. . .

Correspondence to Robert L. Leahy, Ph.D.,
American Institute for Cognitive Therapy, 136
E. 57th St.,Suite 1101, New York, NY 10022;
Leahy@CognitiveTherapyNYC.com

Although, according to the DSM-IV
criteria, low self-esteem is not a spe-
cific disorder and is only one of sev-

eral distinguishing aspects in some
disorders, many patients with emotional
problems have to deal with this condition.
Low self-esteem can manifest itself in social
phobia (Izgic et al., 2004), obsessive-com-
pulsive disorder (Ehntholt, Salkovskis &
Rimes, 1999), and posttraumatic stress dis-
order (Kashdan et al., 2006). Moreover, low

self-esteem can be part of the clinical pic-
ture of major depression (Schmitz, Kugler &
Rollnik, 2003), schizophrenia (Knight,
Wykes & Hayward, 2006), and eating dis-
orders (Dunkley & Grilo, 2007). Finally, the
condition is regularly seen in several person-
ality disorders, mainly in avoidant (Meyer,
2002) and borderline personality disorder
(Zeigler-Hill & Abraham, 2006). Apart
from these manifestations, low self-esteem
is considered to be a risk factor for relapse in

the development of several psychopatho-
logical conditions (Abela & Skitch, 2007;
Stice, 2002). Although there are no gener-
ally accepted evidence-based treatment
protocols for low self-esteem, some specific
treatment programs for low self-esteem
have been described (Fennell, 1998; Hall &
Tarrier, 2003). Hall and Tarrier seek to focus
the patient’s attention on positive charac-
teristics by discussing concrete instances in
which these positive characteristics were in
action. The program reported by Fennell is
synthesized from ideas and methods
grounded in cognitive therapy and schema-
focused cognitive therapy for anxiety disor-
ders and depression. Her approach is
characterized by the identification and
Socratic challenging of dysfunctional nega-
tive automatic thoughts, assumptions and
core beliefs about one’s own worth and im-
portance. Fennell also described a range of
specific behavioral experiments, the major-
ity of which are concerned with the reaction
of others to the capacities and personal

Research Forum

Competitive Memory Training for Treating
Low Self-Esteem: A Pilot Study in a Routine
Clinical Setting
Kees Korrelboom, PsyQ, The Hague, Karin van der Weele, Research Intitute
Groningen, and Martijn Gjaltema and Carla Hoogstraten, Center for Clinical
Psychotherapy, Groningen
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worth of the patient (Fennell & Jenkins,
2004). 

Competitive Memory Training
(COMET) is a new intervention for treating
low self-esteem. It aims primarily at direct
self-evaluation and was developed as an ad-
dition to the existing interventions for spe-
cific emotional disorders. 

Although cognitive behavioral therapy
is generally considered to be an effective in-
tervention for a range of disorders, the
mechanisms involved in instigating change
remain unclear. According to Brewin
(2006), cognitive therapy does not directly
modify negative information in memory,
but rather influences the relative retriev-
ability of the different meanings of emo-
tional concepts stored in memory. The
relative strengthening of positive represen-
tations, which are in “retrieval competition”
with dysfunctional negative representa-
tions, is considered to be the mechanism of
change in various effective cognitive and be-
havioral procedures. 

Prior to Brewin’s (2006) publication,
but largely consistent with his suggestions,
a series of cognitive behavioral interventions
was developed for patients that failed to de-
velop a positive change in feelings, despite
adequate changes in cognition after tradi-
tional Socratic challenging and behavioral
testing of their dysfunctional thoughts.
These interventions were based on Lang’s
concept of cognitive emotional networks
(Lang, 1994) and were considered to be a
modern, cognitive variant of countercondi-
tioning. Assuming that the negative feeling
state of these patients was steered by Lang’s
cognitive emotional networks, COMET is
aimed at changing these networks. 

COMET is a stepwise cognitive-behav-
ioral intervention. Its aims are to make
functional emotional networks more com-
petitive and to put them higher in Brewin’s
retrieval hierarchy. Competitiveness is
strived for by enhancing the emotional
saliency of functional networks, by repeat-
edly activating these networks and by relat-
ing them to personalized cues that are
known to trigger the patient’s dysfunc-
tional ideas and cognitions. Imagery
(Holmes et al., 2006), positive self-verbal-
izations (Lange et al., 1998), the purposeful
manipulation of posture and facial expres-
sion (Segal, Gemar, & Williams, 1999), as
well as listening to emotion-inducing music
(Parrott & Hertel, 1999), are repeatedly
employed to promote the saliency of posi-
tive emotional networks.

Once a strong and competitive func-
tional emotional network has been formed,
the patient imagines problematic situations

that normally trigger dysfunctional
thoughts and opinions. Then, in a counter-
conditioning procedure, the functional net-
work that had been strengthened earlier is
related to these triggers.

COMET protocols for several emotional
problems have been developed and are cur-
rently being tested; the result of a COMET
pilot study for obsessions was recently re-
ported (Korrelboom et al., 2008). The pre-
sent study describes the first empirical
testing of a COMET protocol for low self-
esteem in a routine residential setting. It
concerns a baseline-controlled study with a
short to intermediate follow-up period of
hospitalized patients and patients in day-
time treatment with personality disorders
and/or eating disorders.

Method

Patients

Patients were recruited from the Center
for Clinical Psychotherapy (CCP) of Lentis,
a large organization for mental health in the
Netherlands. The CCP cares mainly for pa-
tients with personality and/or eating disor-
ders who are hospitalized for periods of up
to 9 months, for 5 days a week. The CCP
also has a day treatment program (patients
are not hospitalized) in which patients re-
ceive intensive treatment (similar to that in
the clinic) in groups for 2 to 4 days a week. In
addition to both these regular programs
there is also a special “modular program”:
patients from the clinic and the day treat-
ment center, with the appropriate indica-
tion (and who have been receiving regular
treatment for at least 2 months), can opt to
participate (one at a time) in various inter-
ventions included in this modular program.
As an experiment and as part of the present
study, COMET for low self-esteem was
added as an option within this latter modu-
lar program. Thus, for all patients who
opted for COMET, this treatment module
was an addition to their regular treatment. 

Instruments

At the start of their treatment in the
CCP and at the end of it, all patients (not
only those in COMET) were assessed with
the following instruments:

Positive Outcome Scale or POS (Positieve
Uitkomsten Lijst or PUL: Appelo, 2005). This
10-item Dutch self-report instrument as-
sesses resilience; 7 items address autonomy
and 3 address social optimism. Dutch
norms exist for a normal population and a
psychiatric population; reliability (Cron-
bach’s alpha 0.88) and validity (correlations

of about 0.60 with different measures for
self-efficacy) are sufficient (Appelo, 2005).
High scores are favorable.

Rosenberg Self-Esteem Scale (RSES; Rosen-
berg, 1965). On a Dutch version of this 10-
item scale, items have to be answered on a
4-point Likert scale (range 0–3), ranging
from strongly agree to strongly disagree. The
RSES assesses “global self-esteem” and a
Dutch version is sufficiently reliable
(Cronbach’s alpha 0.87) and valid (partial
correlation with neuroticism, controlling
for gender: r = –0.56) (Schmidt & Allik,
2005). A high score is favorable. There are
no official norms for the RSES. However, a
large-scale multinational survey (Schmidt &
Allik, 2005) reported the mean RSES score
for a Dutch nonclinical population to be
21.6 (SD = 4.5); this after transforming the
1-4 score of this study to the 0–3 system of
scoring that was used in the current study. 

At the start and at the end of COMET all
patients were also assessed with:

The Self-Esteem Rating Scale (SERS SF-20;
Lecomte, Corbière & Laisné, 2006). On this
20-item Dutch version the patient indicates
on a 7-point Likert scale his (dis)agreement
with 20 statements about his self-esteem. In
contrast with the global self-esteem that is
tapped by the RSES and in line with obser-
vations that self-esteem might consist of
two relatively independent dimensions,
being positive and negative self-esteem
(Barrowclough et al., 2003), the SERS SF-
20 is thought to tap aspects of positive and
negative self-esteem separately. Reliability
(test-retest: r = 0.90) and validity (concur-
rent validity with the RSES positive sub-
scale: r = 0.72 and with the RSES negative
subscale: r = 0.79; Lecomte et al., 2006)
are good. High scores are favorable on posi-
tive self-esteem and unfavorable on nega-
tive self-esteem.

The Beck Depression Inventory (BDI; Beck
et al., 1961). A Dutch translation of this 21-
item self-referent depression 4-point Likert
scale (range 0–3) has proven to be reliable
(Cronbach’s alpha: r = 0.82–0.86;
Bouman et al., 1985) and valid (correlations
with several other depression scales > 0.80;
Bouman, 1989). Depression was assessed to
allow for comparisons between similarities
and changes in self-esteem and depression.
Low scores are favorable.

Therapists

All sessions of COMET were led by two
therapists. A total of four therapists were in-
volved; all were trained and supervised by
the first author. The senior therapist (third
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author) was involved in all groups. The
COMET therapists were different from the
therapists involved in the patient’s choice
for the intervention.

Treatments

Treatment at the CCP consists of a regu-
lar program that all patients follow, and
specific additional modules that patients
can opt for (assuming that an indication is
confirmed by their psychotherapist). These
individual psychotherapists monitor the pa-
tient’s progress and supervise and coach
them during treatment. The regular treat-
ment programs of the clinic/day treatment
center consist of sociotherapy, pharma-
cotherapy, “creative” therapies, psychomo-
tor therapy, group psychotherapy, family
therapy and individual psychotherapy.
After a minimum of 2 months of this regu-
lar treatment, all patients receive modules
of additional therapy. These are practiced
concurrently (one at a time) with the regular
treatment. 

In the present study, patients opting for
the COMET module received 8 weekly ses-
sions of 1.5 hours of COMET for low self-
esteem; this training was practiced in small
groups of 6 to 8 patients and encompassed
four main steps:

• Identifying the negative self-image. The
patient is simply asked what they think is so
bad about themselves and whether they re-
ally believe this to be true.

• Identifying a positive self-image. This pos-
itive self-image that the patient (intellectu-
ally) knows to be true but nevertheless does
not feel to be true, should be incompatible
with the negative self-image. Here, the pa-
tient is asked which personal experiences
and characteristics indicate that the nega-
tive self-image is untrue. 

• Making the positive self-image more com-
petitive in the memory retrieval hierarchy.
Several procedures are expected to influence
the memory retrieval competition.
COMET focuses on three: emotional
saliency, repetition, and association. First,
emotional saliency of functional self-con-
cepts is stimulated by writing self-referent
stories about situations where positive char-
acteristics of the patient were manifest, and
by repeatedly verbalizing positive self-state-
ments connected to these situations.
Second, purposeful manipulation of a self-
confident posture and facial expression and
imagery are used to promote the emotional
saliency of positive self-esteem. Finally, not
only subjective mood states but also posi-
tive self-esteem is expected to be promoted
by listening to specific kinds of music. This

already emotionally enhanced positive self-
knowledge is activated repeatedly during
COMET, during therapy sessions, as well as
in homework assignments.

• Associating the emotionally enhanced posi-
tive self-knowledge with cues that usually trigger
dysfunctional negative self-concepts. This is ef-
fectuated by a procedure that is considered
to be a modern variant of countercondition-
ing. The patient imagines himself in a diffi-
cult situation, where his negative self-image
normally is provoked. However, during
imagining he deliberately activates his feel-
ings of positive self-esteem with the aid of
posture, facial expression, positive self-
statements, and music. This procedure is
also practiced repeatedly during sessions
and in homework assignments until the dif-
ficult situation can be imagined without
undue self-demeaning feelings. Then an-
other difficult situation is tackled in the
same way.

Procedure

All patients of the CCP (with indication
from their psychotherapist) could opt for
COMET as an additional treatment to their
regular treatment program. Patients were
considered to have an indication when they
had followed the regular program for at
least 2 months and when low self-esteem
was considered to be one of their key prob-
lems both by themselves and their psy-
chotherapist. Then, mixed groups, consist-
ing of 6 to 8 patients, each with a different
main diagnosis and from different treat-
ment programs, were formed. 

Because all patients were from the CCP,
most COMET patients had routinely been
assessed at the start of their treatment with
the POS and RSES (M1). At the start of
COMET all patients filled in the POS and
RSES again, as well as the SERS SF-20 and
BDI (M2); they did this again at the end of
COMET, i.e. after 8 weekly group sessions
of 1.5 hours each (M3). At the end of their
entire treatment program all CCP patients,
including those that followed COMET,
routinely completed the POS and RSES
again (M4). In the main analyses, POS and
RSES measurements at M4 were only in-
cluded in the analyses when M4 was filled
in at least 8 weeks after M3.

Objectives and Hypotheses

The main hypothesis tested was that
COMET in combination with regular ther-
apy would enhance self-esteem more than
regular therapy alone. 

PEDIATRIC/CHILD
CLINICAL PSYCHOLOGIST

Geisinger Health System seeks a
Pediatric/Child Clinical Psychologist to join
its growing team of pediatric subspecialists
in a group clinic practice located at
Geisinger Medical Center, Danville, PA.

About the position:

• Provide inpatient and outpatient
services to a broad range of
pediatric patients with medical and
sychological/behavioral disorders

• Experience desired in disruptive
behavior disorders,ADHD, parent
training, consulting with pediatricians
and pediatric subspecialists, and using
evidence-based treatment approaches

• Opportunities to teach residents and
perform research, especially treatment
outcome research, are available

• A clinical faculty appointment is
available atTemple Medical School

For more information, contact
Search Director Paul Kettlewell, Ph.D.,ABPP,
c/o Kathy Kardisco, Physician Recruiter,
at 1-800-845-7112,
email: kkardisco@geisinger.edu or visit
www.Join-Geisinger.org/754/PediatricPsych

BLAZE
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TRAILS
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Main Statistical Analyses

Differences between dropouts and com-
pleters on the continuous variables were ex-
amined with t tests for independent groups
and with chi-square tests for categorical
variables. Differences between M1 and M2,
between M2 and M3 (i.e., those most inter-
esting to assess the potential value of
COMET), and between M3 and M4 were
examined with t tests for paired samples.
When significant differences emerged,
Cohen’s d was calculated to estimate the ef-
fect sizes of these differences (Cohen, 1988).
For those who completed COMET, the clin-
ical significance of the changes on the RSES
was calculated with a procedure described
by Jacobson and Truax (1991).

In a post-hoc analysis, univariate
ANCOVAs were performed to test for dif-
ferences between 20 COMET patients who
had completed the RSES and POS at M1
and at M4 and a comparison group of 18
different patients who were also treated at
the CCP but who had not followed
COMET.

Results

During a 1-year period, 41 patients were
referred to COMET: 6 (15%) males and 35
(85%) females with a mean age of 25.3 (SD
= 6.3) years. Of these, 40% had a personal-
ity disorder as main diagnosis, 27.5% had
one of the eating disorders as main diagnosis,
and the remainder (32.5%) had a miscella-
neous diagnosis. Five patients (12.5%) were
from the day treatment center, and the re-
mainder (87.5%) from one of the clinical
programs. Twelve patients (32%) had a rel-
atively low level of education (none or lower
vocational or general secondary training),
11 (27%) had finished a high level of educa-
tion (university, college, or high school), and
the remainder (41%) were somewhere in
between. All patients had a western
(Dutch) cultural identity. Mean duration of
illness (dating from the first contact with
mental health care) was 6.1 (SD = 6.0)
years. Partly due to a change in practice
concerning intake at the CCP shortly before
the start of this study, at M1 36 of the 41
COMET patients had filled in the POS but
only 26 patients had filled in the RSES. 

All 41 patients were treated in 6 differ-
ent COMET groups. Of these, 3 (7.5%)
stopped COMET prematurely or missed
more than 2 sessions and were considered
“intervention dropouts.” For 7 other pa-
tients (17.5%) M3 was missing; 2 of these
patients stopped their entire treatment at
the CCP prematurely during COMET, the
other 5 (for different reasons) did not attend

the last session. Therefore, 31 patients com-
pleted COMET and filled in M2 and M3.
Their data entered the main analyses. There
were no significant differences between the
10 dropouts and the 31 completers regard-
ing gender, age, educational level, or main
diagnosis, and no significant differences on
the outcome measures at M2. All analyses
pertain to the 31 completers.

Of the 31 COMET completers, 18 fin-
ished their entire treatment at the CCP
within 8 weeks after M3; they were not in-
cluded in the follow-up analyses (M3–M4).
Thus, 13 COMET completers had finished
their regular treatment at CCP and had
filled in M4 at least 8 weeks after M3; for
these 13 patients follow-up data were calcu-
lated. 

The mean period between M1 and M2
(regular treatment) for COMET patients
was 16.8 (SD = 9.5) weeks. During this pe-
riod no significant changes were found on
the POS subscales Autonomy and Social
Optimism, or on the RSES (Global Self-
Esteem); this suggests that the regular CCP
program had no significant impact on these
factors in the first 4 months of treatment
(Table 1).

During the 8 weeks of COMET, be-
tween M2 and M3 (regular treatment +
COMET) all measures showed significant
improvement. Thus, it seems that COMET
(+ regular treatment) influences Global
Self-Esteem (RSES), Autonomy, Social
Optimism (POS), Positive and Negative
Self-Esteem (SERS SR-20), and Depression
(BDI) in the expected directions. These ef-
fect sizes were large (> 0.8) for all mea-
sures, except for Social Optimism, where
they were intermediate (0.5–0.8) (Table 2). 

Of the 30 patients that had completed
COMET and had filled in the RSES at M2
and M3 (one RSES at M3 was missing), the
Clinical Significant Improvement (CSI) was
calculated. CSI is said to have occurred
when the patient’s score migrates during
treatment from the patient distribution to
the distribution of a normal population and
when this score shows a Reliable Change
(RC); the latter is calculated based on the
standard error of measurement of the in-
strument (Jacobson & Truax, 1991). Prior
to COMET, 3 patients (10%) scored closer
to the mean of the normal population on
the RSES (cutoff point > 15) than to the
mean of the patient group; after COMET,
13 patients (43%) did. During COMET 22
patients (73%) showed an RC (difference
between M2 and M3 > 3) on the RSES
based on Cronbach’s α of 0.87 (Schmitt &
Allik, 2005). CSI (positive RC + a post-
treatment score within the normal range)

on the RSES was achieved by 11 patients
(37%). 

The mean treatment period between the
end of COMET (plus regular treatment)
and discharge from the CCP for those 13
patients who had at least 8 weeks of regular
treatment after COMET was 19.9 (SD =
11.1; range 8–39) weeks. In this time pe-
riod with only regular treatment, no further
significant changes in Autonomy, Social
Optimism (POS), and Global Self-Esteem
(RSES) were observed. Thus, it was con-
cluded that changes in these characteristics
during COMET are maintained but not
further enhanced during the remaining reg-
ular treatment program of the CCP (Table
3).

In a post-hoc analysis, the data of 18 ad-
ditional patients treated at the CCP in the
same time period but who (for reasons un-
known) had not opted for COMET were
compared with patients who had followed
COMET. These 18 patients had also filled
in the RSES and the POS at the start of their
treatment (M1) and at the end of it (M4).
Data on measurements at M1 and M4 (irre-
spective of the length of follow-up) were
also available for 20 COMET patients. At
the start of treatment at the CCP there were
no significant differences on the RSES be-
tween these two groups (t = –0.46, df =
36, p = 0.84). The univariate ANCOVA
over the posttreatment (M4) data on the
RSES with the pretreatment RSES score
(M1) as a covariate was significant in favor
of the group that had followed COMET
during their treatment, F(1, 35) = 6.65, p
= 0.01; this supports the findings in the
main analyses of the present study.
However, a similar post-hoc analysis for the
POS showed no significant differences for
the Autonomy, F(1, 33) = 0.15, p = 0.71,
and the Social Optimism, F(1, 33) = 0.03, p
= 0.86, scales. 

Discussion

This pilot study is the first empirical in-
vestigation of COMET for low self-esteem,
as an adjunct to ongoing regular treatment,
in hospitalized and day treatment patients
with eating disorders and personality disor-
ders. The results suggest that, in this popu-
lation, COMET may be effective in
reducing both low self-esteem and co-
occurring depressive symptoms while en-
hancing positive self-esteem, autonomy,
and social optimism. It is noteworthy that
replacing part of the regular treatment pro-
gram with only 12 hours of COMET (over
an 8-week period) seems to have a beneficial
effect on these variables, whereas during



“baseline” the regular treatment program
of the CCP without COMET fails to do so
in a 4-month treatment period. These re-
sults are in line with the results of another
preliminary study which tested the
COMET protocol for obsessions
(Korrelboom et al., 2008). In the present
study, the COMET results remained stable
during the follow-up period of 2 to 9
months (M = 19.9, SD = 11.1) weeks),
and when accompanied by the regular CCP
treatment. 

Because this study was performed dur-
ing the daily practice of a (nonuniversity)
clinical psychiatric center, randomization
was not feasible. However, post-hoc com-
parison between COMET patients and a
group of patients with similar main diag-
noses (eating disorders, personality disor-
ders, and miscellaneous disorders), treated
at the same institution in the same period
with the same regular treatment proce-
dures—except for COMET—suggests that
COMET for low self-esteem has specific
(additional) effects, at least on low self-
esteem as measured with the RSES. 

The debate continues regarding the ne-
cessity to identify and intellectually chal-
lenge dysfunctional thoughts in cognitive
therapy in order to adequately treat psychi-
atric patients (Brewin, 2006; Longmore &
Worrell, 2007). Many patients appear to
change without such challenge, and pa-
tients whose thoughts have not been for-
mally challenged during therapy also
appear to change their dysfunctional think-
ing (Jacobson et al., 1996). In COMET
there is no deliberate challenging of
thoughts. Patients with low self-esteem are
asked directly whether they truly believe
that their negative self-image is correct. If
not, they are invited to learn to feel what
they apparently already know (i.e., that
they are more worthwhile than they feel
most of the time). Subsequently, COMET is
primarily aimed at making already existing
positive self-knowledge better retrievable
from long-term memory. Retrievability is
enhanced by making this functional infor-
mation emotionally more salient, by re-
peatedly activating it using procedures that
have proven to enhance emotional feeling
and mood states in experimental psychol-
ogy, and by associating this information
with specific cues. 

As a first pilot study in treating low self-
esteem for hospitalized and day treatment
patients with eating disorders and/or per-
sonality disorders, this study has some limi-
tations. These include the small sample
size, the absence of a randomized compari-
son condition, and lack of long-term fol-

Table 1. Data on Changes Between the Start of Treatment at the CCP and the Start 
of COMET; Baseline: M1–M2

Start CPP Start COMET   t value             df p value 

Global 
self-
esteem
(RSES)* 10.8 (5.4) 10.2 (3.4) -0.59 24 0.56

Autonomy
(POS) 15.1 (4.0) 15.9 (3.4) 1.51 35 0.14

Social 
optimism
(POS) 8.3 (1.8)                 7.8 (1.4) -1.56               35 0.13

* 1 RSES missing

Table 3. Data on Changes Between the End of  COMET and the End of Treatment at 
the CCP; Follow-up: M3–M4*

End COMET End CPP   t value             df p value 

Global 
self-
esteem
(RSES)* 12.8 (3.1) 14.2 (4.3) -1.58 12 0.14

Autonomy
(POS) 18.1 (3.3) 18.9 (4.6) -.51 12 0.62

Social 
optimism
(POS) 8.4 (1.9)                 8.8 (2.2) -.60               12 0.56

* M4 > 7 weeks after M3

Table 2. Data on Changes Between the Start and the End of COMET; Treatment: M2-M3

Pre-COMET     Post-COMET     t value       df Significance Effect Size
(M2)                  (M3) (Cohen’s d)

Global 
self-
esteem
(RSES)* 9.0 (3.8) 15.5 (5.8)         -6.03        29 <0.000              1.33

Autonomy
(POS) 15.3 (3.7) 19.6 (4.1)        -5.67        30 <0.000             1.10

Social 
optimism
(POS) 7.9 (1.5)              8.8 (2.0)        -2.96         30 <0.00               0.51

Depression
(BDI)*           27.4 (7.7)           15.2 (11.0)       7.11        29           <0.000             1.28

Positive
self-esteem
(SERS SF-20)  36.9 (7.9)            44.5 (9.8)        -5.04       30           <0.000              0.85

Negative
Self-Esteem
(SERS SF-20)  53.4 (8.1)             40.7 (13.3)      4.82        30          <0.000              1.15

* 1 RSES and 1 BDI missing
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low-up. In addition, COMET was provided
as an adjunct to the patient’s ongoing regu-
lar therapy. Therefore, the positive results
found in this study cannot be attributed un-
equivocally to COMET alone. Never-
theless, patients had received their regular
therapy for an average of 4 months prior to
the start of COMET without any significant
improvement in general self-esteem, auton-
omy, and social optimism. Moreover, dur-
ing COMET the level of global self-esteem
(RSES) rose from far below (M = 9.0) the
mean of a normal Dutch population (M =
21.6) to a level (M = 15.5) almost within
one standard deviation from the mean of
the general population. In addition, CSI
was achieved by 37% of the patients, and all
variables (except for social optimism)
showed large positive changes during
COMET in a relatively short period of time.

Conclusions

COMET may be an effective interven-
tion for the treatment of psychiatric pa-
tients with low self-esteem. The promising
results found in the present study warrant
further investigation of this intervention in
well-defined psychiatric populations, using
a randomized controlled design with more
challenging comparison groups, sufficiently
large samples, and a sufficiently long fol-
low-up period.
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The idea of old age as a difficult time is
a common one in Western culture.
The notion of aging tends to elicit a

number of negative connotations. In old
age, we may rightly anticipate a number of
chronic health problems (e.g., impaired
mobility, sensory decline, diseases) and seri-
ous social changes (e.g., declines in income,
loss of family members and friends), any or
all of which may produce considerable
stress. In addition to these challenges, the
aged individual has often been portrayed in
the popular media as physically weak, un-
steady, and generally inferior to their
younger counterparts (Ellis & Morrison,
2005). As Neikrug (2003) discussed, these
ageist attitudes may result not only in stress
about the aging process itself, but also may
be internalized, possibility leading older
adults to experience the negative affect that
is being portrayed. Thus, older adults are
faced with very real challenges associated
with aging (e.g., health-related issues, social
problems), compounded by negative soci-
etal influences, which combine to promote
the notion of old age as a time of significant
stress, worry, and anxiety.

Over the past two decades, however,
psychological research examining the expe-
riences of the elderly has challenged the no-
tion of old age as a time of angst. One
important aspect of this research has been
the literature on worry and the elderly,
which has provided some alternative views
regarding the experiences of older adults
and has contributed significantly to our
knowledge of psychological processes in
later life. This body of research has exam-
ined worry in older adults as relates to the
following topics: (a) the measurement of
worry; (b) delimiting the worries of the el-
derly; (c) how the worries of the elderly dif-
fer not only from those of younger
populations, but also within their various
subpopulations; and (d) what variables may
make a difference to the experience of worry
(e.g., severity of worry, controllability of life

events, and coping strategies used to handle
worry). 

In this article we will discuss the research
in these areas and conclude with an analysis
of the quality of the research, focusing par-
ticularly on the methodological problems in
the assessment of worry, and directions for
future research. A search of the relevant lit-
erature was undertaken using electronic
databases: PsychINFO; PsycARTICLES;
MEDLINE; and Health Sciences: A SAGE
full-text collection. Search terms were
“Elderly,” “Older Adults,” “Geriatric,” and
“Aged.” All were cross-referenced with
“Worry.” The above terms were also cross-
referenced with “Anxiety” and “Stress” to
determine whether this yielded any worry-
related articles. No date limitations were
placed on the search. Three authors who
have published extensively on this topic
were contacted to ascertain if relevant arti-
cles were in press. Articles addressing treat-
ment of generalized anxiety disorder in
older adults were excluded, as were articles
in which there was no English translation
available. 

To better compare and contrast worry in
various elderly populations, mean worry
scores are presented in Tables 1, 2, and 3, for
available studies conducted since 1986.

Worry: Definition and Various
Theoretical Conceptualizations

Worry has been defined as “a chain of
thoughts and images, negatively affect
laden and relatively uncontrollable; it rep-
resents an attempt to engage in mental
problem-solving on issues whose outcome is
uncertain but contains the possibility of one
or more negative outcomes; consequently
worry closely relates to the fear process”
(Borkovec, Robinson, Pruzinsky, & Depree,
1983, p. 10). In this context, worry is re-
garded as pathological. In addition to being
an important clinical phenomenon in and of
itself, chronic worry is central to GAD and
may be a significant feature in all other anx-
iety disorders as well (Borkovec, 1994;

Vanin & Helsley, 2008). Worry has also
been discussed as a means of cognitive
avoidance in which the worry process dis-
tracts the individual from dealing with
more distressing, anxiety-provoking mater-
ial, thus decreasing the autonomic arousal
associated with anxiety (Borkovec, 1994).
As with other avoidance behaviors, this
process is not adaptive but rather con-
tributes to the maintenance of anxiety.

Some investigators have viewed worry as
more adaptive, describing the process as
problem-focused coping, and useful in the
reduction of anxiety. In this context, worry
is viewed as a constructive strategy that in-
volves information-seeking, problem-solv-
ing, and use of coping behaviors as a means
of navigating negative or stressful events
(Davey, 1994). 

A theoretical model that incorporates
both adaptive and maladaptive views of
worry (Wells, 1995, 1997) has also been ap-
plied to older adults. This model examines
the role of metaworry in the development of
severe worry. Specifically, worry is seen as a
multilevel experience in which worry about
external things, such as prediction of future
threats, may have adaptive functions and
thus may provide benefit to the individual.
This form of worry (Type I worry) is non-
pathological, and from the individual's
viewpoint, is perceived as a positive means
of coping with threats. Type II or meta-
worry (worry about one’s own thoughts and
concerns) is a more pathological form of
worry that occurs when individuals perceive
worry as excessive or intrusive and unsuc-
cessfully attempt to control it. To this end,
the individual engages in cognitive, behav-
ioral, and emotional responses to decrease
worry; but instead, these responses (e.g.,
avoiding situations thought to be threaten-
ing) serve to maintain and reinforce worry. 

Assessment Approaches

Measurement of worry has evolved from
the simple self-report by subjects about the
estimated percentage of the day spent wor-
rying (Borkovec et al., 1983) to a number of
specific questionnaires, each designed to ad-
dress specific facets of worry, usually with a
particular population in mind. Self-report
measures are the most widely used method
of assessing worry in older adults and in-
clude the Penn State Worry Questionnaire
(PSWQ; Meyer, Miller, Metzger &
Borkovec, 1990), Penn State Worry
Questionnaire–Abbreviated (PSWQ-A;
Crittendon & Hopko, 2006), Worry Scale
for Older Adults (Worry Scale; Wisocki,
Handen, & Morse, 1986), the Worry
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Scale–Revised (WSR; Wisocki, 1994), and
the Worry Domains Questionnaire (WDQ;
Tallis, Eysenck, & Matthews, 1992). For
brief descriptions of these questionnaires,
see Table 4. 

Other methods used to measure worry
in this population have consisted of a sup-
plemental worry diary (Skarborn & Nicki,
1996, 2000), a focus group format
(Wisocki, 1994), examination of the con-
tent of ADIS-R interviews (Diefenbach,
Stanley, & Beck, 2001), and older adults’
retrospective accounts of worry (Basevitz et
al., 2008).                           

How Much Do Older Adults Worry 
and What Do They Worry About?

Given the popular perception of old age
as a stage of life filled with challenges and
difficulties, we may expect the elderly to ev-
idence high rates of worry, but the data do
not support that assumption. Overall, older
adults report very few worries, and often en-
dorse less than 15% of possible item con-
tent on self-report measures (e.g., Skarborn
& Nicki, 1992; Stanley, Beck, & Zebb,
1996; Wisocki, 1988). The incidence of
worry is low not only in healthy older
adults, but also ill or physically chal-
lenged/homebound elderly (Cappeliez,
1989; Skarborn & Nicki, 1996; Wisocki et
al., 1986). These findings are consistent
across a number of culturally different
groups as well, with representative studies
from American (Hunt, Wisocki, & Yanko,
2003), Canadian (Skarborn & Nicki, 2000),
Spanish (Montorio, Nuevo, Marquez, Izal,
& Losada, 2003), Israeli (Niekrug, 2003),
Japanese American, and European
American samples (Watari & Brodbeck,
2000) of older adults. In fact, the 94 elderly
who participated in one of the early studies
on worry among healthy older adults indi-
cated few worries, and reported significant
positive affect, including high scores on
subscales measuring elation, vigor, and con-
tentment (Wisocki, 1988). 

When examining the worries that older
adults do endorse, we found that health is-
sues emerged repeatedly. Of the 11 studies
addressing worry content, 8 found that
older adults mainly worry about health is-
sues, including physical illness, loss of inde-
pendence, and ability to care for oneself
(e.g., Hunt et al., 2003; Powers, Wisocki, &
Whitbourne, 1992; Wisocki, 1994). Worry
content did not differ based on whether one
was healthy or ill/homebound (e.g.,
Skarborn & Nicki, 1996; Watari &
Brodbeck, 2000). The three remaining
studies indicated that family and health

concerns predominated for older adults
(Diefenbach et al., 2001; Montorio et al.,
2003; Wisocki, 1994). Thus, these studies
suggest that in later life worry content
tends to focus on personal health concerns
congruent with the elders’ wishes to remain
independent and care for themselves, as
well as on the well-being of the family.
Interestingly, items considered least worri-
some to both healthy and physically chal-
lenged elderly were in the social category
and included issues such as negative evalua-
tions from others and physical appearance. 

Age Differences and Worry

Given that older adults endorse low lev-
els of worry in general, it might be logical to
assume that younger adults would endorse
equally low levels. However, comparative
studies suggest that younger adults consis-
tently show a greater propensity toward
worry than their elder counterparts. 

The first study to investigate age differ-
ences and worry using the Worry Scale was
done by Powers and colleagues (1992). A
cross-sectional study contrasted worry in
college students and healthy older adults.
Consistent with previous research, findings
indicated low levels of worrying in the el-
derly. Not only did older adults worry less
than the younger adults in all categories,
but they also reported greater psychological
well-being. 

Similar age differences in worry have
been supported in a number of later studies
as well (e.g., Hunt et al., 2003). In one
study, older adults reported a lower fre-
quency of worry despite having lower in-
come levels and being in poorer health than
the younger, college-aged participants
(Babcock, Laguna, Laguna, & Urusky,
2000). In another study, a healthy young
adult sample reported levels of worry con-
sistent with an older adult GAD population
(Stanley et al., 1996). More recently,
Basevitz et al. (2008) found that a sample of
older adults demonstrated a reduced ten-
dency to worry compared to younger col-
lege students, and when asked to
retroactively recall whether their worry
level had changed throughout the years,
46% reported that it had decreased with
age (compared to 25% unchanged, 25% in-
creased, and 4% not sure). 

Significant age differences have been
found as well with regard to the content of
worry for older and younger adults. While
older adults’ worries center around health,
autonomy, and family issues, younger adult
worries have a social basis and focus on such
issues as self-confidence, negative evalua-

tions from others, and physical appearance
(e.g., Ladouceur, Freeston, Fournier, Dugas,
& Doucet, 2002; Powers et al., 1992).
These age differences in worry content were
found in all of the studies that compared
worry content in young and old, and sup-
port previous work indicating that, for
younger adults, social concerns are highly
related to worry (Borkovec, 1994) and that
feared outcomes are frequently based in the
fear of negative evaluation (Borkovec,
Metzger, & Pruzinsky, 1986). 

Upon close examination of this research,
it is clear that elderly or older adults are
often treated as a unitary population rather
than acknowledging their heterogeneity. In
much of the literature, “younger adults”
refers to college students from approxi-
mately 18 to 24 and “older adults” (or el-
derly) may cover as much as a 40-year span
in ages, ranging from late 50s to early 90s.
This indicates a need for more research on
variations in adult developmental differ-
ences in order to identify changes in the
worry process across different life stages.
The three studies that compared specific co-
horts in the upper age ranges (i.e., 50s +)
found that individuals in a postretirement
cohort (i.e., 65 to 74) demonstrated signifi-
cantly less worry than the younger cohort
approaching this milestone (i.e., ages 55 to
64; Neikrug, 2003; Skarborne & Nicki,
2000; Wisocki & Simon, 2000). This may
suggest an effect of increased stressors for
the preretirement group who may be facing
work and financial challenges, while possi-
bly maintaining responsibilities for aging
parents (Spillman & Pezzin, 2000).
However, as Niekrug (2003) pointed out,
worry at this age may also be compounded
by dread over an uncertain future, particu-
larly given societal views in most cultures of
the aged and the aging process. Of these
three studies, two examined a broad band of
age groups in 10-year increments and
found a progressive increase in worry from
adulthood to retirement age, followed by a
sharp decrease among those aged 65 to 74
(Niekrug, 2003; Wisocki & Simon, 2000).
It should be noted, however, that in
Neikrug’s study (2003) worry again in-
creased for those in the 75+ age ranges, but
to levels no greater than those in middle
age. Although these findings may represent
cohort effects, they suggest that worry may
increase across the lifespan, but then de-
crease in the postretirement years. 

Self-Designated Worriers

Given that the incidence of worry in the
elderly is relatively low, it may be useful to
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Table 1
Mean Scores on the Original Worry Scale From Studies With Elderly Participants

Table 2

Wisocki et al., 1986 54 Community Active Seniors from Senior Centers 70 15.0
(U.S.) 44 Homebound Seniors recruited from Meals on Wheels 77 23.7

Wisocki, 1988 94 Community Active Seniors from Senior Centers 72 17.0

Cappeliez, 1988 25 Community Active Seniors from Social Clubs 71 6.3
(Canada)

Skarborn & Nicki, 1992 70 Community Active Seniors from Senior Centers 72 10.4
(Canada) 30 Homebound Seniors from Homecare Service 83 17.3

Powers et al., 1992 89 Community Active Seniors from Senior Centers 78 24.3*
(U.S.) 74 Undergraduate Students from large Northeastern University 

Wisocki, 1994 28 Community Active Seniors self-identified as worriers 20 32.6
(U.S.) 44.7

Hopko et al., 2003a 84 Seniors meeting criteria for GAD recruited from media 66 40.9
(U.S.)

Nuevo et al., 2004 105 Seniors selected using random sampling from census 73 8.0
(Spain)

Note. Worry Scale range = 0–88. aThese data were not included in the published version of this study.  
*Denotes significant difference between groups, p < .05.

Skarborn & Nicki, 2000 48 Preretirement, recruited from community 55 48.6*
(Canada) 48 Postretirement, recruited from community 67 35.0

Watari & Brodbeck, 2000 66 Japanese American seniors born in U.S. or emigrated  over 65a 39.4
prior to WWII. Recruited from nutrition programs 
and senior centers.

65 European American seniors born in U.S. or emigrated over 65 32.01
prior to  WWII. 

Hunt et al., 2003 110 Seniors recruited through national media survey 71 40.7
(U.S.) 84 Undergraduates from large Northeastern University 21 40.7

Montorio et al., 2004b 74 Nonclinical seniors recruited by mail 73 37.8c

(Spain) 4 Seniors meeting criteria for subthreshold anxiety 73 63.6
recruited by mail

7 Seniors meeting criteria for GAD, recruited by mail 72 101.5

Investigators N Population Mean Age            Mean Worry Scale Score

Investigators N Population Mean Age            Mean WSR Score

Note. Worry Scale-Revised range = 0–231. a Mean age is 76.04 for both groups combined. b Based on a Spanish version modified to 76 items 
(range = 0–304). c approximate. * Denotes significant difference between groups, p < .05.

Scores on the Worry Scale–Revised (WSR) From Studies With Elderly Participants

(U.S.–Japanese American
and European American)
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examine the construct in individuals who
describe themselves as worriers in order to
understand more pathological forms of
worry. Wisocki (1994) performed an in-
depth analysis of worry experienced by 28
self-identified chronic worriers, at least 70
years of age, who were recruited from three
senior centers in the northeast. Participants
were individuals who reported worrying at
least 20% of each day. Participants attended
one of five focus groups over a period of 12
months. For these self-identified worriers,
Worry Scale scores were approximately
three times higher (see Table 1) than those
of healthy elderly selected from the general
population as reported in other studies.
Worry was related to depression and a num-
ber of other pathologies (measured by the
SCL-90-R), with the exception of paranoia.

According to Wisocki (1994), worries
included (in order of reported importance)
concerns about family, physical decline, fi-
nances, being alone/lonely, loss of indepen-
dence, crime, leaving things in order after
death, making decisions, and driving. The
content of worries was notably lacking in
self-evaluation fears, and there was nothing
reported about concern over making mis-
takes, or being criticized, themes often
found in the worries of younger people, as
indicated above (Borkovec et al., 1986;
Ladouceur et al., 2002). The elderly partici-
pants believed that the effects of worry oc-
curred on multiple levels, both physical
(e.g., problems with blood pressure, heart,
the gastrointestinal system, and digestion)
and psychological (feelings of insecurity, de-
pression, anxiety stress, sadness, sleep prob-
lems, and attitudinal problems). They also

believed that worry prevented them from
doing constructive things, caused fatigue
and premature aging, and adversely af-
fected social relationships. Participants as-
sociated such cognitive problems as
increased errors, poor decision-making, and
lack of efficiency, with worry. They differen-
tiated worry from anxiety by emphasizing
that anxiety was more serious, less control-
lable, and more focused on the present.
They differentiated worry from depression
by emphasizing that depression was the
more serious phenomenon. This group felt
that worry increased with age, and reported
that they attempted to control worry, pri-
marily by utilizing emotion-focused re-
sponses (e.g., distraction, self-talk,
maintaining a positive attitude, and associ-
ating with positive people). 

Table 3

Beck et al., 1995 94 Healthy control participants recruited 68 28.9*
through media announcements and visits 
to community agencies

50 GAD diagnosed per ADIS–R interview.  68 59.9
Recruited through media and community 
agencies

Babcock et al., 2000 40 Healthy seniors recruited from community                    72 42.6*
(U.S.) 40 Undergraduate students from large Midwestern 19 50.2

University 

Skarborn & Nicki, 2000 48 Preretirement, recruited from community 55 41.7
(Canada) 48 Postretirement, recruited from community 67 36.0

Watari & Brodbeck, 2000 66 Japanese American seniors born in U.S. or over 65b 34.3
emigrated prior to WW II.

65 European American seniors born in U.S. or over 65 34.3
immigrated prior to WW II

Hopko et al., 2003 160 GAD diagnosed seniors who participated in CBT 66c 62.9
(U.S.) outcome project 

Hunt et al., 2003 110 Seniors recruited through nationwide media survey 71 33.0*
(U.S.) 84 Undergraduate students from large Northeastern 71 42.3

University

Nuevo et al., 2004 105 Healthy seniors selected using random sampling 73 33.1
(Spain) from census  information

Crittendon & Hopko, 2006b 115 Seniors recruited through community centers 72 36.6*
(U.S.) 183 Undergraduate students from large Southern 21 48.8

University

Basevitz et al., 2008 111 Older adults recruited from community 74 37.5
(Canada) 106 Undergraduates from large Canadian University 24 47.3

Investigators N Population Mean Age          Mean PSWQ Scorea

Note. aPSWQ range = 0–80. bMean age = 76.04 for both groups combined.  cApproximate. d Mean scores on the PSWQ-A for the same sample
were 14.9 (older) and 21.8 (younger), significant at p < .05. *Denotes significant difference between groups, p < .05.

Scores on the Penn State Worry Questionnaire (PSWQ) From Studies With Elderly Participants

(U.S.)

(U.S.)
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Other Variables Affecting the
Experience of Worry

As expected, worry is more highly en-
dorsed in elderly GAD groups than in
healthy controls (Beck, Stanley, & Zebb,
1995; Stanley et al., 1996), and higher than
those reported by previous community
samples of elderly (e.g., Powers et al., 1992;
Wisocki, 1988). Although the evidence in-
dicates that the content of worry is different
for the young and old, research suggests
minimal differences in worry content as a
function of worry severity. The two studies
addressing this issue in older adults found
worry content to be similar for clinical
(GAD) and nonclinical elderly groups, but
the clinical groups worried more frequently
and about a wider variety of topics than did
the nonclinical group (Deifenbach et al.,
2001; Montorio et al., 2003). This was also
evident in Wisocki’s (1994) research with
self-designated worriers whose primary
worries generally mirrored those of healthy
older adults in other studies, but were more
frequent. These findings are consistent with
research with the younger population in
which the worry component of GAD has
been found to be quantitatively, but not
qualitatively, different from nonclinical
worriers (Ruscio, Borkovec, & Ruscio,
2001). 

Worry content may not be an important
factor for predicting severe worry in older
adults, but perceptions regarding controlla-
bility of life events may play a role. The
three studies conducted thus far have found
that, as the older adult’s sense of control
over events decreased, worry increased.
Powers et al. (1992) found that increased

worry was associated with an external locus
of control in older and younger participants.
Montorio et al. (2003) found that decreases
in perceived control of worry were related to
higher levels of anxiety (GAD) in older
adults. Neikrug (2003) found the similar
concept of “manageability” inversely re-
lated to worry, suggesting that worry in-
creases when one feels ill-prepared to cope
effectively with life events. If controllability
does play a central role in worry among the
elderly, it is not surprising that health con-
cerns predominate for this group, given
that health is often seen as out of one’s con-
trol, and failing health may be perceived as
reducing the control an individual has over
other aspects of life as well. 

Relatedly, Basevitz and colleagues
(2008) suggest that age-related reductions
in worry may be partially explained by older
and younger adults’ differing views regard-
ing the functional value of worry. Their re-
search indicated that younger adults are
more likely to erroneously believe that
worry leads to greater control over events or
may be related to effective problem solving,
a belief structure that is similar to that of
chronic worriers and anxious individuals.
Alternatively, they suggest that older adults
have learned through life experience that
many worrisome fears are not realized
(Borkovec & Newman, 1998), and thus see
less functional value in worrying. 

Another psychological process that has
been implicated in worry is intolerance of
uncertainty. Intolerance of uncertainty has
been viewed as one component of patholog-
ical worry and is often addressed in the con-
text of treatment interventions for anxiety

disorders (Dugas & Ladouceur, 2000). In
examining reasons for age-related differ-
ences in worry, Basevitz et al. (2008) found
that older adults demonstrated less intoler-
ance for uncertainly than did the younger
sample, suggesting that they are less likely
to find ambiguity or unknown outcomes
threatening or worrisome. Interestingly, the
authors found that, after statistically con-
trolling for differences in intolerance of un-
certainly and beliefs about worry,
age-related differences on trait worry were
no longer significant. 

The ways in which older adults cope
with worry is an undeveloped area of re-
search. These preliminary studies suggest
that the older adult uses few strategies to
manage worry, and those that are utilized
are generally more emotion based than fo-
cused on problem solving (Cappeliez, 1989;
Hunt et al., 2003). In general, these find-
ings are consistent with the coping litera-
ture, which has indicated that younger
adults use more active, problem-focused
coping styles, while the older adults use
more passive, intrapersonal emotion-fo-
cused styles (Folkman, Lazarus, Pimley, &
Novacek, 1987).                   

Methodological Issues

When critically examining this body of
work, several issues related to methodology
arise that limits the degree of confidence in
our conclusions. A clear methodological
concern is shared method variance due to
the almost exclusive reliance on self-report
assessments, which were used in 90% of the
studies. In addition, many of the self-report
measures are still evolving with regard to

Table 4

PSWQ Measures trait-like tendency to worry in young populations.  
Focuses on frequency, intensity, and controllability. Indicates a 
tendency towards GAD.

PSWQ-A Updated version of PSWQ based on factor analysis.

Worry Scale Measures the social, financial, and health domains of worry 
in older adults

WSR Updated Worry Scale to include three new domains of worry, 
which were suggested by elderly participants

WDQ Measures the worry domains of relationships and work in adults

•Pathological
•Process

•State-Trait Anxiety Inventory
•Worry Scale

•State-Trait Anxiety Inventory
•Worry Scale

•Symptom Checklist-90
•Multiple Affect Adjective 

Checklist
•PSWQ
•Symptom Checklist-90

•PSWQ, especially in the work
and relationship domains

•Pathological
•Process

•Nonpathological
•Content

•Nonpathological
•Content

•Nonpathological
•Content

Questionnaires Designed to Assess Worry

Questionnaire Description Worry Type Correlates With
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available psychometric data. Reliability and
validity data on the WSR are still quite lim-
ited. The PSWQ, a well-validated measure
of worry, has recently been scrutinized re-
garding its effectiveness with older adults
who reportedly have noted difficulty under-
standing items (Hopko et al., 2003). Some
have also indicated that a two-factor struc-
ture has been revealed and items labeled
“worry” and “absence of worry” are actually
a function of forward- and reverse-scored
items (Brown, 2003; Brown, Antony, &
Barlow, 1992). This raises some concern re-
garding the validity of the findings, as well
as the value of reverse-scored items for the
older population. The recent development
of the PSWQ-A in response to these issues
(Crittendon & Hopko, 2006) is a positive
event, but still requires additional psycho-
metric evaluation. 

Although some researchers have intro-
duced alternatives to self-report, the use of
these measures has been very limited.
Further evaluation of existing measures is
needed, as is more frequent use of other
measurement formats (e.g., focus groups,
structured interviews, and diaries). 

Response bias is another factor that
must be taken into account when examin-
ing this body of research. Given the fre-
quent use of self-report measures, it is
possible that these findings simply reflect
different response styles in older and
younger cohorts. Underreporting of mental
health symptoms has been documented in
the elderly in other contexts (Levy, Conway,
Brommelhoff, & Merikengas, 2003). Older
adults often disregard symptoms as inher-
ent to the aging process rather than indica-
tive of psychopathology, and generally are
more reluctant to make use of mental
health services (Burns & Taube, 1990;
Ettner & Hermann, 1997). In addition,
they may be concerned about stigmatiza-
tion and what it might mean to admit to
symptoms of mental illness. Furthermore, it
is difficult to recall past emotional experi-
ences accurately at any age, making suspect
any retrospective information provided by
older adults who naturally have a longer
history. Information taken from memory
may be contaminated to some extent by the
tendency of older adults to put a positive
spin on past emotional experiences and op-
tions they have selected (Lawton, Kleban, &
Dean, 1993; Mather & Johnson, 2000). 

It is also possible that the participants in
these studies were not representative of the
elderly at large. Despite the widening cul-
tural range of this research, samples were
still rather homogeneous, without a signifi-
cant representation of the poor, disadvan-

taged, and non-White elderly populations.
Nor is it clear that investigators paid careful
attention to selection issues, such as appro-
priate randomization. Too often partici-
pants were selected on the basis of
availability. 

Another measurement issue, and one to
which insufficient research attention has
been accorded, is the type of worry that
these various measures address. These mea-
sures are referred to as representing process
or content approaches to worry, or as mea-
suring a traitlike tendency to worry, or a
pathological or nonpathological tendency
to worry. More research would help verify
the meaning and accuracy of these labels
and would assist in developing theoretical
frameworks to account for worrying in the
elderly. The more recent studies on worry
and the older adult appear to rely more
heavily on theoretical frameworks to guide
research questions, which is a positive direc-
tion, but this will require sound measure-
ment instruments.  

Other Considerations

Finally, there are a number of nonmea-
surement-related possibilities for these find-
ings that should be considered when
examining the evidence suggesting that
worry is a low-frequency event for older
adults. Some have suggested that an age-
related biochemical decline in cognitive
functioning may somehow lessen the im-
pact of a stimulus so that it does not elicit
worry. There is no clear evidence, however,
to support such a biological condition.
Although decreases in activation of brain
regions responsible for emotionality (e.g.,
amygdala) have been demonstrated in the
elderly relative to younger individuals
(Grady, 2000), there is also evidence that
differential brain networks (e.g., prefrontal
cortex) may be activated in the elderly to
compensate for these changes (Tessitore et
al., 2005). In addition, research regarding
the functional consequences of these age-re-
lated brain alterations has been equivocal,
with some investigators finding elders’ as-
sessment of emotional stimuli to be rela-
tively impaired (Brosgole & Weisman,
1995; Sullivan & Ruffman, 2004), while
others have shown it to be intact
(Macpherson, Phillips, & Della Sala, 2002;
Moreno, Borod, Welkowitz, & Alpert,
1993). In one study of emotional memory
(Leigland, Schulz, & Janowsky, 2004), both
older and younger participants showed in-
creased memory for positive emotional
stimuli (as opposed to neutral and nega-
tive), but the finding was slightly more

marked in the elderly, suggesting perhaps a
bias toward more positive emotionality for
this group. The authors attributed these
differences to a shift from the amygdala-
hippocampal system, which shows greater
activation for negative stimuli, to the pre-
frontal cortex, which is more likely to show
activation to positive stimuli. Thus, despite
established differences in underlying brain
circuitry related to emotional processing in
young and old, there is not sufficient evi-
dence that this is linked to differential abili-
ties regarding identification and subjective
experience of emotions.

If, alternatively, we accept the findings
reviewed here as representing an accurate
picture of worry in the elderly, we must
speculate on why, given the realistic prob-
lems accruing in older age, such as declines in
health, financial support, loss of loved ones,
and an uncertain future, elderly people are
able to take pleasure in their lives and avoid
the perils of worry. Borkovec (1988) has
suggested that one explanation may lie
within the notion of habituation or practice.
Having been exposed over the years to frus-
tration, loss, pain, and suffering, a long life
has given us more opportunity to learn ways
of effectively dealing with the setbacks to
which we have been exposed. It is also possi-
ble that, having achieved old age, we are
finished with the work of striving, accumu-
lating, and achieving material success and
we can choose what we will focus on for the
remainder of our lives. As was reported by
the participants in a focus group study on
worry (Wisocki, 1994), the relationship be-
tween worry and significant life events is
important. When individuals were engaged
in the activities of marrying, raising chil-
dren, and maintaining a job, they worried a
great deal. Once those activities were com-
pleted and individuals were less likely to
make mistakes in those areas, worrying
took on a different perspective. 

However, Basevitz and colleagues
(2008) suggest that an age-related reduc-
tion in the experience of worry cannot be
solely explained by situational factors, but
may be partially attributed to other psycho-
logical processes such as older adults’
greater ability to tolerate uncertainty and
their tendency to find less value in worry. 

Finally, the social evaluative component
of worry, which is considered the basis for
the original etiology of chronic worry
(Borkovec, 1994), may be the most impor-
tant factor in the diminishment of worry in
older adults. Lacking fears of making mis-
takes and being criticized, and no longer
caring excessively about one’s appearance
and the opinions of others, can be a highly
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liberating experience, perhaps corresponding
to a lack of worry for all but the important
things in life.  

Future Research

Although a summation of the literature
on worry and older adult presents a positive
picture of psychological functioning in the
latter years, the existing body of knowledge
also highlights the need to attend to issues
related to methodology and to expand upon a
number of future research directions.
Longitudinal studies regarding worry and
the elderly will provide much needed infor-
mation on whether age differences in worry
reflect a development shift in worry across
the lifespan, or whether these findings are
more reflective of a cohort effect. As indi-
cated above, other methods of data collec-
tion, such as interview and perhaps focus
groups, will be crucial in better understand-
ing worry, including the underlying
processes associated with worry in the older
population. Further research in the area of
worry and coping will help us more fully un-
derstand what strategies the elderly use, and
whether they are adaptive and associated
with the older adult’s tendency toward less
worry. Conversely, we may learn whether in-
creasing the repertoire of coping strategies
utilized will be clinically useful in managing
the worries that older adults do express. 

Although these results suggest that
worry is relatively infrequent in the older
population, the domain of worries that are
endorsed by older adults are clearly related to
concerns over health and well-being. Future
research could be directed toward examining
the role of worry in clinical concerns such as
hypochondriasis and health anxiety, in which
fear of illness and illness consequences are
major content features. Finally, while worry
is typically used as an assessment device in
the context of GAD, the proper assessment
of worry may be beneficial in clinical settings
addressing other anxiety disorders as well. 
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On April 25, 2007, the Center for
Scientific Review (CSR) held an
open house for the behavioral and

social sciences in order to elicit feedback on
the overall quality and extent to which CSR
evaluates research grant proposals. It had
been over 7 years since the last assessment
of the scientific community’s opinions of the
Independent Research Group (IRG) com-
mittees. The purpose of the open house was
to represent a comprehensive effort to en-
gage stakeholders from all the many scien-
tific disciplines to ensure their voices were
heard and CSR’s review groups properly
aligned and prepared for the future. 

The CSR scheduled this meeting as part
of a review of the IRG’s study sections to ex-
amine what problems and gaps exist in the
review process. Feedback from this meeting
and other open houses was intended to pro-
vide CSR with information to better orga-
nize these review committees to ensure that
(a) each application has at least one study
section “home” and (b) that the review com-
mittees reflect the changes in science over

the past 7 years (since the last review of this
process). While CSR does not intend to do a
wholesale reorganization of study sections,
they sought input into how the CSR peer
review system can best keep pace with the
progress in behavioral and social sciences
and the accelerating rate of change. In at-
tendance were 160 individuals, represent-
ing study section chairs, society scientific
leadership members, and NIH staff (pro-
gram officers, Scientific Review Adminis-
trators, etc.). Also in attendance was Dr.
Toni Scarpa, Director of the CSR.
Throughout the day, participants were
asked to provide comment on the following
topics:  

1. Is the science of your discipline, in its
present state, appropriately evaluated
within the current study section align-
ment? 

2. What will be the major questions
and/or enabling technologies you see
forthcoming within the science of your
discipline in the next 10 years?

After an initial informational discussion
on the current state of the IRG’s study sec-
tions, participants were divided into smaller
groups where CSR solicited our feedback
regarding the two questions above. The
breakout groups were facilitated by study
section chairs and professional society repre-
sentatives and staffed by scientific review
administrators who recorded all comments
and discussion. As a representative from
ABCT, I was asked to participate in the
Risk, Intervention, and Prevention break-
out group. 

For the first question, the breakout
group discussed and came up with three un-
derlying comments and concerns related to
the review of grant proposals: The overall
view was that the system works well, but
some types of applications do not have ade-
quate coverage in study sections. This re-
sults in inappropriate/inadequate review.
Examples include research examining be-
havioral interventions, sleep and pain disor-
ders, developmental research, qualitative
research, and behavioral psychopharmacol-
ogy. 

Secondly, the group was concerned that
there remain several disciplines that may be
insufficiently represented on study sections,
thus resulting in an inadequate review of
grant application. Specifically, concerns
were expressed about applications involving
social work, emergency medicine, toxicol-
ogy.
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Finally, the largest concern our group
identified was the difficult challenge in re-
viewing multidisciplinary/translational re-
search projects. By the very nature of these
projects, the review of these applications re-
quire ongoing and continuous efforts from
NIMH to recruit and retain multidisci-
pline-oriented reviewers (in terms of both
content and perspective). This is especially
problematic given NIMH’s transdiscipli-
nary emphasis. This concern regarding the
grant review of transdisciplinary and trans-
lational research appeared to be a concern
across all breakout groups. This is clearly
the largest concern for CSR as Dr. Scarpa
conceded that review of translational grant
proposals are vulnerable to inadequate re-
view. He noted that CSR is experimenting
with a 2-day orientation session for new re-
viewers, in hopes of improving the system’s
handling of innovative and interdisciplinary
applications. 

For the second question (What will be
the major questions and/or enabling tech-
nologies you see forthcoming within the sci-
ence of your discipline in the next 10
years?), the Risk, Intervention, and
Prevention group came up with the follow-
ing themes: 

Community-based participation research.
Concern was expressed that more work
needs to be done in developing relationships
with various populations and community
leaders in order to increase the level or par-
ticipation in research (e.g., to reduce mis-
trust, misconceptions about research, etc.). 

Use of new technology, including in vivo as-
sessment of individuals, fMRI, data mining from
previous studies. Use of technologies such as
fMRI will enable us to show how behavior
and cognitions significantly impact and
change functional areas of the brain. 

Continue to examine the environment-gene
interplay across psychological disorders and con-
ditions. It will be increasingly important to
inspect the potential genetic risk and re-
siliency as they relate to the development or
exacerbation of psychological conditions
(and how genetics may interact with envi-
ronmental stimuli such as stressful life
events).

Dissemination science. Given the complex-
ity of human behavior and psychological
conditions, it is readily apparent that large
sample sizes are critical in advancing re-
search. Thus, it is important for researchers
to access and share data from large research
projects. Additionally, getting data out
quickly and to a broader audience (i.e.,
media, clinicians, government officials) is
crucial for increasing the accessibility of ef-

fective cognitive and behavioral interven-
tions. 

Potential CSR Modifications and Changes

The last component of the open house
meeting was to hear about the overview and
changes to the peer review process by Dr.
Scarpa and to comment and discuss these
current and potential future changes. Dr.
Scarpa gave a summary of the progress that
CSR has already made in reforming the
process of peer review, as well as the remain-
ing challenges and opportunities for peer re-
view. In particular, the number of
applications received by CSR has nearly
doubled between 2001 and 2006, reaching
80,000 per year. This escalation in the num-
ber of applications combined with the de-
creasing payline for grant proposals
presents a serious problem. Overall, CSR’s
goals are to (a) increase communication and
transparency, (b) increase uniformity, (c) in-
crease efficiency, and (d) improve study sec-
tion alignment and content areas. 

These changes include: 
Electronic grant submission. As of January

2008, nearly all grant submissions are sub-
mitted electronically. Transitions are still on
hold for Career Development (K), Fellow-
ship (F), Training & Development (T&D)
and complex mechanisms (Center grants).

Different grant application due dates (by type
of grant submitted). In 2007, CSR modified
their application due dates in order to dis-
perse the workload of CSR staff throughout
the month. Previously, grant application
due dates were the same dates for nearly all
applications, which caused a delay in pro-
cessing the applications. Spreading the due
dates across the month enables CSR to more
efficiently assign the applications to the ap-
propriate IRGs in a more timely manner.
For more information on the specific due
dates for each grant mechanism, please see
the following website: http://grants.nih.
gov/grants/guide/notice-files/NOT-OD-07-
001.html

Shorten the grant review cycle to 3 months.
Currently, most revised applications can be
submitted approximately 8 months (at the
earliest) after the initial submission because
the IRG meetings occur near or after the
next application due date. CSR began to
pilot a program for new R01 investigators
that allow these PIs to receive an acceler-
ated review. This pilot program has been
successful and, as of the September/October
2007 due dates, all new investigators have
the option of participating in this program
to resubmit the very next grant cycle. It is
hoped that this program for new investiga-

tors will continue to be successful and will
be implemented for all applications and all
investigators.

Shorten applications from the 25-page limit.
Within the past 12 to 18 months, there
have been significant discussions to reduce
the length of R01 applications to 7 to 15
pages. The rationale for the reduction in
length is to reduce the burden on both the
investigator as well as the reviewer. Review
of applications under the proposed new for-
mat would focus less on preliminary studies
and more on the overall impact and innova-
tion of the grant proposal. Though many
noted the potential advantages for a reduc-
tion in application length, several partici-
pants expressed significant concern that this
potential change could harm new investiga-
tors in that review committees may be more
trusting of experienced researchers if infor-
mation is not included in the application be-
cause of space requirements. Dr. Scarpa
noted that no decision has been taken on
shorter applications. Currently, approxi-
mately seven pilot studies are under way
that would assess applications that limit the
research plan to 7, 10, or 15 pages. 

Move to recruit high-quality reviewers (to de-
crease burden on reviewers and applicants). CSR
believes there are currently too many re-
viewers on study sections as well as too
many ad hoc reviewers. CSR and members
of the audience also believe that there need to
be more experienced researchers on these
committees. CSR is constantly working to
recruit and retain high-quality reviewers,
and Dr. Scarpa appealed to those in the au-
dience to volunteer as reviewers and urge
their organization members to do the same.
CSR is also experimenting with new elec-
tronic review techniques, such as telephone-
and video-enhanced meetings that would
enable CSR to recruit more scientists who
would not normally come to NIH for the
review meetings. Dr. Scarpa also noted that
CSR is experimenting with a 2-day orienta-
tion session for new reviewers, in hopes of
improving the system’s handling of innova-
tive and interdisciplinary applications.
Finally, CSR is attempting to increase the
incentives for reviewers. To this end, as of
January 2008, permanent members on
NIH’s peer review groups now have more
flexibility in submitting their own grant ap-
plications. Reviewers now have the option
to submit, as soon as they are developed,
grant applications that would normally be
submitted for standard submission dates.
This new policy assists in better compensat-
ing chartered reviewers, who can be disad-
vantaged by deadlines that force them to
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develop their own applications while re-
viewing those submitted to NIH by others. 

Provide unambiguous feedback to all appli-
cants. To assist in reducing the number of
grant applications submitted to NIH, it is
recommended that CSR provide specific
and unambiguous feedback to help appli-
cants make faster, more informed decisions
to either refine an existing application or
develop a new idea. There is a current con-
cern that applications without merit are re-
peatedly resubmitted, clogging the review
process. This often occurs when an appli-
cant’s grant application is not scored: in-
stead, the applicant receives vague
feedback and often does not know if they
were just on the cusp of being in the
scorable range. Therefore, a further recom-
mendation was made to establish a Not
Recommended for Resubmission (NRR)
decision option. A reviewer could check
this NRR category box if they believe that a
research idea would not have the appropri-
ate potential impact or feasibility no matter
how it was revised to be competitive in the
future. 

Additionally, in a recent CSR update
(May 2008), a further recommendation is
to have more focused reviews of grant ap-
plications. Specifically, peer reviews would
be designed to be shorter in length and to
specifically address the extent to which ap-
plications address each of the criteria: im-
pact, investigator, innovation/originality,
research plan, and environment. The goal
of these recommended changes is to in-
crease the emphasis of the overall impact of
the application rather than the specific
methodology used. 

Finally, Dr. Scarpa concluded by reiter-
ating that it has been more than 7 years
since the last IRG review process. He stated
that CSR will be moving to a biannual IRG
review process in order to keep up with
ever-changing research areas and technolo-
gies. For additional information regarding
the CSR, please visit their website at
http://cms.csr.nih.gov. Specific information
regarding this and other open houses (for
other disciplines), including meeting sum-
maries, summaries of the breakout groups,
and a list of participants, can also be found at
http://cms.csr.nih.gov/AboutCSR/Publicati
ons/Reports/openhousereports.htm. 
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Ascientific discipline can only grow if
we sow the seeds. Much has been
written about mentoring students

(e.g., Cesa & Fraser, 1989; Cramer &
Prentice-Dunn, 2007; Kardash, 2000;
McLean et al., 2007), but surprisingly little
of that literature considers the specific and
somewhat different role of a research men-
tor. As universities emphasize undergradu-
ate research to a greater and greater degree
(Katkin, 2003; Kinkead, 2003), faculty
must ponder the challenges, opportunities,
and complexities of research mentorship in
psychology. How can a faculty member be
an effective research mentor to undergradu-
ate, graduate, and postdoctoral students?
What strategies might help mentors help
students succeed in a research laboratory?

This article is designed to address those
questions. Not surprising given the small
samples of students available in each labo-
ratory at a single time, empirical data on
this topic are sparse and difficult to obtain. I
rely therefore on personal experience and
anecdotes to offer four mentoring princi-
ples, and then conclude with a brief discus-
sion of practical concerns.

Encourage Multilevel, 
Hierarchical Mentoring 

Emotional support is a critical compo-
nent of successful mentoring, but sharing
knowledge and wisdom is arguably the
most essential aspect of mentoring. A suc-
cessful laboratory has students at varying
levels of training, and with varying degrees
of knowledge, who can disseminate re-
search-oriented knowledge vertically.
Skilled faculty mentors can rarely afford the
time to properly mentor all students alone,
so hierarchical or vertical mentoring strate-
gies are invoked. Postdoctoral students and
graduate students possess knowledge the
advanced undergraduates lack; advanced
undergraduates possess knowledge the be-
ginning undergraduates lack. A multilevel
hierarchical mentoring approach allows
that knowledge to trickle down the pyra-
mid, so that all students learn and grow.
The mentor meets with students at all lev-
els, but most often with the more senior

students, who then pass the knowledge to
their protégés. This strategy also allows
more senior students to develop critical su-
pervisory and leadership skills they will
need when they begin their own laborato-
ries and careers.

An example model of a vertically inte-
grated team for an undergraduate-based
laboratory involves three semesters of re-
search participation. In the first, students
develop basic research skills and learn the
administrative and logistical aspects of labo-
ratory functioning. In the second, students
develop a research proposal. In the third
and final semester, the research protocol is
conducted and a report prepared. In some
situations, a fourth semester might be used
for data analysis and writing, allowing the
third semester to be devoted entirely to
data collection. More senior students pro-
vide critical mentorship to the more junior
ones.

Be Active, Directive, and Respectful 

On occasion, a mentor must authorita-
tively enforce rules and deadlines, but in
most cases a mentor will perform best as an
engaged guide to research. Treating stu-
dents with respect encourages the students
to offer creative and collaborative adminis-
trative, logistic, and scientific solutions.
Engaging in a hands-on manner demon-
strates to students both the mentor’s devo-
tion to the work and his or her desire to see
the students succeed. A skilled mentor de-
velops the ability to recognize and choose
instances when firm direction, active coop-
eration, or hands-off observation with sub-
sequent feedback is the optimal didactic
technique.

Model Passion 

Psychological science has long recog-
nized the impact of social learning theory,
which suggests students are likely to mimic
the behavior of trusted mentors (Bandura,
1977). Thus, mentors who display passion
for their research are likely to develop stu-
dents with a similar passion for research. In
time, students may and should explore
other research topics, theoretical underpin-
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nings, and analytic methods, but mentors
who demonstrate passion for the topics that
intrigue them personally are likely to in-
spire students to someday develop passion
for their own topics of interest.

Similarly, mentors who passionately edit
students’ work in a timely and critical but
supportive manner; who organize labora-
tory social events to celebrate accomplish-
ments; and who applaud student successes,
are likely to create a laboratory where work
is completed in an efficient and competent
manner. They also will inspire a supportive
rather than competitive laboratory atmos-
phere.

Recognize Differences 

To state the obvious, students are peo-
ple, and people vary. Some students require
close guidance and firm deadlines to com-
plete theses; others benefit from more distal
guidance and are self-motivated enough to
set their own deadlines. Some students are
mentally strong while others require men-
tors who serve as part-time informal advi-
sors to help students cope with minor
challenges (and, occasionally, who refer stu-
dents to professionals for help with more
significant mental health challenges).
Students come from a wide range of ethnic,
cultural, socioeconomic, and educational
backgrounds; a skilled mentor recognizes
these differences and accommodates the
students’ varying needs.

Despite differences that are inevitably
present among students in a laboratory, all
students must be held to equivalent acade-
mic standards. The procrastinating student
should be penalized for late completion of
assignments and the late student disci-
plined for tardiness. Individual differences
should be respected, but unprofessional and
unethical differences rectified (Schwebel &
Hodari, 2005).

Practical and Logistical Concerns

Talented mentors recognize the institu-
tional structure within which they are
working and utilize the constraints of that
structure to their own advantage and to the
advantage of the students. Sometimes this
is an easy process, but usually there are ob-
stacles. Below, we address some of the more
common challenges to mentoring under-
graduate and graduate/postdoctoral stu-
dents.

Mentorship of Undergraduates 

Two significant challenges to mentor-
ship of undergraduate students are recruit-
ment of students and structuring of the

research experience. From a recruitment
perspective, a system should be developed
so that there is a steady flow of students and
a healthy, supportive, hierarchically struc-
tured laboratory “culture” can be main-
tained. Skilled mentors will develop a
reputation and typically have a surplus of
students interested in research experiences.
In that case, an application process might
be invoked. New faculty members will need
to advertise opportunities in appropriate lo-
cations, and usually can develop a labora-
tory bustling with undergraduate research-
ers fairly quickly.

From a structural perspective, most de-
partments offer the opportunity for under-
graduate students to register for courses
entitled “Research Practicum,” “Directed
Readings,” “Honors Research,” or some-
thing of that nature. Such courses offer sev-
eral advantages, including (a) giving faculty
members some recognition, authority, and
sometimes course-load teaching credit for
his or her mentorship role, (b) offering the
student formal academic credit for his or her
learning experience, and (c) providing some
legal and academic protection against fail-
ure to complete laboratory duties, labora-
tory-based injuries, and other such matters.

Mentorship of Graduate and Postdoctoral

Students 

Mentorship of graduate and postdoc-
toral students presents different challenges
to faculty members. For graduate students,
recruitment is usually conducted through
the process of graduate admissions. Formal
course registration is common. Postdoctoral
students are typically recruited and care-
fully selected after either national searches
or through local contacts.

Perhaps the most prominent challenge
of mentoring graduate and postdoctoral
students is the balancing of clinical and re-
search duties and interests (Olatunji,
Feldner, Witte, & Sorrell, 2004; Reynolds,
Sargeant, Rooney, Tashiro, & Lejuez, 2008).
Some students enjoy clinical work, find the
more immediate behavioral rewards of clin-
ical treatment satisfying, and dread the re-
search-oriented tasks of data collection,
analysis, and writing. Other students ab-
sorb themselves in research and fail to ade-
quately complete necessary clinical tasks.
Skilled mentors will encourage both pur-
suits; teach and model time-management
skills; and emphatically highlight the fact
that clinical and research work should be
connected, intermingled, and translated
rather than acting as disparate nonoverlap-
ping entities (Olatunji et al., 2004). 

Conclusion

These principles and guidelines are
rather obvious, not exhaustive, and easier to
talk about than actually implement. Skilled
mentors wear many hats; they serve as
teachers, but also advisors, cheerleaders,
and mediators. Through passionate guid-
ance, supportive recognition of differences,
and active mentoring, a faculty member
will help his or her protégés succeed, and in
doing so will help science flourish.
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The Handbook of Personality Assessment
represents an important contribu-
tion to the field of clinical psychol-

ogy. Irving B. Weiner, who served for 8
years as editor of the Journal of Personality
Assessment and is a preeminent figure in both
clinical and forensic psychology, has part-
nered with the current associate editor of
that journal and noted MMPI textbook au-
thor Roger L. Greene to produce this out-
standing text. It is likely that the handbook
will serve as the “go to” reference for both
graduate students in personality assessment
courses and for professional psychologists
who wish to update their knowledge of al-
ready used instruments and/or learn about
unfamiliar tests. 

While these scientist-practitioners have
focused on only one strategy, namely the ef-
fective use of standardized tests to assess
personality, the authors make it blatantly
clear that important additional personality
assessment methods include diagnostic in-
terview, review of records, collateral inter-
view, and behavioral observation. Their
well-articulated viewpoint is that when em-
ployed by ethical and skilled professionals
the use of standardized personality tests in
combination with other important assess-
ment methods lead to the most accurate
clinical decisions. That position, as notably
expressed by Thorne (1961), has had a long
and venerable history in the field of clinical
psychology.

Comprehensive coverage is provided for
the self-report as well as performance-based
(projective) personality assessment tests
that are currently in widest use. The text is
distinguished by its analytic, clinically rele-
vant, and extremely balanced treatment of
each instrument. Readers are provided with
recent and extensive research citations com-
bined with incisive, critical commentary.
The authors’ outstanding presentation of
relevant material allows the reader to make
informed decisions about the appropriate
uses of each test.

Structure of the Book

In Part I: Basic Considerations, a brief
but informative chapter on the history of
personality assessment is initially presented.
This review is followed by separate chapters
covering the key components in the person-
ality assessment process and the psychome-
tric foundations of personality assessment.
The material in chapters 1 to 3 is particu-
larly relevant for graduate students; but
may demand less attention from profes-
sional psychologists who have remained
current in the field and are experienced in
personality assessment.                                                  

Chapter 4 is a “must read.”  Standards
relevant to personality assessment from the
Ethical Principles and Code of Conduct of
the American Psychological Association
(APA, 2002) are presented in abbreviated
form along with extremely clear and in-
sightful commentary. Also included is im-
portant coverage of the less well known but
important Rights and Responsibilities of
Test Takers: Guidelines and Expectations by
the Working Group of the Joint Committee
on Test Practices (1998). The chapter would
have been further strengthened by the in-
clusion and analysis of relevant material
from Standards for Educational and
Psychological Testing developed jointly by
the American Educational Research
Association, American Psychological
Association, and the National Council on
Measurement in Education (1999).
Historically, these three sponsoring organi-
zations have been the leaders in providing
definitive guidance for the development
and use of psychological tests.

Part II, Self-Report Inventories, begins
with an overview of key characteristics and
components that define this type of test.
The individual chapters on the MMPI-2,
MMPI-A, MCMI-III, PAI, and NEO PI-R
are structured as follows: History,
Administration, Scoring, Assessing Validity,
Interpretation, Applications, Psychometric
Foundations, and References. All of the
chapters, with the exception of the one de-

voted to the MMPI-A, contain a brief but
helpful concluding comments section. The
inclusion of concluding comments for the
MMPI-A would be desirable, as such mate-
rial would provide the reader with clear
awareness of the authors’ key points of em-
phasis relative to the use of this instrument. 

Each of the five chapters covering self-
report inventories resembles a well-anno-
tated test manual. However, grounding in
the basic concepts of ethical standards, sta-
tistics, tests and measurement, personality
psychology and abnormal psychology is re-
quired if the reader is to effectively process
the material presented for each self-report
inventory. The authors’ succinct, cogent
writing style and excellent use of numerous
tables and figures will provide most doc-
toral-level psychologists with a clear frame-
work for improving facility with a measure
that they already employ in clinical practice
or provide a sound basis for adoption of a
previously unfamiliar test. Graduate stu-
dents in psychology will require extensive
instruction and supervision related to the
appropriate uses of each instrument, train-
ing in data analysis, report writing and in
the direct communication of results to
clients/patients. 

Part III, Performance-Based Measures,
is covered in four individual chapters. The
techniques presented include the Rorschach
Inkblot Method, Thematic Apperception
Test, Figure Drawing Methods, and
Sentence Completion Methods. Given the
wide variation in the theoretical and test de-
velopment characteristics of each of the four
performance-based approaches, the authors
appropriately provide no overview chapter.
However, each respective performance-
based type of measure is presented in a sim-
ilar format: Nature of the Method, History,
Administration, Coding/Scoring, Interpre-
tation, Applications, Psychometric Foun-
dations, and References.

The accessibility and usability for psy-
chology professionals of the material cov-
ered in the performance-based chapters
depends heavily on the previous education
and training of the reader. For those practi-
tioners experienced in the use of the
Rorschach, the lengthy and dense Chapter
11 (82 pp.) will offer much valuable mater-
ial that will strengthen their clinical use of
the method. This chapter will also serve as a
very thorough and completely updated ref-
erence source. Graduate students and those
psychologists inexperienced with the
Rorschach will find the material very diffi-
cult to process. 

In contrast, the material presented on
the Thematic Apperception Test, Figure

Book Review

Weiner, Irving B., & Greene, Roger L. (2008)
Handbook of Personality Assessment
Hoboken, NJ: Wiley (677 pp., hardcover)

Reviewed by Stanley Zweback, Towson University
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Drawing Methods, and Sentence
Completion Methods will, like all the self-
report chapters, provide most doctoral-level
psychologists with the conceptual and
structural basis needed for either the adop-
tion or improved use of these measures.
Similar to the self-report measures pre-
sented in earlier chapters, graduate students
in psychology will require detailed instruc-
tion and supervision related to the appropri-
ate uses of each instrument, training in data
analysis, report writing and in the direct
communication of results to clients/pa-
tients.

The concluding Part IV contains sample
computer-generated interpretive reports for
the MMPI-2, MMPI-A, MCMI-II/III, PAI,
NEO PI-R, and Rorschach Inkblot
Method. Inclusion of the sample reports en-
hances the ability of readers to make in-
formed decisions about the use of specific
tests. Not only do these reports provide di-
rect examples of the format of such software
generated documents but they clearly illus-

trate the great potential for their effective
integration into professional personality as-
sessment practice. 

Summary

Handbook of Personality Assessment is a
textbook that the field has long awaited. In
a scholarly, comprehensive, and insightful
fashion, the distinguished authors have col-
laborated to provide psychologists and
graduate students with a current guide to
the most widely used self-report and perfor-
mance-based instruments. The reviewer,
who has taught graduate courses in person-
ality assessment for more than two decades,
views this resource as providing the best
available stand-alone, single text coverage
of major personality tests.
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ASSISTANT OR ASSOCIATE PROFESSOR
(RESEARCH). The Department of Medicine at
Rhode Island Hospital, one of the affiliated hos-
pitals of The Warren Alpert School of Medicine
at Brown University, seeks a research faculty
member on or before July 1, 2009. This is a re-
newable, non-tenure track position. The success-
ful candidate must qualify for a faculty position
at the rank of Assistant or Associate Professor
(Research). Associate Professor level candidate
should have a national reputation and scholarly
achievements. 

Applicants must have a doctoral degree in
psychology, sociology, social work or equivalent
with research experience and interest in women’s
health, correctional health, international health,
cancer screening, pain medicine, substance
abuse, mental health, and/or HIV disease.
Primary responsibilities include the applicant is
expected to develop an independent funded re-
search program and participate in Brown’s
funded research program working with multi-
disciplinary group of investigators whose adult
and adolescent studies include behavioral inter-
ventions, health services research, international
research, community-based research, and work
with incarcerated populations. 

Please send CV and letter of interest to: Peter
Friedmann, MD, MPH, Rhode Island Hospital,
Division of General Internal Medicine Research,
593 Eddy St.-Plain St. Bldg., Providence, RI
02903. Review of applicants will begin immedi-
ately and continue until the search is successfully
concluded.  Rhode Island Hospital is an
EEO/AA employer and actively solicits applica-
tions from minorities and women.

CLINICAL PSYCHOLOGIST, ASSISTANT
PROFESSOR: The University of Arizona
Department of Psychiatry, in conjunction with
the University Physicians Healthcare, is recruit-
ing a full-time Clinical Psychology faculty mem-
ber within a progressive and growing academic
department located in the beautiful Southwest.
The primary criteria for appointment will be ex-
cellence in research and training. The individual
will supervise and teach psychology interns, psy-
chiatry residents, and medical students.
Candidates with clinical and research interests in
behavioral medicine, affective disorders, oncol-
ogy, or forensic psychology, and a strong com-
mitment to diversity in academic, clinical and
research pursuits are encouraged to apply. Other
responsibilities may include providing psycho-
logical evaluations for adult outpatients, psy-
chotherapeutic intervention to adult out-
patients, and forensic evaluations. Applicants
must have a doctorate and internship training in
APA accredited programs in clinical psychology
and be eligible for licensure as a clinical psychol-
ogist in Arizona. Applicants should also demon-
strate promise to develop fundable research.
Send curriculum vitae, three letters of recom-
mendation, and letter of interest to Anne M.
Herring, Ph.D., Search Committee, Dept. of
Psychiatry, College of Medicine, PO Box
245002, Tucson, AZ 85724-5002. Call 520-
626-2357 for further information. The
University of Arizona is an affirmative
action/equal opportunity employer.

Classifieds

Classified ads are only $4.00 per line. For a
free price estimate, attach the text of your ad
in the form of a Word document and email
Stephanie Schwartz at sschwartz@abct. For
information on display ads, deadlines, and
rates, contact S. Schwartz at the email above
or visit our website at www.abct.org and click
on ADVERTISE. Below are the 2009 deadlines:

JOB SEEKERS | EMPLOYERS

http://jobbank.abct.org

ISSUE DEADLINE

January December 3

February January 3

March February 4

April March 3

June May 3

September August 2

October Sept. 3

Winter November 2

ADVERTISING in tBT

And don’t forget ABCT’s on-line . . .
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Top row, left to right: Jeremy Luk, Elsie Ramos Poster Award; Luana Marques, ADAA Career
Development Travel Award; Anna Rosenberg, ADAA Career Development Travel Award; Anne
Marie Albano, ABCT President; Jackie Persons, Outstanding Clinician; G. Terence Wilson,
Outstanding Mentor; Robert Klepac, Outstanding Service to ABCT; Rinad Beides, ADAA 
Career Development Travel Award; Lisa J. Merlo, ADAA Career Development Travel Award; 
M. Joann Wright, Awards & Recognition Committee Chair
Bottom row, left to right: Michael Davis, Distinguished Friend to Behavior Therapy; David H.
Barlow, Lifetime Achievement; Katherine Dixon-Gordon, Elsie Ramos Poster Award; 
Meredith Terlecki, Elsie Ramos Poster Award; Marina Bornovalova, Virginia Roswell 
Dissertation; Matthew Nock, President’s New Researcher

President’s New Researcher Matthew Nock
with President Albano

M. Joann Wright, Awards Chair, and President
Albano with David Barlow, recipient of the Lifetime

Achievement Award

ABCT’s 2008 
Outstanding 

Clinician, 
Jacqueline Persons

ABCT’s Annual Convention ✺ Awards & Recognition Ceremony
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November 14, 2008 ✺ Orlando

Michael
Davis 

accepting the
Distinguished

Friend to
Behavior
Therapy 
Award 

Left to right: Lily McNair, Awards & Recognition
Committee, with the Elsie Ramos Student Poster Award
winners Katherine Dixon-Gordon, Jeremy Luk,
and Meredith Terlecki

Anne Marie Albano, ABCT’s President
(2007–08)

G. Terence Wilson, ABCT’s 2008 Outstanding Mentor

Robert Klepac, Outstanding Service to ABCT, with M. Joann
Wright and Anne Marie Albano

Marina Bornovalova (center), Virginia Roswell Dissertation
Award winner, with M. Joann Wright and Anne Marie Albano
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Awards 

will be 

presented

at ABCT’s 

convention 

November 

19–22, 

New York

President's New Researcher Award
ABCT's President, Robert L. Leahy, Ph.D., invites submissions for the 31st Annual President's
New Researcher Award. The winner will receive a certificate and a cash prize of $500.
Submissions will be accepted on any topic relevant to behavior therapy, but submissions con-
sistent with the conference theme emphasizing universal processes across cognitive behavioral
models that have been implicated in the development of vulnerability and treatment of psy-
chopathollogy are particularly encouraged. Eligible papers must (a) be authored by an individual
with five years or less posttraining experience (e.g., post-Ph.D. or postresidency); and (b) have
been published in the last two years or currently be in press. Submissions can consist of one's
own or any eligible candidate's paper. Papers will be judged by a review committee consisting
of  Robert L. Leahy, Ph.D.; Anne Marie Albano, Ph.D., ABCT's Immediate Past-President; and
Frank Andrasik, the ABCT President-Elect. Submissions must be received by August 13, 2009,
and must include four copies of both the paper and the author's vita. Send submissions to ABCT
President's New Researcher Award, 305 Seventh Ave., 16th floor, New York, NY 10001.

Virginia A. Roswell Student Dissertation Award
Leonard Krasner Student Dissertation Award

This New this year, we are pleased to announce that we will be presenting two student disserta-
tion awards!  Family and friends of ABCT founding member Leonard Krasner wanted to com-
memorate Dr. Krasner’s memory and contributions to the field of the behavioral therapies by
offering this named award in the same manner as the Virginia A. Roswell Student Dissertation
Award. 

Each award will be given to one student based on his/her doctoral dissertation proposal. The
research should be relevant to behavior therapy. Accompanying this honor will be a $1,000
award to be used in support of research (e.g., to pay participants, to purchase testing equipment)
and/or to facilitate travel to the ABCT convention. Eligible candidates for this award should be
student members who have already had their dissertation proposal approved and are investigat-
ing an area of direct relevance to behavior therapy, broadly defined. A student's dissertation men-
tor should complete the nomination. Please complete an on-line nomination form at
www.abct.org. Then, e-mail the completed forms to dhaaga@american.edu.  Also, mail a hard
copy of your submission to ABCT, Student Dissertation Awards, 305 Seventh Ave., New York, NY
10001.

Elsie Ramos Memorial Student Poster Awards
These awards will be given to three student poster presenters (student first authors only), mem-
ber or nonmember, at ABCT’s 43rd Annual Convention in New York. The winners will each
receive a 2010 ABCT Student Membership, a 1-year subscription to an ABCT journal of their
choice, and a complimentary general registration at ABCT’s 2010 Annual Convention. To be eli-
gible, students must complete the submission for this year’s ABCT convention by March 2, 2009.
The proposal must then pass ABCT’s peer review process. ABCT’s Awards and Recognition
Committee will judge all student posters. 

STUDENT AWARDS PROGRAM2009 

Outstanding Educator � Outstanding Training Program � Lifetime Achievement  
Distinguished Friend to Behavior Therapy � Outstanding Service to ABCT

Call for  Award  
Nominat ions

NOMINATE ON-LINE: www.abct.org

NOMINATIONS DEADLINE: 
March 2, 2009
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On June 2, 1999, Neil S. Jacobson died sud-
denly and unexpectedly of a heart attack.
He left behind a stunned and grieving fam-
ily and cadre of students, colleagues, and
collaborators.  In the years since his death,
Neil’s work has stood the test of time, and
his ideas and visions continue to shape his
three areas of scholarship: marital therapy,
domestic violence, and the treatment of de-
pression. 

Neil’s early research in marital therapy
included publishing the definitive book on
behavioral couple therapy (Jacobson &
Margolin, 1979) and conducting some of
the best clinical trials on this treatment, tri-
als that provided a substantial part of the
empirical basis on which this treatment has
been categorized as an "efficacious and spe-
cific treatment" (Baucom, Shoham, Meuser,
Daiuto, & Stickle, 1998). Yet, dissatisfied
with the magnitude of change brought
about by this treatment, Neil worked to de-
velop what he believed was a more truly be-
havioral and more powerful treatment,
Integrative Behavioral Couple Therapy
(IBCT; Jacobson & Christensen, 1996). Neil
and Andrew Christensen conducted a pilot
study of IBCT followed by a major two-site
clinical trial of IBCT.  Results generally indi-
cated the superiority of IBCT over the tradi-
tional behavioral approach and
demonstrated that even in a large sample of
couples chosen for their serious and chronic
distress, over two thirds of couples treated
with IBCT made clinically significant im-
provement in their relationships that main-
tained over a 2-year follow-up. 

In the area of depression treatment, he
conducted clinical trials that provided evi-
dence for the impact of marital therapy on
depression (Jacobson, Dobson, Fruzzetti,
Schmaling, & Salusky, 1991; Jacobson,
Fruzzetti, Dobson, Whisman, & Hops,
1993) and that challenged the putative
power and mechanisms of cognitive behav-
ior therapy (Jacobson et al., 1996). Neil also
developed a behavioral approach to depres-
sion, behavioral activation (BA), which he
believed was a powerful treatment for de-
pression. The study that he began at the
University of Washington was completed
after his death, with results demonstrating
that BA was comparable in efficacy to anti-
depressant medication and superior to cog-
nitive therapy among more severely
depressed adults with major depression.
Research on BA is ongoing, with recent
studies addressing questions about the
mechanisms and transportability of BA as

well as its applicability to novel populations
such as depressed adolescents and veterans. 

Neil’s development of a metric for mea-
suring clinical significance (Jacobson &
Truax, 1991) was a major contribution to
treatment research in general as well as to
treatment for couple problems and depres-
sion. In the domestic violence area, he con-
ducted some groundbreaking research that
contributed to a typology of males who bat-
ter their wives and girlfriends (Jacobson &
Gottman, 1998). As a result of these and
other contributions, Neil established him-
self as an undisputed leader in the three
areas of couple therapy, depression treat-
ment, and domestic violence. Anyone who
achieves in a full career what he did in any
one of these three areas would have reason
to be proud. That he achieved this much in so
short a lifetime is truly phenomenal.

The week prior to his death, Neil told his
graduate student, Sona Dimidjian, that he
was most proud of two aspects of his profes-
sional life. The first was developing and
maintaining his three distinct and remark-
able programs of research--marital therapy,
domestic violence, and the treatment of de-
pression. The second was training graduate
students. To honor that which Neil valued
most as a scientist, we have created three
graduate student/early career research
awards that will be announced at the
November, 2009, ABCT meeting in New
York City.
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The Neil S. Jacobson Research Awards for Outstanding & Innovative Clinical Research

About the Award: The award will fund
graduate student clinical research (includ-
ing those who are within 5 years of having
completed their Ph.D.), with an emphasis
on dissertation research. The award will
provide up to $5,000 for research projects
that are relevant to the understanding and
treatment of people with difficult life prob-
lems. Projects that involve new initiatives
that help to move the field in creative direc-
tions and that demonstrate promise for
continued, ongoing development and
investigation are particularly welcome. This
award is limited to graduate student
members of ABCT.

Application: Proposals should describe the
aims, background and significance, and
methods, and should clearly state how the
project will advance clinical research
efforts. Proposals should be a maximum of
3 single-spaced pages in length, plus refer-
ences, and should include a 1-page bud-
get. Finally, proposals should be accompa-
nied by a letter of support from a faculty
mentor. 

� APPLICATIONS: www.abct.org �

Proposals are due May 1, 2009. Please e-
mail 1 copy of your proposal to Virginia
Rutter, Ph.D., at vrutter@gmail.com, and
mail 1 hard copy of your proposal to:
ABCT, The Neil S. Jacobson Research
Awards for Outstanding Innovative Clinical
Research, 305 Seventh Ave., New York, NY
10001. Applicants will be notified of the
committee’s decisions by September 1,
2009. Award recipients will be announced
at the November 2009 ABCT convention in
New York City and invited to a reception in
their honor and in honor of Neil S.
Jacobson.

— NSJ Awards Committee —
Andrew Christensen, Sona Dimidjian, Steven
Hollon, Bob Kohlenberg, and Virginia Rutter 

—— Student Awards Program ——
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ABCT Ambassadors are easily recognized at

the annual meeting by their special ribbons.

They also receive a certificate of recognition

and are featured on our website and in tBT.       

ABCTAMBASSADORS

ABCT’s Ambassador program is 

a brand-new initiative promoting

leadership, participation, and 

membership in ABCT. 

Articulate ABCT’s vision, purpose, and 
identity to encourage membership 

Mentor individuals through the process of
presenting at the annual convention or
transitioning into leadership positions

Act as the eyes and ears
of the association locally

are needed to:

me s s e n g e r

g u i d e

s i g n i f y

For more information, contact Lisa Yarde
at ABCT’s central office (lyarde@abct.org)
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This individual serves as liaison to an

ABCT Coordinator, working  to review,

develop, and/or maintain activities that

service and support the members of

ABCT in that respective area of the gov-

erning structure and serving as the “big

picture” person to assist the coordinator

in knowing who to keep informed of

activities that have an effect on other

areas of the governing structure.

The Representative-at-Large should

be familiar with the ABCT mission state-

ment, bylaws, and the most recent

strategic long-range planning report, and

is expected to attend the annual fall

Board of Directors meeting and monthly

conference calls; maintain contact with

the coordinator, and to serve as a facilita-

tor if required to move projects and/or

activities along; encourage members’

involvement in ABCT and encourage

prospective members to join; and attend

the annual convention, including all rele-

vant meetings (i.e., with your coordina-

tor and committee chairs).

The person elected as President-Elect

(2009–2010) will serve as President

(2010–2011) and Past President (2011–2012)

and on the Board of Directors for 3 years.

The Board meets once a year the Thursday

of the convention and conducts monthly con-

ference calls the other 11 months of the year. 

The President-Elect works closely with

the President on all executive matters. In the

President’s absence at any meeting except

the Board meeting during the annual conven-

tion, the President-Elect presides. In case of

absence, disability, or resignation of the

President, the President-Elect will perform

the duties of the President.  

The President presides at, schedules, and

prepares the agendas of meetings of the

Board, the annual meeting of the Association,

and any special meetings that may be called.

The President may make nominations for

approval by the Board for any appointive

position which must be filled except as oth-

erwise stated. The President of ABCT is

responsible in all matters, stated or implied,

that are related to the welfare, stature and

proper operation of the Association.

Pres ident-Elec t Repres entat ive-at-Large Secre tary-Treasurer

NOMINATE
Every nomination counts! Encourage colleagues to run

for office or consider running yourself. Nominate as many

full members as you like for each office. The results will be

tallied and the names of those individuals who receive the

most nominations will appear on the election ballot next

April. Only those nomination forms bearing a signature

and postmark on or before February 2, 2009, will be

counted. 

Nomination acknowledges an individual's leadership

abilities and dedication to behavior therapy and/or cogni-

tive therapy, empirically supported science, and to ABCT.

When completing the nomination form, please take into

consideration that these individuals will be entrusted to rep-

resent the interests of ABCT members in important policy

decisions in the coming years. Contact the Nominations

and Elections Chair for more information about serving

ABCT or to get more information on the positions.  

Please complete, sign, and send this nomination form

to Kristene Doyle, Ph.D., Nominations & Elections Chair,

ABCT, 305 Seventh Ave., New York, NY 10001.

�

The Next 

Candidates 

for ABCT 

Office

Inominate the following individuals 
for the positions indicated:

PRESIDENT-ELECT (2009–2010)

REPRESENTATIVE-AT-LARGE (2009–2012)

SECRETARY-TREASURER (2010–2013)

NAME (printed)

SIGNATURE (required)

This being is responsible for the

receipt, custody and disbursement of all

funds and securities of the Association.

The Secretary-Treasurer shall make a

written and oral report of the financial

condition of the Association to the Board

and the general membership at the

annual meeting. The Secretary-Treasurer

shall chair the Finance Committee. The

Secretary-Treasurer shall receive the

auditor's report and submit to the

President a biannual financial report,

detailing monies received and expended.

The Secretary-Treasurer shall keep the

minutes of all meetings. The minutes of

each meeting must be mailed to the

Directors within one month thereafter. 

I

For full descriptions, 
visit www.abct.org. 

Click on the link 
NOMINATE YOUR

COLLEAGUES.
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Cognitive behavioral models stress the impact of vari-
ous processes on the development, maintenance,
and treatment of psychopathology. Recent advances
in methodology have facilitated the growth of stud-
ies attempting to test cognitive and behavioral
processes and their mediating role in vulnerability
and treatment. An emerging body of evidence
appears to support the mediating impact of various
processes in the development and maintenance (vul-
nerability) and reduction of psychopathology
(mechanisms of change). Moving beyond a categor-
ical nosology, there is also a growing interest in
identifying common processes that play a role in the
vulnerability and treatment across diagnostic cate-
gories. 

The theme of the 43rd Annual Convention will
be on identifying the various cognitive and behav-
ioral processes that have been implicated in the
development of vulnerability and treatment of psy-
chopathology, particularly across diagnostic cate-
gories and models. We welcome submissions that
focus on identifying universal processes across diag-
nostic areas and cognitive behavioral models.
Submissions that highlight models developed to
identify common processes across diagnostic disor-
ders and innovative methods and designs for exam-
ining development of vulnerability and mechanisms
of change are especially encouraged and will receive
special consideration. 

UNIVERSAL PROCESSES
Mediating Roles in Vulnerability and Treatment

Call for Papers

43rd ANNUAL
CONVENTION
November 19–22, 2009

New York City

Submissions may be in the

form of symposia, round

tables, panel discussions, and

posters. Discussants will be

encouraged to integrate

processes implicated in the

development, maintenance, and

treatment of pschopathology

across theoretical models. 

Information for submitting

abstracts can be found 

on ABCT’s website,

www.abct.org, or in the

February issue of tBT.

SUBMISSION 
DEADLINE:
March 2, 2009

Lata K. McGinn, Ph.D., Program Chair


