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The Society of Clinical
Psychology: Proposed

Elsewhere in this issue is a ballot for some propose
changes to the bylaws, one of which would officially
change the name of this organization to The Society ¢
Clinical Psychology, a Division of the American Psycho-
logical Association. This proposed name change was a|

proved by the Division’s Board of Directors and by the ¥,

APA Council. It would not change the Division's number
or anything about its legal relationship to APA but does
convey, accurately in my opinion, the connotation that the
field of clinical psychology has a certain degree of au-
tonomy and does not exist only as a part of something else.

The Clinical Psychologist

A Publication of the Division of Clinical Psychology
ation

Donald K. Routh, PhD
Professor of Psychology
University of Miami

| personally support the name change but above all er
courage each member to participate in the decision abo
this and other proposed changes in the bylaws.

Perhaps this is an appropriate time to review the var
ous name changes that this organization and its predecg
sors have been through over the last 81 years. We be

President’s
Column

as the American Association of Clinical Psychologists
(AACP), founded as an independent organization in 1917.
Two years later, in 1919, the AACP gave up its indepen-
dence and became part of the APA as its Clinical Section.
Then, in 1937, the Clinical Section of APA disbanded it-
self, and its members became the Clinical Section of the
American Association for Applied Psychology (AAAPj).
The ambivalence shown by these early clinical psycht!lo—
gists in relation to the APA was based on the fact thai in
those days, APA explicitly supported the idea of psyctfol—
ogy only “as a science”. The clinicians also were cen-
cerned with “the practice of psychology”. :

In 1945, the old APA and the AAAP voted to merge,
and this merger formed the modern APA, with its now la-
miliar divisional structure. The Clinical Section of the
AAAP was slated to become the Division of Clinical Pgy-

chology, Division 12, of the new APA. Another division
|
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was proposed that some readers may never have heard &f. a field that belonged to the liberal arts rather than in the
Its name was to have been the Division of Abnormal Psymedical school. He founded the Journal of Abnormal Psy-
chology and Psychotherapy, and its number would havehology in 1906 and ultimately bequeathed it to the Ameri-

been Division 11. As things turned out, those who were tean Psychological Association. Prince also founded the
be members of the proposed Divisions 11 and 12 decidadarvard Psychological Clinic in 1926 as a place for re-

to join to become simply Division 12. (There is to this daysearch activities rather than the delivery of mental health
no Division 11 of APA.) From 1945 to 1955, our organiza-services.

tion was known as the Division of Clinical and Abnormal

Psychology. In 1955 it acquired its present name of the One can thus see Charcot apd Witmer as, perhaps,
Division of Clinical Psychology. prophets whose teachings led ultimately to the plans for

APA Divisions 11 and 12, and thus to the present Division

In my own previous writings, | have always traced the12, which, as we know, has always been a somewhat un-
founding of clinical psychology to Lightner Witmer. In- easy mixture of academic scientists and professional prac-
deed, he was the one who founded the first psychologytioners. The present proposed name change, to the Soci-
clinic in the world at the University of Pennsylvania in ety of Clinical Psychology, is not an attempt to alter the
1896. He was, so far as | know, the first to argue that thigalance of these groups in any way, but simply to recog-
work of a psychologist should include trying to helpnize their autonomy in relation to other areas of science
people and not only studying them. Witmer provided clini-and practice. u
cal training to an entire generation of Ph.D. psychology
students at the University of Pennsylvania. He coined thE
term “clinical psychology” and founded the first journal

in the field, the Psychological Clinic, in 1907. 1 still think | R€S€arch Training Institute in
of Witmer as the founder of our field, but mainly of the Psycho|ogy of Agmg

part of it that is considered as an area of professional prap-
tice. Witmer was not the source of much rigorous clinical| Nationally recognized experts in research methodol-
research, and his interventions were more like those usldogy related to the psychology of aging will lead a train-

by special educators today rather than those of psych@t ing institute specifically designed for psychology fac-
therapists. ulty from 4-year colleges who received their doctoral
degree at least 5 years ago. The institute, sponsored
by APA’s Division 20, and funded by the National In-
stitute on Aging, aims to strengthen participants’ knowl-
edge and skills essential for developing an active
Ieagenda and integrating research in aging with teach-
ing. The institute will be held in Duluth, MN, overlook-
ing beautiful Lake Superior, from July 26 to August 7,
1998, with on-call consultation available during 1998-
t1999. In addition, participants will attend a one-week
follow-up institute in summer 1999. Food, lodging, and
travel support will be provided for the 15 applicants
selected to participate in the program.

This year, in the course of my continuing historical
investigations of clinical psychology, | came across a cong
trasting view of its history. Eugene |. Taylor, a historian o
psychology in Cambridge, Massachusetts, argues that o
might with some justice consider the founder of clinical
psychology to be Jean Charcot, the French neurologi
Charcot after all was the first to introduce experimenta
psychotherapeutics to the world when he demonstrated t
one could produce or remove hysterical symptoms by th
use of hypnosis. In fact, Charcot was the one who th
rehabilitated hypnosis before a national commission i
France in 1882. Charcot’s influence on Freud is wel
known. Charcot also appointed Pierre Janet as the direfs- For details and application materials, please contact:
tor of a psychology laboratory at the Salpetriere Hospitay
in Paris, in 1890. One can see in the work of Charcot an

Chandra M. Mehrotra, Director
Research Training Institute

o)

Janet the origins of a school of abnormal psychology anlj The College of St. Scholastica
psychotherapy in Boston in the 1890s, including such Iu 1200 Kenwood Ave.
minaries as Morton Prince, William James, and Boris Sidig Duluth, MN 55811

William James in 1896 delivered the Lowell Lectures on cmehrotr@css.edu

exceptional mental states. These lectures were not pup- Please see the web page for additional information:
lished at the time, but the historian Eugene Taylor has dorr

a service to the field by trying to reconstruct them. Mortor]
Prince, a Boston physician, thought of psychopathology

\3 http://www.css.edu/depts/drad/nia
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The Division of Clinical Psychology:
A 50 Year Appraisal*

Sol L. Garfield
Washington University

In this anniversary address, the author discusses some of the
important developments and issues that have been prominent in the
field of clinical psychology during the past 50 years. Among the
developments have been the tremendous growth of clinical psychol-
ogy, training standards, the increased participation in psycho-
therapy, the research contribution of clinical psychologists, in-
creased specialization and acceptance of the field, and the signifi-
cant growth in private practice. A major issue has been the in-
creased conflict between scientists and practitioners, both in clini-
cal psychology and in the American Psychological Association. The
increase in managed care and the growth of related mental health
workers has also presented problems for practitioners.

| am very pleased to have this opportunity to celebratpsychiatrists to care for them. As one response to tr:is,
the golden anniversary of the Division of Clinical Psychol-clinical psychologists in the U.S. Army were commission(:d
ogy. Numerous and significant changes have occurred @s second lieutenants in the fall of 1944 and assignea to
both Division 12 and the field of clinical psychology dur- hospitals and other related military installations (Hutt )
ing the past 50 years, and from the perspective of one whdilton, 1947). This was important historically for sever:;l
has observed and experienced these developments, | da@asons. Clinical psychology was officially recognized,;
truthfully say that neither | nor most of my contemporar-psychotherapy was listed as a primary activity, aIthoubh
ies would have been able to predict them. Let me nowechnically under the supervision of a psychiatrist; a nul.'n-
discuss the developments that | believe have been of grdagr of us received our first real experience as psychothara-
importance for both the Division and the field of clinical pists; and the army’s program served as a model for :he
psychology. subsequent activities of the Veterans Administration (VA:).

The Growth of Clinical Psychology The VA and, later the National Institute of Mentd]

Health (NIMH), both made very significant contributions
One of the most unexpected developments has beet(r)l the development of clinical psychology in the progrargs
the phenomenal growth of psychology and clinical psy- P psy 9y prograrg

chology in particular. Although the APA was formed in that they set up. The VA provided well-paid positions fgr

1892, its early growth was slow by any standard. Almos‘t:.IIrllcal psycholo.glsts based largely on the job descrip-

. tions developed in the army, and also developed collaﬂo-
50 years later, in 1940, a year before | became a memb(?zg’tive training programs with selected universities. Hailf
the total membership was 2,739, and only 272 members .g brog )

. . . ||
held clinical positions (Finch & Odorff, 1941). After World tlme supervised _tra|neesh|p§ for a penqd of four years pio-
vided both practicum experience and financial support for

War II, however, the growth was phenomenal and was re- u

. . these university trainees. University clinical faculty also
lated in great part to the war and its aftermath. There were y y y

. : Participated as consultants to the VA installations. Withjn
a large number of casualties resulting from psychopathol- . :
a relatively short time, the VA became the largest employ:er

ogy in our armed forces and a severe shortage of traineq .. o
%y g oq clinical psychologists in the U.S. .
[ ]
* Invited Address, A Golden Anniversary of Divisions Event, Annual Meeting of the American Psychological As'socia-
tion, Chicago, IL, August 17, 1997. Address correspondence to Sol L. Garfield, PhD, Department of Psycholog); Wash-
ington University, St. Louis, MO 63130. ]
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The NIMH also developed collaborative programs to
stimulate and support the training of psychiatrists, psy “The composition of Division 12

chiatric nurses, psychiatric social workers, and, last bt has chanaed from a more aca
not least, clinical psychologists. This program was exceec S g >

ingly important for the expansion and improvement of demic and research-oriented
university clinical psychology programs by providing both membership to a majority of
fellowships for graduate students and funds for some fac - o .
ulty salaries. Both of these programs have changed n clinical practltloners, partlcu-

ticeably since that time, but their contribution was signifi- |ar|y private practitioners_"
cant.

These first few post-war years were exciting ones a§ - .
- T or graduate training provided. The programs were to be
clinical psychology was beginning to grow and develop

) ; . i . "Ph.D. d the clinical hologist to b
its new identity. Divisions were formed in the APA and in traine dp;(;glr)iﬂsaars]cienzsf :rllzaassgc rgccigilingafn (; d d?—
1948, the Division of Clinical and Abnormal Psychology, P '

the name of Division 12 until 1955 had grown to have 48£|0n’ a qne-year internship was also to be requw.e.d. SiX

academic areas were to be included and 15 positive per-
members (Routh, 1994). In fact, the growth of pSyChOI-sonality attributes were listed as desirable for students plan-
ogy was perceived as being so rapid that in 1950, Edwin P

. . .. ning to be clinical psychologists, which if actually used
Boring, a professor of psychology at Harvard Unlversnyfor screening purposes in the selection of graduate stu-
stated that if the growth curve of the APA continued, by

the year 2100 AD, everyone in the United States would bdoednatls'wgzlsdt 232? g(r)eﬁl:i?;?sir:] O?rta?r:i:s frfomrzingZ?;e
a psychologist (quoted in Stanford, 1954) - a truly terrify- y: y 9 prog

ing prediction. Luckily for all of us, Boring's prediction f’:lpproved for clinical training by APA in 1948, 45 programs

does not appear likely to occur. However, the membership 1956, 83 in 1973, and by my calculations, 185 were ap-

of APA has grown to over 100,000, and Division 12, de_ﬁ';z\f/s:silgnz?glfs;yc(:oplgéﬁcigegg)ed Doctoral Programs in
spite many fractionations, has over 6,000 members. The ' '
actual number of clinical psychologists, of course, is much  During this 50-year period, a number of other changes
larger than the number in Division 12. have also taken place. The composition of Division 12

. . . has changed from a more academic and research-oriented
Other interesting trends also became apparent as time

. . embership to a majority of clinical practitioners, particu-
went on. For example, in the 3-year period of 1978-198 . P . jorty P b
. . larly private practitioners. The growth of the latter has
about 1050 clinical psychology students received thei . - . . .
) . een quite significant over this period of time. In the
doctoral degrees each year (“Doctorate Production”, 1981), = " ) -
. 40’s and early 1950's, only a small percentage of Divi-
and of this total of 3,353 graduates, 1414 were men an . : :
. sion 12 members were engaged in private practice
1939 were women - another unpredicted deveIOpmenr&Garfield 1957). However, as you know, the number of
This trend continues today. In 1995, almost 900 wome ' ’ y '

. . T linical psychologists engaged in private practice has in-
received their doctorates in clinical psychology compare@reased noticeably from 23% in 1976 (Garfield & Kurtz,

\;vrlitc{ililset Olvges;;)foo men.  (Psychology Doctorates in Per—1976) to 35% in 1989 (Norcross, Prochaska, & Gallagher,
' ' 1989) and to 40% in the recent survey reported by

The growth of clinical psychology has been accom-Norcross, Karg, & Prochaska, 1997.
panied by a number of other significant developments. One
important early concern was deciding what type of train-

ing program was most desirable for clinical pSyChOIOgIStSfnodel of the scientist-practitioner was the officially sanc-

Before 1946, there were no formal training programs Iqioned model of training in clinical psychology (Raimy,

clinical psychology in the universities. In light of the . . L
events already described, the APA decided to implement %1950)’ today we have a variety of different training pro

- N grams and even degrees and training institutions that did
system of accrediting programs in clinical psychology. A

. LT . . not exist 30 years ago. Also, it can be noted that one can't
Committee on Training in Clinical Psychology, chaired byreall identify the type of training by the degree a gradu-
David Shakow, was appointed and issued an important re- y yp g by 9 9

. . i te h ived. Ind dent free-standi fessional
port in 1947. This led to the Boulder Conference in 1949a € has receive : eper_1 ent iree-s an_ 'ng pro essiona
. . .. .. schools of psychology admit much larger incoming classes

where the recommendations were discussed and guidelin

es . .
oFcllnlcaI students and graduate a larger number of such

The training of clinical psychologists has also changed
n a number of important ways. Where once the Boulder
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students than do university programs, and do so in less pairments, or similar difficulties requiring re-edu-
time. cation; or relatively minor psychoneurotic condi-

: - , tions without important somatic components
The growth in the number of clinical psychologists
g psycholog (Hawley, 1946, p. 299).

also had an impact on both Division 12 and the APA. Within .
the Division, conflicts between the practicing clinicians Although this official view appeared to definitely re:
and the largely academic elected leaders of the Divisiostrict the psychologist’s participation and role in psyche-
were apparent, and at least in part, led to the gradual fotherapy, the actual reality was otherwise. Although not Il
mation of a number of new divisions in APA that werepsychiatric settings were the same and not all psychoio-
clearly related to clinical practice such as Division 42 (In-gists were equally competent, the need for services in ihe
dependent Practice), Division 31 (State Psychological AsvA was so great that within a few years, psychotheraby
sociation Affairs), Division 39 (Psychoanalysis), and Di-was engaged in by psychologists with little or no supervi-
vision 49 (Group Psychotherapy and Group Processesgion at all by psychiatrists. | can tell you briefly of tw§
Although by 1960 (Kelly, 1961), a survey of Division 12 early illustrative incidents from my own experience. I:1
members indicated that psychotherapy was the primary945 | was chief psychologist in a U.S. Army hospital whan
activity of the members, for various reasons a new Divithe hospital received an order from army headquartersjin
sion of Psychotherapy was approved by the APA CouncWashington DC requiring the hospital to appoint, immed-
in 1967 with many members belonging also to Divisionately, a director of group psychotherapy to institute a gro:Jp
12. therapy program. Despite what the regulations said, gu:ess
who was appointed? | was, and received no supervision
whatsoever. To tell you the truth | would have welcomed
As indicated by the 1960 survey as well as by the forit. In my nine years in the VA | never received any psychi-
mation of several new divisions primarily concerned withatric supervision, | had friendly relations with all the ps)z-
the practice of psychotherapy, in a relatively few yearghiatrists with whom | worked, and, in my first VA hospita
psychotherapy was the primary concern of most clinicain 1946, | was asked again to conduct group psychotherapy
psychologists and has retained its prominence today. Howyith schizophrenic patients in addition to my other duti€s.
ever, various changes have occurred with regard to the role
that clinical psychology has attained in psychotherapy.

Clinical Psychology and Psychotherapy

Since that early period, things have changed dras:ti-
cally with many interrelated developments. Fifty or sz)
As noted previously, in the immediate post-war pe-years ago, psychiatrists were the main participants in psy-
riod psychotherapy was officially listed as a primary func-chotherapy. Not only have we overtaken them in this a.'c
tion of the clinical psychologist, but with certain restric- tivity, but today it seems like everybody is doing it - “clinid
tions. For example, the chief medical officer of the VA incal psychologists, counseling psychologists, guidance
an address delivered in 1946 stated the following: counselors, marriage and family therapists, pastoral cogn-
selors, psychiatric social workers, psychiatric nurses, zzd—
diction counselors, so-called mental health workers, cel-
umnists, TV entertainers, and the like. It looks like every-
body knows a good thing.” (Garfield, 1994, P. 64). Even
psychics are now participating according to an article :n
the January 5, 1997 issue of the St. Louis Post—Dispatc:m

The clinical psychologist will also have psycho-
therapeutic duties, but in carrying these out, we
believe he must always operate within the medi-
cal framework. This arrangement will protect him,
in legal questions concerning the practice of medi-
cine, and also make certain that the multiform in-

ter-relationships between physical and mental dis- Psychics are being looked to for their abilities not
eases are under careful surveillance and control. only to predict the future but also to counsel &
Moreover, we believe that such therapeutic re- people...We're sort of a poor man’s psychiatrist... :
sponsibilities should be delegated by psychiatrists (p. 2E). u
.. . [ ]
only to clinical psychologists who are adequately The possible formation of a separate autonomous pio-

trained in this field, and then only in the types of  fession of psychotherapy was discussed in the past, arfd a
cases for which they are qualified, particularly in  three-day conference was held in New York in 1968.
such fields as readjustment of habits; personality  Thirty-two participants representing the fields of clinica)
problems within the normal range; educational  psychology, psychiatry, psychoanalysis, and social wdtk
disabilities such as reading defects, speech im-  presented their views of what an ideal program of trainimg

|
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for psychotherapists should be and Robert Holt (1971pers of this division, have made a major contribution in
edited a book length report. As is evident today, the singlthis area and have contributed greatly to the acceptance of
autonomous profession of psychotherapy never becamechnical psychologists as significant participants in the field
reality, and | think today we can say with some degree off psychotherapy.

confidence that such a possibility is highly unlikely. The

\é?rles:tyctr)]forfelrr)aglve;dth:;unnoSvZ”frl:ncgggsmng:eabroea:r flliilslare clearly of some importance, particularly to clinical psy-
Psy Py 9 bp ghologists in private practice. One is the entire area of

to diminish in the near future. Thus, although psycho- o .
. . . L 2~ managed care and its impact on the practice of psycho-
therapy is a primary professional activity of the clinical

psychologist, it is not an exclusive function, but is sharedtherapy' Decisions as to length or type of psychotherapy

willingly or not, with many other groups and professions as well as decisions on case management may be made by
gy ' y group P ‘lesser-trained individuals and pose potential threats to the

In addition to a diversity of types of practitioners of therapeutic relationship and its confidentiality. Since many
psychotherapy, we have also witnessed a tremendows$ you have more direct experience with these critical
growth in the different types of psychotherapy. As | havamatters than | do, | will do no more than just call attention
remarked on other occasions, this has been an unexpectedtheir importance here.
and bewildering development. When | was a graduate stu-
dent, we learned about Freud, Adler, and Jung. A few year%]sz

0

However, there are two recent developments that also

The other related development concerns the Division
task force report on validated or empirically supported
later, a newcomer by the name of Carl Rogers appeare P p. y p.p .

rms of therapy (Task Force on Promotion and Dissemi-

In the mid-1960’s, however, | collected around 60 differ- . . .
ent tvbes or forms of psvchotherany and | thoudht this w. nation of Psychological Procedures, 1995). Since | pub-
yp PSY Py g al’T’shed an article on this report in the Division’s journal,

mind-boggling.” However, as many of you know, this WasCIinicaI Psychology: Science and Practi¢&arfield,

just the beginning of this free enterprise development. I|1 96), and since a special section on the same topic has
1975, a report of the Research Task Force of the National9 ' . . L
recently appeared in thiournal of Consulting and Clini-

Institute of Mental Health stated that there were now mor((azal Psychologymy comments again will be brief
than 125 different forms of psychotherapy available. This '
was followed by Herink’s book in 1980, which listed over | do believe strongly in empirical verification of our

250 different forms of psychotherapy, and just a few yearslinical procedures and in training our graduate students
later, Karasu (1986) referred to over 400 techniques. Neetb value and respect empirical findings as an important
less to say, not all of them are taught in our approved clinbasis for their clinical work. However, the possible impli-

cal programs - and this proliferation is in addition to a va<ation that so-called “validated” therapies based on psy-
riety of eclectic and integrative approaches to psychoehiatric diagnosis might be used for accreditation of train-
therapy (Garfield, 1995; Norcross & Goldfried, 1992). ing concerned me. First, there are many individuals who
may not meeDSM-IV diagnoses, but who could be helped

pnly psychotherapy. Second, the emphasis on type of

ments took place, some critics were raising doubts abOlfI L - .
. L . therapy also tends to minimize the significance of patient
the effectiveness of psychotherapy and ushering in the “age

of accountability.” Critical books were published by nd therapist variability. Furthermore, to do a decent job

. f traini i i h ly a few f
Tennov (1975) and Gross (1978) in the 1970's, by Massod training requires adequate time and thus only a few forms

in 1988, and in 1992 Dryden and Feltham modified a titl O]; 222:‘2% bzz(\e/\jjv\?;ulzp;(zgg fzsrrﬁcshloaft?hcegagT;;f;:cizlddo
of one of Freud’s books and publishedychotherapy and ' Py '

. . . Would graduates of training programs be limited to work-
its Discontents Although these books contained strong g g prog

criticisms of psvehotherany. and psvehoanalvsis es eciallmg only with patients with the selected diagnoses? As one
Py LY, psy y P vho has participated in both training and research in psy-

| personally don’t believe that they have really had a Stronghotherapy as well as practice, this recent development
impact on the field of clinical psychology and the mem- ’ '

. . id lead me to react with some critical comments, even
bers of Division 12, and | also believe that the body OP

. . though | value the emphasis on empirical verification of
existing research on the effectiveness of psychotherapy IS
. .. . clinical procedures.
largely responsible for this situation. Here | would also

acknowledge the worth of the research training that gradiOther Developments:-Science-vs-Practice
ates of university clinical programs received. In my com-

letel biased vi linical hologi | | As alluded to earlier, with the growth of clinical psy-
pletely unbiased view, clinical psychologists, largely mem'chology and the increase in the number engaged in pri-
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vate practice, there was also an increase in the tensions “Psychologists who reported that their main duty

and conflicts between academic and scientifically oriented was diagnosis or psychotherapy held intuitively

psychologists and clinical practitioners, both within Divi- tinged attitudes. Research was strongly associ-
sion 12 and within the APA as a whole. This change in the ated with an objective attitude, teaching a little

composition of APA also took place rather rapidly. By 1955, less so. (Shaffer, 1953, p. 615).”

the Division of Clinical Psychology had almost three times The study of 855 members of Division 12 that Kur&

as many members as the Division of Experimental Psy- . o
chology, and as Kenneth E. Clark noted in his survey o nd | did over 20 years later found very similar results flor

America’s psychologists at the time: “contrasted to thehese two items. - (Garfield & Kurtz, 1976). :
early days of APA, this is a startling shift, with many ef- These value differences and conflicts are still with s,
fects on the nature of the field and of the APA” (1957, ppare clearly important, and in terms of more recent eveiyts,
17-18). Truer words were never spoken! have become significantly more acute. Since our recknt
history is known to most of you, | will again just offer a
ew comments. The growing conflict between scientifIc
psychology and professional, mainly clinical and prlva!e
ractice psychology, has led to the formation of the Ama.rl-
n Psychological Society (APS) in 1988 as an assodia—
tion of scientific psychologists. Although many membels
of this new organization have retained their membersﬂlp
n APA, the fact that the new society has grown to over
6,000 members and includes some very dlstlngwsh.ed
psychologists who have resigned from APA, reflects ttle
seriousness of this conflict between scientific and prof@s-
sional psychologists. .

There were several indications of dissatisfaction an
internal conflicts as time progressed. In 1959, for example
Kelly and Goldberg published a survey of clinical psy-
chologists who had been VA trainees earlier. A surprising
40% of these psychologists indicated that they would se
lect a different career if they had the chance to do it over.
However, this pattern of dissatisfaction did not appear to
continue. In a later survey of 855 members of Division 1
that | conducted with Kurtz in 1976, 90% of those sur-
veyed indicated they were “quite satisfied” or “very satis-
fied.” (Garfield & Kurtz, 1976). At the same time, how-
ever, there were indications of different value systems be- .
tween the more research-oriented members of the Divi- One other recent indication of this conflict can also
sion and those primarily concerned with practice. Of inbe mentioned. A new association of clinical and appligd
terest here is an old study of members of Division 12 conpsychologists has been formed recently called the Amen-
ducted by Shaffer (1953), an early president of this divican Association of Applied and Preventative Psycholo.y
sion. A scale to evaluate “intuitive” versus “objective” (AAAPP). This group is affiliated with APS and hoIdE
viewpoints was developed and given to this sample. Almeetings in conjunction with that group. Some of the char-
though the overall dispersion of scores was not very greder members of this group are very distinguished clinical
on a few items differences could be noted when compapsychologists, several of them former presidents of bGth
ing the most intuitive 27% with the most objective 27% ofDivision 12 and the APA. Thus, both within psychology
the sample. Two items were particularly discriminating: and clinical psychology, there has been an mcreased'dl-
vide between those with scientific - research interests and
those primarily concerned with issues of practice, parthu—

arly private practice. :

1. The time which graduate students of clinical psychol-
ogy now spend learning research methods would b
more profitably spent in obtaining first-hand clinical
experience. These developments highlight the increased diffe:r—

ences between the psychological scientists and the psy-

chological clinical practitioners in terms of interests, ac-
tivities, organizations, values, occupational milieus, jouf-
nals, and the like. If shared interests and activities dimin-
As perhaps, you may have expected, 59% of the intuish, it is likely that the groups involved will also chang'e
tive group agreed with the first item while 94% of the ob-their perceptions of each other, and usually in a more citi-
jective group disagreed. In terms of the second item, onlyal direction. As one who has long been identified with

1% of the intuitive group agreed as compared with 43% ofhe Scientist-Practitioner model in clinical psycholog},

the objective group. There was also some relationshithese conflicts between the two groups of psychologlsts

between these attitudes and the type of position held hyas been a very disappointing development. "

the psychologist: .

[ ]

2. One good test of statistical significance is more con-
vincing than a lot of clinical intuitions. (Shaffer, 1953,
p. 611).
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Growth and Specialization and slowly developing field that Lightner Witmer called
Along with the visible growth of clinical psychology clinical psychology in 1896, cli_nical psychology i_s now a
has come increasing specialization. Evidence of this wdgree. Prosperous, and recognized area of practice and re-
apparent in Division 12 with the formation of sections ofSearCh in the areas of psychopathplogy and mental health.
the Division. As Don Routh (1994) points out, former Di- To paraphrase.a popular gxpressmn, “We've come a long
vision 12 president E. Lowell Kelly proposed in 1960 thatV&y: baby.” Without question, there are many aspects of

sections should be allowed to be formed to cope with thgﬂ?’ growth and devglopment that we can take pride in and
increased heterogeneity of its membership. The first sefoint to with real satisfaction. In the area of psychotherapy,
tion formed was the section on Clinical Child Psychology/®" €xample, clinical psychologists have contributed in-

in 1962. Other sections were formed in the years that fofrovative procedures, have played a leadership role in re-

lowed, and some have become either separate divisions %garph, and 'h general havg brought a more rigorous and
joined other divisions empirically oriented emphasis to this area. As | have al-

ready mentioned, one could not have predicted this 50 years
In more recent years we have witnessed other indicgzggo when our role was a much more limited one.

tions of specialization in clinical psychology in both pre-

doctoral and post-doctoral training programs. As | have Bul of course, all'is not gold that glitters. The con-
commented in a previous article: flicts between the science of psychology and the largely

private practice of clinical psychology are serious and have
...The new areas of specialization also have led to potentially damaging consequences. In my presidential
a greater diversity in the settings in which clinical  address to Division 12 in 1965 | also commented on the
psychologists work. For example, some clinical  progress made in the preceding 20 years and on the “in-
child psychologists have full-time faculty posi-  creased disharmony between the science and profession
tions in university medical school departments of  f psychology” (Garfield, 1966, p. 354). In fact, these in-
pediatrics. Other clinical psychologists have be-  ternal conflicts within psychology seemed at times to be
come members of departments of physical medi- more serious than the conflicts with the medical profes-
cine and rehabilitation in medical schools and hos-  sjon over such matters as professional role and licensing.
pitals. One of the most visible developing areas is  Such value conflicts have actually increased since that time
that of behavioral medicine and health psychol-  and have been visible in the power struggles within APA,
ogy, a specialty area that deals with the applica- various lobbying activities, and the composition of state
tions of psychology to many types of illness as well  psychological associations. There are of course, other
as to the prevention of illness and the fostering of  concerns to practicing clinicians such as HMO?s, third party
good health (Pomerleau & Rodin, 1986). Other  payments, the practice of psychotherapy by a variety of
psychologists have functioned as consultants to  non-doctoral practitioners, and related items that may be
departments of internal medicine and surgery.  viewed more seriously than those pertaining to scientific
Somewhat related is the development of the cur-  psychology. However, for at least some of us, the latter is
rent specialty of neuropsychology, which is now  of some importance and is tied to the uniqueness of clini-
viewed as a specific track or area of specializa-  ca| psychology and its contribution to society. What dis-
tion in a number of graduate programs in depart-  tinguished clinical psychologists from all the other lesser

ments of psychology as well as in departments of  cjinjcal practitioners was our research training.
psychiatry or neuroscience. Neuropsychologists

are engaged in both diagnostic and treatment ac-
tivities as well as in research. Aging is another

However, despite the potential problems we face, clini-
cal psychology remains a vibrant scientific and profes-

active area of psychology that has received spe- sional field. |, personally, have been fortunate to have
cial recognition and support from federal agencies. entered the field when it was just beginning to grow and
(Garfield, 1992, p. 13) become the important field that it currently is. During my

_ - 50 plus years in the field | have enjoyed both research and
Well, time marches on, and so does clinical psychology. practice, and for 10 years was privileged to carry out offi-
Coneluding-Comments cial duties for the Division of Clinical Psychology. | am
o proud to have participated in the development of clinical
In the past 50 years, as | have indicated, both unarysychology during our 50-year growth period and | wish

ticipated growth and unanticipated developments havg,e pest for the future of our field and the Division of Clini-
occurred in the field of clinical psychology. From the smalla) Psychology. -
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DIVISION OF CLINICAL PSYCHOLOGY
American Psychological Association
April, 1998

Dear Colleague:

During the last year the Division 12 Board of Directors has been planning some changes, three of which require By-lawgsimendmen

2.

(Article I, Section A, and throughout). We believe this more accurately reflects who we are and what we do. The name change
would not alter the relationship between the division and APA in any way. We have followed the APA procedure for a division
name change, and are now ready for a membership vote.

Add a membership classkEdreignAffiliates (Article Il, Section At seq as necessary). We decided to do this in response to a
number of inquiries about affiliation from individuals and organizations in other countries. Like Student Affieetigs) Affili-
ateswould not vote and would not be eligible to hold office.

Add a standing committee, t@®mmittee on Science andaltice (Article VI, Section D, new paragraph 10). The Board
believed that the work of two of our Task Forces (Psychological Interventions and Effective Psychosocial InterventiapsinA Life
Perspective), should be an on-going initiative of the Division. The new committee will combine the two task forces and further
develop and expand their work.

We have taken this opportunity to do a thorough review of the By-laws and make two other kinds of changes:

4,

Give the Board of Directors the authority to set the special assessment (Article X, Section B). Division 12 is proléyply the o
organization you belong to that requires a membership vote to set dues. The Board of Directors has no plan to raisetiie assess
in the foreseeable future, because such increases lead to members’ resignations, which is counterproductive. Howeger, inflatio
still with us - for example, postage for both the Journal and the newsletter will probably be raised this year - andevasean in

does become absolutely necessary, the Board could be ham-strung by having to wait for a ballot to be prepared and distributed.

Housekeeping changes throughout to make the document consistent with current practice and APA style:

. Recognize that APA Council Representatives’terms are now defined by calendar years, not by February meetings, as in
the past. (Article V).

. Recognize that APA now conducts a Divisions’ elections (Article VIII, Section E).

. Recognize that we have a membership meeting, not strictly a “business” meeting at the convention, and that there is no
longer a “second business meeting”, because we no longer have a mid-winter program. (Article IX, Section B and old
Sections C and D).

. Recognize that we no longer require the Treasurer to be bonded (Article 1V, Section E), and that the Sections’ fiscal
responsibilities (especially regarding federal tax filing) have changed. (Article VI, Section J, Paragraph 2).

. Make the following changes throughout: “President-Elect” to “President-elect”; “Past-President” to “Past President”;
“Chairperson” to “Chair”; eliminate “he/she”, “him/her”, etc. wherever possible.

In the By-laws that follow, additions are indicatedatics and deletions are indicated by [brackets].

PLEASE DETACH THE POSTCARD AND RETURN IT TO THE CENTRAL OFFICE FOR CONFIDEN-
TIAL PROCESSING. DON'T FORGET TO SIGN IT!

Sincerely,

Rovasd k foot  Gloua B Gittisger s C.Jma

Donald K. Routh, PhD Gloria Gottsegen, PhD Laura C. Toomey, Ph
President Co-chair, By-laws Committee Co-chair, By-laws Committe
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BYLAWS of the [DIVISION] SOCIETY OF CLINICAL PSYCHOLOGY

(DIVISION 12) of the AMERICAN PSYCHOLOGICAL ASSOCIATION
As Amended November, 1997

The Clinical Psychologist

ARTICLE 1
NAME AND PURPOSE

A. The name of this organization shall be the [Division] Society of Clinical Psychology (Division 12) of the American
Psychological Association.

B. The purpose of this Society shall be to promote the general objectives of the American Psychological Association
and to support and to encourage the evolution and development of the [specialty] field of Clinical Psychology in both
its scientific and professional aspects.

C. Definition and Description of the Field

1.

Knowledge Base and Professional Skills in Clinical Psychology: The field of Clinical Psychology involves re-
search, teaching and services relevant to the applications of principles, methods, and procedures for understand-
ing, predicting, and alleviating intellectual, emotional, biological, psychological, social and behavioral maladjust-
ment, disability and discomfort, applied to a wide range of client populations. In theory, training, and practice,
Clinical Psychology strives to recognize the importance of diversity and strives to understand the roles of gender,
culture, ethnicity, race, sexual orientation, and other dimensions of diversity. Skills include, but are not limited
to:

a. Assessing and/or diagnosing the nature and causes and predicting the effects of subjective distress; of per-
sonal, social, and work dysfunctions; and of the psychological and emotional factors involved in, and conse-
quent to, physical disease and disability. Procedures may include but are not limited to, interviewing, behav-
ioral assessment, administering and interpreting tests of intellectual and cognitive abilities, aptitudes, emo-
tions, motivations, personality characteristics, and other aspects of human experience and behavior relative to
disturbance.

b. Intervening at the primary, secondary and tertiary levels. This includes interventions directed at preventing,
treating, and correcting the psychopathology, emotional conflicts, personality disturbances, and skills deficits
underlying a person’s distress and/or dysfunction. In addition to the treatment of diagnosed mental disorders,
it also includes interventions to promote health and adjustment. Interventions may reflect a variety of theo-
retical orientations, techniques, and modalities. These may include, but are not limited to, psychotherapy,
psychoanalysis, behavioral therapy, marital and family therapy, group therapy, social learning approaches, bio-
feedback, cognitive retraining and rehabilitation, and environmental consultation and design. Psychopathol-
ogy is intended here to be interpreted broadly to include and transcend traditional categories of mental illness
(e.g., the disorders of the Diagnostic and Statistical Manual of Mental Disorders). Included are all areas of
mental, emotional, behavioral and psychological patterns that produce distress, dysfunction, disorder or dis-
ease. Clinical Psychological intervention promotes satisfaction, adaptation, social order and health.

c. Professional consultation, program development, supervision, administration, and evaluation of clinical psy-
chological services.

d. The knowledge base of Clinical Psychology includes many areas that are not within the expertise of every
Clinical Psychologist. An important example is the analysis, development and implementation of public policy
in all areas relevant to the field of Clinical Psychology.

Areas of Knowledge in Clinical Psychology: The broad general areas of psychological knowledge not unique to
Clinical Psychology are spelled out in many documents, such as the current criteria for doctoral program accredi-
tation of the APA and the National Register of Health Service Providers in Psychology criteria for psychology
graduate programs. They include course work in the biological, social, and cognitive/affective bases of behavior
and in individual differences. Clinical Psychology has a focus on advanced work in the areas of personality and
psychopathology. This work includes the full span of psychopathological disorders and conditions, their etiolo-
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gies, their environments, their degrees of severity, their developmental levels, and the appropriate assessments and
interventions that are associated with these conditions. Substantial course work in the areas of personality and
psychopathology helps the Clinical Psychologist work toward a comprehensive understanding of normal and ab-
normal adjustment and maladjustment across the life-span. The Clinical Psychologist should be educated and
trained to generate and integrate scientific and professional knowledge, attitude, and skills so as to further psy-
chological science, the professional practice of psychology, and human welfare.

3. Major Skill Areas in the Field of Clinical Psychology include:

a. Assessment: Assessment of adjustment and maladjustment involves the interviewing of the client/patient and
often of significant others. It also involves being able to make appropriate behavioral observations, and to
administer a wide range of psychological tests and techniques designed to assess the individual’s intellectual,
cognitive, emotional, and behavioral functioning. The ability to assess not only individuals but also group and
family processes is another important capability of many Clinical Psychologists. Appropriate assessment
involves selection of assessment methods, taking into account the applicability of norms and standards to
particular populations, appropriate application of assessment tools, interpretation of results of individual tests,
integration of results, and the recognition of psychological strengths in addition to psychological deficits.
Preparation in Clinical Psychology ordinarily includes substantial course work in assessment plus additional
supervised practica. Proper consideration should be given to issues relating to the appropriate use of assess-
ments for special populations.

b. Intervention: Formulation of an appropriate plan for treatment or intervention involves integration of knowl-
edge of the client’s adjustment and/or maladjustment from appropriate assessment, and theoretical and empiri-
cal understanding of adjustment and/or maladjustment, and from knowledge of intervention and treatment
choices.

Intervention involves informing the client of the treatment plan and options; establishing a working, collabora-
tive relationship with the client/patient; the ability to implement the treatment plan over an appropriate period
of time; evaluating the effectiveness of the program, and making changes in the treatment plan where appropri-
ate. Preparation in Clinical Psychology ordinarily includes substantial course work in intervention techniques
plus appropriate supervised practica. Due consideration should be given to issues relating to the appropriate
use of treatments for special populations.

c. Consultation with other professionals and nonprofessionals.

d. The skill areas in Clinical Psychology include many areas that are not within the expertise of every Clinical
Psychologist. Important examples are program development, supervision, administration of psychological
services, and evaluation and planning of these services.

e. The conduct of research contributing to knowledge in all the above areas, a formal demonstration of research
skills, and knowledge of research methods is part of training in Clinical Psychology.

f. Knowledge of ethical and professional standards and application of these in a consistent manner.

4. Populations: The Clinical Psychology profession includes Clinical Psychologists who deal with a wide variety of
populations. The Clinical Psychology profession includes Clinical Psychologists who deal with the full range of
adjustment and maladjustment from individuals with minor problems of living to seriously disturbed individuals
requiring institutionalization. The Clinical Psychology profession includes Clinical Psychologists who deal with
individuals at all developmental levels including infants and geriatric patients and who may work with a single
individual or with groups (families, patients of similar psychopathology, organizations). In addition to those
patients/clients who are maladjusted or mentally ill, Clinical Psychologists work with those with medical prob-
lems and disabilities where they help the patient adjust to their disability and altered life style. Clinical Psycholo-
gists also work with persons without mental illness to promote their adaptation, adjustments and personal devel-
opment. The inclusion of individuals from special populations attests to the breadth and diversity of the field.

5. Service Settings: Clinical Psychologists, as well as other psychologists, work in a variety of settings including
individual practice, mental health facilities and service units, managed health care organizations, hospitals, long
term care facilities, rehabilitation centers, schools, universities, industries, legal systems, medical departments,
counseling centers, government agencies, and military services.
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6. Skill Areas in Clinical Psychology: No single skill is unique to Clinical Psychology. The uniqueness of Clinical
Psychology comes from the fact that the field brings the integration of science, theory, and practice to bear on
populations manifesting a wide range of physical health/illness, adjustment and/or maladjustment, and/or psycho-
pathology. Clinical Psychologists use a wide variety of assessment, treatment, and intervention modalities. It is
not only that the variety characterizes the field, but that individual Clinical Psychologists are broadly trained.

7. Education and Training Programs in this Field: We believe the APA accreditation process is the most reliable crite-
rion for an appropriate training program.

8. Public Need and Pattern of Practice of Clinical Psychology: Epidemiological evidence suggests that psychopathol-
ogy, maladjustment, and distress are wide spread throughout the world and, thus, Clinical Psychological services are
widely needed.

9. Services Provided by Clinical Psychologists: Clinical Psychologists perform a wide range of activities in many
different settings.

10. Efficacy of Clinical Psychological Activities: Research documenting the efficacy of Clinical Psychological ac-
tivities is found in many journals including the Journal of Clinical Child Psychology, the Journal of Pediatric
Psychology, the Journal of Abnormal Psychology, the Journal of Consulting and Clinical Psychology, Clinical
Psychology: Science and Practice, and The Clinical Psychologist, among others. The contents of these journals,
and other reputable psychological journals, report the empirical base of Clinical Psychology.

11. Ongoing Evaluation of Clinical Psychology: Clinical Psychology training programs engage in annual self-study as
part of APA accreditation procedures.

12. Assessment and Identification of Qualifications for Practice in Clinical Psychology: Currently there are three
widely recognized mechanisms for the identification of qualifications for practice in Clinical Psychology. Other
mechanisms are available for specific purposes.

a. Clinical Psychology programs are accredited by the American Psychological Association. Earned doctorates
from Clinical Psychology programs represent a significant credential establishing participation in the field of
Clinical Psychology.

b. Licensing/certification as a Clinical Psychologist is a second form of identification, at least in some states. It
should be noted that in many jurisdictions, licensure/certification is generic (i.e., one is licensed/certified as
a psychologist and required legally and ethically to limit one’s practice to areas of defined competence).

c. At the advanced level is the American Board of Professional Psychology (ABPP) diploma in Clinical Psy-
chology. Clinical Psychologists who apply for the diplomate status undertake a thorough evaluation by their
peers on their knowledge and skills in Clinical Psychology.

ARTICLE 11
MEMBERSHIP

A. There shall be [three] four categories of membership in the [Division] Society of Clinical Psychology: Member, Fellow,
Foreign Affiliate, and Student Affiliate.

B. The minimum qualifications for election to the category of Member shall be:
1. Attainment of the category of Member or Fellow of the American Psychological Association;

2. Demonstrated interest in and active engagement in practice, research, teaching, administration and/or study in the
field of Clinical Psychology with training appropriate to the conduct of such clinical activities as defined by the
Council of Representatives of the American Psychological Association.

C. The minimum qualifications for election to the category of Fellow shall be:
1. Attainment of the category of Member of the [Division] Society of Clinical Psychology;

2. Nomination to the category of Fellow by the [Division’s] Society s Committee on Fellowship and ratification of the
nomination by the Division’s Board of Directors, such nomination and ratification to be conducted in accordance
with extant Bylaws and Association Rules of the American Psychological Association.
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3. Inorder to be nominated by the [Division’s] Society s Committee on Fellowship, a Member must be endorsed to the
Committee by at least three (3) Fellows of APA, at least two of whom must be Fellows of the [Division] Society of
Clinical Psychology;

4. Recommendations for Fellowship must be based upon the Member’s having made an outstanding contribution to the
science and/or to the profession of Clinical Psychology as attested to by the following:

a. Prior status as a Member for at least one (1) year;

b. Documentation of the ways in which the Member’s activities, contributions, and/or performance have had a dis-
cernible and salutary effect on the development of Clinical Psychology as a science and/or as a profession.

D. The minimum qualifications for election to the category of Foreign Affiliate shall be:
1. Attainment of the category of Foreign Affiliate of the American Psychological Association;

2. Demonstrated interest in and active engagement in practice, research, teaching, administration, and/or study in the
field of Clinical Psychology.

E. Persons enrolled in a graduate program or school of recognized standing and in a training sequence in Clinical Psychol-
ogy may be accepted as a Student Affiliate of the [Division] Society.

[E.]E A two-thirds (2/3) vote of the Membership Committee or of the Committee on Fellowship shall constitute a recom-
mendation from those committees to the Board of Directors and shall be required to confirm recommendations for any
category of membership.

[E]G. The Secretary shall be responsible for communicating the actions of the Board of Directors with respect to the
various categories of membership to the applicants in a timely fashion.
ARTICLE III
MEMBERSHIP RIGHTS AND PRIVILEGES
A. Members and Fellows of the [Division] Society of Clinical Psychology shall be entitled to the following:
1. To attend and to participate in the meetings of the [Division] Society;
2. To receive the publications and communications of the [Division] Society;
3. To hold office and to serve on committees of the [Division] Society.
4. To vote in regular and special elections.
B. Foreign Affiliates and Student Affiliates of the [Division] Society shall:

1. Be entitled to attend and to participate in the meetings of the [Division] Sociefy and to receive its publications and
communications;

2. Not be entitled to hold office, serve as voting members of Committees of the [Division] Society, nor vote in regular
or special elections.
ARTICLE IV
OFFICERS

A. The Officers of the [Division] Society shall be a President, President-elect, a Past President, a Secretary, and a
Treasurer.

1. No individual may run simultaneously for more than one elected [Division 12] Society office or Board of
Director seat.

2. No individual may simultaneously hold two elected seats on the Board of Directors.

3. The Secretary and Treasurer offices may be held by an individual for no more than two terms, which may be
consecutive.

4. No individual may hold the office of President more than once.
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B. The President shall be the Fellow or Member who has just completed [his/her] a term as President-elect, [S/he] shall
succeed to office by declaration at the close of the year after [his/her] election as President-elect, and shall serve for one
year. The President shall preside at all meetings, shall be the Chair of the Board of Directors and shall perform all other
usual duties of a presiding officer.

C. The President-elect shall be a Fellow or Member of the [Division] Society, elected for a term of one year. The President-
elect shall be a member of the Board of Directors with the right to vote, and shall perform the duties traditionally
assigned to a Vice-President. In the event that the President shall not serve [his/her]a full term for any reason, the
President-elect shall succeed to the unexpired remainder thereof and continue to so serve through his/her own term.

D. The Secretary shall be a Fellow or Member of the [Division] Society elected for a term of three years. [During his/her
term, s/he] The Secretary shall be a member and the Secretary of the Board of Directors with right to vote, shall
safeguard all records of the [Division] Society, shall keep the minutes of the meetings of the [Division] Society and of
the Board of Directors, shall assist the President in preparing the agenda for business meetings of the [Division] Society
and of the Board of Directors, shall maintain coordination with the Central Office of the American Psychological
Association, shall issue calls and notices of meetings, shall inform the membership of action taken by the Board of
Directors and shall perform all other usual duties of a Secretary.

E. The Treasurer shall be a Fellow or Member of the [Division] Society elected for a term of three years. [During his/her
term, s/he] The Treasurer shall be a member of the Board of Directors with right to vote, shall oversee custody of all
funds and property of the [Division] Society, shall oversee the receipt of all money to the [Division] Society, shall direct
disbursements as provided under the terms of these Bylaws, shall oversee the keeping of adequate accounts, shall aid
the President and Board of Directors in the preparation of the annual budget, shall make an annual financial report to
the [Division] Society, shall prepare any forms required by the Internal Revenue Service, and in general shall perform
the usual duties of a Treasurer.

[1. The Treasurer shall be bonded in an amount and manner sufficient to protect all financial interests of the Division.
2. It shall be the duty of an incumbent Treasurer to arrange for bonding his or her successor before leaving office.

3. Should the Treasurer be incapable of performing the duty of bonding his or her successor, it shall become the
responsibility of the President to make the necessary arrangements. |

F. The Past President of the [Division] Society shall be the most recently retired President of the [Division] Society, shall
serve as a member of the Board of Directors with the right to vote, shall serve ex-officio with vote as Chair of the
Committee on Nominations and Elections, and as Chair of the Committee on APA Policy Issues.

G. The Officers shall assume their positions on January 1 of each calendar year and shall maintain them until their succes-
sors are seated. During the period between their election and the assumption of office, the officers shall be given the
title of officer-designate and shall be ex-officio members of the Board of Directors without vote.

H. In the case of death, incapacity, or resignation of any officer, except the President or the Past President, the vacant office
shall be awarded to the defeated candidate for the position who was, at the time of the most recent past election the
runner-up for the office in question. If the runner-up declines to serve or is for any other reason unavailable, the Board
of Directors shall, by majority vote, elect a successor to serve [until the next annual meeting] for the remainder of the
calendar year and, if necessary shall also undertake to conduct a special election from among eligible members to
secure a permanent incumbent who shall complete the unexpired term.

I. The means for filling a vacancy in the office of President is specified in Article IV, Section C of These Bylaws. In the
case of death, incapacity, or resignation of the Past President, such vacancy shall remain through the balance of the year
in which it occurs.

ARTICLE V
BOARD OF DIRECTORS

A. There shall be a Board of Directors of the [Division] Society of Clinical Psychology. Its membership shall consist of
the following persons:

1. The Officers of the [Division] Society as specified in Article I'V, Sections A through F of these Bylaws.
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2. Representatives to the APA Council of Representatives as specified in Article V, Section C of these Bylaws[;].
They shall assume their positions on January 1 of the year following their election to office and shall maintain
them until their successors are seated (or until incumbency must be terminated as described in Article V, Section
B, paragraph 2). During the period between their election and the assumption of office, the Representatives shall
be given the title of Representative-designate and shall be ex-officio members of the Board of Directors without
vote.

3. An elected Representative to the [Division] Society Board of Directors from each Section of the [Division] Society
(as defined in Article VI, Section I of these Bylaws), elected by members of the Section who are themselves Fellows
or Members of [Division 12] the Society. They shall assume their positions on January 1 of the year following their
election to office and shall maintain them until their successors are seated. During the period between their election
and the assumption of office, the Representatives to the [Division] Society Board of Directors from the Sections
shall be given the title of Section Representative-Designate and shall be ex-officio members of the Board of Direc-
tors without vote;

4. The [Editor(s)] Editors ofthe [Division] Society newsletter and the [Division] Society journal who shall be [member(s)]
members of the Board of Directors without vote. The [editor(s)] Editors shall be appointed by the President with the
concurrence of the Board of Directors. The newsletter editor shall serve a four (4) year non-renewable term. The
journal editor shall serve a five (5) year non-renewable term.

[B. The members of the Board of Directors shall assume their position on January 1 of the year following their election to
office and shall maintain them until their successors are seated.]

[C.] B. The [Division] Society shall elect each year that number of Representatives to APA Council necessary to fill
vacancies created by the ending of terms of current Council Representatives and/or vacancies created by changes in the
APA apportionment ballot. Consistent with the APA Bylaws, Representatives to APA Council must be Members or
Fellows of the [Division] Society and are ordinarily elected for a three (3) year term. The Representatives to APA
Council shall perform those duties required of Council Representatives as specified in the Bylaws of the American
Psychological Association. The [Division’s] Society s Representatives to APA Council shall be members of the Board
of Directors with vote. They shall be responsible for advising the Board of Directors about significant matters of
business scheduled to come before APA Council. They shall also be responsible for informing the Board of Directors
of significant actions taken by APA Council.

[1. Representatives to APA Council shall assume office at the close of the adjourned meeting of Council held in
the year following their election. During the period between their election and the assumption of their office,
they shall be given the title of Representative-Designate and shall be members of the Board of Directors
without vote.]

[2.] 1. In the case of death, incapacity, or resignation of any Representative to APA Council, the vacant office shall be
awarded to the defeated candidate who was, at the time of the most recent past election the runner-up in the election
for Council seats. If the runner-up declines to serve or is for any other reason unavailable, the Board of Directors
shall, by majority vote, elect a successor to serve [until the next annual meeting] for the remainder of the calendar
year and, if necessary, shall also undertake to conduct a special election from among eligible members to secure an
incumbent who shall complete the unexpired term.

[3.] 2. If the [Division] Society loses one or more of its seats on APA Council as a result of that association’s annual
reapportionment, and if the loss cannot be offset by the ending of a term or terms of outgoing Representatives to
APA Council, then the Board of Directors shall terminate the incumbency of the required number of Representa-
tives elected most recently in inverse order of their having been declared elected.

[D.] C. The duties of the Board of Directors shall include:

1. Exercising full power and authority over the affairs of the [Division] Society, and the transaction of the necessary
business of the [Division] Society provided, however, that the actions of the Board of Directors shall not conflict
with these Bylaws or with the recorded votes of the membership;

2. Reporting of its activities to the members, and recommending matters for the consideration of the membership;

3. Approving the formation of or dissolving Sections;
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4. Filling such vacancies [in any Office] of the [Division] Society, as so empowered under the terms of Article IV,
Sections H and I and Article V] Section B, paragraph 1 of these Bylaws;

5. Advising the President regarding the appointment of Chairs and members of Committees of the [Division] Society
in accordance with these Bylaws;

6. Advising the Officers of the [Division] Society regarding the performance of their duties;

7. Advising the Representatives to APA Council as to matters concerning the relationship between the [Division]
Society and the American Psychological Association and on issues either currently before or which may be desirable
to place before APA Council;

8. Ratifying new Members to election on recommendation of the Committee on Membership, and new Fellows on
recommendation of the Committee on Fellowship;

9. Adopting an annual budget;

10. Recommending or approving the disbursement of funds of the [Division] Society in accordance with Article X of
these Bylaws;

11. Advising the President regarding the appointment of the Editor of any of the [Division’s] Society s publications;

12. Setting policies for the conduct of its own affairs or for the affairs of the [Division] Society, provided, however, that
such policies are not in conflict with any of the terms of these Bylaws.

[E.] D. The Board of Directors shall meet at least twice each year. Additional meetings may be called by the President with
the concurrence of the Board of Directors.

[E] E. Board of Directors meetings shall be open to all members of the [Division] Society except at such times as a
majority of the Board of Directors may declare an executive session for the purpose of reviewing matters of person-
nel. Any member of the [Division] Society may place a matter on the agenda for a meeting. The President shall
preside over the meetings of the Board of Directors, and the Secretary shall act as Recording Secretary. A majority
of the voting members of the Board of Directors shall constitute a quorum, following due notice of the meeting.
Each member present shall have one vote, and no member may vote by proxy. All decisions of the Board shall require
assent by a majority of those voting, except as otherwise noted in these Bylaws. The Board of Directors shall be
authorized to adopt and publish rules and codes for the transaction of the business of the [Division] Society in accor-
dance with these Bylaws.

[G.] E There shall be an Executive Committee of the Board of Directors which shall be composed of the President,
President-elect, Past President, Secretary and Treasurer. The Executive Committee shall meet on the call of the
President or of any other three Officers and conduct such affairs of the [Division] Society between meetings of the
Board of Directors as may be needed to implement policy decisions adopted by the Board of Directors. During the
interval between meetings, and should the Executive Committee declare there to be an emergency requiring immedi-
ate action, a mail or telephone ballot may be taken on the emergency matter from the full Board of Directors.

[H.] G. Any Officer or Representative to Council may be removed from office before the expiration of his/her term by
a public two-thirds (2/3) vote of those present at a meeting of the Board of Directors if it appears that the best
interests of the [Division] Society are not being served by the person in question.

ARTICLE VI
SECTIONS

A. Sections may be organized to represent scientific and professional interests that lie within the [Division] Society.

B. Any member of the [Division] Society may apply for membership in one or more Sections under the rules of eligibil-
ity and election established by the Section. Fellows, Members, Foreign Affiliates, or Student Affiliates may remain
members or affiliates without affiliation with a Section. A Section may include as Associates those who do not
qualify for or do not desire membership in the American Psychological Association or in the [Division] Society. It
may determine its own qualification for its membership classes, provided only that the designation Fellow, Member,
Foreign Affiliate, or Student Affiliate of the Section shall be reserved for members of the Section who are at least
Fellows, Members, Foreign Affiliates, or Student Affiliates respectively of the [Division] Society.
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C. Establishment of a Section shall be considered whenever petitioned for by at least two percent (2%) of the Fellows and/
or Members of the [Division] Society. The petition must be accompanied by a set of proposed Bylaws. A majority vote
of those present at any meeting of the Board of Directors is required for establishment of a new Section.

D. The Board of Directors may create such Sections provided that:
1. They represent an active and functionally unitary interest of a group of members;
2. Their proposed objectives fall within the scope of those specified in Article I of the Bylaws;
3. Their membership is not restricted on any basis other than psychological interests and qualifications;
4. The establishment of any new Section is not inimical to the welfare of any other Section already established.

E. Sections formed from existing societies or organized as new societies may use a society name provided they append to
it the phrase: “A Section of [the] Division [of Clinical Psychology] of the American Psychological Association.”

F. A Section may be dissolved by the Board of Directors whenever:
1. The number of members within the Section falls below fifty (50) Fellows or Members of the [Division] Society;

2. The number of Associates, excluding Foreign Affiliates and Student Affiliates of the [Division] Society, exceeds the
number of Fellows and Members of the [Division] Society who are members of the Section;

3. The Section votes to recommend dissolution.

G. Each Section shall draw up and maintain its own Bylaws and rules of procedure within the framework of these Bylaws.
Each may elect such officers, appoint such committees, and adopt such regulations for the conduct of its business as it
may desire.

H. Each section shall file with the [Division] Society Secretary a copy of its current Bylaws, regulations, names of persons
serving in its governance structure, and a description of that structure.

I. An approved Section shall be accorded the following rights:

1. To collect assessments from its members in addition to [Divisional] Society dues and assessments and to control and
disburse its funds, provided that it observes the responsibilities enumerated in Article VI, Section J, Paragraph 2 of
these Bylaws;

2. To be granted from the [Division’s] Society s allocation an amount of program time at the annual convention to be
determined each year by the Board of Directors and to request additional program time when such requests are
accompanied by specific program proposals. The [Divisional] Society s convention program, as printed in [Divi-
sional] Society publications, shall identify meetings which have been sponsored by Sections;

3. To own and to operate journals provided that it observes the responsibilities enumerated in Article VI, Section J,
Paragraph 3 of these Bylaws;

4. To elect a Section Representative to the Board of Directors, provided that it observes the responsibilities enumer-
ated in Article VI, Section J, Paragraph 4 of these Bylaws. The term of such Section Representatives to the Execu-
tive Board shall be for three (3) years. They may [not] succeed themselves for one additional term of three years. In
the event a Section representative cannot attend a meeting of the Board of Directors, an alternate, with vote, may be
appointed by the Section;

5. To have access to space within the [Division’s] Society s publications within reasonable limits and without cost.
Subject to the approval of the Editor(s), additional space may be purchased at Section expense.

J.  An approved Section must discharge the following responsibilities to the [Division] Society:

1. To maintain policies and to adopt only those amendments to its Bylaws as shall be and remain consonant with these
Bylaws of the [Division] Society;

2. To [present an annual budget to the Division Board of Directors for informational purposes and for comment
during the calendar year preceding the year covered by the budget in question, and to] submit fo the Society
Treasurer, in a timely fashion, a final financial report on its operations during the preceding year [following the
one covered by the report];
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3. To petition to the [Division] Society Board of Directors, for the right to own and to operate, should it so desire, a
journal so that the [Division] Society Board of Directors, in turn, might petition the APA Council of Representatives,
as specified by the Bylaws of the APA, for such permission. The [Division] Society Board of Directors shall not
capriciously withhold its endorsement from such requests. Upon approval by APA, liability coverage for such
publishing operations will be provided by APA [and the costs of the coverage shall be borne by the Division]. The
Section, further, shall instruct the editor or editors of its publications to file such annual reports as are required by
the APA Publications and Communications Board;

4. To adopt procedure for the election of a Section Representative in such a fashion as to ensure that the Representative
is a Fellow or Member of the [Division] Society and that the Representative elected has received at least a plurality
of votes cast. Procedures for filling vacancies in the position as may be subsequently created by death, incapacity,
or resignation must be carried out in fashion consistent with these Bylaws.

K. A Section remains autonomous in all matters within its field not reserved to the [Division] Society.

ARTICLE VII
BOARD AND COMMITTEES

A. The Committees of the [Division] Society shall consist of such Standing Committees as are provided by these
Bylaws and of such task force Committees as shall be established by the President with the concurrence of the
Board of Directors. Unless reconstituted for a subsequent year or years, the existence of an ad hoc Committee shall
terminate at the close of the year in which it has been established. All Committee meetings shall be open to all
members of the [Division] Society except at such times as confidential matters concerning individual members or
applicants are under discussion. In the conduct of Committee business, the Chair of the Committee shall cast a vote
only in the case of ties.

B. Except as otherwise provided in these Bylaws, the members of the [Division’s] Society s Committees shall be ap-
pointed by the President. The Chair and all members of Committees shall serve until their successors are appointed
and qualify. In the case of a vacancy on a Committee, such a vacancy shall be filled by the President.

C. The President shall appoint a Chair for each standing Committee.
D. The Standing Committees of the [Division] Society shall be:

1. The Committee on Fellowship, which shall consist of six (6) Fellows of the [Division] Society, all of whom
shall serve for staggered terms of three (3) years. It shall be the duty of this Committee to evaluate and to
recommend applicants for Fellowship to the Board of Directors and, where necessary, to the APA Membership
Committee;

2. The Membership Committee, which shall consist of six (6) members, all of whom shall serve for staggered terms
ofthree years. It shall be the duty of the Committee to recommend applicants for the categories of Member [and of]
Foreign Affiliate, and Student Affiliate to the Board of Directors. At least one (1) member of the Membership
Committee shall be a Fellow of the [Division] Society. At least one (1) member of the Committee shall have
received the doctorate within the five (5) years immediately preceding his/her appointment. The remaining mem-
bers shall be broadly chosen to represent the spectrum of active interest in and/or engagement in practice, teaching,
research and/or administration.

3. The Program Committee which shall consist of a Chair, a Chair-designate, the Immediate Past Chair, and a repre-
sentative designated by each of the Sections, and such others as are necessary to conduct the business of the
Committee for the year. It shall be the duty of the Committee to solicit, evaluate, and select scientific and profes-
sional contributions to be presented as part of the [Division’s] Society s annual meeting program, in coordination
with the Board of Convention Affairs of the American Psychological Association.

4. The Committee on Nominations and Elections as described in Article VIII, Section A.

5. The Finance Committee, which shall consist of three (3) members of the Board of Directors, serving staggered
terms of three years and the Treasurer without vote. The Finance Committee shall oversee the fiscal practices and
planning of the [Division] Society, monitor its financial records, and cause a final audit of the annual financing
affairs of the [Division] Society to be prepared. [The Committee shall be responsible for preparing for the Board of
Directors’ approval any forms required by the Internal Revenue Service.]
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6. The Committee on Publications and Communications shall consist of six (6) members, serving staggered terms of
three years. This committee shall oversee the operation and publication of the [Division’s] Society s journal, The Clini-
cal Psychologist, and other [Division] Society sponsored publications and mechanisms for communications. Section
publications and mechanisms for communications shall not be subject to review by this Committee.

7. The Committee on Awards shall consist of three members, each to serve a three (3) year term, in rotation. The
President-elect, with concurrence of the Board of Directors, shall appoint one member to the Committee. The
senior member of the Committee shall serve as its Chair for that year. The Committee shall be responsible for
recommending awards of any kind by the [Division] Society and for nominating awardees to the Board of Directors,
which shall take final action on all awards. Any award by the [Division] Society shall require a two-thirds (2/3)
majority of those voting.

8. The Committee on APA Governance shall consist of three members, each to serve a three (3) year term. It shall be
the duty of the Committee to solicit and support the candidacy of [Division 12] Society nominees for various posi-
tions, review the credentials and position statements of candidates for APA office, present recommendations to the
Executive Committee of the [Division 12] Society Board of Directors for endorsement, and, in timely fashion, to
promulgate information relevant to the Board’s concerns to the appropriate bodies.

9. The Committee on APA Policy Issues shall consist of those [Division 12] Society Board of Directors members
appointed as monitors and liaisons to the various APA governance bodies. The Chair of this committee shall
be the current [Division 12] Society Past President. On the call of the Chair, the Committee shall prepare a
report for presentation to the Board at each of its meetings the issues of concern then circulating through APA
governance. This shall be done in such timely fashion as to permit proactive input by the Board to influence
policy as necessary.

10. The Committee on Science and Practice shall consist of a Chair and five (5) other members necessary to the work of
the Committee. Members shall serve for staggered terms of three (3) vears. It shall be the duty of the Committee to
identify and to promote awareness of the scientific basis of psychological treatments, interventions, and assessments,
with the goal of enhancing clinical science, training, practice, and public health.

E. In addition to its responsibilities for carrying out those operations specified in Article VII, Section D of these Bylaws,
each Standing Committee shall have the privilege of recommending procedures, new policy or policy changes, and/or
amendments to these Bylaws to the Board of Directors.

F. It shall be the responsibility of the Chair of each Standing Board or Committee to submit an annual report on its
operations and recommendations to the Board of Directors by November 30 of each calendar year.

G. The Board of Directors [in] is empowered to authorize the formation of Task Forces to accomplish the goals of the
[Division] Society.

1. Each Task Force shall be appointed for one year, shall present a progress report when requesting reimbursement, and
shall present a final written report at year’s end to the Board of Directors.

2. The number of members, and terms of office of Task Force members shall be determined by the Board of Directors.

3. The members and Chair of each Task Force shall be nominated by the President for approval by the Board of
Directors.

H. All persons serving on Committees and Task Forces of the [Division] Society must be Members or Fellows of the
[Division] Society.

ARTICLE VIII
NOMINATIONS AND ELECTIONS

A. The Committee on Nominations and Elections shall consist of the Past President ex-officio as Chair and four other
members, two of whom shall not be members of the Board of Directors. The members of the Committee on Nomi-
nations and Elections shall be appointed by the President with the concurrence of the Board of Directors. In the case of
the death, resignation, or incapacity of the Past President, the President shall assume the duties of the [chair-person]
Chair. The Committee shall be responsible for implementing the policies required for the nomination and election of
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Officers and Representatives to APA Council. All aspects of nomination and election for positions on the Division’s
Board of Directors shall be conducted in conformity with the provisions of the Bylaws of APA, and shall be completed
by the dates specified by APA and/or by the provisions of these Bylaws.

B. The Committee on Nominations and Elections shall distribute a nominating ballot to all Fellows and Members by
January 15 of each calendar year. The nominations ballot shall provide spaces for writing in the names of three
possible nominees for the office of President-elect and two possible nominees for any other vacancy to be filled on
the Board of Directors.

C. The nominations shall be tallied by the Committee on Nominations and Elections. The name of any member who is
willing to stand for election shall be placed on the ballot if nominated by at least one-half of one percent (.5%) of the
membership in order of number of nominations received until the required number of candidates is listed. In the
event of a tie for last position, the Committee on Nominations and Elections is empowered to break the tie by lot. In
addition to those nominees who shall be placed on the ballot by virtue of having been nominated by one-half of one
percent (.5%) of the membership, the Committee on Nominations and Elections shall be empowered, if required, to
nominate such additional names for the election ballot as to ensure that there are at least four (4) candidates for
President-elect and three (3) candidates for each additional position to be filled in a given year.

D. After a proposed final election ballot and its slate of nominees has been composed for submission to the membership
by the Committee on Nominations and Elections, the Chair-person shall submit a report on its actions to the Board of
Directors, noting those candidates who were placed on the ballot as a result of achieving nomination by one half of
one percent (.5%) of the membership and those who were placed on the ballot by the Committee, with the Committee’s
rationales for the latter.

E. The Officers and Representatives to APA Council of the Board of Directors shall be elected by a preferential vote of
the Fellows and Members on a mail ballot. The Committee on Nominations and Elections shall be responsible for
overseeing the [mailing of ballots, the count of the votes, the notification to the Board of Directors of the result of
the election, the notification to the members whose names appeared on the ballot, and the reporting of the election to
the annual business meeting of the Division and in the pages of its publication] election process.

F. Special elections required to fill any vacancies on the Board of Directors as specified in Articles IV and V of these
Bylaws, those brought about by death, incapacity, or resignation of a member of the Board of Directors and not
capable of being filled by the appointment of the next-most-popular defeated candidate, shall be conducted by the
Committee on Nominations and Elections in consonance with Article VIII, Sections A through E of these Bylaws.

ARTICLE IX
MEETINGS

A. The [Division] Society shall hold an annual scientific and professional meeting at the time and place of the annual
convention of the American Psychological Association for the presentation of scientific papers and the discussion of
professional matters in the field of the Division’s interests. The [Division] Society shall coordinate its program with,
and shall participate in, the program of the APA.

B. There shall be at least one [business] membership meeting of the [Division] Society that shall be held in conjunction
with and in the locality of the annual convention of the American Psychological Association. The purpose of such
meetings shall be to provide an opportunity for a personal exchange of information and perspectives about matters
of mutual concern between the general membership and the members of the Board of Directors. Any member of the
[Division] Society shall have the right to place a matter on the agenda of a [business] meeting for the [Division]
Society by directing the matter to the Secretary at least forty-eight (48) hours before the scheduled meeting time.

[C. A second business meeting shall be held each year with the time and date set at the discretion of the Board of Direc-
tors. ]

[D.] C. Other scientific, professional and/or business meetings of the [Division] Society may be called by the President
with the concurrence of the Board of Directors.

[E.] D. All scientific, professional, and business meetings of the [Division] Society shall be published to the membership.
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ARTICLE X
FINANCES

A. Membership dues are those amounts established each year for each member, paid to the [Division] Society by the
American Psychological Association out of the member’s annual fees paid to the Association.

B. The assessment of any additional or special membership fees beyond those specified in Article X, Section A of these
Bylaws shall be decided by a two-thirds (2/3) vote of the Board of Directors. [Once so set by the Board of Directors,
the proposed assessment shall be presented to the membership by mail ballot for ratification.]

C. Dues for Foreign Affiliates and Student Affiliates shall be set annually by the Board of Directors on recommenda-
tion of the Finance Committee, such dues not to exceed the extant assessment for Fellow and Members.

D. A special assessment, once ratified by the membership, shall remain in force each subsequent year unless changed by
the Board of Directors and the membership in accordance with Article X, Section B of these Bylaws. A request for
such a change may be initiated by any member of the Board of Directors. In addition, a petition signed by three
percent (3%) or one hundred (100) Fellows and Members of the [Division] Society, whichever is greater, shall man-
date the holding of a referendum on the assessment.

E. The Board of Directors, on recommendation of the Finance Committee and Treasurer, shall prepare an annual budget
of anticipated income and expenditures which shall be presented for the review of the members at the annual meeting.

F. Disbursement of funds of the [Division] Society shall be made as follows:

1. The Board of Directors shall authorize disbursements within the amounts of the approved budget for purposes
which are not inconsistent with the Bylaws of the [Division] Society or of the American Psychological Association,
nor with the recorded actions of the membership.

2. The Treasurer, with the concurrence of the President, is authorized to reallocate unexpended funds from one category
of the approved budget to another, provided only that the total expenses for the year are not exceeded.

3. Once a budget has been approved in accordance with Article X, Section E, disbursements of any amount for items
not contained in the approved budget but for purposes harmonious with the objects of the [Division] Society may be
authorized by a two-thirds (2/3) vote of the Board of Directors provided only that such expenditure will not require
an increase in the approved assessment during the fiscal year in which it shall be made.

G. The Treasurer is authorized to sign checks on behalf of the [Division] Society or to direct the disbursement of funds duly
approved under the provision of Article X, Sections E and F of these Bylaws. In the event of the incapacity of the
Treasurer, or a vacancy in that office, the President-elect is authorized to serve in his/her stead.

H. All contracts and other financial documents, other than checks, necessary to undertake programs approved by the
Board of Directors in accordance with these Bylaws shall be executed by the President and the Treasurer.

ARTICLE XI
AMENDMENTS

A. An amendment to these Bylaws may be proposed by a majority of the Board of Directors or by a petition of three
percent (3%) or one hundred Fellows and Members, whichever is greater, presented to the Board of Directors. After
an amendment has been reviewed by the Board, it shall be mailed within sixty (60) days to the last known post office
address of each Fellow and Member along with statements which specify the arguments for and against the proposed
change. Ballots shall be counted sixty (60) days after mailing, and the voting period shall then be considered closed.
An affirmative vote of a majority of the Fellows and Members returning their ballots shall be required to ratify the
amendment which shall then go into effect.
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Candidates. for.Division. 12

President Elect

Note: Election ballots will be arriving in the mail very W. EDWARD CRAIGHEAD, PhD, ABPP
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.. . | ]
Karen S. Calhoun is Professor of Psychology and pagyhere he was Professor and (?hmcal Erog_ram Director gof
Director of Clincal Training at the University of Georgia. the Mood Disorders Program; he split his time evenjy

She received her PhD from Louisiana State University. Agmong t

Fellow of Divisions 12 and 35, she has served as presideﬁf"mmg' In 1990, he also became Professor and Dlrecior

of Section Il of Division 12, and of the Southeastern Psy—Of the Clinical Program in the Duke University Departmel:lt
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W. Edward Craighead, PhD, ABPP (continued)

Section of NIMH. He has conducted numerous national anghobia and panic disorder. Studies have included children
international workshops on the treatment of Mood Disordersand adults, treatment outcome, treatment development, phe-

During the past few years, Division 12 has reasssertera_omenmogy and psychopathology, high risk longitudinal de-

itself by taking a more active leadership role in APA and>'9ns: and manifestation of anxiety in minority populations.
by addressing national and international issues facin e is the author or co-author of over 160 professional publi-

Clinical Psychology as both a profession and a science. ' tions. His career is highlighted by an active interest in train-

believe the Division should continue to take such a proac'—ng atall levels, policy issues and psychology at the national

tive role, which will be most effectively accomplished by level. He has been on numerous NIMH advisory committees

bringing together its professional and scientist membergwcludmg the Extramural Scientific Advisory Board. His APA

to anticipate and address issues of practice, science, eOﬁje_rwce includes the Board of Educational Affairs, Board of

cation, and public policy involving clinical psychology. Scientific Affairs, and Committee on Ethnic Minority Human

We need to be centrally involved in professional activitiesResourceS' He currently serves as co-chair of the APA Task

that have an impact on health care policy and on the pra -orce on Test User Qualifications and member of the APA

tice of clinical psychology as well as the scientific andCollege of Professional Psychology. He served as editor of

educational issues that affect that practice. The DivisiorTge Clzncal PSyChOlO%'_SF’ .and has gerved En ,COUS_C': (Oiv.
should facilitate the development, evaluation, and dissemi_l ),an o_n.numerous IVIS.IOI’] committees. He |sa_ 'P o_m_ate
nation of more effective assessment and intervention'g both clinical and behavioral psychqlogy, fellow in Divi-

thereby advancing the knowledge base of Clinical Psychoﬁ'Ions 1,12, 25, and 45, the 1997 recipient of APA' award for

ogy: this will allow us to be a stronger voice and advocatgiStinnghed Contributions to Professional Knowledge, and
for ,CIinicaI Psychology both within and outside of APA recipient of the Association of Medical SchoolPsychologist's

1997 award for Distinguished Contributions to Medical Re-

The active and successful leadership of Division 12search. The future of clinical psychology is somewhat uncer-
of APA is essential to the survival of Clinical Psychology.tain, owing to a host of changes in health care and society at
During the time | have served on the Board, | have actarge. Yet, change sometimes is the engine of opportunity and
tively encouraged and supported the renewed involvementelieve this is the case in this instance. The venerable scien-
of the Division in its increased activities and advocacy fotist-practitioner model has served the discipline well, and re-
clinical psychology. Because of my long-standing balancegaining and strengthening it will ensure that our students are
interest and involvement in clinical practice, professionalwell equipped to adapt to and seize new opportunities fos-
educational, and scientific activities, | believe | can ad+tered by the changes taking place. It would be an honor to
equately represent the diverse membership within the Diserve as Division 12 President and help to ensure that the dis-

vision. As we move into the next century, | would be hon<ipline responds to this change in a positive manner.
ored to serve the Division as its President.

SAMUEL M. TURNER, PhD
ANTONETTE ZEISS, PhD

Samuel M. Turner received his PhD from the University

of Georgia in 1975 and completed his clinical internship ai[ ! aT Dllreclt?rr of Iralln-lng&agd [7|rector sf the
the University of Mississippi Medical Center. In 1975, he nterprofessional Team Training evelopment Program

joined the University of Pittsburgh’s Western Psychiatric In—at the VA Ealo Alt_o Health Care System. | C‘?mp"?ted gradu-
te work in Clinical Psychology at the University of Or-

stitute and Clinic (WPIC) where he advanced to the rank of ) o
professor. At WPIC, he directed the Psychology Internshiﬁgon in 1977. Ilam a Fellow Of_D'V'S'On_ 12, a Charter.FeI-
Program for 10 years. In 1992, he joined the Department &?W of the Ar.ne.ncan Psychological Society, Pgst-PreS|dent
Psychiatry and Behavioral Sciences at the Medical UniversitOf the ASSOCIat'On, for Advancement ,Of BehaV|c.)r. Therapy
of South Carolina where he directs the Anxiety Preventio AA_B_T)’ and President-Elect of Section Il of Division 12
and Treatment Research Center. His program of research p(rg'mcaI Geropsychology).

marily has been in the anxiety disorders, but the focus has | have published extensively, with research and schol-

been broad and include obsessive-compulsive disorder, socelly interests including treatment of depression, depres-
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sion in older adults, sexual function and treatment of dysscientist-practitioner model; this sets us apart from eve:ry
function, and processes in interprofessional teamwork. dther profession providing health care and makes us In—
have served on six editorial boards and as a representativeluable in an era of rising expectations of effectiveness
to several national health care planning groups. Thesand accountability in health care. Second, we need to :m-
groups have covered topics central to the future of cliniderstand and embrace the interprofessional model wh:ch
cal psychology, including psychology’s role in primary increasingly dominates health care services. We should
care, changes in VA training of associated health care préeok for opportunities to build coalitions and make the cage

viders, the development of an interprofessional coalitiofor the essential role of clinical psychology ollll
to create empirically-based practice guidelines, the Huinterprofessional teams throughout the health care system.
man Capital Initiative report on a research agenda in agrhird, we need to recognize the changing demographics
ing, and the Mental Health and Aging component of theof health care and the increasing diversity of health care
White House Conference on Aging. recipients, who expect and deserve increased sensiti\'{ity
- . N . to their needs. My own focus has been on meeting the

As a clinical psychologist working in a non-academic 5
needs of older adults, as the mean age of the populasion

setting, | see on a daily basis the changes in roles and op- o .
L o S . increases and more people live into their 80s and 90s. :Ne
portunities for clinical psychologists in a changing health o . .
. . . need to prepare clinical psychology service providers, Be-
care system. Three issues stand out as vitally important in .
. . . searchers, and educators who understand and supporg the
responding to and helping guide the changes currently oc- o . . .
. . S . needs of all care recipients, across all dimensions of Hi-
curring. First, we must maintain our commitment to the .

versity. .

[ ]

|

[ ]

|

[ ]

- - - - .

Candidates. for.Division. 12 .

Secretary .

"

|

[ ]

|

[ ]

[ ]

ELSIE GO LU, PhD :
Since my graduation in 1966 from UCLA and joining | have practiced in the various public mental heaI:h

APA, | have been a member of Division 12. | have subsesettings as the state hospitals, community mental health
quently been involved with my state association govereenters, jails and prisons as a clinical psychologist. | have
nance for over twenty years and served in many capacitiggovided direct services to underserved individuals a!_'ld
including President in 1993 and currently its APA counciltheir families as those seriously mentally ill adults and ge-
representative. | have been involved with Division 12 rious emotionally disturbed children. | provided superv}-

Section VI (Ethnic Minority) for 12 years including its sion for interns and directed their dissertation research‘.es.
board representative this past three years. | know that asleveloped programs for specialized populations as these
Secretary, | will be able to continue to contribute to thewith HIV/AIDS, homeless and ethnic minorities and ad-

agenda of the Board. | am a scientist-practitioner anehinistered these as Deputy Director of the largest coumty
strongly support the vision of the division. My involve- mental health program in the country with a budget of O\Zer
ment in other APA governance as member of CAPP an#250 million. My work experiences and my involvemer:t

committee/task force of other divisions have provided mén APA and state association governances provides me with
with a broad perspective on the diverse issues psychologlie best combination for the position of Secretary for tﬁe
has to deal with. Division. u
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Candidates for.Division.12
Secretary (continued)

ROBERT H. WOODY, PhD, ScD, JD MAE LEE BILLET-ZISKIN, PhD

Robert H. Woody is Professor of Psychology (and  As one of the older divisions in APA, the Division of
former Dean for Graduate Studies and Research) at tl@inical Psychology has deep roots which nurture and sup-
University of Nebraska at Omaha. He received a PhD frorport the important interplay between psychological sci-
Michigan State University, a ScD from the University of ence and psychological practice. The integrity of our dis-
Pittsburgh, and a JD from the Creighton University Schootipline depends upon continuing the scientific tradition
of Law. He is a Fellow of the Division of Clinical Psychol- while applying our clinical skills. It is a distinct challenge,
ogy, and a Diplomate in Clinical Psychology and a Diplo-in this age of specialization, to achieve that balance in our
mate in Forensic Psychology, ABPP. He is admitted to th&aining and practice which enables us to emerge as com-
Florida, Michigan, and Nebraska Bars, and is a Licensepetent clinicians and trainers. | believe Division 12 has a
Psychologist in Florida and Michigan. He has authoredkey role to play in promoting the linkage between the sci-
twenty-seven books, and approximately one hundred arghce and practice communities of psychology.

fifty articles. He serves on the APA Ethics Committee. | seek the office of Secretary of the Division and bring

As a psychologist and attorney (representing and dea considerable history of experience in psychological as-
fending psychologists and other mental health professiorsociation governance, as do the other candidates. | have
als) and from my service on the APA Ethics Committee, kerved as Secretary, as well as in other leadership posi-
am aware of the justifiable consternation about managetions in APA Division 31, the California Psychological
care, standards, legal liability, and regaining self-regulaAssociation and it Division of Professional Practice, and
tion of the profession. If afforded the opportunity to bethe Los Angeles County Psychological Association. | am
Secretary of Division 12, | will bring a creative and high-also familiar with APA governance having served on Coun-
energy approach to problem solving on behalf of clinicakil and on the Policy and Planning Board for two terms. |
psychology. Although our rich past must not be foolishlyam currently serving on the Public Information Commit-
be discarded, clinical psychology cannot rest on its lautee.
rels. Innovations are needed if we are to reconceptualize : . . .

- My professional career includes teaching, indepen-
clinical psychology to combat the challenges and competg . . . .
successfully in the health-care marketplace. Clinical psy—ent practice and community agency practice. | received

; a PhD in Clinical Psychology from the University of South-

chologists must shape managed care organizations as mucrrﬁ California in 1966 and am licensed in the state of Cali-

or more than they shape our practices. Licensing boar Srnia. | am a Fellow of Divisions 12, 29, 31 and 42, and

must provide equal protection for consumers and psycholcmember of Divisions 35. 43. 50 and 51
gists by assuring a level playing field for processing com- T '

plaints against psychologists. We must face the medical
industry head on, with no cowardice in asserting to legis-
lators that clinical psychology offers peerless benefits to
the health of our nation, such as by prescription privileges.
Training programs should be responsive to the contempo-
rary practice scene, and not simply follow tradition for the
sake of tradition. Being trained in both psychology and
the law, | am confident that | can offer unique strategies to
improve clinical psychology. | will appreciate your sup-
port for my candidacy for Secretary of the Division.
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Candidates for. Division.12
APA Council Representative

NORMAN ABELES, PhD LILLIAN COMAS-DIAZ, PhD

Norman Abeles is currently the Past President of the Lillian Comas-Diaz received her PhD in clinical psy:
American Psychological Association and is a Past Preschology from the University of Massachussetts. She:is
dent of Division 12. He is Professor of Psychology andirector of the Transcultural Mental Health Institutey
Director of the Psychological Clinic and served as DirecFounding editor of Cultural Diversity and Mental Health
tor of Clinical Training at Michigan State University until and maintains a private practice. Previously, she ser\:ed
two years ago. as the Director of the Yale University School of Medicine
A Hispanic Clinic, and was Director of the APA Office of Eth}

s many of you know, Norm focused on assessment, L _ L o
nic Minority Affairs. Comas-Diaz is a scholar/practitioner,

and intervention with older adults during his presidency o .
author of numerous publications, and serves on 7 editogial

of APA. One of his task forces developed Guidelines fo% . L . .
. " .boards. She is a fellow of our division, a past president®of
assessment of dementia and age related cognitive decline u

and the other task force provided a brochure on What th'tsesfgtslzagt:/r;d currently serves a one year term as COUPC'I
Practitioner Should Know About Working With Older P ' :
Adults. You can get this brochure by looking at the APA | represent a voice reflecting our adaptability to change
web page or calling 202-336-5700 and asking for the oldahrough affirmation of identity and receptiveness to innﬁ—
adult brochure. vation. My vast APA governance experience and abili:y
As a council member, Norm plans to further the aims:[0 colllab.orate W|t.h.d|fferent groups, can b? of assmtgnce
o . In achieving our vision and goals. My commitment to clln:-
of clinical psychologists. He attended the recent Supply , .
. . cal psychology’s dual nature as a science and as a prac-
and Demand Conference where job placement issues were " . . - ]
. . . o }ce, is grounded in my public interest conviction. | fegl
discussed for individuals seeking academic jobs as weL . . .
L . . L that | can offer an effective voice for Division 12 and woulti
as for individuals in the practice of clinical psychology. ]
. o o o be honored to do so.
Norm will be active in Council in continuing to push for
ways of improving the job market, finding ways of prepar-
ing graduates for work in the next century, dealing with
concerns of psychologists in the Veteran’s Health Admin-
istration and trying to include psychologists under Gradu- Annette La Greca received her PhD in Clinical PS‘{'
ate Medical Education (a 6.6 billion dollar program whichchology from Purdue University. Dr. La Greca is a Profes-
funds hospitals to train medical practitioners but does ndtor of Psychology (University of Miami), and director of
yet include training funds for psychologists). He is alsograduate-level clinical programs in clinical-child and pa-
very interested in the proposed plan by the Association dfiatric psychology. Dr. La Greca has been involved wifh
Psychology Internship Centers to institute a computerizeBivision 12 activities for the past 20 years in a variety ef
matching of potential interns and internship sites. He i§apacities. She is a Fellow of Division 12, has servedsas

awaiting the decision of internship centers to see if thef’resident of Sections | (Clinical Child) and V (Society df
wish to begin this effort. Pediatric Psychology), and has received the Distinguished

) ) Service Award and Significant Research Contributicin

, If you have questions on any of these topics, e'ma'}\ward from Section V. She has also recently served "as
him at norman.abeles@ssc.msu.edu. Editor of the Journal of Pediatric Psychology, and has jl:St
completed her three-year term on the Division 12 Exe(:U-

tive Board. She currently serves as the Chair of the APA

Committee on Children, Youth and Families. .

ANNETTE LA GRECA, PhD
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Candidates for.Division.12
APA Council Representative (continued)

Annette M. La Greca, PhD (continued) years as the Board of Directors liaison to the Association

Dr. La Greca’s clinical/research interests are in the rolémc State and Provincial Psychology Boards.

of friendships in youngsters’ psychological adjustment; | respectfully ask for your vote to be your representa-
child and family coping with stressors (traumatic eventstive on the APA Council of Representatives. | believe |
chronic disease); and preventive interventions. She hdwing a combination of experience with both Division 12
authored over 100 publications and serves on five editeand APA governance which will allow me to be a strong
rial boards. For 15 years, she has been actively involvetpresentative for the interests of Division 12. My com-
in clinical training issues, on a national level. bination of academic and practice employment exposes
me on a regular basis to a range of issues facing our disci-
“It is my impression that clinical psychology is at a pline today. Having attended the recent Supply and De-
pivotal juncture. Strong Division representation in mand Conference as well as working with interns who are
Council is essential, around issues such as managed caggot to enter the marketplace, | am well aware of issues

treatments that work, and the scientific basis of clinical which need to be addressed here. | have tried to keep you
psychology, and the recognition of specialties and informed through my minutes of your Division’s activi-

roficiencies in psychology. | am strongly committed to . ) . L
P psy 9y gy ties and would very much like to continue my Division

helping Division 12 play a leading role in shaping APAS | i )
response to these challenges, and will work toward involvement as your Council representative.

promoting a unified APA that facilitates collaboration

among scientists and professionals.”
LYNN P. REHM, PhD, ABPP

Lynn P. Rehm received his PhD from the University of
JANET R. MATTHEWS, PhD Wisconsin and did his internship at the VA Hospital in
Janet R. Matthews, PhD, ABPP (clinical) received heMilwaukee. He has been on the faculties of UCLA-Neu-
PhD in clinical psychology from the University of Mis- ropsychiatric Institute in Psychiatry; University of Pitts-
sissippiin 1976. She is atenured Professor at Loyola Unburgh in Psychology and Psychiatry; and the University
versity-New Orleans, a consultant to the pre-doctoral inef Houston, Psychology Department.

ternship at the New Orleans VAMC, and in part-time pri- Lynn has held leadership positions in psychology at

vatde'fliictlce. She ha; been EC“VS |_n_bot22D|V|S|_on _1gne multiple levels: President of Pittsburgh and Houston
an gr?vgrnagce. rt'nongg er 'V'S'??h fserwces Socal associations, executive committees of Pennsylvania
program chair:and secretary-treasurer ot th€ 10rmer S€er, 4 rexas associations, President of Texas Psychological

tion 2; membership chair, secretary, and president of Se9\'s,sociation, Chair of the Council of University Directors

tion 4; three years on the Division Fellows committee; cur_c ~ ., Psychology, Chair of the APA Board of Educa-

rently completing a three-year term as Division Secretaryﬁonal Affairs, and Chair of the licensing Examination Com-

I was on(_a of the two Division 12 r‘?Prese“tf"‘_“VeS to_ t_hemittee of ASPPB. In addition to being immediate past-presi-
group which rewrote the CRSPPP clinical petition. Within

.dent of Division 12, he is also a former Council Rep, former

APA, she has been a Council representative from D'V'President of Section Ill, and former Federal Advocacy

sion 2, chair of the Assembly of Scientist-Practitioner PSy'Coordinator for the Division. Lynn's research centers on

;holc:jgmtz, Bmerr:jbefr(c:nf both .'[heAEﬁdl.JC&'[IOhn ,an?t;rr?mhn%epression theory, psychopathology, and treatment, and
oard and Board of Convention Affairs, chair of both t he has over 100 scholarly publications. He has made sci-

Committee on Undergraduate Education and the POIICgntific presentations and given clinical workshops on Self-

and Planning Boarq, and currently completing a term OrP\/Ianagement Therapy for depression nationally and inter-
the APA Board of Directors. She has also served for threrefationally
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Psychology is facing major challenges in the 90s. Man- LAURA C.TOOMEY, PhD
aged health care, national health reform, decreasing re- u

search funding, decreases in budgets for higher educatio In many ways, you have a win-win situation in your
g.’ : 9 9 _ aﬁoices for APA Council Representative. We are all BOl:|-
and the changing demographics of the country all have im;

. . ... der Model trained clinical psychologists who are knowt-
pact on Clinical Psychology. | would like to see Division . . o .,
edgeable about issues facing our discipline and familiar

12 take a central role in responding to the.se chgllenge&\iith APA and Division 12 governance. .
Advances from our research need to be disseminated to .
the field and we need to speak our in areas where we have But | offer a unique contribution: | represent publig
important expertise. institutional practice. | have been practicing and heIpiI:g

- . to train clinical psychology interns in a state mental healkh
Division 12 has begun in recent years to reassert a : .
. . T . system for 25 years. During much of the same perloa I
strong leadership role in APA. The Division and its mem- . . S
o . . . have been involved with Division 12 governance, as a cofn-

bers are concerned with issues covering science, practice . o
mittee member, Treasurer, and Council Representative, and

education, and public interest. We can and should play atnpically | have been the only non-academician at the tabje.

active role influencing developments in all of these area . S .
o L . y viewpoint is different from those of academics antl
within APA. APA is in the midst of debate as to how we o . ]
rivate practitioners: | understand the special problerns

define specialties and what should be the taxonomy of spE— . . . o .
. . . .. "Tacing psychologists in Public institutions.

cialty designations. We need to assert Clinical :
Psychology’s position among specialties. Division initia- As you rank-order the Council candidates, please can-
tives on effective treatments and other topics have had isider the value of keeping a voice for public service Qn
creasing impact on throughout APA. We need to be a ceithe Division 12 Board. ]
ter of communication and to take the initiative on Council.
I know the Division well, and | know APA and Council well.

| have been active in promoting an involved Division 12
and | can be effective in moving the Division forward as
Council Representative.

Board Certification Exam for Senior Clinical Psychologists

The American Board of Clinical Psychology has been utilizing a streamlined Board Certification Exam for
Senior Clinical Psychologists. Fellows of the Division who are Clinical Psychologists and twenty years into
their career may apply.

The application process is “user friendly”. After application, a “Professional Statement” will be requested
and “Work Sample”. The “professional Statement” and “Work Sample” have been significantly modified for
Fellows of the Division. The “Professional Statement”is a copy of a recent Curriculum Vitae. The “Work Sample”
describes contributions to Clinical Psychology. This “Work Sample” may describe the applicant’s clinical prac-
tice or it may be a copy of a professional publication, or description of teaching, training, or clinical research
project which relates to the practice of clinical psychology. A clinical evaluation and intervention sample will
not be requested but may be submitted.

After the “Work Sample”is accepted, the examination will be scheduled. The Oral Examination Committee
will consist of Senior Experienced Board Certified Clinical Psychologists who recognize the importance of
high standards in the practice of clinical psychology and have demonstrated collegiality.

Interested Fellows of the Division should contact us for information and application material.

Lawrence S. Schoenfeld, PhD, ABPP Ronald H. Rozensky, PhD, ABPP
President President-elect
schoenfeldl@uthscsa.edu r-rozensky@nwu.edu

American Board of Clinical Psychology
2100 E. Broadway, Suite 313
Columbia, MO 65201-6082
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Confidentiality.in.the Age.of Managed Care

Jeffrey E. Barnett
Chesapeake Center of Annapolis

Confidentiality has long been viewed as one of thamportance. Patients come to treatment sharing thoughts,
cornerstones of the psychotherapy relationship. Its secideas, worries, fears, concerns, and fantasies in what they
rity helps provide the safe environment in which patienthope will be a safe and secure environment. The psycho-
may address difficult and troubling issues. Without it, manytherapy relationship is one that is based upon trust. If the
might choose not to seek out much needed treatment. patient were to feel unsure about the confidentiality of in-
the cost-conscious era of managed behavioral health cafermation shared in the psychotherapy relationship her or
the laudable goal of cost-containment often comes at grehis comfort with sharing that personal and private infor-
risk to confidentiality. This brief article examines thesemation might be undermined. This could likely result in
important issues through case examples that illustrate ptae process of psychotherapy being jeopardized and the
tential dilemmas that may confront psychologists, andenefit to the patient greatly reduced.
through discussion of r_elevant legal and ethical stgn_d_ards. Confidentiality is widely viewed to be a cornerstone
Specific recommendations are offered so that clinicians . . : :
may better preserve and safeguard confidentiality, even i%f the ps.ycho.thgrap'y relatlonsh!p. An issue, which under-
the age of managed care. lies cor‘llfldentlallty, is that. of privacy. .As stated by Shah

(1969) “the concept of privacy recognized the freedom of
Case Examples the individual to pick and choose for himself the time, cir-

1. A Managed Care Organization (MCO) requires thatcumstances, a_md particularly the egtent _to which h_e wishes
tlp share or withhold from others his attitudes, beliefs, be-

you complete a detailed form about a patient and her ~ L
treatment prior to authorizing any additional cover-hav'or' and opinions” (p.57).

age for services provided. This concept has held a significant role in psychology’s
codified ethical standards from our original ethics code

2. An MCO requires you to discuss with utilization re-
. y (APA, 1953) to the present (APA, 1992).

view personnel patient treatment information prior to
authorizing any further reimbursement. In addition It is widely recognized through statutes on the state
to questions about the patient and her treatment, utilievel that information shared by individuals within cer-
zation review personnel ask detailed questions abou&in special professional relationships (e.g. attorney/cli-
her spouse and other family members. ent and psychologist/patient) is protected and that the in-
3. You are notified by an MCO that a retrospective re_dividual has th.e right to Qecide when f':lnd under what cir-
view of a patient's treatment is being conducted. Youcum.stances this information may be disclosed (Cohen and
are required to forward all records of treatment to datg/lanano, 1982).
in order to justify the treatment provided. If you refuse  With confidentiality being so important to a success-
to comply with this request reimbursement for theful outcome in psychotherapy one might assume that it is,
treatment provided will be retroactively denied andor can, be safeguarded. In fact, most individuals assume
payments made would have to be returned. that all the material discussed in psychotherapy is confi-
4. A patient is alarmed when she learns that you musqential (Miller & Thelen, 1986). While many assume and

complete and forward to her MCO a detailed form,eXpeCt that confidentiality in the psychotherapy relation-

which includes information she considers private. Sh(?hip s ab_solute, i_n re_a“tY itis ‘?”'y relative confidential-
is upset to learn that the issues she discusses with ng that eX',StS’ as is highlighted in the case examples pro-
in psychotherapy are not truly confidential as she haéfIOIeOl earlier.

assumed and hoped. There are many potential limits to confidentiality.
Widely accepted limits include the duty to warn in situa-
tions of dangerousness to self or others, the duty to report
For the clinical psychologist, as with mental health prosuspected child abuse or neglect (and elder abuse in some

fessionals in general, the issue of confidentiality is of gregurisdictions,) and the requirement to respond to lawful

Discussion
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court orders. The most common exception to confidentipatients have the right to know in advance any expec}a-
ality, however, is when a patient consents to the release tbns for the release of treatment information, if there is:a
previously confidential treatment information. utilization process, how treatment decisions are made, and

For such releases to be held valid, informed consentfy whom (Barnett, 1993). Psychologists should provi(:e

. . atients with thorough explanations of these requirements
by the patient must first occur. As Stromberg et al. (1988 . o .
y P g ( Eeforethe information is released. As is further stated :n

d thi t should be d ted i it . .
_recommen I.S consent shou © ocumgn ed n wri tandard 1.21, Third Party Requests for Services (APA,
ing, and the patient must have an understanding of the spf- i

cifics and scope of the information to be disclosed, with .992)’ When a psychologist glanﬁes to the extent fea-
sible, at the outset of the service, the nature of the reja-

whpm .It Wlll be sha}red, and the general purpose(s) fotrionship with each party, this clarification includes the roke
which it will be provided (p. 391). . . .
of the psychologist...the probable uses of the services pro-
In the era of managed care, practitioners are frequentlyided or the information obtained, and the fact that theﬁe
required to share treatment information with utilizationmay be limits to confidentiality” (p. 1602). In effect, there
review personnel to justify treatment so that coverage ofhould be no surprises to the patient. Any requiremeﬁts
services rendered will be provided. There is a decisionfor utilization review, such as those indicated in the first
making process that occurs throughout the course of eadase example provided earlier, should be fully explained
patient’s treatment. The psychotherapist and patient woro the patient from the outset. While this may seem ruﬂi—
collaboratively to plan and implement the treatment planmentary to some, Baird and Rupert (1987) found that only
which they agree upon. Unfortunately, when managed cakene-half of the psychologists they surveyed even man-
is involved there are third parties involved who intrude ortioned or alluded to specific limits of confidentiality fronf
this therapist/patient collaboration and insert themselvethe outset of the psychotherapy relationship. The other
into this decision-making process. The psychotherapidialf often said nothing at all or indicated that everythirfg
and patient can no longer plan the course of treatment tgaid in treatment was confidential. :
gether based solely upon their assessment of the patient’s . . S . . n
o One flaw inherent in the utilization review process isga
treatment needs. It ceases to be their private matter. Fre-

&ressure to provide the reviewer with more information th&n
quently, the need for, type of, and length of treatment mu - _ J
be justified to utilization review personnel IS actually necessary as was indicated in the second aase

example. As Pope (1990) cautions, one should release (:nly
The inclusion of utilization review personnel in the the minimum amount of information required. All too ofs
psychotherapy relationship poses a great threat to confien, especially when utilization review is conducted by telze—
dentiality and in many ways jeopardizes the psychotherapyhone, requests for information are made that go far l;e-
relationship. It is true that when consumers purchase healflond determining medical necessity. Responding to such
insurance they sign a number of forms, one of which mayequests is tempting for the practitioner who is dependént
authorize the insurer or MCO access to treatment recordsn the outcome of the utilization review process for authP-
Typically this is covered in terms of the need to justify therization. It is easy to share more information than is neces-
medical necessity of any treatment provided. While thisary in the hope of obtaining a much-needed authorizatﬂan
might be a laudable goal the standards used for determifer coverage of needed treatment. u

ing this are vague at best. . . . .
ing i vagu Another difficulty arises when a request is made er

With regard to informed consent, this authorizationcomplete treatment records to be forwarded to the MG@O
signed by the patient is not adequate. To refer back tor insurer such as is highlighted in the third case examﬁle
Stromberg et al.’s (1988) earlier recommendation this propresented earlier. Releasing specific information to deth-
cedure seems wholly inadequate. Such authorizationsnstrate medical necessity may be acceptable to some sbut
typically do not limit the specifics and scope of informa-sharing an entire treatment record is not justifiable. Few
tion to be released, they do not specify with whom it willsafeguards exist for how this information will be used ar:d
be shared, and they are vague about the general purposigi$e justification can be provided to offset the great risk
for which they are provided (utilization review/judging to both confidentiality and the integrity of the psychd;
medical necessity). therapy process. Many psychologists have found that clral-

The principle of informed consent implies that patientsIenglng such requests in writing can be very effective. Iiy

have the right to know and understand the expectations glsl;!ng thg MCO tc_’f,JUSt'fy the nees for t::e record andi}/
their MCOs that may affect their treatment. Specifically,aS Ing what speci '_C questions about _t e treatment t . y
may have, such dilemmas may at times be resolvgd.
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A letter to the MCO from a patient’s attorney demandingthe psychotherapist as highlighted by the fourth case ex-
justification of the request may be helpful in these situaample provided earlier.

tions as well. . . .
An additional area of action for psychologists to be-

Clearly, it is preferable to answer specific questions t@ome engaged is that of advocacy and political action. In-
meet utilization review criteria. Releasing a patient’s treatdividually and through state and national psychological as-
ment record should be avoided if at all possible, even if theociations psychologists can take action to correct these sys-
patient consents to its release. Once a patient’s recordtesmic deficiencies. For example, in Maryland psycholo-
released, the psychologist is unable to control the use gjiists have worked closely with other providers and the State
the information. Numerous cases (e.g. Courtney, 1999)epartment of Health and Mental Hygiene to develop a uni-
Jarvis, 1995; Sussman, 1995) exist where sensitive infoferm treatment plan that became the only authorized mecha-
mation was used inappropriately or re-released to unauth@ism for MCO utilization review in the state. This brief
rized individuals. Few guarantees exist concerning hoviorm is completed by the practitioner who checks boxes
this sensitive information is used or safeguarded once thadicating presence, absence, and severity in areas of be-
MCO has access to it. Thus, releasing the minimal amouihavioral, emotional, physical, and interpersonal function-
of information possible helps protect the patients’ best ining. There is also a symptom checklist and a place to in-
terests and helps safeguard their welfare. clude diagnoses, the use of medication, and the modality
of treatment. The amount of information provided is very

To be in compliance with psychology’s ethical stan- " ) . .
P Py i limited and is uniform among MCOs in the state. Its goal

dards as well as working to best meet patients’ treatmen{n ) - . :
. . is to provide the minimum amount and type of information
needs, psychologists must ensure that each patient under- o d trat dical it dth
stands the limits of confidentiality from the outset of the'€CESSaTY to demonstrate medical necessity and the
psychotherapy relationship. This should include a discus-
sion of the patient’s options regarding treatment, the use of
insurance, the implications of limits of confidentiality for

the psychotherapy process, and other alternatives available.

. . .psychologists must ensure
that each patient understands
the limits of confidentiality from
the outset of the psychotherapy
relationship.

Keith-Spiegel and Koocher (1985) provide a sample
statement that psychotherapists may share with patients:

If you choose to use your coverage, | shall have
to file a form with the company telling them when
our appointments were and what services | per-
formed (i.e., psychotherapy, consultation, or evalu-

ation). | will also have to formulate a diagnosis
and advise the company of that. The company
claims to keep this information confidential, al-
though I have no control over the information once
it leaves my office. If you have questions about
this you may wish to check with the company pro-
viding the coverage. You may certainly choose to
pay for my services out-of-pocket and avoid the
use of insurance altogether, if you wish (p. 76).

When MCOs are involved it would also be appropriateS

need for ongoing treatment. Similar attempts to address
these important issues through regulation and legislation
are occurring throughout the country. Psychologists not
presently involved in these efforts should contact their state
psychological association and become actively involved.
Other areas to be addressed legislatively include placing
limits on the number of MCO employees who have access
to patient information, requiring training in confidentiality
to those who have this access, mandating the destruction of
patient records after utilization review decisions are made,
etting higher standards for computer system security, and

reatly increasing the penalties and fines for unauthorized

well as the nature and extent of the information to be share Isclosures of protected clinical material.

These precautions will help ensure that the patient’s con-
sent is informed and the integrity of the psychotherapy reRecomimendations
lationship is preserved. Learning of such releases of infor-
mation assumed to be confidential after the fact can only
serve to damage the patient’s trust of, and confidence in,

to include a discussion of the utilization review process aa

Have a written informed consent procedure for all pa-
tients. Ensure a sufficient understanding of expecta-
tions that are documented in writing.
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. Clarify confidentiality from the outset. Patients shouldMiller, D. J. & Thelen, M. H. (1986). Knowledge and Bes

know what is truly confidential and what information liefs about Confidentiality in Psychotherapprofes- |
will need to be released to the MCO. sional PsychologyResearch and Practice, 175-19. =
| |

Pope, K. S. (1990 A Practitioner’'s Guide to Confidenti-

+  Communicate with third parties in writing only, if pos-  ality and Privilege: 20 legal, ethical, and clinical pit-s
sible. When communicating by telephone, ensure the falls. :
identity of the person with whom you are speaking. Shah, S. A. (1969). Privileged Communications, Confi-

. e dentiality, and Privacy: Privileged Communications:
- Use faxes and the on-line transfer of sensitive infor- 5 o o0 Psychology, 56-57. .

mation with great caution. Unintended disclosures t%tromberg C. D., Haggarty, D. J., Leibenluft, R. F"
other parties may occur if one is careless. Label all  \icmillan. M. H., Mishkin, B.. & Rubin, B. L. (1'988). v
confidential materials as such. The Psychologist's Legal HandbooWashington, DC: 1

. Do not disclose treatment information beyond the Council for the National Register of Health Service Pr—

scope of the patient’s written release. viders in Psychology.
Sussman, V. (January 23, 1995). Policing cyberspéke.

o Share the minimum amount of information necessary S. News and World Repoi5-60

to justify “medical necessity.”

« Do not distort the information to be released. While i

may be tempting to overstate pathology to obtain trea
ment authorization, this is fraudulent and may hav
negative consequences for both psychologist and p
tient.

. Review information with each patient prior to releas-
ing it. This helps increase trust, reduce misunderstan
ings, and minimize inaccuracies and distortions.

. Finally, be an advocate for patients. Get involved po
litically and work toward increased regulation of
MCOs. Fight for greater protection of patient confi-
dentiality. [ ]
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Confidentiality in the Age of Managed Care:
From the MCO Perspective

George W. O'Neill
Clinical Director, Mental Health
Blue Cross and Blue Shield of North Dakota

Health insurance, as it was originally conceived, proper discusses ethical considerations which should be of con-
tected against financial loss due to illness. In traditionatern to the MCO. But first, some discussion of what should
indemnity plans, the health insurer paid claims based obe in the medical record, from the payor’s point of view, is
the advice of the treating provider. The providers madevarranted.
the deCISI.OnS and Fhe msurance compan.|es paid the bills. The MCO will review a medical record to determine if
But, medical cost inflation has resulted in the payor be- . . . . :

the services being provided meaedical appropriateness

coming more and more involved in the treatment decisions, Lo .
L .and necessitgriteria. These terms may be foreign to many
Today, managed care organizations (MCOs) are exerci

S_sychologists Psychologists would prefsychologically
ing what they view as their right to decide how the benefi{O : ! i
appropriate and necessarput the accepted term in the
dollars are to be spent. MCOs not only want to know what . . o .
o . X . industry is medical. Almost every policy in this country
it is they are buying, they also want input into the treat; o L )
. . has as a contract exclusion “care which is not medically
ment decisions. If they are expected to pay for a service, . Y L
. _ appropriate and necessary.” How are these criteria de-
they want to determine how often, and for what time pe:. . .
fiod. that service is to be provided fined? At present, there are not universally accepted in-
’ pro ’ dustry standards. In Minnesota, the state legislature has
Under the former indemnity insurance system, therenacted a law that includes a definitionneédically nec-
was rarely a need for the payor to view the medical recorassarycare for mental health. Central to the definition is
The medical record (and the term extends to the psychéanguage to the effect that “care must be consistent with
therapy note as well) was for the use of the treating prahe generally accepted practices of a mental health care
vider. Psychologists wrote their notes considering themprovider’'s peers.” Most payors have similar language in
selves as the primary readers, with the potential that thi#eir contracts. The phrase “professionally-recognized
record may be sent to another provider of health servicetandards” is often used to describe what is meandgji-
if the need arose. The record was personal, private, amally appropriate and necessaryBenefit plans will state
confidential. The confidentiality of the record was sacrothat no benefits are available for services that the com-
sanct, and the right to divulge information contained inpany determines are not medically appropriate and neces-
the record lay solely with the patient, with only a few ex-sary. Benefit plans often go on to say that the company (as
ceptions. opposed to some external body) reserves the right to de-

Today, however, the patient signs away the right to viev;[/ermlne what is medically appropriate and necessary.

the record to the insurance company or MCO as a condi- When requesting confidential information, the only
tion of becoming a subscriber. And, unlike the days ofnformation actually required by the MCO is that relating
indemnity plans, the MCO s likely to view that record, orto medically appropriate and necessaryrhe required in-

at least some of the information contained therein, at on®@rmation may vary by payor, but, at the most basic level,
time or another. Psychologists no longer write their notethe reviewer of the record should be able to determine the
with themselves and other health care providers in mingroblem, the current severity of the problem, what is be-
as the readers. Today, psychologists write their notes witing done about the problem, and what progress has been
the payor in mind as the reader. This development hasade.

certainly influenced the kind of information which be-

S : Psychologists often include detailed information in
comes a part of the patient’s medical record.

their notes which does not relate to the needs of the MCO,
The article in this issue by Jeffrey E. Barnett discussebBut may be useful for the psychologist to review later or to

ethical concerns the mental health professional shouldass on to subsequent health providers. An example of

keep in mind with regard to the medical record. This pathis practice may be to include in the chart forms used by the
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patient on which he or she has listed and evaluated dysfunc- Another concern in this era of managed care is as fol-
tional beliefs since the last session. It may be useful to kedpws: What happens to the chart note once it gets to the MdO?
these forms in the chart for future reference. But, the MCQhe National Committee on Quality Assurance (NCQA) is:a
does not need to see the content of these dysfunctional beliefsluntary accrediting agency for MCOs. lItis desirable froma
to determine medical appropriateness. The payor only needsarketing standpoint for an MCO to receive NCQA accredi-
to know that cognitive behavior therapy is being used, thatation. The accreditation standards require that the MCO hgve
there are dysfunctional beliefs, and that the patient is “doing confidentiality policy in place and that “medical records ke
his/her homework.” Another example may be the content afhaintained in a manner that ... permits effective and coﬂfi—
an obsessive patient’s sexual fantasies. In order to determidential patient care and quality review.” Also, practitione¥s
if the treatment is medically appropriate and necessary theho contract with an MCO must have explicit policies abozjt
payor does not need to know the content of the thoughts, bobnfidentiality. What details should be included in such po:i-
only that the patient is having disturbing fantasies which caussges is not stipulated, with the exception that the MCO must
significant distress. provide patients the opportunity to approve or deny the Ee—

This issue raises a question: Should psychologists be kee%éﬁse of identifiable personal information by the MCO exce:)t

. L . here required by law. NCQA standards also require that ghe
ing two sets of notes, one containing information demonstrat- ) : .
CO systematically review medical records at least every tﬂ\/o

ing that treatment isedically appropriate and necessdi . i :
9 Y approp > ars to ensure compliance with standards for record keeping.

submission to the MCO if requested, and additional sessioﬁ o N
o . . . Thus, utilization review is not the only reason that the MC=O
notes containing details which are necessary only for contin-

: S .. may review the record. MCOs with NCQA accreditation must
ued therapy? There are certain legal implications of this idea . . ]

. - . also review the record to determine adherence to standards for
For example, it would be necessary to indicate, in the noter§acord keepin .
going to the MCO, that there exists in the medical record fur- Ping. .

ther information on the session. The NCQA establishes standards regarding the releas:a of

. . L ir]gformation outside the MCO, but no rules are included rﬂe
A related issue is the patient's awareness of the level o arding who within the MCO has access to the medical recard
detail in the notes being sent to the MCO reviewer. The righq 9 '

.. ]
of confidentiality belongs to the patient, not the provider.In the clinic, the notes are usually kept under lock and key.

Should not the patient be a part of the decision regarding Whgtare is taken that no unauthorized persons (such as cleafing

information should be shared with the MCO? Even thouglg)ers,f_mnEiEIt)1 havte accesks t(t)_thelreio:jd. In thte F“:,:C. V%heéeo:
the patient may have signed a form giving the MCO the a Trac ce, In€ notes are keptin a focked room at nignt, in focge

thority to review the medical record, the patient has the righ(ymg. cgbmets. IS the same care being taken o protect Co:‘f"
entiality when the record is sent to a reviewer for the MC®?

to rescind that decision. When the MCO requests a record, ere the notes locked up at night, or are they sitting on dedks
information regarding a particular case, should the patient he P gnt, y 9 !

interoffice mail carts, etc. Who has access to those chafts?

given the option at that time to either have the informationl_ ; . o
. . There are no universal standards regarding the qualificatipns
sent, or pay for the therapy session out-of-pocket? If we give

of persons given access to medical records. Do MCOs es}ab-

the patient this choice, he or she may want to know exactl o :
. . : . sh and enforce policies regarding who has access and mow
what information will be sent. The patient may ask to rea ) L L .

the confidential information is to be kept? .

the medical record. Although the patient has the right to re- .
view this information, it is seldom requested. The patienttrusts Ethical considerations concerning confidentiality in the
his or her mental health care provider, and believes that tleza of managed care have yet to be resolved. As descrﬂ:)ed
record is kept to help the therapist provide appropriate carabove, these issues from the MCO perspective include the f_ype
But, when the patient is made aware that the payor wants & information and level of detail required to determimedi- =
see the record, he or she is reminded of another use of tbal appropriateness and necessitpmpliance with record:
medical record. The patient is not likely to have the samkeeping standards, management of the confidential inforrma-
trust in the MCO that is placed in the psychologist. A patiention once it is in the hands of the MCO reviewer, qualifica—
asking to review his or her record raises its own ethical cortions of MCO reviewers, and patients’ rights once the MC,:O
cerns and certainly has implications for the therapeutic relaequests confidential informatian.
tionship. Such issues have yet to be addressed.

35



The Clinical Psychologist Volume 51, Number 2, Spring 1998

News from the Midwinter Meeting of the Council of University Directors
of Clinical Psychology (CUDCP) San Diego, CA, Jan 30-Feb 1 1998

CUDCP is the national training council representingn order to get a broader sampling of the internship place-
approximately 160 scientist-practitioner doctoral pro-ment rates across types of doctoral training programs. Ques-
grams across the United States and Canada. Memberskipns relevant to the APPIC prohibition of “first-choicing”
information can be obtained through electronic mail tovere also asked in this year's survey. Preliminary data will
Patricia Wisocki, secretary-treasurer, at <wisockie reported at the Council of Chairs of Training Council
@psych.umass.edu>. meeting March 18-19, 1998.

A topic given considerable coverage at the midwin-  One of the hottest topics carried over from the January
ter meeting was a follow-up to November, 1997’s APA/1997 midwinter meeting was the vote by a majority of
APPIC co-sponsored Supply & Demand conference i UDCP attendees to move the timing of the clinical intern-
Orlando Florida. Several resolutions passed at the S&Bhip to post-doctoral. The issue was thought to be so impor-
conference were related to providing truth in advertisingant that a follow-up mail ballot of the membership was
to potential students. CUDCP has moved toward a lead@ken, and affirmed the majority’s desire to change the tim-
ership role in this area by unanimously resolving to deing of the internship. By no means a landslide within the
velop mechanisms for the systematic provision of proorganization, the vote was even more controversial outside
gram-specific and aggregate data to potential applicanfsUDCP, with APPIC, CCPTP, NCSPP, and CDSPP reaffirm-
and the public. Examples include student-faculty ratiogng predoctoral internship timing after learning of CUDCP’s
internship placements, student funding, and post-grad@ction. The CUDCP vote was viewed by many of its mem-
ate employment. George Allen (U. Conn.) is chairing thidbers as a call for the relevant training and organizational
effort. Since the APA office of accreditation can providebodies to examine the issue of internship timing - not as a
only aggregate data, CUDCP feels that it is the obligahove to rush headlong into an immediate change. In direct
tion of every training program to provide such individualresponse to CUDCP's efforts, the BEA has appointed a work-
data in order to facilitate realistic decision-making on théng group (including the Council of Chairs of Training Coun-
part of the potential student. Although CUDCP is prepare€ils) to conduct an impact study on moving internship train-
to publish its own directory if necessary, it was thoughtng from pre-to post-doctoral and to summarize the impli-
that modification of the program descriptive section ofcations of such for quality of training, financial and admin-
the Graduate Study in Psychology directory would be #trative support, accreditation, and licensure.

more widely publicized forum for such information. At the San Diego meetings, CUDCP unanimously passed
CUDCP is in the process of developing a standardizeg,er resolution related to internships. In the 1997 intern-
format through which each member program will provideghin survey it became evident that student applicants were

truth-in-advertising information. We will start by putting spending, on average, over $1,000 on application and in-
program-by-program information on the CUDCP Webygyiews to secure a one-year position as an intern. Rumors

page (under construction). abound that the 1998 year cost students even more money

Linked to the supply & demand issue, there is a growdecause internships supposedly interviewed more appli-
ing concern regarding a perceived internship shortage féants in response to the prohibition against asking appli-
predoctoral clinical, counseling and school psychologgants for rank-orderings. Given our concern with apparent
students. In the past few years, the APPIC Clearinghou$ting costs, in terms of both time and money, of the current
has received over 300 requests from students who réternship interviewing process, CUDCP resolved that
mained unplaced after Uniform Notification Day. SinceAPPIC work with relevant organizations to develop mecha-
the Clearinghouse data reflected only absolute numbepésms to mitigate these costs.
and not placement rates, CUDCP spearheaded a 1997 sur-
vey of Director’'s of Training to determine actual intern-
ship placement rates and other pertinent information. This Chair, Executive Board
year, CUDCP has secured the Co_sponsorship of NCSPP Council of University Directors of Clinical Psychology
(Professional), CCPTP (Counseling), & CDSPP (School)

Beverly Thorn, PhD
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Last year the Division of Clinical Psychology decided to support a request made
the APA Graduate Student Committee on Ethnic Minority Affairs. A $1,000 grant w
awarded to the committee to organize networks of students regionally. At the ann

Education and
Training Awards

The Board of Educa-
tional Affairs is requesting
nominations for its 1998-
1999 Awards for Distin-
guished Contributions to
Education and Training in
Psychology.

The awards for Dis-
tinguished Contributions
to Education and Training
in Psychology and Distin-
guished Contributions for
Applications of Psychol-
ogy to Education recog-
nize psychologists who
make traditional contribu-
tions, who provide innova-
tions, or who are involved
in developmental phases
of programs that influence
education and training in

bysychology or psycholo-
Asgists who develop appli-
1g@tions of psychology in

convention in Chicago, Lawrence Yang, Co-Chair of the APAGS-Committee on Eth

Minority Affairs, presented a certificate to Lynn Rehm, President, in appreciation for t d

Division’s support. The money was used to support five conferences, which occur

j@orograms that educate or
rain specific individuals
e(e{ demographic groups.

across the United States in 1997 and served to bring together different perspectives ifn an Allnominations must

attempt to educate about the importance of multiculturalism within clinical practice
research. These events took place in Boston, MA; New York, NY; Chicago, IL; Philad
phia, PA; and Vermillion, SD, were multi-state in scope and attendance, and provid
valuable networking experience for students. APAGS-CEMA thanks Division 12 for
support of multiculturalism among graduate students.

JoiN Division 12

Membership includes subscriptions to the quarterly, The Clinical
Psychologist, and the journal, Clinical Psychology: Science and Practice.
Members also receive a 25% discount on Oxford University Press books
on psychology.

Assessments are only $40 per year for members and $22 per year for
student affiliates. Student affiliates must be enrolled in Clinical Psychology
doctoral programs.

For applications, contact: Division 12 Central Office, P.O. Box 1082,
Niwot, CO 80544-1082. Telephone (303) 652-3126. Fax (303) 652-2723.
E-mail: Ipete@indra.com.

dnclude a letter of nomina-
|lion citing the award for
ich the nomination is
made, and, specifically,
the Contributions to Edu-
cation and Training in Psy-
chology) or the major con-
tribution for applications to
education and training of
the nominee (Distin-
guished Contributions for
Applications of Psychol-
ogy to Education Award).
Nominations must also in-
clude a current vita and
two supporting letters.

Send nominations
and supporting materials
to Shirley Matthews, Edu-
cation Directorate, APA,
750 First Street, N.E.,
Washington, D.C. 20002-
4242. The deadline for re-
ceipt of this information is
June 1, 1998.
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