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Foreword 

For two decades, I have been responding to questions about the nature of health 
psychology and how it differs from medical psychology, behavioral medicine, and 
clinical psychology. From the beginning, I have taken the position that any applica­
tion of psychological theory or practice to problems and issues of the health system 
is health psychology. I have repeatedly used an analogy to Newell and Simon's 
"General Problem Solver" program of the late 1950s and early 1960s, which had two 
major functional parts, in addition to the "executive" component. One was the 
"problem-solving core" (the procedural competence); the other was the representa­
tion of the "problem environment." In the analogy, the concepts, knowledge, and 
techniques of psychology constitute the core competence; the health system in all 
its complexity is the problem environment. A health psychologist is one whose 
basic competence in psychology is augmented by a working knowledge of some 
aspect of the health system. 

Quite apparently, there are functionally distinct aspects of health psychology 
to the degree that there are meaningful subdivisions in psychological competence 
and significantly different microenvironments within the health system. I hesitate 
to refer to them as areas of specialization, as the man who gave health psychology 
its formal definition, Joseph Matarazzo, has said that there are no specialties in 
psychology (cited in the editors' preface to this book). With all respect to Mata­
razzo, whose knowledge of the history of psychology is as immense as his experi­
ence with present-day psychology, I would suggest that there are, at least, proto­
specializations. We can recognize such functional specializations on the basis of the 
time required for a person trained to the level of joumeyperson in one or more areas 
of psychology to achieve an equal level of competence in some other specific area. 

As one considers that statement, it is also apparent that the time required 
dependS" on the areas in which competence was previously attained. There are 
various bodies of theory, of technique, and of knowledge of environments (tacit and 
otherwise) that are essential to competent performance in many different settings 
where psychologists are to be found. There is a loosely defined disciplinary core of 
theory and knowledge that defines a psychologist. Beyond that, there is a vast 
amount of specialized theory and factual knowledge far too great to be mastered in 
total by any individual. So there is selective mastery of sections of the whole that 
produces, perhaps not specialties, but at least fuzzy sets of psychologists who 
communicate differently within and between their groupings. 

xi 



xii FOREWORD 

There appears to be a growing consensus that there is a core of knowledge and 
technique common to all practice of psychology, that is, the professional core. 
Evidence of such a core would be found, I suppose, in the demonstration that it 
takes less time for someone who has become a competent professional in one type 
of application to become competent in another than it takes for persons who have 
never practiced. Surely, that is a plausible expectation. Are there differing degrees 
of overlapping subsets of professional competence between industrial-organiza­
tional, school, counseling, forensic, and clinical psychology? That seems less certain. 

In the final analysis, the demonstration of competence must always occur in a 
particular environment and problem setting. It is at least an implicit assumption of 
this book that medical environments and problems have more in common with each 
other than they do with nonmedical settings, induding mental health settings. The 
book offers a powerful test of this assumption. For the most part, it takes for 
granted at least an adequate preparation in a generic clinical training program, and 
it undertakes to demonstrate how the competence acquired elsewhere must be 
modified and extended if proficiency in medical settings is to be achieved. The first 16 
chapters are concerned with issues common to all practices in a medical environment. 
Of these, the first 6 chapters focus upon types of hospital structure, education and 
training, and professional and political issues. Chapters 7 through 10 examine 
quality assurance, finances, marketing, and computers in practice. Chapters 11 
through 16 cover broad clinical and research topics that cross diagnostic categories. 

The second half of the book consists of 15 chapters that discuss in detail the 
clinical considerations that arise as the general principles are put to work in specific 
work environments. These chapters were written by persons actually experienced 
in the delivery of such services, and they are rich in the practicalities that must be 
faced day to day. A special quality emerges from the authors' adl).erence to the 
principle of presenting the assessment and treatment of particular psychomedical 
problems in the context of developing and operating a successful service program. 
This reader found himself frequently surprised by the ingenious way that some 
practical, micropolitical, or administrative problems had been handled rather than 
avoided, as has often been the case in other presentations, in which common 
problems have been glossed over or simply ignored. As one reads about program 
after program, one has a chance to see how and to what degree the general 
principles advanced in the introductory sections are realized in actual medical settings. 

The descriptions of each of the kinds of programs discussed here could be 
expanded into books in their own right. There are, in fact, books about a number of 
the chapter topics. Yet the presentations here are informative and comprehensive, 
and they are short enough so that they can be read for an overall impression. Thus, 
this book can serve as an orientation for postdoctoral trainees preparing for careers 
in medical settings, or for psychologists about to start new jobs in such settings, 
where the specific tasks to be undertaken are not fully defined, or for experienced 
clinical health psychologists who propose to expand their work into new settings. 
At this stage of the development of clinical psychology in medical settings, the 
psychologist associated with a medical center is likely to be functioning in a 
somewhat exploratory and entrepreneurial manner. Here is an excellent guidebook 
for such an exploration. 

GEORGE C. STONE 

San Francisco, California 



Preface 

The strength of clinical psychology is its scientific basis and its application of 
scientific methodology to the practice of psychology. It is that psychology of 
empiricism and that style of problem definition and hypothesis testing that we 
believe has uniquely fitted the practice of clinical psychology into the medical 
setting. The expansion of roles and the numbers of psychologists in medical 
settings set forth in this volume support this position. It was our intent as editors to 
highlight this growth and the wide range of clinical and nonclinical services 
provided by psychologists in medical settings. In order to present the information 
on clinical practice within the proper context, we felt that it was necessary to set the 
scene by reviewing the characteristics of the medical environment in general, the 
hospital itself, the politics and professional issues of hospital practice, finances, 
marketing, quality assurance, research, and the educational and training issues 
that prepare psychologists for this milieu. In order to truly underscore the strength 
of psychological practice within medical settings, we asked the chapter authors to 
stress the scientist-practitioner focus of the field. Clinical programs are described 
and program development is offered to the reader based on the scientific founda­
tions of the practice of clinical psychology. 

Throughout the text, the reader will find various generic labels for the activities 
of clinical psychologists in medical settings. These include health psychology., medical 
psychology, clinical health psychology, neuropsychology, rehabilitation psychology, behav­
ioral medicine, and clinical psychology. The title, Handbook of Clinical Psychology in 
Medical Settings, reflects our view that the success of psychology in medical settings 
is rooted in the core knowledge of the field of psychology as discussed by Joseph 
Matarazzo (1987; there is only one psychology, no specialties, but many applica­
tions-American Psychologist). 

A brief personal digression by the editors is in order. Each of us entered 
psychology with an interest in research and practice in "mental health." Under­
graduate psychology backgrounds and graduate courses and seminars prepared us 
for a Boulder model outlook on the mental health field. None of us considered a 
priori that a medical facility would be a place to carry out the scientific or clinical life 
of a psychologist. Serendipity found each of us, as part of our training, assigned to 
a "medical facility." The graduate-student peers of one of us thought that he had 
received the least desirable practicum spot, as there were "real" mental health 
facilities within which he could have trained. As they say, the rest is history. The 
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xiv PREFACE 

applicability of the general skills we learned in clinical training fit so well and so 
successfully within the medical setting and with medical patients that each of us 
received strong reinforcement, and we have remained within, and in combination, 
now have experienced well over 40 years of professional time in, that environment. 
We hope that this text reflects our commitment to and excitement about the medical 
setting as a place for research on and the practice of clinical psychology. 

Given our enthusiasm, we necessarily had to restrict the size and range of the 
topics so that they could be covered reasonably within this one book. Therefore, the 
reader will no doubt notice that not all topics, disease entities, diagnoses, or 
problems found in the medical setting are covered here. Again, the range of 
possible topics attests to the scope of clinical psychology in medical settings. 

Throughout the text, the reader will find mention of guild, turf, or political 
issues that can and do influence the daily practice, academic, and financial free­
doms of clinical psychologists in medical settings. The cartoon shown below 
appeared in the New Yorker and hangs in the office of Bryant Welch, Executive 
Director of the American Psychological Association's Practice Directorate. Little 
interpretation is needed to see the irony of the heretofore unwanted dragon being 
asked to address his foes. However, it is time that clinical psychologists in medical 
settings not see themselves as dragons (or the outsiders we once were) but begin to 
see themselves as sitting in the audience with the rest of the knights. Our armor 
may be less well heeled or just as shiny as the next knight's; our armor may be more­
or-less tarnished; our helmets may sport blue rather than purple plumes; but we are 
now and will continue to be members of the modern-day health-care alliance. It is 

"To begi" with, I '«.'ouU like to ex~rell my sincere thanks and dee~ anreciatio" for 
Ihe oPfor",nity to mut with you. While there are still profound differences between us, 

think the fJery fact of my presence here today is a major breakthrough." 

Drawing by W. Miller; © 1983 The New Yorker Magazine, Inc. Reprinted by pennission. 
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the theme of science and service and the politics of competence that support our 
place in the medical setting, not the appearance of our knightly accoutrements. 

We would like to thank our chapter authors for their energy and enthusiasm. 
Their forbearance through the editorial process and their gracious acceptance of our 
comments are gratefully appreciated. We thank Eliot Werner, Executive Editor at 
Plenum, for his interest and guidance in bringing a dream and an outline to press. 
We also want to thank our secretaries, Vanessa Schaeffer, Pat Barnes, and Elaine 
Richardson, for their hours of typing, photocopying, phone calling, and patience. 

We owe a debt of gratitude to our professors in psychology, who helped 
breathe life into the Boulder model, and to our colleagues in psychology, medicine, 
and psychiatry, who help reinforce the vitality of our professional lives. Thanks are 
also due to Edward Sheridan for his encouragement and helpful suggestions 
throughout this project. And a final, special thank you to Ira H. Sloan, Chairman, 
Department of Psychiatry, Evanston Hospital, for his support in providing a truly 
collegial, multidisciplinary environment. 

Glenwick et al. (1987) have offered a discussion of helpful suggestions and 
encouragements for, and the pitfalls encountered in, editing a book. Thus far, all of 
their insights have rung true to the present editors. They suggested that working 
with coeditors who have a similar value system is a strength. The present editorial 
product, for us, represents that strength and reflects a process of equal input, equal 
energy, equal commitment, and equal responsibility of the editors for the whole 
of this project. 

Time spent on this endeavor was personally and professionally enjoyable. 
Relationships renewed or established with colleagues across the continent reflect 
for us the vitality of clinical psychology in medical settings. 

Evanston, Illinois 
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PART I 

Introduction 
Since the inception of clinical psychology in medical settings, much has changed 
and is changing with regard to its practice. Before one can fully appreciate the 
current diversity and complexity of professional and practice issues and program 
development concepts, it is essential to garner an understanding of the scope of 
health-related clinical psychological practice and the nature of the medical environ­
ment itself. Therefore, in this introductory section, the reader is provided with the 
foundations from which a full appreciation of later sections can be derived. The 
editors (Chapter 1) provide a brief overview of the historical events, the trends of 
growth, and the ever-changing economic factors and professional roles impinging 
on clinical psychologists in medical settings. Robert J. Thompson, Jr. (Chapter 2) 
details the characteristics and interactions of psychology with the health care 
system, with an emphasis on the implications of ongoing changes for psycholo­
gists. This chapter concludes with a critique of psychology's current /I developmen­
tal tasks./I Bruce Bonecutter and Martin Harrow (Chapter 3) delineate the goals, the 
driving forces, and the internal workings of hospitals. Extending to virtually all 
medical settings, the information provided by these authors is central to under­
standing how and why medical systems operate the way they do. 

1 



CHAPTERl 

Clinical Psychology in Medical 
Settings 
Past and Present 

Jerry J. Sweet, Ronald H. Rozensky, 
and Steven M. Tovian 

Introduction 

The history of psychology has been traced 
through the behavior of early civilizations cov­
ering a span of 4,000 years (Kimble & Schle­
singer, 1985a, b). The history of modern scientific 
psychology is relatively brief, encompassing a 
little more than a century. Nevertheless, Pion 
(in press) noted that, since 1977, the demand 
for doctoral psychologists, as reflected by em­
ployment figures, has actually increased more 
rapidly than the employment of all other doc­
toral scientists. Further, Pion cited National Sci­
ence Foundation statistics indicating that, in 
1986,94% of doctoral psychologists were actu­
ally working in psychology. This figure repre­
sents a higher percentage than in any other 
scientific field. 

It has been generally agreed that Lightner 
Witmer's founding of the first American psy­
chological clinic in 1896 marked the beginning 
of clinical psychology (McReynolds, 1987). How-

Jerry J. Sweet, Ronald H. Rozensky, and Steven M. 
Tovian • The Evanston Hospital and Northwestern Uni­
versity and Medical School, Evanston, Illinois 60201. 
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ever, clinical psychology did not become well 
organized and recognized as a discipline, with 
guidelines for formal training programs and 
significant identification with the vocational ti­
tle clinical psychologist, until the 1940s (Strick­
land, 1988). Recent data gathered by Norcross, 
Prochaska, and Gallagher (1989) support the 
"veritable explosion" of clinical psychology in 
numbers, activities, and knowledge since World 
War II. 

Within clinical psychology, there has been a 
further specialization, referred to generically 
by various authors since the early 1970s as 
health psychology, clinical health psychology, medi­
cal psychology, or behavioral medicine. Rehabilita­
tion psychology, described in hallmark texts 
such as that by Neff (1971), preceded clinical 
psychology into the medical setting. With its 
own brief 40-year history, but now sharing 
many of the same goals and practices as health 
and medical psychology, modern American 
clinical neuropsychology has developed largely 
since the 1970s. Matarazzo (1987) argued that 
there is de facto recognition of subspecialties in 
clinical psychology, although formal or quasi­
legal recognition is yet to occur. Further, he 
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stated that, although formal specialization is 
evolving, today there is only one psychology 
with many applications. 

Current Trends 

Regardless of whether one prefers "health 
psychologist, n "medical psychologist," or some 
other title, the rapid growth and the strong 
presence today of clinical psychologists in medi­
cal settings are e~sy to observe. The number 
and quality of professional journals, profes­
sionalorganizations, and professional texts de­
voted to the interests and activities of clinical 
psychologists in medical settings support this 
point. Wedding and Williams (1983) demon­
strated convincingly the proliferation of new 
graduate-psychology training-courses in be­
havioral medicine and clinical neuropsychol­
ogy, as well as the dramatically increasing 
number of neuropsychology citations in psy­
chology and medical journals during the 1970s 
and the early 1980s. 

Howard, Pion, Gottfriedson, Flattau, Os­
kamp, Pfafflin, Bray, and Burstein (1986) docu­
mented a dramatic shift in doctorate production 
favoring those in the health-service-provider 
subfields of psychology. These authors noted 
that, in 1984, the majority (53.2%); approx­
imately 1,750 of new psychology doctorates 
were in the health-service-provider subfields. 
These authors also noted that, whereas the 
number of new health service providers in psy-
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chology has continued to rise dramatically over 
the years, the number of traditional academic 
and research providers peaked in the mid-
1970s and had returned by 1984 to its 1968 level 
(approximately 675 new doctorates). 

Equally impressive are data from the Na­
tional Library of Medicine indicating an enor­
mous increase in the number of books pub­
lished yearly on neuropsychology (from 3 in 
1979 to approximately 24 in 1986; Wedding, 
Franzen, & Hartlage, 1987). Clinical and re­
search interest in biofeedback during its brief 
history, has generated more than 2,000 journal 
citations since 1970 (Hatch & Riley, 1985) and 
has resulted in 3,300 applications and 1,727 
successful candidates for biofeedback certifica­
tion (Biofeedback Certification Institute of Amer­
ica, 1989). As can be seen in Table 1, the relative 
percentage of growth of membership in Divi­
sions of the American Psychological Associa­
tion (APA) with particular relevance to medical 
settings (e.g., Division 38-Health Psychology; 
Division 4O-Neuropsychology) has kept pace 
with and, in the case of Division 40, has greatly 
outdistanced the growth of the general clinical 
division (Division 12) and of the APA as a whole. 
In addition to the growth of selective divisions 
of the APA, Pion (in press) documented an 
increase of approximately 32% among psychol­
ogists working in "hospitals and clinics" from 
1977 (n = 5,393) to 1987 (n = 7,155). The growth 
of Division 42 (Independent Practice) seen in 
Table 1 may reflect the Switching of more expe­
rienced members in the health-service-pro-

Table 1. Membership of Selected Divisions of the American Psychological Association 

Division 

APA Clinical Rehabilitation Health Neuropsychology Independent~ctice 
Year total (12) (22) (38) (40) (42) 

1983 56,402 4,944 881 2,303 1,009 4,614 
1984 58,222 5,055 931 2,419 1,469 5,057 
1985 60,131 5,418 974 2,507 1,785 5,020 
1986 63,146 5,678 1,001 2,704 2,117 5,090 
1987 65,144 5,920 939 2,702 2,334 5,140 
1988 66,996 5,765 963 2,608 2,463 5,413 
1989 69,366 5,832 932 2,749 2,610 5,293 
7-year growth ('Yo) 23 18 6 19 159 15 
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vider subfields in psychology from organized 
human service settings (Le., medical settings) 
to independent practice (Howard et al., 1986), 
which of course may continue to involve medi­
cal patients. Division 42 (Independent Practice) 
has its own "Hospital Practice Committee," 
and Division 29 (Psychotherapy), published a 
special issue of its journal, Psychotherapy, in 
Fall 1988 focusing on special issues of psycho­
therapy in the new health care system. 

When examining Table 1, one may wonder 
why there has been so little growth in Division 
22 (Rehabilitation), as the number of ads in the 
APAMonitor and the evaluation of employment 
trends for psychologists (e.g., Pion, in press) 
strongly suggest an increasing demand for cli­
nicians to work in rehabilitation settings. Be­
cause many of these rehabilitation positions 
involve working with head injury and stroke 
patients, it is likely that neuropsychologists, 
strongly identified with Division 40 rather than 
with Division 22, are filling many of these posi­
tions. 

Overall, the available data strongly suggest 
that the rate of growth of the de facto specialty 
areas most associated and identified with med­
ical settings is sizable and, in some cases is 
unparalleled by other areas within clinical psy­
chology, either past or present. 

It remains historically important in demon­
strating this continuing trend to note that the 
number of identified clinical psychologists em­
ployed as faculty in medical schools rose from a 
total of 255 in 1953 (Mensch, 1953) to 2,336 in 
1976 (Lubin, Nathan, & Matarazzo, 1978) and 
recently estimated to be approximately 3,000 
(Clayson & Mensh, 1987). In 1953, only 2.5% of 
the APA membership were identified as work­
ing in medical schools, as compared to 6.0% in 
1976 (Gentry & Matarazzo, 1981). Gentry and 
Matarazzo further reported that only 47% of 
medical center psychologists were employed 
full-time in 1955, whereas 71% were employed 
full-time in 1976. In addition, these authors 
noted that, in 1981, professional psycholOgists 
were employed in virtually all (98%) medical 
schools in the United States as compared to 
only 73% of such institutions in 1953. The ratio 
of the available psychologists in medical set-

tings to the number of medical students de­
creased significantly from 1:88 in 1955 to 1:24 in 
1976 (Gentry & Matarazzo, 1981). 

Impact of Education and Training 

Strong emphasis has been placed on the sci­
entist-practitioner model for clinical psycholo­
gists working in medical settings (e.g., Miller, 
1983; Stone, 1983). Interestingly, and perhaps 
not well known to many psychologists, some 
of our medical colleagues, particularly those_ 
within physician training programs, also ad­
here to a scientist-practitioner model. In fact, 
the American Society for Clinical Investigation, 
founded in 1909, is an organization of physi­
cians that promotes the scientist-practitioner 
model within the medical community (Kelley, 
1984). Chapter 16 by Malec and Chapter 17 by 
Rozensky, Sweet, and Tovian in this book dis­
cuss the rationale, growth, and necessity of 
scientifically based practice in the medical set­
ting. 

Conferences on education and training have 
resulted in guidelines for health psycholOgists 
and clinical neuropsychologists at both the pre­
doctoral and the postdoctoral levels (American 
Psychological Association, Division of Health 
Psychology National Working Conference on 
Education and 'fraining in Health Psychology, 
1983; International Neuropsychological Soci­
ety Task Force Report on Education, Accredita­
tion, and Credentialing, 1981). The result has 
been that more clinicians have been better pre­
pared for work in medical settings and have 
been more interested in seeking work within 
medical settings. Position openings in these 
areas have also expanded rapidly, as exem­
plified by the increase in the percentage of APA 
Monitor advertisements for clinical neuropsy­
chology positions from 1 % in 1976 to 9% in 1986 
(D~mato, Dean, & Holloway, 1987). Howard et 
al. (1986) found that nearly one half of new 
doctorate recipients were taking full-time posi­
tions in health care settings. A prior study by 
Grzesiak (1984) of APA Monitor advertisements 
suggested that approximately 40% of 330 health­
related positions in a one-year period were for 
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health psychology and behavioral medicine 
positions, whereas 24% were in neuropsychol­
ogy, 14% in rehabilitation, and 11% in pedi­
atrics. Hospitals and clinics, colleges and uni­
versities, and medical schools were the highest 
ranking employers of these health-related pro­
fessionals. A quick tabulation of recent ads in 
the Monitor will show these proportions to have 
varied in recent years (e.g., rehabilitation posi­
tions appear to have increased dramatically 
since 1986). However, the conclusion is the 
same: Clinical psychology in medical settings 
continues to grow. 

In its biennial survey of psychologists' sal­
aries, the American Psychological Association 
(1988) found that 15% of the respondents in the 
human services areas were in hospital set­
tings. The survey offers comparisons of sal­
aries of those employed in general hospitals, 
psychiatric facilities, independent practice, ac­
ademia, and other settings and may be of inter­
est to the reader. In their practice survey of 270 
Division 38 (Health Psychology) practitioners, 
Piotrowski and Lubin (1989) found that, of the 
respondents' primary occupational settings, 
25% were in a medical center or hospital, 17% 
in a medical school, 17% in a university or 
college, 5% in the Veterans Administration, 4 % 
in an outpatient clinic, and 28% in private prac­
tice. Norcross et al. (1989) reported that 5% of 
Division 12 (Clinical) members worked primar­
ily in a general hospital. According to data 
published by the National Science Foundation, 
the number of doctoral psychologists employed 
in hospitals and clinics was 7,155 in 1987 (Pion, 
in press). Even this figure undoubtedly under­
estimates the total number of psychologists 
working with medical patients by not including 
all those doing so as private practitioners (not 
employees). 

Financial Imperatives 

The rapidly changing economics of Ameri­
can health-care practice today have fostered an 
increasingly competitive environment. For ex­
ample, Light (1986) highlighted the compet-
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itiveness between for-profit hospital chains 
and traditional teaching hospitals. Within this 
context of competition and change, the need 
for documentation of cost effectiveness seems 
to have served to support explicitly those pro­
grams and practices that are empirically based 
and highly accountable, whether they are staffed 
by clinical psychologists or by other health­
care providers. As discussed by Schneider 
(1987), Genest and Genest (1987), and Cum­
mings in this book (Chapter 8), the available 
data on the cost effectiveness of behavioral 
medicine interventions is impressive in argu­
ing that they be funded. For example, von 
Baeyer (1986) noted that the majority of behav­
ioral medicine intervention studies have found 
a reduced use of medical resources (and there­
fore cost savings) following treatment. Boude­
wyns and Nolan (1985) argued that the framers 
of health care policies such as Medicare, based 
on diagnosis-related groups (DRGs), should 
recognize and support clinical psychologists 
because many of their techniques can reduce 
the cost and consumption of health care through 
programs that reduce behavioral risk factors, 
increase compliance with medical regimens, 
and prepare patients for stressful medical pro­
cedures. 

The already research-based practices of clini­
cal psycholOgists in medical settings have, for 
the most part, continued to grow, despite gen­
eral economic setbacks in many areas of health 
care, including mental health. Nevertheless, 
the seemingly unpredictable and increasingly 
hostile economic climate of health service de­
livery in all disciplines has served to create 
increased competitiveness, both between and 
within disciplines. This tense climate has caused 
some concern among clinical psychologists that 
we be careful to respond to the increased com­
petitiveness in a manner that is not harmful to 
relationships with our colleagues in medicine, 
or in psychology, whether applied or academic 
(Sweet & Rozensky, 1991). Unfortunately, an 
obvious outgrowth of the sometimes painful 
evolution of our discipline and the larger politi­
cal-economic systems with which we interact 
has been increasing friction between academic 
and clinical psychologists. The recent turmoil 
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regarding the failed attempts to reorganize the 
American Psychological Association (Rodgers, 
1988) reflect that friction (see Wright and Fried­
man, Chapter 32 in this book). 

Roles of the Psychologist 

From the overview of the historian, Kimble 
(1985) noted that the history of psychology has 
been one of evolution, rather than revolution. 
Instead of "Kuhnian breakthroughs," there 
has been "a gradual accumulation of knowl­
edge that produces a change in atmosphere, a 
change in the way in which we think about 
psychological problems" (p. 18). Kimble also 
noted that "progress in psychology appears to 
come from the application of objective and 
quantitative methods" (p. 18). As the applica­
tion of psychological methods in medical set­
tings becomes more specialized, the diagnostic 
and treatment roles of clinical psychologists 
will also become more subspecialized, as has 
already been evident for some time within 
medicine (e.g., radiologists who only diagnose 
spinal disorders, neurologists who only diag­
nose and treat brain tumors, cardiologists who 
only perform angioplasty, and oncologists who 
only engage in radiotherapy of cancer patients). 
Diekstra and Jansen (1988) described aptly the 
need for a natural evolution of psychology'S 
role in the "new" health care systems: 

Of decisive importance for the future of psychology 
as a discipline within the health sector will be its 
ability to establish an accepted role within primary 
health care. This necessarily implies within the dis­
cipline itself a well-defined and visible distinction 
between psychologists as general or primary mental 
health care providers and psychologists as specialty 
mental health workers. One point to be emphasized 
is that simply repackaging an old product (spe­
cialized care) rather than changing the product to 
meet the changing needs of people and the chang­
ing ways in which health care will be offered in the 
future, is self-destructive. Appropriate research 
and training must be an ongoing part of psychol­
ogy's activities or else patients and policymaking 
bodies will simply move on to other profeSSional 
groups who may be offering services which seem 
more helpful, relevant, appropriate, and cost effi­
cient. (p. 350) 

The specific roles filled by clinical psycholo­
gists working in medical settings are diverse and 
have changed across time. These roles include 
diagnostician, therapist, teacher, researcher, 
and administrator (e.g., Gentry & Matarazzo, 
1981). If we look only at psychologists working 
in medical schools, it appears that the roles of 
therapist, teacher, and administrator increased 
substantially from 1955 to 1964 to 1977 (Nathan, 
Lubin, Matarazzo, & Persely, 1979). For exam­
ple, among psychologists working in medical 
schools, Nathan et al. found that the percentage 
of time spent performing administrative activ­
ities increased from 11 % in 1955 to 22% in 1977. 
As pointed out by Gentry and Matarazzo (1981), 
it is extremely important that the roles of psy­
chologists in medical settings evolve and diver­
sify. Matarazzo's discussion (1987) of the inher­
ent strength of the application of the principles 
of psychology to the medical or health care 
arena illustrates this diversity and adaptability 
of clinical practice in medical settings. This 
diversification and adaptability are perhaps 
the best indicators of prosperity and surviv­
ability within a politically and economically 
complex system that is constantly evolving at 
what appears to be an increasing rate. 

Future Directions 

Pion (in press) described the major Ameri­
can societal transformations as being driven by 
a shift toward the delivery of services and a 
growing reliance on specialized scientific and 
technical knowledge. Pion noted that all disci­
plines have felt the impact of these changes, 
and that psychology'S strong scientific frame­
work has permitted gains during these times. 
It is interesting that the same strategies that 
Goldsmith (1989) pointed out as necessary for 
hospitals to survive the "next wave of economic 
pressures" can also be recommended to psy­
chologists who seek to survive the changing 
health care economy while working in medical 
settings. With regard to hospitals, Goldsmith 
suggested that a successful strategy will re­
quire renewed and deeper collaboration with 
physicians; solutions to problems of produc-
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tivity; refocusing ambulatory and chronic care 
services; and managing for medical value (p. 
107). Goldsmith expected that (1) hospitals will 
offer more ambulatory services and will con­
tinue to move services now housed within the 
hospital out into the community; (2) acute care 
will be concentrated in a relatively small num­
ber of high-tech regional centers; (3) commu­
nity hospitals will decentralize to the point that 
they primarily provide diagnosis and treat­
ment of the chronically ill; (4) as technology 
makes advances over disease, most illness will 
be associated with aging (Le., hospitalized pa­
tients will be older); and (5) by the mid-1990s, 
quality indicators will be a major factor among 
consumers seeking health care. 

Within the context of Goldsmith's observa­
tions, it is noteworthy that a survey by Stabler 
and Mesibov (1984) found that both pediatric 
psychologists and health psychologists reported 
physicians' lack of knowledge about the avail­
ability of psychological services as the number 
one perceived roadblock (by a large margin) to 
working with physicians. By comparison, lack 
of professional preparation, mental-health-pro­
fessional overpopulation, and insufficient pa­
tients were reported to be negligible roadblocks 
to providing services in medical environments. 
The clinical chapters in this book address how 
to acquaint physicians with the psychological 
services available in medical settings. 

Summary 

Although there are numerous professional 
and clinical problems, significant bodies of 
knowledge now exist for and measurable prog­
ress has been made in providing psychological 
services in the medical setting. In their national 
survey of psychologists regarding medical staff 
membership and clinical privileges, Boswell, 
Litwin, and Kraft (1988) documented that pro­
gress in this area is coming, although slowly. 
Two publications by the American Psychologi­
cal Association (A Hospital Practice Primer for 
Psychologists, 1985, and Hospital Practice: Advo­
cacy Issues, 1988) and a recent special issue of 
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the AP& Journal of Consulting and Clinical Psy­
chology (57, 3, 1989) on coping with medical 
illnesses and procedures underscore the im­
portance to psychologists of practice in medical 
settings. The chapters that follow elucidate 
and define the professional, economic, politi­
cal, and clinical status of psychological practice 
in medical settings. The breadth and diversity 
of the content in the following pages are a testa­
ment to the scope of clinical psychology in 
medical settings. Whether referred to in terms 
of the newer applications of health psychology 
or of the more traditional psychological prac­
tices, the science and practice of clinical psy­
chology in the medical setting have become a 
significant part of the evolving history of psy­
chology as a whole. Finally, the continued suc­
cessful evolution, survival, and growth of clini­
cal psychology in medical settings will depend 
on the scientifically based clinical practice of 
psychology and the flexibility and adpatability 
of that practice in the changing context of 
health care. As pointed out earlier, Matarazzo 
(1987) eloquently reminded us all· that we re­
main "one psychology" with many applica­
tions. 
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CHAPTER 2 

Psychology and the Health Care 
System 
Characteristics and Transactions 

Robert J. Thompson, Jr. 

Introduction 

The purpose of this chapter is to delineate the 
challenges and opportunities confronting psy­
chology as a health care science and profession 
that arise from the transactions of psycholo­
gists with medical settings. These transactions 
are considered from the perspective of the 
unique characteristics and contributions of 
psychologists and the characteristics of a health 
care system that is currently undergoing un­
precedented changes. 

Two premises affect this perspective. One is 
that psychology as a behavioral science and 
profession has much to offer the field of health 
care and, in tum, has much to gain from its 
involvement in that field. The second premise 
is that the development of psychology as a 
health care science and profession is related to 
how psychologists handle the developmental 

This chapter is an expanded version of an invited address, 
"Psychology in hospitals: Challenges and opportunities," 
presented at the American Psychological Association An­
nual Convention, August, 1988, Atlanta, Georgia. 

Robert J. Thompson, Jr. • Duke University Medical 
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tasks of identity, autonomy, and competency 
that arise out of the transactions of the substan­
tive advances in psychology with the needs 
and expectations of society. 

Historical Perspective 

One way to appreciate the developmental 
course is to examine the formative processes of 
psychology as a health care science and pro­
fession. What have been the essential, charac­
teristic, and defining features of psychology'S 
transaction with societal health needsand ex­
pectations, and what do these features portend 
for psychology's future development? 

Dennis (1950) pointed out that, in the history 
of medicine and in the history of psychology, 
one frequently encounters the same names: 
Galen, Descartes, Helmholtz, Locke, Hartley, 
Fechner, Wundt, Janet, McDougall, James, and 
Freud. Not only have medicine and psychol­
ogy been histOrically intertwined, but since 
psychology emerged as a separate discipline a 
little more than 100 years ago, their interrela­
tionship has been periodically addressed. 

In 1911, a symposium on the topic "The Rela-
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tions of Psychology and Medical Education" 
was sponsored by a joint session of the Ameri­
can Psychological Association (APA) and the 
Southern Society for Philosophy and Psychol­
ogy. The papers presented at this symposium 
by psychologists (Shepard Ivory Franz and 
John Broadus Watson) and physicians (Adolf 
Meyer, E. E. Southard, and Morton Prince) (see 
the Journal of the American Medical Association, 
1912, 58, 909-921) reflect the perception 75 
years ago that the new science of psychology 
had something to contribute to medical educa­
tion, research, and practice. However, to realize 
its potential contribution, psychology needed 
to become more valuable or useful by address­
ing the problems confronted by the medical 
practitioner. Through this process, psychology 
in turn would be enhanced. 

Almost four decades after the 1911 sympo­
sium, another symposium was held, and the 
papers were subsequently published in a book, 
Current Trends in the Relation of Psyclwlogy to 
Medicine (Dennis, 1950). The major questions 
addressed were: "What have we [psycholo­
gists] offered, what do we now have to offer, 
what do we purpose to offer to medicine?" (p. 
5). Today, 40 years later, these remain the salient 
questions, with one important modification. 
Today, the question is what psychology has to 
offer not to medicine, but to health care. 

In addressing the questions of 1950, Dennis 
pointed out the contributions that psychology 
had already made in the areas of intelligence, 
child development, and clinical psychology. 
He maintained that "the application of learning 
principles to the prevention and cure of disease 
remains primarily for the future" (p. 6). Dennis 
also made the following observation: "It may 
be that our most basic contribution will not be a 
specific discovery, but rather a promulgation of 
an objective approach to human behavior" (p. 7). 

Robert Felix (1950), a physician and director 
of the Institute of Mental Health of the U.S. 
Public Health Service, portrayed psychology as 
one of the basic sciences for public health and 
made the point that "public health makes use 
of the kinds of personnel it needs" (p. 14). Felix 
outlined the five major objectives of the public 
health program: the measurement of the nature 
and extent of health problems; the develop-
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ment of inexpensive, rapid, and valid methods 
for the identification of those who need care; 
rapid and economical treatment; prevention of 
illness; and health promotion. Felix maintained 
that, although the field of mental health was 
the public health area in which psychology 
had been most active, pertinent knowledge ex­
isted in many fields of psychology that were 
germane to the task confronting public health 
more generally. However, in addition to ad­
vancing knowledge through research, he con­
tended that psychologists must be willing to 
work in public health organizations "translat­
ing the findings of research into the life pat­
terns of people" (p. 22). Felix also maintained 
that psychology could deal with these impor­
tant public health problems with "no loss of 
vigor and with every expectation of maintain­
ing a thoroughly health scientific selfhood" 
(p. 24). 

Carlyle Jacobsen (1950), a psychologist and 
Executive Dean for Medical Education at the 
State University of New York in Brooklyn, 
noted that 

the psychologist is distinguished from the psychi­
atrist in interest and training, in the kinds of service 
which he is prepared to bring to the patient, and by 
training in research that most closely resembles that 
of the investigator in physiology and the biological 
and natural sciences. (p. 33) 

Jacobsen maintained that psychologists are 
appointed to the hospital staff or to the teach­
ing and research staff of the medical school 
because they have contributions to make to 
patient care and to the education of medical 
students. However, Jacobsen saw the increase 
in medical knowledge and the mobilization of 
this knowledge for patient service as coming 
about because medicine, as a university disci­
pline, accepts responsibility for the advance­
ment of knowledge. Although acknowledging 
that psychology could contribute to patient 
care and medical education, Jacobsen urged 
that psychology not neglect its responsibility 
for basic research. 

In retrospect, several themes can be dis­
cerned that would prove to be formative in the 
development of psychology in the years to fol­
low. By 1950, psychology had grown to be use­
ful particularly in the field of mental health in 
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response, in large part, to the influence of Vet­
erans Administration programs after World War 
II. However, the potential for psychology to 
contribute to the broad societal mission of pub­
lic health had not yet been realized. Increasing 
demands from society for psychology to con­
tribute could be expected. The unique contri­
butions of psychology to advancing knowl­
edge, to teaching, and to service would stem 
from psychology as a behavioral science. 

Psychology as a Health Science 
and Profession 

Additional initiatives by the federal govern­
ment in the 1960s provided new opportunities 
for psychology in the mental health field and 
facilitated the interface of psychology with 
physical health. For example, in 1962, the Na­
tional Institute of Child Health and Develop­
ment was founded to support biomedical and 
psychological research related to child devel­
opment. Another example was the enactment 
of federal legislation in 1963, the Mental Retar­
dation Facilities and Community Mental Health 
Centers Construction Act of 1963 (Public Law 
88-164)(Thompson & O'Quinn, 1979). This leg­
islation reflected societal concerns about pro­
viding services, and about training service pro­
viders, for citizens with mental illness and 
mental retardation and was a stimulus to the 
further development of clinical and community 
psychology. In addition, this 1963 legislation 
established a network of University-Affiliated 
Facilities for training students from a number 
of disciplines in the provision of interdisciplin­
ary services to children with developmental 
disorders. 

Shortly thereafter, within the disciplines of 
psychology and pediatrics, there was recogni­
tion of the utility of collaboration. Julius Rich­
mond, U. S. Assistant Secretary for Health and 
Surgeon General, stressed that pediatrics 
needed to emphasize all aspects of the child, 
not just biological development, and also that 
child development rather than child psychiatry 
was an appropriate basic science for pediatrics 
(Richmond, 1967). 

Kagan (1965) sensed "a new liaison between 
the behavioral sciences and pediatrics" (p. 272), 

and he foresaw the marriage of pediatrics and 
psychology as leading to "a corpus of cognitive 
products that would not have occurred had 
each remained single for much longer" (p. 272). 
Wright (1967) saw the "pediatric psychologist" 
as one of the offspring of this marriage. He 
defined a pediatric psychologist as one who 
worked primarily with children in a nonpsy­
chiatric medical setting and who was ideally 
"competently trained in both child develop­
ment and in the child clinical area" (p. 323). 
Wright cautioned that it would be important to 
develop unique knowledge and competencies 
from this interface of psychology and pedi­
atrics and not just to rely on applications of 
current knowledge. Wright wrote that "no be­
havioral discipline or subspecialty can justify 
its existence in the present world unless it has 
something unique to contribute to knowledge" 
(p. 325). 

The recognition of the potential offered by 
the involvement of psychology in health prob­
lems was not limited to the area of pediatrics. 
In a 1969 article that has proved to be seminal, 
William Schofield provided the vision of a 
broader role for psychology expanding out 
from the confines of mental health to the broader 
purview of health. Schofield developed the 
view of psychology as a life science and wrote: 

if we accept psychology as a life science, we need 
only to acknowledge the possibility that its discov­
eries may have health fostering applications at every 
level and in every dimension of its total endeavors. 
(p. 567) 

Schofield perceived that there existed in the 
late 1960s new stimuli to a broader role for 
psychology as one of the health sciences. These 
new stimuli were the goals and objectives of 
federal agencies such as the National Institute 
of Mental Health, the National Institute of 
Child Health and Development, the Bureau of 
the Education of the Handicapped, and the 
Office of Education. These federal agencies, 
charged with responsibilities for the health and 
welfare of our society, wanted more from psy­
chology than they were then getting and had 
the funds to support research, training, pilot 
programs, and program evaluation. 

Schofield also perceived that the most valu­
able and unique contributions of psychologists 
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were those "evolving from our expertise in the 
study of complex behavior and from our funda­
mental commitment to critical evaluation" (p. 58). 
He also recognized that, although supportive, 
society would also be increasingly demanding, 
and he commented on psychology's obligation 
as a profession to be socially responsive: 

it is no longer a question of fighting for a place at the 
table. We are accepted there. But our continued 
presence will demand justification in terms of our 
day to day contributions. If we wish to eat at soci­
ety's table we must be able and willing to till soci­
ety's fields. (p. 581) 

Biopsycbosocial Model 

By the mid-1970s, there was an increasing 
recognition within medicine of the need for a 
new model. George Engel (1977), a physician, 
traced the historical origins of the reduction­
istic biomedical model to the emergence of 
mind-body dualism, which had resulted in 
the application of the scientific approach to 
biological processes and the ignoring of the 
behavioral and psychosocial processes. He ad­
vocated a biopsychosocial model as a way to 
"broaden the approach to disease to include 
the psychosocial without sacrificing the enor­
mous advantages of the biomedical approach" 
(p. 131). 

In 1977, behavioral medicine emerged as the 
interdisciplinary field concerned with the de­
velopment, integration, and application of be­
havioral and biomedical scientific knowledge 
and techniques to health and illness (Schwartz & 
Weiss, 1978). Psychology's research, education, 
and service contribution to the field spawned 
the new area of health psychology. The new 
APA Division of Health Psychology emerged 
in 1978. 

In these developments, Weiss (1987) called 
our attention to the critically important role of 
underlying models. Weiss maintained that it 
was the emergence of multifactorial approaches 
to the pathogenesis of disease that enabled the 
links between the behavioral and the biomedi­
cal sciences and that facilitated conceptual de­
velopment in behavioral medicine. 

Again, the federal government played a ma­
jor role in the development of these new bio-
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behavioral initiatives. The National Institute of 
Health was most helpful through the National 
Heart, Lung, and Blood Institute support of 
research training and the establishment of a 
Behavioral Medicine Study Section (Matarazzo, 
1980). 

It was clear that multifactorial approaches 
had become necessary to confront the com­
plexity of health problems. The concern now is 
to determine how biological and psychosocial 
processes act together in health and illness 
across the life span. 

The Changing Health Care System 

Having examined the characteristics that 
psychology, as a behavioral science and health 
care profession, brings to the transaction with 
societal needs and expectations, we now need 
to examine the current environment of major 
importance, that is, the characteristics of to­
day's health care system. The system is experi­
encing major changes fueled by increasing de­
mands for health services and an increasing 
determination to contain costs. There are four 
major issues to discuss: (1) the increasing num­
ber of health care providers; (2) corporatization 
and bureaucratization; (3) administrative waste; 
and (4) the crisis in medical education. 

Health Care Providers 

Starr (1982) provided figures reflecting the 
physician surplus in this country. From 1965 to 
1980, the number of medical schools increased 
from 88 to 127. The number of annual physi­
cian graduates rose from 7,409 to 17,000. Phy­
sicians in active practice increased from 337,000 
in 1975 to 450,000 in 1980 and will reach 600,000 
by the end of the decade. Starr wrote that, for 
every 100,000 people, we had 148 doctors in 
1960,177 in 1975, and 202 in 1980, and we will 
have 245 by 1990. 

Starr (1982) also pointed out one of the con­
sequences of the physician surplus: "In 1975, 
there were 565 Americans per doctor; by 1990 
there will be 404-a reduction of nearly 30 
percent in the potential clientele for the average 
physician" (p. 424). 
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In addition to the increase in physicians' 
numbers, there also has been growth in other 
health care disciplines. Dorken and Bennett 
(1986) reported that the number of licensed 
psychologists was 20,000 in 1974 and increased 
128% to 45,600 in 1985. During the same pe­
riod, there was a 46% increase in psychiatrists 
to about 38,000. Based on data from several 
national surveys, Matarazzo, Carmody, and 
Gentry (1981) chronicled the almost tenfold in­
crease in the number of psychologists em­
ployed in medical schools from 255 in 1953 
(Mensh, 1953) to 2,336 in 1976 (Lubin, Nathan, 
& Matarazzo, 1978). These increasing numbers 
of physicians, psychologists, and other health 
care providers have resulted in ihcreasing com­
petition for the health care dollar. 

Corporatization and Bureaucratization 

The United States is also in the midst of what 
has been called the corporatization and bureau­
cratization of health care. Although there have 
been concerted efforts to keep socialized medi­
cine from coming in the front door, corporate 
medicine has come in the back. We are now ex­
periencing rampant entrepreneurialism, which 
is fueled by cost containment pressures on one 
hand and profit motives on the other. 

Starr (1982) provided the following data. In 
1970, the Hospital Corporation of America 
(HCA) controlled 23 hospitals. In 1981, HCA 
owned or managed about 300 hospitals. In 
1976, profit-making chains owned or managed 
hospitals with 72,282 beds. By 1981, this figure 
had increased 68%, to 121,741 beds. 

There has also been a proliferation of health 
care models, particularly prepaid programs, 
such as health maintenance organizations 
(HMOs) and preferred-provider organizations 
(PPOs), efforts at horizontal and vertical inte­
gration, managed care, and sophisticated mar­
keting. At the same time, there is increasing 
external regulation, such as DRGs (diagnosis­
related groups), to control costs by focusing on 
the clinical services provided. Cost contain­
ment measures increase competition among 
health care providers for health dollars and 
also foster bureaucratization. We have seen the 
rise of the managers with a perceived mandate 

to "rationalize" the health care system. We can 
anticipate increasing tension between man­
agers and health care professionals, as well as 
an erosion of the previous prerogatives of pro­
fessionals to manage their professional activ­
ities. Rationality is allegedly to be, achieved 
through better organization and control over 
providers in the name of efficiency and quality. 
Strategic decisions, the "what" and "how much" 
regarding services, will be the purview of the 
manager, and the professional will be left with 
the "how." Managers can be expected to pro­
vide the services that are adequately reim­
bursed and profitable and to curtail those that 
are not. Furthermore, Scott (1985) warned us 
that "managers are increasingly likely to pro­
mote deprofessionalization, if not proletaria­
nization, of allied health workers" (p. 119). One 
consequence of corporatization and bureaucra­
tization is likely to be increasingly inadequate 
health care for the poor. Various estimates sug­
gest that there are already 35 million persons in 
this country who are inadequately insured. 

Administrative Waste: 
Cost without Benefit 

Recently, Himmelstein and Woolhandler 
(1986) called attention to the fact that the focus 
of cost containment has been on curtailing the 
volume of clinical services, whereas the costs of 
health administration are usually regarded as 
fixed. There needs to be a focus on administra­
tive waste, which is cost without benefit. They 
added that the bureaucratization of medical 
care in the United States is reflected in the 
rising cost of health insurance overhead, hos­
pital and nursing-home administration, and 
doctors' office expenses. Whereas from 1970 to 
1982, the number of physicians and total health 
care personnel increased 48% and 57%, respec­
tively, the number of health care administrators 
increased 171%. The total cost for health care 
administration in the year 1983 was estimated to 
be $77.7 billion, which amounted to 22% of all 
spending for health care in the United States. 
Himmelstein and Woolhandler (1986) main­
tained that much of the administrative expense 
is attributable to the reimbursement system, 
which requires that charges for each service be 
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attributed to a specific patient. Also contribut­
ing are the costs of the regulation and enforce­
ment bureaucracies and of marketing services. 

Cost containment efforts must focus on ad­
ministration as well as on clinical practice. 
There are those who believe that a national 
health insurance program may offer substan­
tially reduced health care administrative costs 
through a more efficient reimbursement sys­
tem. In terms of providing access to health care 
for all our citizens and in terms of reducing 
administrative cost, national health insurance 
warrants fuller consideration. 

Medical Education 

The crisis in medical education involves do­
ing a better job of training students in a biopsy­
chosocial model and at the same time surviv­
ing in the increasingly competitive health care 
marketplace that presents a very real threat to 
the educational viability and fiscal solvency of 
academic medical centers and their teaching 
hospitals. 

The Flexner report of 1910 contributed to the 
decision to locate medical schools within uni­
versities and facilitated the development of the 
modern medical university, with its basic sci­
ence and clinical curricular components. At a 
recent conference on medical education mark­
ing the 75th anniversary of the Flexner report, 
Charles Vevier (1987), a historian, maintained 
that, since the Flexner report, there has been a 
tension in medical schools between the educa­
tional mission and the press to function as a 
public service agency taking in social, busi­
ness, and applied-science concerns. Vevier noted 
that, although medical schools became univer­
sity-based and adopted biological science as 
the knowledge base for professional medical 
training, they did so on a guarded and autono­
mous basis and have been able to maintain an 
operational relationship almost independent of 
the university. Over the years, universities and 
academic health sdence centers have expanded 
to encompass educational, service, and re­
search activity. Vevier also commented that the 
combination of economic stringency and gov­
ernment oversight has placed more emphasis 
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on accountability and has exacerbated existing 
"separatist tensions involving operational con­
trol and academic integration between the uni­
versity and medical education" (p. 10). 

Robert Petersdorf (1987), president of the As­
sociation of American Medical Colleges, was a 
conference participant. He perceived that the 
surplus of physicians, which has resulted in a 
decrease in patients in general and in full-pay 
patients in particular for teaching hospitals, 
and the changing methods of reimbursement 
for both hospitals and physicians have contrib­
uted to an emphasis on cost containment and 
competition. These factors have made a pro­
found impact on medical education by affect­
ing medical school revenues. Petersdorf main­
tained that teaching hospitals "have become 
too costly in an era of competition and cost 
cutting" (p. 26). Their cost is influenced by 
having to maintain a high-quality paid faculty; 
to provide multiple, special, and intensive ser­
vices; and to provide services for the poor. Dis­
counted reimbursement practices such as DRGs 
make cost shifting more difficult. Because the 
hospital overhead is passed on, charges for 
ambulatory medicine are noncompetitive and 
also less efficient. Academic clinical depart­
ments have had to become very large to meet 
their teaching, research, and patient care mis­
sions; to earn enough income through the prac­
tice plans to keep faculty salaries competitive; 
and to subsidize the educational and research 
missions. These demands have placed many 
academic departments on treadmills, and the 
effect on the quality of the teaching of medical 
students has been adverse. Changes in the 
medical marketplace are such that price has 
become a major determinant as reflected in the 
rise of preferred-provider organizations. The 
shift toward "marketed" medicine and the ver­
tical integration of new forms of health care 
delivery that incorporate sophisticated market­
ing and sales operations present a very real 
threat to the educational viability and the fiscal 
solvency of academic medical centers and their 
teaching hospitals. 

At the same time that medical schools are 
confronting these economic realities, there is 
increased pressure to incorporate behavioral 
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and social science perspectives into the train­
ing of physicians and to reconcile humanism 
and technology in medical education. One so­
lution is a closer integration of the medical 
school and the university (Fein, 1987, p. 73), 
which would enable scholars from the univer­
sity to address medical care issues. Edmond 
Pellegrino (1987), a physician who has been a 
medical school dean and president of Catholic 
University, argued that medicine, to be taught 
liberally rather than vocationally, must take ad­
vantage of its location in the university. He 
views the university as the locus for the dia­
logue between medicine and the humanities 
and social sciences that is necessary for the 
reconciliation of technology and humanism. 

To meet these substantial educational and 
economic challenges, integration is necessary 
on two fronts. Medical schools and teaching 
hospitals will need to cultivate collaborative 
relationships with community-based compo­
nents of the continuum of health care services, 
not only to maintain economic viability but 
also to provide quality education that utilizes a 
broad spectrum of patients and services. In 
addition, universities with vision and leader­
ship will promote integration of the medical 
school and the arts-and-science components to 
achieve both cost effectiveness and a higher 
quality in educational programs. Integration 
will enable an infusion into the medical school 
of university resources in the behavioral and 
social sciences and can reduce the duplication 
and competition of limited basic-science re­
sources. Because of their long-standing separa­
tist posture, medical schools are as yet unde­
veloped with regard to what they, in turn, 
could offer that would enhance undergraduate 
and graduate education in the arts and sci­
ences. There are educational and economic 
benefits to be had by institutions that are able 
to actualize the concept of one university. 

Quality Assurance and 
Cost-Effectiveness 

In addition to these changes in the health 
care system, involving increasing numbers of 

providers, corporatization and bureaucratiza­
tion, administrative waste, and medical educa­
tion, there is increasing awareness of the vari­
ability in the utilization rates, the patterns of 
practice, and the clinical outcome of health care 
services. Consumers and decision makers­
individual patients, insurers, members of bus i­
ness and industry, and government officials­
are increasingly concerned not only about cost 
containment but also about reconciling cost 
and quality considerations. These concerns 
will result in increasing demands to demon­
strate the effectiveness of health care services. 
Quality assurance will be the major issue of the 
1990s. 

Scientific Bases of Clinical Practice 

Recently, John Wennberg (1988), a physician, 
addressed the crisis regarding the scientific 
basis of clinical practice. He said that" over the 
next decade or so, the issue of what is appro­
priate practice will dominate the health policy 
debate" (p. 100) and "it is clear that the scientific 
basis of clinical practice is much less well-devel­
oped than previously assumed" (p. 101). 

In contrast to the well-established scientific 
paradigm for the evaluation of the efficacy of 
new drugs, the outcomes of diagnostic and 
treatment procedures, including major and 
minor surgery, and the efficient utilization of 
hospitals are not routinely evaluated. To illus­
trate the situation, Wennberg noted the very 
different likelihoods of hospitalization and of 
specific surgical procedures for the saxpe con­
ditions depending on the city in which one 
resides. For example, there was a twofold in­
crease in the likelihood of having coronary by­
pass surgery in one city over another. 

The Omnibus Budget Reconciliation Act of 
1986 contains legislation that established a na­
tional program for the assessment of patient 
outcomes, administred by the National Center 
for Health Services Research and Health Care 
Technology Assessment (NCHSR). This legis­
lation targets funds from the Medicare trust 
fund to further develop the methodology and 
personnel to assess the outcome significance of 
the differences in risks and costs of care re-
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vealed through geographic variation studies. 
Importantly, the legislation requires peer re­
view mechanisms that ensure that the research 
will proceed as part of regular science (Wenn­
berg, 1988). 

We also see that the Joint Commission on the 
Accreditation of Hospitals (JCAH) and the 
Health Care Financing Administration (HCFA) 
are intent on improving the quality of care 
through the assessment of outcome. 

lCAH: Agenda jor Change 

The JCAH has recently embarked on a major 
research and development project called the 
Agenda for Change. For more than 30 years, 
the JCAH has endeavored to improve the quality 
of care through its accreditation process. At 
present, accreditation addresses the question: 
"Can this organization provide quality health 
care?" (JCAH, 1987, p. 2). An essential compo­
nent of the Agenda for Change is to move be­
yond evaluating capability and into assessing 
actual clinical and organizational performance. 
The question to be addressed currently is "Does 
this organization provide quality health care?" 
(JCAH, 1987, p. 2). 

In the future, the JCAH will assess an insti­
tution's performance in relation to outcome cri­
teria for diagnostic and treatment services, in 
addition to assessing compliance with accepted 
standards of structure and process. 

The assessment of structure involves factors 
such as the existence of monitoring equipment 
in operating rooms, the hospital's procedures 
for delineating clinical privileges, and care­
monitoring mechanisms such as surgical mor­
bidity and mortality conferences (Schroeder, 
1987). 

The assessment of processes involves factors 
such as whether the appropriate laboratory 
tests have been used, whether there is docu­
mentation in the medical record of the perfor­
mance of the relevant parts of the physical ex­
amination, and whether medical records are 
signed in a timely manner (Schroeder, 1987). 

The assessment of outcome is to be accom­
plished through the development and use of 
carefully selected valid and reliable clinical in-
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dicators, which "describe measurable care pro­
cesses, clinical events, complications, or out­
comes" (JCAH, 1987, p. 4). Indicators are to 
serve as "£lags" of instances of apparently sub­
standard care or outcomes, which can then be 
scrutinized by the institutions' quality assur­
ance system. "The Joint Commission's interest 
lies principally in the quality of the organiza­
tion's response to the potential problem high­
lighted by apparently aberrant indicator data" 
(JCAH, 1987, p. 4). 

HCFAs Agenda jor Promoting 
High-Quality Care 

The Health Care Financing Administration 
(HCFA) is responsible for managing the Medi­
care program and also has an agenda for promot­
ing high-quality care. The Medicare program 
has 31 million elderly and disabled benefici­
aries and in 1988 spent roughly $85 billion, 
which represented almost 20% of health care 
spending in the United States (Roper & Hack­
barth, 1988). 

Recently, the administrator and the deputy 
administrator of the HCFA, William Roper and 
Glen Hackbarth (1988, p. 91), described the 
HCFXs agenda to go one step beyond quality 
assurance to quality promotion. During its first 
decade, Medicare focused on improving ac­
cess to health care. During the second, Medi­
care focused on cost containment. In the third 
decade, Medicare is focusing on the quality of 
care and the closely related concept of value. 

The current quality-assurance system in 
Medicare is two-tiered. One tier involves mon­
itoring by the HCFA of the compliance of state 
agencies with the minimum requirements for 
facilities and personnel who are providing care 
for Medicare patients. The second tier com­
prises review, primarily by peer review organi­
zations (PROs), of the care provided to individ­
ual medical care beneficiaries to make sure that 
the services provided meet professionally rec­
ognized standards. 

Like the JCAH, the HCFA contends that the 
focus needs to be more on the outcome of care 
and less on the process. The HCFA administra­
tors see the current focus on monitoring dis-
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crete encounters with the health care sys­
tems-for example, hospital admissions-as 
reflecting Medicare's fee-for-service payment 
system and the fragmented nature of today's 
health care delivery system, which "makes lit­
tle medical or financial sense" (Roper & Hack­
barth, 1988, p. 93). Thus, an increasing em­
phasis on outcome is seen as resulting in less 
emphasis on monitoring discrete encounters 
and in more focus on how illnesses are treated 
across a full range of inpatient and outpatient 
services. 

The HCFA is endeavoring to add a third tier 
to the system of quality assurance: the dissem­
ination of quality-related information (Roper & 
Hackbarth, 1988). The HCFA is currently en­
gaged in studying how to measure quality ob­
jectively. 

In one effort, the HCFA released the infor­
mation for 1986 on deaths within 30 days of 
admission to the approximately 6,000 hospitals 
caring for Medicare patients. Although ac­
knowledging that it was not a direct measure of 
a given hospital's quality, the HCFA contended 
that the mortality information could be re­
viewed by hospital administrators, physicians, 
PROs, and patients as a screening tool to iden­
tify situations requiring more detailed exam­
ination. The "release of such information is 
now institutionalized in HCFX (Roper & Hack­
barth, 1988, p. 95) and will eventually include 
information on nursing home, HMOs, physi­
cians, and other providers. 

There are opportunities and challenges for 
psychologists to respond to increased societal 
demands for quality health care services with 
demonstrated effectiveness and cost-effective­
ness. First, within each institution, psycholo­
gists need to be involved in the process of help­
ing to establish the quality assurance monitors 
pertinent to their own clinical activities. Sec­
ond, as is fitting in a behavioral science, our 
clinical practice is based on documentation of 
effectiveness; psychologists have made and 
will continue to make valued contributions to 
the development of effective diagnostic and 
treatment procedures. Third, the evaluation 
skills of psychologists are particularly germane 
to the overall mandates for effective quality-

assurance programs at the departmental, hos­
pital, and national levels. 

Psychology's Developmental Thsks 

The developmental tasks of the maturing sci­
ence and profession of psychology arise from 
transactions with the changing demands and 
expectations of the health care system. With its 
considerable competencies, psychology now 
confronts the developmental tasks of auton­
omy and identity. 

The maturity of an emerging discipline must 
be responsibly asserted by itself and must be 
concurrently acknowledged by significant others 
(Matarazzo et al., 1981). Psychology is increas­
ingly recognized as a health care science and 
profession. However, it is still necessary that 
psychologists advocate for an appropriate role 
in the health care system. Exercising appropri­
ate professional autonomy is fundamentally es­
sential to fulfilling psychology's responsibility 
to society for having been granted the privi­
leged status of a profession. In our science and 
service, we fulfill that responsibility by ensur­
ing that quality psychological services will be 
available and will be provided. Thus, the pri­
mary rationale for our advocacy efforts to exer­
cise appropriate professional autonomy within 
hospital and medical settings is to ensure that 
quality psychological services will be provided. 

One function of advocacy is to achieve repre­
sentation, "at the table," along with our col­
leagues from medicine and the other health 
care disciplines. That is, psychology must par­
ticipate in the structures and processes that 
affect health care service, education, and sci­
ence. Often, this participation will take the 
form of membership in professional organiza­
tions such as the Association of American Medi­
cal Colleges (AAMC) and regulatory bodies 
such as the JCAH and organizations that gov­
ern reimbursement. For example, the AAMC is 
a major forum in which to promote psychol­
ogy's role in, and contributions to, medical ed­
ucation. Psychology also needs representation, 
along with medicine, in the Blue Cross/Blue 
Shield specification of the Current Procedures 
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Terminology (CPT) coding system. A case in 
point is that the 1987 revision of the CPT "medi­
calized" the section on psychiatry procedures. 
Thus, psychological testing is now referred to 
as "psychological testing by a physician." 

Another function of advocacy is to remove 
barriers to our autonomous functioning. These 
barriers have consisted primarily of federal 
and/or state statutes, laws, or regulations that 
restrict the range of practice or limit access to 
psychological services. Two of the areas in 
which barriers exists are Medicare and mem­
bership on the hospital medical staff. 

Medicare 

Psychology must obtain professional auton­
omy and parity under Medicare, which Patrick 
DeLeon (1987) described as "the federal gov­
ernment's national health program" (p. 81). 
Senator Daniel Inouye and Patrick DeLeon 
have been tireless in their efforts to obtain the 
necessary legislation to have psychology ap­
propriately recognized in Medicare to enable 
"reimbursement for psychological services in 
the same manner that physician services are 
currently reimbursed" (p. 81). The recent ef­
forts by Bryant Welch of the Office of Profes­
sional Practice, Senator Jay Rockefeller, John 
Linton, and others (through the West Virginia 
State Psychological Association) made some 
headway in legislating psychologists' partici­
pation in Medicare with regard to rural health 
clinics and community mental health centers. 
However, to ensure that the elderly, the dis­
abled, and the poor will have direct access to 
quality psychological health care services, psy­
chologists must engage in a concerted and or­
ganized effort to have psychology appropriately 
recognized in Medicare and Medicaid, which 
account for 90% of the federal health expendi­
tures (DeLeon, 1988). 

HosPital Stqff Membership 

Professional autonomy requires that psy­
chologists become members of the medical 
staff of the hospital in which they practice 
(Thompson, 1987; Thompson & Matarazzo, 
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1984). This is essential because of the two self­
governance responsibilities afforded to the 
hospital medical staff. One is to monitor and 
evaluate the quality of patient care. The second 
is to develop rules, regulations, and policies 
regarding the granting, delineating, and re­
newal of clinical privileges, which are patient 
care responsibilities of individual practitioners. 
Psychologists, as members of an autonomous 
profession, must be active participants in the 
hospital processes that govern who may pro­
vide which patient care services, and in those 
hospital processes through which the respon­
sibility for quality of care is exercised. 

It is necessary to recognize that the function­
ing of psychologists in hospitals depends not 
only on federal statutes but also on state laws 
and individual hospital bylaws (see Chapter 5 
for further discussion). State statutes specify 
which practitioners are allowed to provide ser­
vices independently. State statutes also specify 
the composition of the medical staff of hospitals. 
The statutes can require, enable, or prohibit 
psychologists from being members of the active 
medical staff. Currently only three states­
North Carolina, Georgia, and California-plus 
the District of Columbia have statutes specifi­
cally prohibiting hospitals from discriminating 
against psychologists regarding membership 
on the hospital medical staff. In eight other 
states, the definition of medical staff is broad 
enough to include psychologists, and in eight 
additional states, psychologists may work in 
conjunction with physicians. There are 27 state 
statutes that limit membership to physicians 
and dentists, and another 4 statutes are "silent" 
on this issue. 

Hospital bylaws also affect the functioning 
of psychologists in hospitals. The hospital by­
laws are not allowed to be in conflict with state 
statutes and are also subject to other regulatory 
bodies, such as the JCAH. A 1978 survey re­
vealed that only 6 of the then 115 schools of 
medicine had bylaws that enabled psycholo­
gists to be full voting members of the medical 
staff of their associated teaching hospitals (Mata­
razzo, Lubin, & Nathan, 1978). The JCAH reg­
ulations at that time were viewed as a potential 
threat to the role of psychologists in medical 
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schools because medical staff membership was 
limited, unless otherwise provided by law, to 
licensed physicians and dentists (Matarazzo et 
al., 1978). The findings of a 1983 survey (Thomp­
son & Matarazzo, 1984) showed that the efforts 
of psychologists to influence JCAH policy and 
to revise the bylaws of medical schools had 
resulted in an almost threefold increase, with 
16 of the then 123 schools reported to have 
hospital bylaws enabling psychologists to be 
full voting members of the medical staff. 

The JCAH Accreditation Manual for Hospitals 
(1986) requires that there be" a single organized 
medical staff that has overall responsibility for 
the quality of the professional services pro­
vided by individuals with clinical privileges, as 
well as the responsibility of accounting there­
fore to the governing body" (p. 109). The medi­
cal staff includes fully licensed physicians and 
may include other licensed individuals who are 
permitted by law and by the hospital to pro­
vide patient care services independently in the 
hospital. The JCAH regards as an independent 
provider any individual who is permitted by 
law and also permitted by the hospital to pro­
vide patient care services without direction or 
supervision within the scope of his or her li­
cense and in accordance with individually 
granted clinical privileges. All members of the 
medical staff have delineated clinical privi­
leges. 

Clinical Privileges 

The JCAH requires that the processes of the 
hospital for the delineation of clinical privileges 
be described in the medical staff bylaws, rules, 
and regulations and be implemented by the 
medical staff. Whatever method is used, the 
JCAH (1986) requires that there be evidence 
that "the granting of clinical privileges is based 
on the individual's demonstrated current com­
petence" (p. 118). When the system involves 
categories of privileges, the scope of each level 
of privileges is well defined, and the standards 
to be met by the applicant are stated clearly for 
each category. Clinical privileges are granted 
for an interval that is not longer than two years. 

Individuals are granted the specific privilege 

to admit patients to inpatient services in accor­
dance with state laws and the criteria for stan­
dards of medical care established by the medical 
staff of each hospital. The JCAH requires that, 
when nonphysician members of the medical 
staff are granted privileges to admit patients to 
inpatient services, provision be made for prompt 
medical evaluations of these patients by a qual­
ified physician. 

The renewal of clinical privileges is based on 
a reappraisal of the individual at the time of 
reappointment: 

The reappraisal includes information concerning 
the individual's current licensure, health status, 
professional performance, judgment, and clinical 
and technical skills as indicated by the results of 
quality assurance activities and other reasonable 
indicators of continuing qualifications. (p. 121) 

Peer and departmental recommendations are 
part of the basis for the renewal of privileges. In 
addition, documentation of participation in 
continuing education activities is also consid­
ered. 

To protect the public from incompetent physi­
cians, Congress passed the Health Care Qual­
ity Improvement Act of 1986, which provides 
legal protection for peer review. Effective Octo­
ber 14, 1986 the act generally provides immu­
nity from liability under federal law ("New 
Legal Protection," 1988). This legislation also 
includes the establishment of a central data 
bank to contain all disciplinary actions taken 
against physicians and all settlements and ver­
dicts in medical malpractice cases ("New Legal 
Protection," 1988). Professional societies, health 
care organizations, and insurance companies 
must report at least once a month to the data 
bank ("New Legal Protection,1/1988). Although 
there have been delays in funding the data 
bank, it is an indication of future directions for 
peer review. Forty states already require health 
care providers and insurance companies to re­
port medical liability claims filed against phy­
sicians, and most states require the reporting of 
settlements and judgments to the state's insur­
ance department (I/New Legal Protection,1/1988). 

There is variability across hospitals in the 
specific organizational structures involved in 
clinical privileges. What is essential is that psy-
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chologists actively participate with their col­
leagues from medicine and other disciplines in 
these processes as they pertain to psycholo­
gists. 

In summary, these processes include six re­
lated functions: (1) delineating which clinical 
patient care responsibilities psychologists as 
independent health care professionals will have 
in the hospital; (2) specifying the qualifications 
and criteria necessary for such privileges; 
(3) reviewing credentials; (4) recommending 
specific privileges for each psychologist func­
tioning within the hospital; (5) specifying the 
criteria for the renewal of privileges; and (6) 
participating in the process of the renewal of 
privileges for psychologists. 

Quality Assurance 

Although clinical privileges have been the 
focus of recent initiatives by psychologists, the 
second area of self-governance responsibility 
of the medical staff-monitoring and eval­
uating the quality of patient care-has received 
much less attention. Quality assurance will be 
the next step in psychology's professional mat­
uration and the major issue of importance in 
the next decade for psychology as a profession 
providing health care. This importance stems 
from increasing competition and increasing ef­
forts at cost containment, with a resulting em­
phasis on the demonstrated effectiveness of the 
diagnostic and treatment services provided. 
Accrediting bodies such as the JCAH and reim­
bursement agencies such as the HCFA are 
using their leverage to promote quality assur­
ance. 

JCAH standards require hospitals to have 
quality assurance programs through which the 
medical staff strives to ensure the provision of 
high-quality patient care. This requirement is 
fulfilled through the monitoring and evalua­
tion of the quality and the appropriateness of 
patient care and of the clinical performance of 
all individuals with clinical privileges. Chapter 
7 offers a further discussion of quality assurance. 

It is essential that psychologists, as members 
of an autonomous profession, be involved in 
the quality assurance structures and processes 
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of their hospital as these relate to the provision 
of psychological assessment, consultation, and 
treatment services to patients. It is clear that 
major regulatory bodies such as the JCAH and 
the HCFA will use their accreditation and reim­
bursement authorities to promote quality as­
surance and health promotion by hospitals. It 
is also clear that the focus of the quality assur­
ance programs will have to move from structure 
and process to outcome, i.e., to a determina­
tion of the actual effectiveness of the services 
provided. 

Prescribing Medications 

Psychology is facing what amounts to a "life 
course" policy decision. The question of whether 
psychologists should seek to prescribe psycho­
tropic medication is basic to our developmental 
tasks of autonomy, competency, and identity. 
Clearly, psychology must continue to define its 
functions. However, prescription privileges are 
not a mark of psychology's professional auton­
omy, and to the extent that these privileges are 
portrayed in this way, the emphasis is mis­
placed. It is evident that psychologists could 
develop the necessary competencies for the re­
sponsible exercise of this clinical care function. 
However, it is also clear that current training 
programs and experiences do not provide the 
necessary level of expertise in this area. Conse­
quently, it is not an area of practice with which 
our profession is associated. The quest for 
these privileges must come, as with any other 
clinical privilege, only after a demonstration of 
the requisite skills. Furthermore, the rationale 
for moving in this direction must be based on 
more than "me-too-ism." That is, psychology's 
advocacy must be based on a fundamentally 
sound rationale other than that, if physicians 
do it, psychologists should be able to do it also. 
Can we next anticipate advocacy for psycholo­
gists to provide electroconvusive therapy? 

The point being made here is that the ratio­
nale for what professional psychologists do 
must emanate from what is fundamental to the 
science and profession of psychology. Medica­
tion prescription is not fundamentally associ­
ated with the behavioral science of psychology. 
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Prescribing medication is a new venture rather 
than an extension of the psychologist's behav­
ioral science expertise to mental and physical 
problems. Furthermore, the case has not yet 
been made that it is in the public interest for 
psychologists to have prescription privileges. 
Is this a responsive step for psychology to take 
in a period requiring that all health care profes­
sionals address cost-containment and quality­
of-care issues? With the physician surplus, are 
more prescribers needed? What about our ad­
vocacy of team approaches to accomplish the 
efficient provision of behavioral and biomedi­
cal services? Do we really want to advocate that 
prescription privileges be "generic" to psychol­
ogy, so that, as a discipline and a profession, 
we must take on the responsiblities for train­
ing, credentialing, and monitoring, as well as 
underwriting liability insurance? 

This is not to say that individual psycholo­
gists, depending on the nature of their interest 
and practice, should not develop the skills and 
competencies requisite necessary to prescrib­
ing privileges. An alternative to the generic 
approach is to advocate for the establishment 
of competency-based criteria for this privilege 
that are not discipline-specific, but subspe­
cialty-specific. There are a number of functions 
and services already recognized as not being 
specific to a discipline, such as "counseling" 
and "hypnosis." Psychologists also obtain the 
specific credentials necessary to other prac­
tices, such as the interpretation of sleep EEG's. 
Because of the lack of consensus among psy­
chologists about the prescription issue, further 
dialogue and consideration are necessary 

Conclusion 

Psychology is now recognized one of the 
health care professions and is now challenged 
by the transition from professional adolescence 
to an exciting and productive young adulthood 
(Thompson, 1987). Psychology has proved to 
be resilient in dealing with internal and exter­
nal threats and to be extraordinarily competent 
in meeting the expectations and needs of soci­
ety when allowed to compete fairly. Medicine 

can be viewed as an older sibling, which, in the 
past, was the only child and now needs to 
adjust to increasingly competent, valued, and 
autonomous siblings. The task for medicine is 
to accept its role as only one of the disciplines in 
the health care family, along with dentistry, 
psychology, social work, nursing, and other 
health care disciplines. 

There will inevitably be some overlap in 
functions and contributions in this family of 
disciplines. Psychology'S self-actualization will 
depend on its unique contributions to improving 
the human condition. Psychology'S unique­
ness lies in its behavioral science perspective, 
which is what is common to the various sub­
specialties and interest areas within psychol­
ogy. Cost-effective high-quality health care 
will increasingly require the blending, in proper 
sequence, of an array of both behavioral and 
biomedical services. The last several decades 
have shown that advances in biomedical sci­
ence and care increase, rather than decrease, 
the need for advances in the behavioral areas. 
Furthermore AIDS, as a behaviorally transmit­
ted disease, is presenting psychologists with 
unpresented challenges and responsibilities 
(see Chapter 31). In the coming years, psychol­
ogy will have to continue to develop not only 
unique diSciplinary competencies but also ex­
pertise with, and commitment to, interdisci­
plinary collaboration. Moreover, psychologists 
need to demonstrate compassion, along with 
their competencies, to avoid the perception 
that they are motivated by self-interest in just 
another way to earn a living. 

It is very important for us to recognize that, 
as psychologists, we have been afforded a 
unique opportunity to influence how our soci­
ety views health and illness in general and the 
contribution of the behavioral sciences, in inter­
action with the biomedical sciences, in particular. 
This opportunity has arisen from the integral 
role of psychology in undergraduate education 
in the approximately 2,100 baccalaureate-grant­
ing colleges and universities in this country, 
and from the developing role of psychology in 
high school education. This is another advan­
tage of being both a basic science and a profes­
sion. In this situation, psychologists have more 
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than an equal opportunity to argue their case 
with those who will define society's needs and 
expectations in the years ahead. We should see 
to it that health psychology is a visible compo­
nent of psychology's educational offerings. 
Further, psychology has a unique opportunity 
to serve as a "behavioral science bridge" for the 
integration of the medical school and the arts­
and-sciences components of the university. 

To foster the continued development of psy­
chology as a health care science and profession, 
it is necessary to confront the challenges and 
opportunities that lie before us by being re­
sponsive to societal needs. Psychology has 
much to offer and to gain in this process. 
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CHAPTER 3 

The Structure and Authority 
of Hospitals 

Bruce Bonecutter and Martin Harrow 

Introduction 

The relationship between mind and body has 
been the object of great curiosity, discussion, 
and scientific study for a very long time. It is 
important both to understanding psychology 
as currently practiced in health center settings 
and to a proper sense of humility for one to 
acknowledge that, in the scheme of history, the 
science and practice of psychology are recent 
entrants into the study of the relationship be­
tween mind and body. 

Historically, clinical psychologists first en­
tered the hospital with test kit in hand, the 
Stanford-Binet and later the Rorschach. Thanks 
to psychological research and consumer de­
mand, the scope of psychologists' hospital 
practice has greatly expanded over the past 25 
years. The psychologist now enters the hospi-

Bruce Bonecutter • Department of Psychiatry, Cook 
County Hospital, Chicago, Illinois 60612. Martin 
Harrow • Department of Psychiatry, Michael Reese 
Hospital and Medical Center, Chicago, Illinois 60616. 

The morbidity and mortality rates of Americans are no 
longer related to infectious diseases prevalent at the turn of 
the century; instead, they are related to chronic disorders 
related to our life-styles. 

-Thomas J. Stachnik (1980) 

tal with numerous screening and focused tests, 
clinical and health psychology treatment tech­
niques, and the knowledge needed to tailor 
diagnostic assessment and treatment to the in­
dividual and the setting. No longer, as in the 
1960s, does psychology'S role in hospitals focus 
exclusively on the mentally ill. The applied and 
basic research in areas such as neuropsychol­
ogy, biofeedback, cognitive-behavioral treat­
ments for health-damaging lifestyles, and other 
health psychology and behavioral medicine 
foci have radically boosted psychology'S value 
to the general health of the human species. 
Psychology is entering the general hospital in a 
very big way (American Psychological Asso­
ciation, 1985, p. 88). 

Elsewhere in this book, the clinical, legal, 
political, economic, and informal aspects of the 
practice of psychology in medical settings are 
elucidated. This chapter provides the reader 
with a map of the terrain. As in any adventure, 
knowing how to read the map helps psycholo­
gists avoid harm and increases the efficiency of 
their professional travels. 

27 
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Historical Definition and Purpose 
of a Hospital 

The word hospital comes from the Latin word 
hospitium, originally used to designate a place 
of hospitality and shelter for pilgrims and so­
journers. Early Christian governing counsels 
added the function of caring for the sick and 
established the tradition of providing hospitals 
in every city large enough to have a cathedral. 
Hernan Cortes established the first North Ameri­
can hospital in Mexico City in 1524, and the 
Jesus of Nazareth Hospital is still functioning 
over four and a half centuries later. William 
Penn established the first almshouse in the 
United States with a hospital function in 1713 in 
Philadelphia. The American voluntary hospi­
tal, the current concept of a hospital, was es­
tablished in the North American colonies by 
Benjamin Franklin and Dr. Thomas Bond (Penn­
sylvania Hospital, 1751), also in Philadelphia. 
In the late 1800s, with the progress of the health 
sciences, especially anesthesiology and bacte­
riology, resulting in techniques in antiseptic 
surgery, hospitals became more treatment cen­
ters than shelters for the sick. Sick people could 
actually expect to live after going to the hospi­
tal. The perception that hospitals are places 
where various scientist practitioners make peo­
ple healthier is barely three generations old 
(Snook, 1981). 

Hospitals have specific, legally stated mis­
sion or purpose statements. For example, Cook 
County Hospital's (Cook County Hospital, by­
laws 1984) say: 

WHEREAS, Cook County Hospital is a public hospi­
tal organized under the laws of the state of illinois; 
and 

WHEREAS, its purpose is to serve as a general hospi­
tal providing care to all patients regardless of race, 
color, religion, age, sex or national origin, providing 
education and undertaking research, and 

WHEREAS, it is recognized that the medical staff has 
the overall responsibility for the quality of medical 
care provided to patients, and for the professional 
practice and ethical conduct of its members, as well 
as accounting therefore to the Board of Commis­
sioners of Cook County and that the cooperative 
efforts of the medical staff, the administration and 
the Board are necessary to fulfill the hospital's goals 
in providing patient care. 
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THEREFORE, the physicians and dentists [other hos­
pitals add podiatrists and psychologists) practicing 
in this hospital hereby organize themselves into a 
medical staff [or if the others are included "orga­
nized professional staff"; Matarazzo, 1978; Dorken, 
1982; Tanney, 1983] in conformity with these bylaws. 

Psychologists are expected to link their ser-
vices and treatment results to these definitions 
and purposes for the benefit of the patients, the 
profeSSionals, and the economic needs of a hos­
pital. The psychologist'S authority and permis­
sion to practice in hospital and health center 
settings vary. 

A frequently cited test of professional inde­
pendent practice is to ask the professional, 
"From how many people (or committees) must 
you ask permission, in order to practice and get 
reimbursed?" As evidenced by the definition 
and purpose statements above, hospitals them­
selves must have permission to practice and get 
reimbursed. In the modern professional world, 
psychologists should know the formal and in­
formal ecosystem of their practice and the fi­
nancial interests in their hospital (American 
Psychological Association, 1985, 1988). 

Psychologists practice in a hospital in three 
main contractual ways: as staff employees paid 
by the hospital for a broad range of time and 
services; as a consultants in a narrow, often edu­
cative, range of services; and as private practi­
tioners permitted or "privileged" to provide 
psychological services to patients (credentialed 
to do specific practice) in the hospital, but paid 
by the patient. All psychologists practicing in a 
hospital are under the legal, administrative, 
and clinical supervision of that hospital. 

The authority to "treat" or "practice on" a 
patient is extremely important from the legal, 
ethical, and financial points of view (Bule, 
1988-1989). It is therefore wise for psycholo­
gists to know the legal, ethical, and financial 
road map of the hospital. 

The Authority of the State 

Each of the 50 states in the United States and 
similar government structures internationally 
have the legislative authority to license a hospi­
tal to open and practice. With this authority, 
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the state may close the hospital entirely or in 
part. The legal philosophy for this authority is 
the protection of the public in the state. 

However, the legislators of any state are far 
too busy to monitor hospitals directly. There­
fore, they rely on state inspectors, blue-ribbon 
governors' committees, independent authori­
ties such as the Joint Commission on Hospital 
Accreditation, and professional organizations 
such as the American Medical Association and 
the American Psychological Association to (1) 
establish the criteria for hospital practice and 
(2) monitor, report, and discipline hospitals not 
in compliance with these criteria. 

The psychologist should begin to under­
stand the great importance of legislators, espe­
cially health, hospital, and health insurance 
subcommittees; governors' hospital regulatory 
boards; the Joint Commission on Hospital Ac­
creditation, and the American Psychological 
Association's Office of Professional Affairs. 
These authorities write or advise legislators on 
criteria that grant the psychologist permission 
to treat, conduct research, and get paid in a 
hospital setting. The right to research and 
practice in the 1/ centerpiece of the health care 
system" -the hospital-strongly determines 
the worth of a specific health science to society 
in general. Therefore, the time and money in­
vested in working toward protecting public ac­
cessibility to psychology in the medical center 
are time and money well spent (American Psy­
chological Association, 1985, 1988; Dorken, 
1982; Tanney, 1983). 

In most hospital practice, the state regulation 
of reimbursement by health insurance, Medi­
care, Medicaid, and other third-party payers is 
also of significant interest to the psychologist 
practicing in a medical setting. The psychologist 
may have completed a scientifically respectable 
psychodiagnostic write-up or an effective epi­
sode of psychotherapy, but the psychologist or 
the hospital will not be reimbursed for the skill 
and time in doing quality work if the state's 
third-party payment criteria for psychology are 
not influenced by the psychologist and his or 
her professional association. The state legisla­
tors and the insurance industry are quite un­
derstandably highly motivated to keep the 
costs of health care down. This motivation also 
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adds incentive for the psychologist to use rig­
orous, sound social science methodology in 
operationally defining assessment and treat­
ment procedures and fair reimbursement rates. 

Both in countries where there are national 
health insurance plans and in the variety of 
health-care cost-management systems in the 
United States, the legislators and the adminis­
trators value solid scientific information on 
treatment effectiveness and a fair cost-benefit 
analysis of psychological services. 

Hospital and medical setting legislation is 
the foundation for other applied health care 
research and practice legislation. The legal sta­
tus of psychologists practicing in a hospital is 
often used to define their worth for public 
health research grants and for treatment reim­
bursement from government or private third­
party payers. Legislation and guidelines affect­
ing hospital and health service practice affects 
nearly all psychology practice (American Psy­
chological Association, 1985, 1988; Tanney, 1983). 

The Lines of Authority 
in the Hospital Itself 

The structures of authority follow the func­
tional goals (purpose and mission statement 
above) of the hospital. That is, the structure is 
altered if the hospital is organized as (1) a pri­
vate or public hospital; (2) a for-profit or not-for­
profit hospital; (3) part of a chain, either corpo­
rate, religious, or state-owned; (4) a stand-alone 
facility; (5) a specialized or general hospital; (6) 
university-affiliated or research-affiliated train­
ing hospital, or a nontraining research hospi­
tal; or (7) 1/ other." Knowing the hospita1's com­
bination of these legally defined goals will help 
the psychologist to draw a working mental 
map of the lines of authority. 

The health care world is currently moving 
more toward a business model. This model is 
in conflict with the original charity and service 
models, but it is here to stay. This newer orien­
tation affects the structure of a hospital. In 
some cases, hospitals close, or they are taken 
over by other authorities and are then restruc­
tured to become business-efficient or to accom­
plish some other mission. The psychologist 
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then has to learn new routes of gaining permis­
sion to practice, to do research, and/or to be 
reimbursed. 

The American Psychological Association's 
Hospital Practice Primer for Psychologists (1985) 
offers a sample organizational chart of a predom­
inantly menta1-health-focused hospital (see Fig­
ure 1). A general hospital is much more diverse 
and complicated. Most psychologists working 
in hospital settings are situated organizationally 
either within a division of the department of 
psychiatry or within a small department of 
their own as depicted in the sample organiza­
tional chart. Increasingly, psychologists are 
also budgeted directly to medical, surgical, 
pediatric, or family practice departments and 
are often "credentialed and privileged" by the 
larger group of their peers in the psychology or 
psychiatry departments in the hospital. It is 
wise for psychologists to be responsible to 
members of their own profession within a hos­
pital, even if they are in another budget unit of 
the hospital. Other psychologists can best un­
derstand the psychologist's practice and re­
search and support him or her when an internal 
or external question of practice, research, or 
reimbursement for practice or research arises. 

PART I • INTRODUCTION 

The Board of Directors 

Regardless of the functional goal or purpose 
of the hospital, the board of directors is the 
highest ranking body responsible for the hos­
pital's operation. The U.S. courts hold hospital 
boards legally responsible for the activities of 
the staff practicing in their hospital (Snook, 
1981). 

In a federal, state, or local hospital, the 
board is comprised of officials elected to a gen­
eral board or is a separate board (appointed or 
elected) empowered to govern the hospital. In 
religious and private-sector hospitals, the board 
may be substantial investors, owners of the 
hospital, members of the clergy or the religious 
laity, and/or leaders in the community where 
the hospital is located. 

The board of directors has a structural map 
for itself, usually with a president, other offi­
cers, and committees specializing in areas of 
hospital oversight, such as the finance commit­
tee and the personnel committee. There are 
often "interface" committees or subcommittees 
designed to communicate between the board 
and the hospital. It is very wise for psycholo­
gists in responsible positions to spend time on 

Board of Governors 

Administrator 

Figure 1. Sample hospital organizational chart. (From A Hospital Practice Primer far Psyclwlogists, Committee on Profes­
sional Practice of the Board of Professional Affairs of the American Psychological Association, 1985.) 
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these committees in order to establish mental 
health and health psychology programs in the 
budget and administrative structure of the hos­
pital. Additionally, this committee work serves 
the important function of fostering better com­
munication with the administration and the 
board of the hospital. If the psychologist who 
is not able to spend time on these committees 
should discover who the hospital staff liaisons 
with these joint committees are. Through con­
tact with these liaisons, psychologists can com­
municating their needs to the organized pro­
fessional staff and the appropriate hospital 
board members. 

Typically, the main work and societal roles of 
board members lie outside the health care 
field. For the most part, they are busy and 
dedicated people who expect clear systems 
theory thinking and presentations. A psychol­
ogist's skills in measuring need, treatment ef­
fectiveness, and cost-effectiveness are of great 
benefit in relating to the board of directors. 

Organized Professional SUfff, Chief of 
StqJJ; Hospital Director, and Nursing SI4f{ 

The next level of authority is shared by three 
general administrative structures and the nurs­
ing staff, again each having its own internal 
structures. 

The organized professional staff focuses on the 
science and art of practice in the hospital. The 
medical and/or organized professional staff is 
an organized body of physicians and other 
licensed professionals, often called attending 
staff, who diagnose, treat patients, and partici­
pate in related duties (e.g., research, program 
development, and evaluation). Without an ac­
tive structural link to the medical or organized 
professional staff, it is becoming very difficult 
for psychology to be practiced or reimbursed 
as an independent and respected scientific pro­
fession. 

The professional staff may have levels of 
membership. It is best for psychologists to have 
a level of membership that permits them to 
vote on hospital professional issues affecting 
all professionals, and to sit, vote, and hold 
office on committees of the organized profes-
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sional staff. It is essential to the modern prac­
tice of psychology that psychologists fully par­
ticipate on the hospital staff committees that 
affect the practice of psychology, such as the 
credentials committee, which decides who is a 
trained and licensed psychologist and what 
specific privileges or psychological specialties 
this person is to be able to practice on the 
patients of the hospital; the bylaws committee, 
which determines the framework for profes­
sional self-government and the means of ac­
countability to the board of directors; and the 
quality assurance committee, which decides 
how to efficiently assess the process and out­
come of psychological services offered in the 
hospital. Specialized ad hoc committees may be 
important as well, such as the ad hoc commit­
tees on substance abuse treatment or on child 
abuse and neglect. Other organized profes­
sional staff committees include the medical 
records committee, the drug and formulary 
committee, the tissue review committee, the 
peer review committee, and the medical audit 
committee. Psychology's failure to win a vot­
ing presence on the general organized profes­
sional staff and the focused committees shuts 
psychology out of most of hospital practice. 
Participating on these committees (e.g., the re­
search committee or the ethics committee) also 
has the informal and very potent effect of dis­
playing the usefulness of psychology in the 
care of patients and in the collegial governance 
of the practice, research, and business con­
cerns of the hospital. Psychologists are usually 
very busy and understandably dislike the time 
and paperwork involved in committee work. 
However, the advantages of putting in time and 
effort are significant. 

Unfortunately, some hospitals try to desig­
nate psychologists as "technicians" or "allied 
health care staff," who are not useful to or 
interested in the broader problems of patient 
care and professional and scientific interaction. 
Thus, it is essential for psychologists to work 
with their state association to gain an estab­
lished and functioning role in hospital practice. 

The chief of staff, or medical services director, is 
the treatment staff administrator, nearly always 
a respected physician, who oversees the medi-
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cal-legal aspects of all treatment delivered to 
patients in the hospital. The chief of staff often 
has an administrative staff to assist her or him 
this process. The heads of the clinical depart­
ments report to the chief of staff and form an 
executive committee for the chief of staff. The 
usual departments in a general hospital in­
clude medicine, surgery, pediatrics, obstetrics 
and gynecology, family practice, neurology, ra­
diology, anesthesiology, psychiatry, pathology, 
and emergency medicine, with specialized di­
visions reporting to these departments. The 
smaller the hospital, the smaller is the number 
of departments, and the more likely it is that 
specialties will be divisions reporting to a de­
partment. 

A few hospitals have separate departments 
of psychology, but most have divisions (or even 
smaller" sections" or "services") of psychology 
within the department of psychiatry, with a 
psychologist as official or unofficial chief. The 
unit structurally below the division is the sec­
tion. Frequently, psychologists are section di­
rectors in their specialty, that is, the neuropsy­
chology and rehabilitation section, the section 
for consultation to or liaison with inpatient pe­
diatrics, and the pain clinic and biofeedback 
section. All these clinical supervisors or section 
chiefs report upward to their division and then 
department head, who reports to the chief of 
staff. 

Nearly all budget and program proposals are 
worked out in this part of the structural map. 
That is, the department chief huddles with the 
division, section, and service chiefs to gather 
and display data indicating the need, efficacy, 
and cost of the existing and proposed treat­
ment programs. The organized professional 
staff then reviews the scientific and clinical 
merit of these programs. The department chief 
then reviews the proposals and asks for the 
chief of staff's support in forwarding these re­
quests to the director of the hospital and to the 
hospital board of directors. 

The director of the hospital (sometimes titled 
the administrator, the chief executive officer, the 
president, or the executive vice-president) is ap­
pointed by the board of directors as the chief 
executive 
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responsible for the performance of all functions of 
the institution and accountable to the governing 
authority. The chief executive, as head of the organi­
zation, is responsible for all functions including a 
medical staff, nursing division, technical division, 
and general services division which will be neces­
sary to assure the quality of patient care. (American 
College of Hospital Administrators, 1973) 

The director is the day-to-day agent of the 
board. In addition to the chief of staff (or medi­
cal service director), the director of the hospital 
has a group of assistant directors working in 
areas such as billing and finance; personnel, 
payroll, and benefits; building and grounds; 
dietary; and transportation. In larger hospi­
tals, the hospital director may have a deputy 
director just under the director in authOrity. 
The director and the deputy and assistant di­
rectors have major responsibility for financial 
and day-to-day operations. Historically, they 
were nurses with administrative skills, but 
with the need for tight business management, 
the hospital director is now a physician or a 
high-ranking nurse with additional adminis­
trative degrees, or a person who holds a single 
degree such as a master's degree in business 
administration (M.B.A.), a master's degree in 
public health (M.P.H.), a master's degree in 
social work (M.S.W.), or a master's degree in 
social service administration (M.S.S.A.). Usu­
ally, these people are all well trained and have 
extensive hospital experience. 

Just like the hospital board members, the 
hospital director and the hospital administra­
tion staff are usually busy and dedicated peo­
ple who respect clea~ well-conceived systems 
theory communications. They focus on getting 
the best care at the most reasonable cost. That 
is, they are motivated to please the patients 
who use the hospital and to please the board, 
who entrust the management of the hospital to 
them. The psychologist's skills in research, 
both library literature review and quasiexperi­
mental design research, are respected by ad­
ministrative directors. It is important for psy­
chologists to be independent professionals who 
provide expertise to the administration of a 
hospital, as the administration has a great deal 
to say about programs, facilities, and benefits. 
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The numerically largest single category of 
professionals in almost any hospital is the 
nursing staff. The nursing department some­
times reports to the chief of staff, sometimes to 
the administrative director, and sometimes to 
both. Because the nursing profession is abso­
lutely vital to a hospital, and because a psy­
chologist is very likely to share patient care 
with a bachelor's or master's level nurse, it is 
essential to consider the nursing department in 
a view of the lines of authority in a hospital. 
The psychologist will do well to plan programs 
and to discuss cases with the clinical and ad­
ministrative nurses. Often, in fact, the nurses 
have structural authority in clinical manage­
ment and quality assurance review. Again, the 
psychologist's scientist-practitioner skills can 
be used to assist the nursing staff in these 
areas. 

The internal organizational structure of a 
hospital's nursing staff somewhat parallels that 
of the medical director and the department, 
division, section, and service chiefs. In addi­
tion, the nursing staff has the responsibility for 
coverage 24 hours every day. Obviously, this 
requires more supervisors and direct service 
staff. It is a very good practice to know the 
organizational hierarchy of the nursing staff, 
especially those in the psychologist's areas of 
practice and those responsible for providing 
care and treatment during each of the three 
eight-hour shifts. 

Additionally, the profession of nursing may 
have certain highly trained and qualified spe­
cialty practitioners, such as nurse midwives, 
visiting nurses, and psychiatric nurse practi­
tioners, who have a great deal of independent 
practice permission or "privilege" within the 
hospital and the health care community. For 
the best care of the clients, the psychologist 
does well to know the role, the range of ser­
vices, and the system for requesting the ser­
vices provided by these nurse specialists. 

We have presented the organized profes­
sional staff, the chief of staff, and the adminis­
trative director as being parallel and as possibly 
reporting separately to the board of directors. 
Usually, there is a balance of power between 
these three units of authority and the powerful 

33 

nursing department, even though they may at 
times be hierarchically under each other. It 
helps to view a hospital as a matrix organiza­
tional system with connected lines of author­
ity. In fact, many hospitals explicitly state that 
the Simple hierarchical organizational chart is 
so oversimplified as to be somewhat mislead­
ing (Snook, 1981). 

Departmental Authority 

In discussing the chief of staff, or medical 
services director, we have seen that depart­
ments, divisions, and sections report to him or 
her. On the department level, there are struc­
tures that organize and regulate a psycholo­
gist's day-to-day practice and reimbursement. 
The department heads hire and fire; monitor­
ing and staff appeals are handled by the cre­
dentials and peer review committees of the 
organized professional staff, or medical staff. 
Often, the psychologist's direct supervisor ini­
tiates the hiring or firing procedure, but it does 
not even begin to become final until the depart­
ment chair signs the forms. Many psycholo­
gists are not aware of the many levels of per­
mission necessary in order to be hired or 
permitted to practice within a hospital. In most 
cases, no one may come in to practice privately 
or to begin work as a staff psychologist until all 
levels of the hospital hierarchy, up through the 
board, sign the permission forms, as the state 
government authority focused on providing for 
and protecting the public will hold all these 
levels of authority responsible for the psycholo­
gist's practice. 

After the psychologist is hired, the next most 
crucial aspect of practice in a hospital is deter­
mining what privileges the psychologist is to 
have in that hospital. The adequacy of the 
training and background experience of the psy­
chologist, or of any other hospital professional, 
is paramount. For the protection of the patient, 
and for the protection of the hospital against a 
lawsuit for conducting clinical activities out­
side the bounds of the psychologist's training 
and expertise, the psychologist, or any other 
professional, should not see a patient at all, 
even after being hired, until he or she has de-
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fined privileges. Hospitals try to be very se­
rious about this. Therefore, the department 
heads and the organized professional staff 
carefully scrutinize every professional's privi­
leges. Usually, the bylaws provide for ongoing 
review by a peer review committee of any inci­
dent that puts the competence and ethics of a 
professional's practice into question, and for a 
routine, often biennial, review of every depart­
ment's professional staff's privileges. Such re­
views try to answer the question: Did the psy­
chologist demonstrate competence doing what 
the psychologist was permitted to do? If it is 
discovered that the psychologist did not demon­
strate competence, he or she will lose privileges 
or will be placed on supervised probation in a 
manner very similar to the American Psycho­
logical Association's system of ethical review 
(American Psychological Association, 1985, 
1988; Beresoff, 1983; Bule, 1988-1989; Tanney, 
1983). 

Figure 2 provides a sample of the privileges 
of psychologists and psychiatrists with "atten­
ding" status in a mythical department of psy­
chiatry, psychology, and behavioral sciences 
(see American Psychological Association, 1985). 
There are other systems of listing privileges in 
a hospital. At present, these vary by hospital. 
Each hospital is responsible for. establishing 
and maintaining its own system. In general, 
the psychologist will be asked to document her 
or his competence in treating specific age groups, 
gender groups, and cultural groups for specific 
diagnoses and/or dynamic problems with spe­
cific diagnostic and treatment modalities. The 
psychologist may add to or subtract from his or 
her privilege list. It is a sign of responsible 
practice if the psychologist who has become 
rusty in some skill requests to have a privilege 
lessened or deleted. It is a sign of responsible 
practice if, in the course of receiving continuing 
education (hospitals expect vigorous continu­
ing education), the psychologist gains another 
skill and requests that it be added to his or her 
privilege list. 

The psychologist who has become privi­
leged to practice in a hospital needs to receive 
credit (both professional and financial) for psy­
chological services delivered to patients in the 
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hospital. "Privileging" is tied to both profes­
sional status and financial worth (Bersoff, 1983; 
Tanney, 1983). 

For a psychologist practicing in a hospital 
as a staff member or as a private practitioner 
the privileging process presumes a high degree 
of training. Division 42 of the American Psy­
chological Association (APA) has drafted the 
following "Proposed Guidelines for Evaluat­
ing Psychologists' Application for Hospital 
Practice": 

1. Doctoral degree in psychology and internship/ 
residency; preferably from an APA approved 
clinical setting. 

2. State licensure at the independent practice 
level, as required by JCAH and state law. 

3. Completion of a course of not less than four (4) 
contact hours on staff relations, hospital proce­
dures, hospital administrative practices, chart­
ing and other appropriate content for the suc­
cessful passage of an examination covering 
these matters. 

4. Demonstrated knowledge of the "Diagnostic 
and Statistical Manual-III R" and the "Interna­
tional Classification of Diseases-9," nosology 
including proficiency in differential diagnosis. 
Familiarity with CPT-Procedures Terminology 
codes and previous graduate coursework in 
psychopathology. This requirement can be 
met through: Specific coursework of at least 12 
contact hours, i.e., APA or state approved con­
tinuing education workshops or courses or as 
part of a graduate school, and/or internship 
course or seminar series. 

5. Coursework in clinical psychopharmacology 
of at least 16 contact hours or a hospital inser­
vice training course, to include psychoactive 
drugs, abused drugs and related laboratory 
tests, is recommended since hospital psychol­
ogists should be able to distinguish drug 
symptomatology from behavioral pathology. 
Previous graduate coursework in psychophys­
iology is desirable. 

6. Additional competencies would include Car­
dio-Pulmonary Resuscitation Certification, re­
quired by most hospitals, and familiarity with 
relevant medical tests. In addition to the usual 
neurological diagnostic and treatment tech­
niques, neuropsychologists will want to un­
derstand EEG, CT-Scan, PET-Scan and X-Ray 
findings. Health psychologists may find it de­
sirable to be acquainted with EKG and other 
lab tests. 

7. Practicum experience should include at least 
2000 hours (one year, full time) of supervised 
practice in a hospital setting. Of this, 1000 
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hours should be post-doctoral and post-inter­
nship/residency so that the psychologist has at 
least six months of functioning as a fully ac­
countable practitioner without the internship/ 
residency umbrella. For experienced clini­
cians, e.g., those board certified or board eligi­
ble for the American Board of Examiners in 
Professional Psychology, who want to develop 
competence in hospital practice, successful 
management of 12 hospitalized cases, super­
vised by a hospital based preceptor, within a 
12-24 month period would be accepted as an 
alternate means of meeting this requirement. 
(Enright, 1987, pp. 1-2) 

The Hospital Practice Primer for Psychologists 
(APA, 1985) sets more general standards than 
those proposed by APA Division 42. Being ap­
proved for staff membership and being privi­
leged at a hospital involves many of these APA 
guidelines as "requirements" and some as "de­
sired." In general, hospitals and their overseers 
strive to ensure high standards of competency. 

The Structure and Authority of 
Documentation in Medical Settings 

"If it isn't written (properly), it didn't hap­
pen" is the universal anthem of hospital prac­
tice from the president of the board on down 
(Snook, 1981). 

Even before the increase in health service 
litigation, a hospital operated on documenta­
tion: patient records, prescriptions, laboratory 
test orders, nursing orders, orders for treat­
ment, billing slips, admission and discharge 
records, procedural notes, summaries of treat­
ment, physical histories, psychosocial histo­
ries, and on and on. The reason for this very 
high volume of documentation is still primarily 
the benefit of the patient. A team of profes­
sionals must treat the patient three shifts a day. 
They must consider not only the episode of 
care in this hospitalization, but also the mean­
ing of the records from prior episodes of care 
for that patient (and even for that patient's fam­
ily and support system members) in refining 
the diagnosis and in developing current treat­
ment and disposition plans. The professional 
and the hospital must also know the billable 
services delivered to patients in order to make 
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money and/or to contain financial losses (Hall, 
1988; Snook, 1981; Soisson et al., 1987). 

If psychologists wish other professionals to 
take their scientific practitioner findings of 
treatment interventions seriously, and if psy­
chologists wish to be paid, then they will thor­
oughly learn and punctiliously practice the 
hospital's methods of documentation. 

The relatively recent introduction of com­
puter network systems in hospitals has both 
facilitated and complicated the documentation 
process. Because many psychologists are com­
puter-wise, this is an opportunity to be valu­
able to the hospital. However, at present, most 
of the documentation must start with paper 
entry, must be entered into the computer data 
bank, and is later produced as a paper report 
when it is needed. 

So, even with a good computer system, if it 
isn't officially written, it never happened or 
never will happen. The good news about the 
better hospital-information-management sys­
tems is that multiple entries of the same infor­
mation can be reduced. However, the psychol­
ogist delivering a service in a hospital must be 
aware of the numerous kinds of documentation 
needed for each instance of psychological ser­
vice (i.e., productivity, billing, and needs as­
sessment data). Computerization of patient re­
cords also makes efficient archival research 
more possible. 

In a simple 45-minute individual psycho­
therapy session, many documents need to be 
generated. The treatment plan in the patient's 
chart must include the treatment modality of 
individual psychotherapy and a why this treat­
ment is scientifically recommended. The psy­
chologist needs to document the fit of the pa­
tient's diagnosis, dynamics, and other system 
factors with the specific mode of individual 
psychotherapy implemented. As in research, 
the psychologist needs to be able to rule out 
threats to the validity of accepting this treat­
ment approach as being efficacious for this pa­
tient at this time. Can the psychologist reject 
the null hypothesis that no treatment or that 
other treatments will also be effective? 

The session itself needs to be summarized 
relative to the treatment goals in the progress 
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"HIGH QUALITY BOSPI'fAL- DBPAR'fMBR'l' OF PSYCHIATRY, PSYCHOLOGY 
AND BBHAVIORAL SCIBNCBS 

PRIVILBGBS GRAlITBD 

All Depart.ental privileges are qranted pursuant to the "High 
Quality Dospital" Organ1zed Professional Staff Bylaws and are to 
be adainistratively supervised by the appropriate Divis1on, 
and Section Chief. 

The two categories of pr1v1leges are: "Full" • F, for an 
staff aeaber who is licensed or reg1stered in the apec1fic 
privileges and who deaonatratea coapetency, and "Supervised" " S, 
for a ataff .eaber who ia not licensed or regiatered in the 
specific priv1leges and/or does not de.onstrate adequate 
co.petency. 

I. General Adult Paych1atry 

______ Supportive and/or Brief Psychotherapy 
______ Focuaed/T1ae-Li.ited Paychotherapy 
______ Intenaive Psychotherapy 

Consultation Procedurea on Patient Care re: 
Treat.ent and Diapoaition 
Ad.iniatration and Evaluation of Paycholog1cal 
Teats - Specify Typea: 

______ Psychophar.acotherapy - Specify: 

II. Child i£l L Adolescent ~ 2E Geriatric ~ Psychiatry 
Please Specify 

_____ Direct Diagnostic and Treat.ent Procedures 
_____ Indirect Diagnostic and Treat.ent Procedure a 
_____ Consultation Procedures Resulting in Disposition 

Consultation to Staff, Services, Depart.ents or 
Institutions 
Adainiatration and Evaluation of Psychological 
Teata - Specify Types: 

______ Psychopharaacotherapy - Specify: 

III. Specific Poras of Treataent 

_____ Individual Psychotherapy 
____ Group Paychotherapy 
_____ Faaily paychotherapy 
______ Couplea Psychotherapy 

Cognitive/Behavioral 
Paychotherapy 

Rehab1litation Tx. 
Sexual Disfunction Tx. 

----- Narcosyntheais 
------ Blectroconvulsive Tx. 
===== Milieu Psychotherapy 
______ eo.aunity Education 

Figure 2. Sample privilege sheet for prototypical hospital practice. 

notes section of the patient's chart. This sum­
mary has multiple purposes. Primarily, it func­
tions to remind the psychologist of the process 
of psychotherapy in that session. Additionally, it 
informs the other treatment staff of the progress 
toward the treatment goals, serves as a backup 
to the bill generated for a 45-minute individual 
psychotherapy session, and provides very ac­
ceptable documentation for legal and ethical 
questions that may arise about the psycholo­
gist's competence during that session. Most 

hospitals and medical settings require problem­
oriented and "SOAP" charting of sessions. The 
problem-oriented progress system refers each 
note by title to one or more of the problems 
listed on the treatment plan in the patient's 
chart (e.g., "aggressive verbalization toward 
authority" ,and "denial of substance abuse­
cocaine"), along with the date and the session 
number at the beginning of the note. Each prog­
ress note is further outlined according to the 
SOAP categories: Subjective-close paraphrase 
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Hypnotherapy Geriatric Psychotherapy 
-- Biofeedback -- Mental Retardation 
-- Pain Manage.ent == other, Specify: 
-- B.R. / Cr1ais Intervention == Substance Abuse 'l'x.: Acute_, Bxtended_ 

IV. Patient Management Privileges 

Ad.it Patients 
Co-Adait Patient with a Credentialed Physician == Discharge Patients 
Coordinate Psychotherapy with Hospital care == Write and Sign Treat.ent Foraal Plans 
Write Orders for Assess.ent and Treat.ent Procedures 
Write Orders for Medication 

-- Write Orders for Consultation and Other Professional 
-- Services 

Supervise Staff and Trainees 
-- Write Consultation Notes in Patient Records 
-- Treat.ent Progra. Planning and Evaluation == Staff Developaent and Training 
__ Other, Specify: 

V. Clinical Testing i!l and Assessment ~ Privileges 
Please Specify 

Behavioral 
-- Psychophysiological 
--- Neuropsychological 
-- Mental Status 
-- Intellectual/Cognitive == Personality 

Forensic 

Vocational/Educational 
-- School Psychological 
-- Psychosocial == Support System 

Organizational/Manage.ent 
-- Substance Abuse == Other, Specify: 

VI. Scientific ~ Research Privileges 

__ Design Scientific and Clinical Research 
Direct the Conduct of Research 
Administer Research Protocol to patients 

I, , attest to the accuracy of this 
list of privileges indicating.y training and ca.petency to 
practice these privileges. , oate: 

Signature 

Figure 2. (Continued) 
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and exact quote of statements the patient made 
related to the treatment problems; Objective­
behavioral, physiological, and measurable data 
related to that session; Assessment-minimal 
deductive inference interpretations of what the 
client said and what the psychologist observed; 
and Plan-the methodology for testing hy­
potheses generated in listening and observing 
the patient and/or helping the client to progress 
in his or her psychotherapy (Hall, 1988; Soisson 
et aI., 1987). 

Some health care systems have developed a 
system of using progress notes to generate bill­
ing and to measure the productivity of the psy­
chologist. However, most hospitals and most 

private-practice psychologists must also gener­
ate a bill for the patient and/or the third-party 
payer. There are very nice computer or self­
carboning-paper business accounting systems 
for such billing and accounting. As mentioned 
above, the practice and business authorities of 
the hospital need documentation that the psy­
chologist is using his or her time efficiently and 
is practicing competently. In private practice, 
the open market takes care of the productivity 
aspects and some aspects of quality evaluation. 
That is, the psychologist who is slow or impre­
cise in documenting bills is paid less per hour, 
and the psychologist who bills for an unrealis­
tic rate of service and number of services will 
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be audited by any third-party payer. Third­
party payers are experimenting with various 
means of documenting quality. 

In a hospital practice, the business-wise hos­
pital managers will want to know what the 
psychologist's services cost in comparison to 
what the hospital receives for these services 
during the salaried or hourly contract with the 
hospital. Obviously, the psychologist needs to 
document that she or he is performing a rea­
sonable amount of high-value services. Most 
psychologists, therefore, document services in 
a log sheet designed by the hospital's manage­
ment information system (MIS) department 
and in their own professional appointment cal­
endar. This is very similar to the documenta­
tion done by lawyers in billing for their time by 
type and rate of service. 

The fact of the service is documented in the 
progress note; the volume and reimbursement 
rate is documented in the log and the billing 
system. Some of the quality of the service can 
be measured by productivity rates, but quality 
assurance concerning the services delivered to 
patients requires more structure and documen­
tation. The state government, the citizens of the 
state, and third-party payers all expect produc­
tivity and service of good quality. This fact has 
given rise to numerous attempts to measure 
quality in the hospital and other health service 
sectors. For the psychologist practicing in the 
hospital and other health care settings, the fol­
lowing are of significant importance in survey­
ing, sampling, and correcting faults in the 
quality of psychological services: the rules, 
regulations, and guidelines of the American 
Psychological Association, the National Insti­
tute of Mental Health, and the appropriate sec­
tions of the Joint Commission on the Accredita­
tion of Hospitals. Most practitioners admit 
anxiety and annoyance with having their prac­
tice monitored by quality assurance programs. 
Psychologists have a decided advantage with 
such programs if they choose to use it. Quality 
assurance monitoring, documentation, and in­
terpretation are very close to "process and out­
come evaluation" in the psychotherapy treat­
ment outcome literature. The social science 
methodology skills that make good psycholo-
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gists are very close to the skills needed in work­
ing with a good quality assurance program. 
Operationally defining the variables from exis­
ting or easily obtainable data that distinguish 
good from unacceptable treatment process and 
treatment outcome is the object of quality as­
surance. Sampling technique, systems theory, 
solid logic, and basic statistics can be valuable 
in a hospital's quality assurance program for 
both mental health services and other health 
services (for psychology's role in quality assur­
ance see Chapter 7). 

Other Structures and Authorities 
in the Hospital: 

Formal, Cultural, and Informal 

Successful professional travels through the 
world of hospital practice will intersect with 
other paths of structure and authority. 

Unions 

Even before hospitals and medical settings 
became increasingly operated on the ''big busi­
ness" model, there were certain trades and pro­
fessions that were organized into labor, trade, 
and professional unions. And after Congress 
passed Public Law 93-360 in 1974, removing the 
nonprofit hospital's exemption from the Taft­
Hartley Act, the union movement grew rapidly 
in hospitals. Unions are important to a psy­
chologist practicing in a hospital in many ways. 
Trade unions and union contracts often deter­
mine the quality of the psychologist's physical 
environment. Installing new phone lines for 
voice or computer modem, soundproofing an of­
fice, rewiring an office for biofeedback or super­
visory videotaping purposes, and so on bring 
the psychologist into contact with both the hos­
pital administrators in charge of buildings and 
grounds and the trade unions. Learning the 
general rules under which these tradespersons 
work will greatly assist the psychologist and 
his or her patients in managing the stress of 
construction or repairs (Snook, 1981). 

In some public and a few private hospitals, 
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there are professional and support staff unions. 
The receptionists, clerks, master's level thera­
pists, nurses, and pharmacists may be mem­
bers of a union or unions with specific job 
descriptions and the right to negotiate the rou­
tine work load of the hospital. The psycholo­
gist who takes the time to understand union 
members' view of the hospital will have better 
results and successes in dealing with them. In 
a few hospitals non-management-Ievel psy­
chologists are themselves in a union, either 
with physicians or with other doctoral-level 
staff. This membership has the potential for 
further informing the public and hospital man­
agement of the effectiveness and value of psy­
chological services through interaction with 
fellow union members and through union 
public relations efforts. 

Other Ph.D. and Master's 
Level Professionals 

As a Ph. D., the psychologist may be grouped 
with the other Ph.D.'s for purposes of govern­
ing the hospital, as discussed above, through 
the organized professional staff. Often, the 
psychologist's clinical and scientific research 
interests put him or her in contact with these 
other Ph.o.'s in the hospital. For example, the 
emerging interest in psychoneuroimmunology 
may put a psychologist in touch with immu­
nologists and biochemists in the laboratories of 
the hospital. For political and governing rea­
sons, and for clinical and research reasons, it is 
wise for a psychologist to become acquainted 
with the organizational structure of the labora­
tories, audiology, speech pathology, and other 
areas of the hospital where Ph.o.'s practice and 
conduct research. Sometimes, psychologists or 
other Ph.o.'s act as representatives on commit­
tees or as scientific staff representatives on the 
executive committee of the organized profes­
sional staff. Knowing some of each other's pro­
fessional skills and needs greatly benefits psy­
chologists and the other Ph.o.'s. 

Many master's level professionals work in 
the modem hospital: licensed social workers, 
physical therapists, occupational therapists, 
and others in the treatment regions of the hos-
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pital, as well as masters in business administra­
tion, public health, marketing, and so on in the 
business regions of the hospital. 

On the treatment side, it is wise to know 
each other's skills in order to maximize good 
patient care and to minimize interprofessional 
conflict. Some of these master's level profes­
sionals and the profession of psychology have 
had a varied history of collaborative and con­
flictual relationships in both research and prac­
tice areas. A wise psychologist learns the spe­
cific history of professional interaction in the 
hospital in which she or he intends to practice. 
The guidelines emerging from the Joint Com­
mission on Interprofessional Affairs (Bule, 
1989a) will be helpful in the interactions of psy­
chology, psychiatry, social work, and master's 
level nursing. 

The psychologist will encounter the pastoral 
counselor or chaplain in most hospital set­
tings, and also in the business and governance 
of church- or religious-affiliated hospitals. In 
hospitals owned and administered by explic­
itly religious groups, the psychologist is well 
advised to become very familiar with the pur­
pose or mission statement of the hospital in 
order to negotiate any potential interprofes­
sional"philosophical" conflicts before settling 
into a full practice in that hospital. A good 
person with whom to discuss this subject is 
another psychologist who has been practicing 
there for years, either at a supervising level or 
with a vigorous private practice. 

Religious treatment personnel include per­
sons with titles such as chaplain and pastoral 
counselor. Most of these religious treatment 
professionals have at least a master's degree in 
divinity and pastoral counseling, considerable 
community and hospital experience, and pos­
Sibly a good deal of clinical skill as well. Most 
hospitals, not just the religious affiliates, have 
such professionals privileged to practice in the 
hospital. Their training and organizational af­
filiation are important on the psychologist's 
hospital road map, as they sometimes provide 
a quick understanding of the clinical philoso­
phies of these personnel. Division 36 of the 
American Psychological Association ("psycholo­
gists Interested in Religious Issues") can be of 
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assistance in helping a psychologist interact 
with religious professionals. 

Hospital Business and Marketing 
Functions 

On the business side, many psychologists 
fail to notice that, by presenting their skills in a 
scientifically defensible way and by describing 
their referral pattern needs relative to the hos­
pital's service mission and marketing plan, 
they can both build their practice and improve 
the service that their clients receive. Howeve~ 
because certain psychologists have overstated 
the efficacy of their science and/or have ridden 
a pop psychology wave for economic gain, psy­
chologists need to use ethical professional 
judgment in such communications. Psycholo­
gists often avoid the business areas of the hos­
pital because business personnel may be seen 
by psychologists and other treatment staff as 
misattributional stereotypes such as "inhu­
mane capitalists" or "heartless Scrooges," often 
because of the business professional's focus on 
economic growth and cost efficiency. If the psy­
chologist knows the diagnostic and treatment 
efficacy of the science of psychology as applied 
to modern health care and community preven­
tive medicine, the psychologist's practice and 
the health of the community served by the 
hospital can be enhanced through working 
with business and marketing professionals in a 
mutually scientific and ethical manner. Snook's 
extended definition (1981) of hospital market­
ing is worth considering: 

Marketing is a total system of interacting man­
agement activities that are designed to plan, price, 
promote and distribute need- and want-satisfying 
services to a hospital's present and potential pa­
tients. . .. According to another definition, "man­
aging or planning simple exchange relationships" is 
the essence of marketing .... The purchase behav­
ior can be viewed as simple exchange of resources, 
that is, a certain individual gives another individual 
something in order to receive in exchange a privi­
lege, a good or a service. (p. 217) 

Marketing should also be looked at by psy­
chologists in terms of the struggle between 
hospitals for a share of the patient market. His­
torically, competition between hospitals has al­
ways existed, and marketing has always played 
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some role in it. Howeve~ in the current fiercely 
competitive atmosphere, this struggle to in­
crease the share of the market and to gain more 
patients has intensified for both private for­
profit hospitals and not-for-profit hospitals. In 
many cases, losing patients, and thus losing 
some of the share of the market, has become 
more critical than ever, particularly as a greater 
number of hospitals are faced with the threat of 
closing. Marketing efforts have become in­
creasingly important to the survival of many 
hospitals. Sometimes, the marketing people 
make legitimate claims about the hospital's de­
sirability, value, efficiency, or specialized pro­
grams (e.g., for substance abuse), and some­
times, these claims are questionable. 

Professional staff, including psychologists, 
have always been looked at partly in terms of 
whether a staff member's presence in a hospital 
will enhance the hospital's share of the patient 
market. This tendency has increased in the 
current, fiercely competitive atmosphere. Never­
theless, from the marketing perspective, psy­
chologists who can demonstrate that they have 
the right product or service at the right place 
and price, which can be promoted in a scien­
tifically supportable way, can gain entry into 
the modern hospital system. The marketing 
executive will confront the psychologist's un­
derstanding of the true efficacy and worth of 
the research and practice of the science of psy­
chology: Is what psychology studies valid 
enough clinically to be worth something to the 
health of the public? If so, tell the public exactly 
how, and bring them in for psychological help 
and services. If the psychologist does not think 
that what he or she does helps and serves peo­
ple, the marketing executive will certainly sus­
pect that psychologist'S ethical principles. 

Support Stt:df Structure and Authority 

There are many other systems of structure 
and authority in the modern hospital. Some of 
these systems are discussed in following chap­
ters dealing with specific research, diagnostic, 
and treatment skills in the practice of modern 
psychology. 

The systems of structure and authority that 
affect a psychologist's day-in and day-out prac-
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tice in a hospital are worth mentioning here. 
They are the same as those encountered in any 
bureaucratically run institution. 

The first system of authority to be mentioned 
may seem relatively inconsequential, it is a 
practical archetype of the several others in the 
hospital setting. Almost every hospital has 
some person who assigns parking privileges. If 
one is a full member of the organized profes­
sional staff and is polite, responsible about the 
rules, and so on, then and only then will one 
get a parking space near one's office. This 
seems simple, but in many medical centers 
with thousands of staff, patients, patients' fam­
ilies and friends, salespersons, and so on vying 
for a few parking spaces, the staff member's 
comfort and safety depend on the person who 
assigns these parking spaces. Going through 
departmental and organized-professional-staff 
channels of authority to settle difficulties here 
is highly advised. 

The scenarios are similar with hospital secu­
rity, transportation, dictation pools, petty cash 
reimbursement, tradespersons, housekeeping, 
and so on. A psychologist's life can be very 
pleasant or very miserable, depending on how 
well she or he understands and follows the 
structure and authority of these support ser­
vices. Frankly, disrespecting these hospital 
team members' authority smacks of prejudice 
toward working-class persons. Sublimating one's 
frustration with the inevitable slowness of bu­
reaucracy in order to turn "bitching into bet­
tering" is very wise. Psychologists have the 
advantage of self-supervising themselves by us­
ing the concepts of anger management, learned 
helplessness, empathy, negotiating skills, and 
self-efficacy in dealing with these authorities. 
As in the parking-space example, an under­
standing of the contingencies placed on a per­
son or system is vital to minimizing hassles 
and smoothing out routines. 

Summary and Conclusion 

The modern hospital is a very potent arena 
for psychological practice. Private practice has 
many positive features, but many find it a 
lonely occupation. Hospitals offer the oppor-
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tunity of collegial group interaction, consulta­
tion, and continuing education. 

Many psychologists rule out hospital prac­
tice to avoid a setting where the interprofessio­
nal and socioeconomic politics are likely to be 
complex. However, it is becoming increasingly 
clear that this avoidance is not working, largely 
because all health care is becoming managed 
health care. The individual psychologist's prac­
tice and the professional and research value of 
psychology as a whole are necessarily con­
nected to the centerpiece of the health care 
system, the modern hospital and clinic. Not 
being involved in the "politics" of the hospital 
and the health care system is becoming func­
tionally equivalent to concluding that psycho­
logical research and practice are scientifically 
worthless and clinically useless. Ethical psy­
chologists advocate for the proven worth of 
their profession, or they resign from research 
and practice. 

In the hospital and health clinic setting, clin­
ical skills are used, sharpened, and kept up to 
date. The research potential is great. The po­
tential for the legitimate exchange effective 
treatment for a professional fee or salary is also 
great. This all starts with an understanding of 
the hospital's structural and authoritative ter­
rain. Failure to interact with the complex map 
of the hospital terrain leaves a psychologist 
practicing in an isolated region of the hospital, 
and eventually losing the property rights needed 
to practice or engage in research in the hospital 
at all. 
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PARI'II 

Professional 
Issues 

As a health care profession, clinical psychology has always had a major emphasis 
on professional issues. These issues span a wide range of topics and professional 
behavior, including the establishment of a professional identity through training 
programs and credentialing, the ethics and competence of practice, the interaction 
of individuals with each other and other professionals, and, ultimately, the interac­
tion of organized clinical psychology with other organized disciplines. At this point 
in the history of the development of professional psychology, and of the evolution of 
the health care system, these issues are of tantamount importance to psychologists 
practicing in medical settings. Therefore, they are placed before the chapters on 
practical issues and program development. Edward P. Sheridan and James P. Choca 
(Chapter 4) delineate the salient issues in predoctoral, internship, and postdoctoral 
training. Ronald H. Rozensky (Chapter 5) presents macropolitical issues such as 
standards of practice, third-party reimbursement, the politics of health care eco­
nomics, hospital bylaws, and hospital privileging, and micropolitical issues such as 
how to seek practice privileges within a hospital. Concluding the section, Cynthia 
D. Belar (Chapter 6) discusses important aspects of appropriate professional behav­
ior within a medical setting. 
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CHAPTER 4 

Educational Preparation 
and Clinical Training within 
a Medical Setting 

Edward P. Sheridan and James P. Choca 

Introduction 

The diversity and depth of knowledge re­
quired to educate a professionally competent 
clinical psychologist have expanded signifi­
cantly since the early 1980s. Although the Boul­
der model (Raimy, 1950) of the scientist-practi­
tioner is still favored in many programs (Perry, 
1979, 1983), there is disagreement on how much 
emphasis to place on training in science or 
practice (Peterson, 1987). New models, such as 
the scientist-professional or scholar-professional, 
enjoy popularity and compete significantly 
with the traditional model. The reality that the 
majority of clinical psychologists will spend 
most of their lives as practitioners sometimes 
conflicts with the aspirations of academicians 
to educate persons who will devote their ca­
reers to research. It is no small task to weave an 
educational experience that recognizes these 
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diverse forces and purposes into an integration 
of the current richness found in psychology. 
Some of this difficult integration was attempted 
at the National Conference on Graduate Educa­
tion in Psychology (Bickman & Ellis, 1989). A 
more sophisticated statement was developed at 
the 1990 National Conference on Scientist-Prac­
titioner Education and 'fraining for the Profes­
sional Practice of Psychology. This chapter fo­
cuses on one piece of this education: what 
clinical training possibilities exist in a hospital 
setting and how such training helps fulfill psy­
chology'S larger goal, the education of scien­
tifically minded clinicians. 

Regardless of the model or the philosophical 
position that one takes toward the training of 
clinical psychologists, hospital settings pro­
vide an ideal base for education in many forms 
of practice. There are few educational experi­
ences that create the sense of vitality and ex­
citement that one finds in such an environ­
ment. The extremes and varieties of real-life 
suffering, both psychological and physical, are 
everyday occurrences. Whether conducting re­
search or performing clinical services, individ­
uals realize that their work is of great impor­
tance. This setting provides the inspiration to 
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intervene, and to assist the most troubled of 
persons. At the same time, only the most in­
sensitive are not humbled by the enormity of 
some of the tasks presented, coupled with the 
limited knowledge and skill we have in amelio­
rating psychological and physical pain. 

On entering training in a hospital setting, 
students are usually excited and bewildered. 
The intensity of activity, the importance of the 
work, and the complexity of the requirements 
can be extremely stimulating and, at the same 
time, overwhelming. It is the purpose of this 
chapter to suggest a path that may help an 
individual move through the various stages of 
training from being a novice to being prepared 
for independent practice. This sequence is di­
vided into three traditional sections: preintern­
ship or practica, internship or residency, and 
postdoctoral training. Within these sections, 
some themes (e.g., rotations and supervision) 
are repeated to emphasize a specific intensity 
of training. Attention is given to the recent 
National Conference on Internship Training in 
Psychology (Belar, Bieliauskas, Larsen, Mensh, 
Poey, & Roehlke, 1987), which proposed a two­
year internship: one year predoctoral and one 
postdoctoral. In addition, because this emerg­
ing model suggests that internship and post­
doctoral education should occur after the com­
pletion of a doctoral dissertation, special focus 
is given to the possibility of increased prac­
ticum training during the preinternship years. 

The proposal outlined in these pages at­
tempts to anticipate the training demands of 
the 21st century (Sheridan, 1987). Both the Na­
tional Conference on Graduate Education (Bick­
man & Ellis, 1989) and the National Conference 
on Internship Training in Psychology (Belar et 
aI., 1987) attempted to review the vast changes 
that have occurred in psychology in the past 
30-40 years. They proposed that the knowl­
edge base of the profession now requires a 
more complex education before an individual 
emerges as a journeyman. This same position 
was taken earlier, at the National Conference on 
Education and Training in Health Psychology 
(Stone, 1983). 

The following presentation is not wedded to 
a specific theory of personality, psychopathol-
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ogy, or psychotherapy. Rather, it intends to ac­
knowledge that expertise in clinical psychol­
ogy demands an understanding of several the­
oretical approaches, as well as assessment and 
intervention strategies. Thus, the chapter pro­
poses that training in service delivery strate­
gies be tied as closely to research results as 
possible, and that students be taught the theo­
retical and scientific assets and limitations of 
their endeavors. 

Preintemship 

The 1947 Shakow Committee Report (Ameri­
can Psychological Association, 1947) and the 
Boulder Conference of1949 (Raimy, 1950) intro­
duced the need for required clinical practi­
cums. The Boulder Conference specifically 
established an internship requirement and 
strongly recommended the use of preintern­
ship practicums (Raimy, 1950). Since then, the 
consensus of professionals in the field has been 
that, in psychological specialties that require 
an internship, the student should be exposed 
to a certain amount of preparatory practicum 
training before the internship (Hoch, Ross, & 
Winder, 1965; Roe, Gustad, Moore, Ross, & 
Skodak, 1958). 

The function of preinternship training in a 
medical center is to introduce psychology stu­
dents to the work of professionals. At this stage 
in the development of psychologists, there is 
frequently a gap between students' knowledge 
and the practical skills they need to see clients 
(Autor & Zide, 1974; Choca, 1988). Often, stu­
dents arrive at training centers with few, if any, 
supervised clinical experiences; their ideas about 
how psychologists function may be vague, in­
accurate, or even distorted. Typically appre­
hensive about the work he or she is about to do, 
the average beginner is capable of doing little 
more for the patient than a layperson with 
some common sense. The goal of training at 
this level is to develop the initial skills that 
students will need for the internship or resi­
dency. 

There are no convincing data to guide us in 
determining what preliminary knowledge or 
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experiences a trainee needs before going into 
an internship or residency (Malouf, Haas, & 
Farah, 1983). However, specific theoretical ob­
jectives are available. The Boulder Conference 
offered the following: 

1. Developing a feeling of responsibility for 
the client and a sensitivity to the clinician­
client relationship. 

2. Developing of minimal competence in the 
use of psychological techniques in the 
clinical setting. 

3. Familiarization of students with a wider 
range of techniques. 

4. Teaching of the nature and meaning of 
service. 

5. Beginning of integration of university 
course content with the clinical viewpoint 
and with procedures in a service setting. 

6. Introducing the interdisciplinary approach 
to clinical problems; learning to cooper­
ate with colleagues of other disciplines. 

7. Applying professional ethics. 
8. Learning to communicate by the writing 

of case reports for clinical use. 
9. Providing a wide range of clinical contacts 

at a relatively superficial level through a 
variety of clerkships. (Raimy, 1950, p. 105) 

For the present discussion, the objectives of 
the practica are grouped into two areas. Under 
professional training, we examine what prog­
ress can be expected in the way that trainees 
relate to clients or other professionals. Under 
the rubric of specific skills, we discuss the ca­
pacities that the typical internship site would 
expect entering trainees to have developed. Be­
fore addressing those objectives in greater 
depth, however, it is necessary to consider the 
requirements that the student can be expected 
to have fulfilled before arriving at the prac­
ticum training site. 

Responsibilities of the Academic 
Institution 

Perhaps the first responsibility of the gradu­
ate or professional school regarding the prac­
ticum training of its students is attitudinal, that 
is, seeing clinical training as an important and 
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necessary contribution to students' develop­
ment. Professionals in the field have repeatedly 
expressed dissatisfaction with the degree of 
cooperation that is prevalent between acade­
mia and the training facilities (Roe et al., 1958; 
Strother, 1956; Zolik, Bogat, & Jason, 1983). The 
Miami Conference report offers the concern 
that academic centers may not view the prac­
ticum experience as ''broadening the student's 
horizons and drawing his attention to promis­
ing new areas of research" but as taking the 
student away from "academic work and inter­
fering with . . . dissertation research" (Roe et 
al., 1958, p. 59). Needless to say, it is most 
useful for each setting to see the other as hav­
ing a complementary and equally important 
function in students' development. 

The delineation of the responsibilities for 
training of the academic and the practicum set­
ting has been left notably ambiguous by the 
existing guidelines (e.g., Raimy, 1950; Roe et 
al., 1958). Medical centers accepting trainees at 
a preinternship level must be well aware that 
these trainees are not "finished clinicians" and 
are limited in their capacity to render psycho­
logical services (Raimy, 1950, p. 115). Impor­
tantly, even when trainees are not able to make 
a great contribution to the evaluation or treat­
ment of a client, they should be prepared enough 
so that they "do no harm." 

In the typical medical center, a student is 
exposed to clients almost from the start. As a 
result, the university or professional school 
must share some responsibility for "certifying" 
that the student being sent to a training site is 
ready to accept that experience responsibly 
(Raimy, 1950, p. 115). This duty involves an 
assessment both of the student's personal and 
emotional capacity and of the student's train­
ing in certain skills. 

Academic centers training clinical psycholo­
gists should not assume that the mere fact that 
the student has fulfilled academic require­
ments qualifies the person to become a trainee 
at a medical center. This does not imply that the 
academic center is responsible for thoroughly 
evaluating the emotional stability of its stu­
dents in the way that one would a client. In the 
course of the first year of graduate studies, 
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however, the academic faculty often discover 
that a student is having significant problems. 
It is their duty in those cases to assess how 
impaired the student is and what action is ap­
propriate. 

In instances where there is significant psy­
chopathology that would interfere with the in­
dividual's ability to function, the faculty must 
have the courage to counsel the student to seek 
help. That student should never be certified as 
ready for a practicum experience. In cases 
where emotional problems are judged to be 
less severe, it may be feasible to have the stu­
dent enter a training site, but only when appro­
priate steps have been taken. Such steps may 
include apprising the training director at the 
medical center of whatever concerns there have 
been and ascertaining that the setting is one 
that can monitor and address the student's 
problem areas and difficulties as they arise. It is 
most helpful, especially in these cases, to em­
phasize the need for supervisors and the fac­
ulty to work in a well-coordinated manner to 
help the trainee overcome emotional problems 
as the training proceeds. This need cannot be 
overstressed, especially in light of the "well­
known massive gaps in communication" be­
tween training facilities and academic training 
programs (Zolick et al., 1983). 

Regardless of their level of training and pro­
fessional sophistication, trainees must behave 
ethically and morally the moment they enter 
the medical center. Malouf et al. (1983) ob­
served that, if a trainee violates the client's right 
to confidentiality, a later correction by the su­
pervisor cannot repair the client-therapist rela­
tionship or undo the harm done to the client. 
The trainee's behavior must also be in compli­
ance with the law, particularly with regard to 
patients' rights. 

Before assigning clinical tasks, medical cen­
ter supervisors often do not take the time to 
review the specific education in ethics that 
trainees have received. Although almost 80% 
of the internship programs that Newmark and 
Hutchins (1981) surveyed claimed to offer some 
training in the area of ethics, only 45% of the 
responders provided a formal, systematic, and 
comprehensive learning experience. All but 
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two of the programs that did not offer training 
in ethical standards were of the opinion that 
this was the responsibility of the professional 
or graduate school. Consequently, it appears 
that practicum directors assume that the aca­
demic setting has provided an education in 
ethics before clinical training is begun. The 
requirement of teaching professional ethics in 
graduate or professional schools has been well 
recognized (e.g., Raimy, 1950; Roe et al., 1958). 

Psychology trainees must come into the clini­
cal setting with an academic background that 
is sufficient to allow them to benefit from the 
practicum experience. Centers expect students 
to have some knowledge of the main therapeu­
tic modalities and the theories behind these 
modalities (Raimy, 1950). In addition, students 
are assumed to have the ability to administer 
and score the better known psychological tests 
or inventories (Raimy, 1950) and to conduct an 
initial diagnostic interview. 

Finally, the graduate or professional pro­
gram should make an effort to help students 
choose the practicum centers that best fit their 
needs. Variables such as the quality of training 
offered, the skills that may be taught, the way 
in which they are taught, and the kind of pa­
tient population that the center serves are all 
important considerations. The recommenda­
tions to the student should be based on what 
serves the student's interest best rather than 
other "expediencies," such as "politics" or the 
presence of "remunerative consultantships for 
university faculty" (Roe et al., 1958, p. 58). The 
recommendations should also follow a compre­
hensive plan, designed to give students breadth 
of experience rather than specialization this 
early in their career. 

Iraining in Professionalism 

An important objective of practicum-level 
training is developing a professional attitude in 
the student. Many beginners feel uncomfort­
able with patients. This discomfort may sur­
face as anxiety or nervousness, or it may be 
defended against in a number of ways, such as 
a tendency to under- or overestimate the emo­
tional problems that clients present. The predi-
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lection of beginners to becoming "patient advo­
cates" may make them less effective and may 
interfere with their ability to consult with other 
professionals (Gabinet & Schubert, 1981). Thus, 
one important function of the practicum expe­
rience is to have trainees work with enough 
patients so that they come to feel comfortable 
with various expressions of psychopathology. 

Beginners typically need to develop their 
own identity as professionals. To complicate 
this task, for years to come they will be func­
tioning in a gray area in that they are given 
professional responsibilities but do not have 
the full authority of a seasoned professional. 
They need to become comfortable with deve­
loping their own ideas or treatment plans while 
accepting the guidance of a supervisor. They 
must also develop a way of interacting with 
professionals of other disciplines that is neither 
conflictual, disdainful, nor submissively com­
pliant. As Gabinet and Schubert (1981) sug­
gested, until students develop confidence about 
what they, as professionals, can contribute to 
patients' care, they will not be able to partici­
pate effectively as caregivers. 

Trainees must leave behind the "student syn­
drome," that is, the mental set that the practicum 
experience is a school requirement following 
scholastic traditions. They need to accept, for 
instance, that the patient remains in the clinical 
setting even after school has closed for the 
holidays or for the summer. This is not to say 
that a trainee does not have a right to a vaca­
tion, but that the responsibility must be ac­
cepted for arranging coverage at times when 
one is not available. By the time students move 
on to the internship, the development of their 
image of themselves as psychologists should 
be sufficient so that they can project a profes­
sional appearance, even if their self-confidence 
or their security in the newly found role needs 
further development. 

Skills Training 

To help with the task of identifying and 
teaching the beginner the functions that psy­
chologists perform, the second author has writ­
ten a manual that presents the information 
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needed simply and comprehensively (Choca, 
1988). The topics covered include psychopa­
thology, interviewing, assessment, psychologi­
cal testing, interventions, ethics, and the hos­
pital system. 

In the area of interviewing, preinternship­
level training may take a student from talking 
to the patient as an interested and reasonable 
layperson might to being able to conduct a 
fairly professional inquiry. In the process, the 
student must learn the important indicators of 
psychopathology and must develop the ability 
to elicit the needed information unobtrusively 
and effectively. The talkativeness and personal 
disclosures that may have characterized the 
style of relating at the beginning (Johnson, 
1981) should be all but extinguished, and the 
trainee should become comfortable asking ques­
tions about delicate or personal areas when 
they are warranted. 

The literature available regarding practicum 
training (e.g., Zolik et al., 1983) suggests that 
training in diagnostic techniques tends to be 
stressed during the preinternship period. By 
the end of the practicum, psychologists in 
training should be able to administer and accu­
rately score any of the popular psychological 
tests without constantly referring to the test 
manual. The student must have gained some 
experience in interpreting results and writing 
testing reports, even if the reports still lack the 
maturity and sophistication that may be ex­
pected from a psychologist at a more advanced 
level of development. 

Another objective of preinternship-Ievel train­
ing is the development of the student's ability 
to generate reasonable treatment plans for a 
client after an evaluation. To accomplish this 
task, the trainee must have developed an un­
derstanding of appropriate treatment goals 
and what interventions lead to these goals. 

Perhaps the most difficult developmental 
objective of preinternship training involves 
designating what skills the student should 
have mastered as a psychotherapist. Modal­
ities differ to such a vast degree, and the kinds 
of intervention that one may learn even within 
one modality are so varied, that it is almost 
impossible to design a system of general objec-
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tives, a fact that was noted in the Boulder Con­
ference report (Raimy, 1950, p. 96). Neverthe­
less, the objectives developed by the Chicago 
Conference seem useful: 

1. Develop therapeutic competence. 
2. Help the student develop greater ability 

to enter a meaningful relationship with 
others. 

3. Increase self-awareness, sensitivity, and 
understanding of themselves and others. 

4. Develop the ability to recognize and con­
ceptualize human problems. (Hoch et al., 
1965, p. 90) 

Focusing exclusively on one therapeutic mo­
dality at this stage in the person's training 
was" disapproved" by the Boulder Conference 
(Raimy, 1950, p. 97). 

Trainees should also be expected to have a 
good command of the of the revised third edi­
tion of the American Psychiatric Association's 
Diagnostic and Statistical Manual of Mental Disor­
ders (DSM-III-R; 1987) and should be comfort­
able with the concept of differential diagnosis. 
Many beginners are unaccustomed to this way 
of thinking and may be particularly unpre­
pared to understand the effect of medical prob­
lems (Gabinet & Schubert, 1981). In this training 
stage, expertise in making complex diagnoses 
begins. 

Finally, by the end of pre-internship level 
practica, the trainee should have some ability to 
read and write in a hospital chart (Gabinet & 
Schubert, 1981). This skill involves developing 
enough familiarity to understand medical no­
menclature and what information is contained 
in the different parts of charts. 

'Jraining Program Specifications 

There are many ways of achieving the objec­
tives detailed above. No "ideal" way of prepar­
ing trainees for their internship experience has 
been determined. Nevertheless, a number of 
recommendations regarding practicums seem 
reasonable. 

For instance, because of the lack of sophis­
tication of typical preinternship trainees, it is 
necessary to have them observe how other psy-
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chologists perform their duties. Programs that 
offer a milieu in which the student can observe 
how experienced practitioners handle different 
situations may be most beneficial. 

An apprenticeship model, in which the 
trainee works very closely with the supervisor, 
meets both the student's needs and the moral 
and ethical requirement, so that the client is 
assured competent treatment. Students "should 
not be expected to render services beyond their 
level of training" (Raimy, 1950, p. 100). The su­
pervisor, therefore, has a responsibility to both 
the student and the client (Malouf et al., 1983). 
In a quality apprenticeship, care is taken to 
chose competent supervisors (Raimy, 1950), 
and the ratio of students to supervisors is mon­
itored. Although no figures are available for 
practicum centers, research apprenticeships at 
universities have been found to have a modal 
ratio of about three or four students per pro­
fessor (Clark & Moore, 1958), a number that 
would appear to be workable in a clinical set­
ting if the students are working part time. 

The training program must also invest a rea­
sonable amount of time in supervision. The 
somewhat dated American Psychological Asso­
ciation (APA) guidelines emphasize that a cen­
ter should be willing to offer a "learning experi­
ence" rather than use the student to perform a 
"service function" (Roe et al., 1958, p. 58), and 
concern is voiced about the need to "guard" the 
student against "irresponsible and exploitative 
behaviors" on the part of the centers (p. 59). 
Although exploitation is totally unacceptable, 
our discipline must recognize that these are 
times of fiscal restraint for health centers, and 
that some facilities would not be able to offer 
training if the student did not provide services 
to their clients, a fact that has been made clear 
by articles on the cost efficiency of training 
programs (e.g., Loucks, Burstein, Schoenfeld, 
& Stedman, 1980; Rosenberg, Bernstein, & 
Murray, 1985). Although the ratio of super­
visory time to the amount of time that the stu­
dent spends in face-to-face contact with a client 
may be arbitrary and should remain flexible, 
the guideline of one hour of supervision for 
each two to four hours of care delivered seems 
reasonable. Especially with a beginner, the 
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amount of supervision available needs to be 
flexible because, at times, the student will re­
quire a considerable amount of time in order to 
perform a task with which he or she is unfamil­
iar. Gysbers and Johnson (1965) found that, in 
the earlier stages of the practicum, trainees 
wanted more supervision and guidance than 
the supervisor thought appropriate. Although 
limits may have to be established for particular 
students, it is often best if some of the supervi­
sion is available on demand. Frequently, such 
supervision deals with the student's anxiety 
about or emotional reactions to providing ser­
vices to the client, in addition to monitoring 
how the work is performed. 

Finally, the ideal preinternship program in­
cludes a system of rotations. Especially in the 
area of health psychology, the different appli­
cations of our profession vary tremendously 
when applied to different clients. For instance, 
learning how to handle the emotional prob­
lems presented by patients who have intract­
able chronic lower back pain is very different 
from learning how to help clients facing a ter­
minal illness, or from learning how to help 
smokers quit their habit. In order to begin de­
veloping a knowledge of the spectrum of prob­
lems that psychologists treat, students need to 
be exposed to more than one area of applica­
tion. As already suggested, such rotations also 
prevent premature specialization. 

Internship 

Internship training has represented the cap­
stone of clinical experience for over four decades. 
Psychology as a discipline has done much to 
highlight this training. A national organiza­
tion, the Association of Psychology Internship 
Centers (APIC), was formed to develop guide­
lines for announcing internship opportunities 
and developing a uniform system for selection 
(Klepac & Reynes, 1989). The APA has been 
accrediting internships for over 30 years. Many 
doctoral programs in clinical psychology re­
quire their students to complete APA-approved 
internships. Currently, the Veterans Adminis­
tration, one of the leading employers of psy-
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chologists, will not hire persons who have not 
completed an APA-approved internship. 

In spite of the central and pervasive role that 
internship training plays in the development of 
clinical psychologists, with rare exceptions 
such training occurs independently of the stu­
dent's doctoral program. Thus, individuals 
wishing to enter clinical psychology must meet 
two standards, one set by their university 
(which includes completing an internship) and 
a second developed by the internship they 
choose. In the latter case, hospitals have be­
come the premier training sites, offering myr­
iad opportunities for the development of clini­
cal expertise. And as the knowledge base of 
psychology expands, hospitals, coupled with 
expanded outpatient systems, will continue to 
be highly desired for internship training. 

At the same time, a number of variables af­
fecting training are changing. The internship 
in clinical psychology now tends to occur later 
in training than it did in the early 1980s. A 
number of factors have influenced this change. 
First, leading internship centers want students 
who are truly prepared for an advanced experi­
ence. Thus, some students are expanding their 
practicum training so that they will be better 
prepared to compete for these internship op­
portunities. In addition, as already noted, the 
National Conference on Internship Training 
(Belar et ai., 1987) proposed that internships 
should extend over two years, the second year 
being postdoctoral. The same conference pro­
posed that internships should not begin until 
the doctoral dissertation is completed. Addi­
tional factors have influenced the decision to 
place the internship at the end of the doctoral 
requiremf;!nt sequence. For students complet­
ing their internship but not having a Ph.D., 
finding employment is difficult. Students who 
have left their university and must return to 
complete dissertations often find this sequence 
arduous and unappealing. State laws require 
that individuals have a year of supervised post­
doctoral experience before they are eligible for 
licensure. As a result, clinical training per­
formed after the internship but without a Ph. D. 
degree does not count toward the experience 
required for licensure. 
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Structure 

Quality clinical training demands an identifi­
able psychology service with a clear commit­
ment to education. A specific psychologist 
must be responsible for the training. That per­
son may chair a committee or may have assis­
tants who serve as directors of practicum train­
ing, internship training, and/or postdoctoral 
education. The director of training must estab­
lish a philosophy of education that is communi­
cated to all applicants to the internship program. 
This written statement informs applicants of 
the various clinical training opportunities or 
rotations (including which opportunities are 
mandatory and which are elective), the type of 
responsibility given to interns, the amount of 
clinical work and supervision required, and the 
salary and benefits associated with internship 
status. 

Although neither the APM; Committee on 
Accreditation nor the Association of Psychol­
ogy Internship Centers has mandated that in­
ternships have a number of rotations, two 
models seem to be the more common. One 
model permits students to treat a specified 
number of patients throughout their internship 
to develop familiarity with serious and com­
plex psychopathologies; at the same time, in­
terns may rotate for a period of three or four 
months to various sections within a hospital as 
an introduction to different clinical problems. 
A second model permits students to have two 
or more rotations that they continue through­
out their internship year. 

Within both of these models, other oppor­
tunities can greatly enhance clinical training. 
For example, it is imperative that interns re­
ceive some extensively supervised experience 
in doing two types of evaluations. First, interns 
need to increase their skill in examining per­
sons with complex disorders presenting for ini­
tial evaluations. Such opportunities permit the 
intern to develop a key talent needed for inde­
pendent professional practice. It is during this 
experience that interns often work with other 
professionals in developing comprehensive 
treatment plans or making referrrais to formu­
late complex diagnoses. The hospital provides 
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a marvelous opportunity for the intern to avoid 
the insulation of a training site where only 
pscyhologists work and diagnoses tend to be 
limited to their expertise. 

The second type of training assessment oc­
curs through the sophisticated use of psycho­
logical tests. Unlike in university training, and 
sometimes in practicum training, interns must 
be able to identify problems that require psy­
chological testing and the test(s) to be used and 
must be prepared to examine the patient shortly 
after referral and to provide feedback quickly. 
The importance of the last skill cannot be over­
emphasized. Too often, interns (especially if 
they did not have practicum experience in a 
hospital) still have the idea that they are taking 
a course and that "papers" can be written at 
any time. Thus, students may control their 
anxieties by not writing" reports" until they are 
more comfortable. Hospitals simply do not per­
mit such an inappropriate approach to diag­
nosis. 

An additional experience that is mandated of 
all physicians in training and that is currently 
expected in many psychology internship pro­
grams is being on call. It is well known that 
teaching hospitals are run by the faculty and 
staff from approximately 7 A.M. to 7 P.M., Mon­
day through Friday. At other times, hospitals 
are staffed primarily by interns and residents 
who are on call. These trainees are required to 
be present in the hospital and available for all 
consultations or new patients who arrive dur­
ing evenings and weekends. This experience is 
both extremely challenging and anxiety-pro­
ducing (Sheridan, 1981a; Zimet & Weissberg, 
1979). The challenge makes it invaluable, and 
the anxiety can be controlled by thep-vailability 
of supervisors. H psychologists are to maintain 
status and responsibility equal to those of other 
professionals within a hospital, performing 
call is a necessity. In addition, the result of 
call-that is, learning to make independent 
professional judgments in emergency situa­
tions-is a most appropriate internship goal. 
In two-year internship programs, first-year in­
terns can be coupled with a second-year intern 
to learn some of the skills and responsibilities 
of call. When this arrangement is not possible,· 
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as in one-year internships, faculty must teach 
these critical skills. In all cases, it is imperative 
that a faculty member be available by phone to 
assure interns that they are not alone in diffi­
cult situations. 

Rotations 

The work in hospital psychology internships 
has traditionally centered on psychiatric pa­
tients. Although some internships continue to 
have this focus, a number of innovations have 
broadened training perspectives. For example, 
internships may exist in independent depart­
ments of psychology, in pediatrics, in a mental 
health center that is part of the hospital,or in a 
department of psychiatry. The patient focus 
may be as specific as children under 12, adults 
over the age of 18, or the developmental spec­
trum from infancy to old age. Rotations may 
include cardiology, gerontology, neuropsychol­
ogy, oncology, chemical dependence, neurol­
ogy, consultation and liaison, pediatrics, reha­
bilitation medicine, specialized units (e.g., the 
burn center, the child abuse clinic, the AIDS 
center, or the smoking-cessation clinic), or psy­
chiatry. In psychiatry, the rotations may be to 
programs for the seriously mentally ill, to crisis 
intervention, to work with inpatients, to partial 
hospitalization, or to special clinics (e.g., eat­
ing disorders, phobias, or intensive psycho­
therapy). This listing is only a modest suggestion 
of the training possibilities currently existing 
within many hospitals. 

The major question is how a psychology staff 
develops a quality internship program that 
meets the needs of students and the hospital, 
while anticipating the future job market and 
the needs of society. This is a difficult and 
controversial task. However, some suggestions 
are offered here. 

The first premise is that interns need some 
system of rotation. As mentioned earlier, rota­
tions can either be for a few months or last 
throughout the internship. The important fac­
tor is that interns be exposed to a broad rather 
than a narrow range of supervised experiences. 
If the training is to be primarily within a mental 
illness model, the following experiences ap-
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pear to be necessary: intake evaluations; diag­
nostic assessments involving the use of psycho­
logical tests; short-term crisis therapy; longer 
term therapy with seriously mentally ill per­
sons; milieu, family, and group psychothera­
pies; and consultations with other health care 
providers. 

When the internship is devoted primarily to 
developing expertise in clinical health psychol­
ogy, there is both overlap and uniqueness in the 
required training. For example, intake inter­
views, crisis intervention skills, diagnostic eval­
uations using psychological tests, and consul­
tation with other health care providers are 
essential. However, psychological testing would 
need to be expanded to include both neuropsy­
chological expertise and familiarity with tests 
that are specifically sensitive to medical prob­
lems (e.g., headaches and lower back pain). 
Rotations to specific medical services are also 
necessary if the intern is to understand the 
unique manifestations of psychopathology in 
various physical disorders. Importantly, an in­
ternship cannot take place in one specific unit, 
such as oncology or spinal cord injury. 

Within rotations, it is important that interns 
spend sufficient time to become a part of the 
service milieu. Whether the rotation is primar­
ily inpatient or outpatient, there are many fac­
tors related to patient care that cannot be learned 
without regular contact with the entire treat­
ment team. Thus, interns need to be an integral 
part of service staff meetings, diagnostic con­
ferences, and rounds. In addition, their pres­
ence must be felt by other health care workers 
who will share information on patient contacts 
or unique cases that may present when the 
intern is not available. 

Supervision 

Quality clinical training has always been as­
sociated with excellent supervision. As the 
world of applied psychology becomes more 
complex, it becomes imperative that interns, 
like practicum students, be exposed to a range 
of supervisors. A system that meets this need 
can parallel the traditional systems for rota­
tions. That is, on long-term cases, it may be 
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helpful to have a supervisor who guides the 
intern through the entire process of a case. At 
the same time, as an intern moves from rotation 
to rotation, it is likely that the best education 
will occur through supervision from individ­
uals with specific knowledge of the unique 
patient problems being presented within a 
given clinic. Ideally, one or two supervisors for 
long-term cases, separate supervisors for group 
and family therapy, and separate supervisors 
for rotations would help interns develop an 
appreciation of the complex role they will even­
tually fill as independent practitioners, hospital 
staff members, and/or faculty members. 

Supervisors who are not psychologists also 
playa significant role. Although it is important 
to have psychologists available on a service as 
models for interns, supervision by talented 
persons in other professions can sensitize in­
terns to new ways of approaching problems. 
This system is especially helpful in guarantee­
ing that interns have a culturally diverse set of 
supervisors. Such a model may be demanding 
when the number of staff members available 
for intern supervision are limited. Howeve~ it 
is imperative that, in the growing, sophisti­
cated world of psychology, we educate our new 
members as thoroughly and knowledgeably as 
we possibly can. 

Seminars 

Internship faculty assume that a student ar­
rives with a basic knowledge of personality 
theory, psychopathology, psychological test­
ing, interviewing, and intervention techniques 
acquired at the university and in practica. To 
develop this learning to a sophisticated level of 
application demands both direct practice and 
further didactic learning. The National Confer­
ence on Internship Training in Psychology pro­
posed that seminars on the following topics are 
necessary (Carrington & Stone, 1987): profes­
sional issues, including discussions of ethics 
and specific laws that influence practice; cross­
cultural and ethnic differences; services to spe­
cial populations; and research with a clinical 
application. A hospital must add seminars in 
psychodiagnosis and intervention strategies. 
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Special-topics seminars that enrich the offer­
ings of a specific facility also greatly add to the 
intern's learning. 

An important conflict may occur in an in­
tern's life between the demands of clinical ser­
vice and the need of further education. In de­
veloping responSibility for patient care, interns 
sometimes give lessened (or a very low) prior­
ity to didactic learning. They may schedule an 
extra psychotherapy appointment that con­
flicts with a seminar or may frequently be 
paged from didactic experiences. Such emphasis 
on patient care is inappropriate in that it fails to 
acknowledge that interns are in training and 
must devote the same quality of energy to edu­
cation as they do to direct service. It is impor­
tant that internship directors assist trainees in 
learning the necessary balance. This philoso­
phy is particularly meaningful in hospitals 
where other disciplines may fail to encourage 
balance, placing direct service as the first prior­
ity in all circumstances. 

Funding 

In general, psychology has enjoyed modest 
success in funding internship positions. The 
range typically runs from salaries equal to 
those of medical house staff to unfunded posi­
tions. The former situation is appropriate but 
difficult to achieve in many facilities because of 
a tradition of lower funding for psychology 
interns. The latter situation was voted as unac­
ceptable at the National Conference on Intern­
ship naining (Belar et al., 1987). In our current 
cost-conscious hospitals, psychologists have 
an important task in justifying trainee salaries 
and educating administrators regarding the 
economic value of trainees, especially interns 
and postdoctoral fellows (Loucks et al., 1980; 
Rosenberg et al., 1985). Data on the revenue 
generated by assessments and intervention 
need to be presented, accompanied by the eco­
nomic advantage of having interns on call. In 
most hospitals, these figures impressively dem­
onstrate the value of persons in training in psy­
chology and highlight the fact that they are 
considerably underpaid. 

A related issue not to be overlooked is how 
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psychology identifies its levels of training in a 
hospital, an issue particularly relevant to pay­
ing trainees. In medicine, the discipline with 
the largest number of trainees, externs are of­
ten paid little if any stipend. However, interns, 
residents, and postdoctoral fellows are always 
paid. It has been argued for some time (Mata­
razzo, 1965; Sheridan, 1981a, b) that psychology 
can appropriately use the title resident to iden­
tify its senior trainees, thus informing col­
leagues in other disciplines what level of exper­
tise should be expected. Few psychologists in 
hospitals are unaware of the discrepancy be­
tween the more advanced training of psychol­
ogy interns and the beginning qualifications of 
first-year psychiatry residents. By virtue of the 
established hierarchy in medical settings, we 
continue to promote a junior status for interns, 
although often, they could more appropriately 
be called residents. Although this latter title is 
generally appropriate for psychology interns, it 
is certainly a fact that resident is a far more 
appropriate term for any clinical or health psy­
chologist in postdoctoral training (Sheridan, 
Matarazzo, Boll, Perry, Weiss, & Belar, 1988). 
This identification issue is clearly a prerogative 
of psychology as a discipline. In settings where 
trainee salaries are unacceptable, it may be im­
portant to combine the case for increased fund­
ing with titles that accurately inform hospital 
administrations what they can expect from our 
students. 

Postdoctoral Training 

Postdoctoral training has a long history in 
psychology, but it has received relatively little 
organized attention. Over 30 years ago, the 
Stanford Conference on Training for Psycho­
logical Contributions to Mental Health (Stro­
ther, 1956) discussed postdoctoral education. It 
suggested a predoctoral core curriculum, in­
cluding practicum experience in diagnosis and 
therapy (but no internship) leading to a Ph.D. 
degree in clinical psychology. After the award­
ing of the degree, students would enter a two­
year postdoctoral program from which they 
would emerge prepared for independent prac-
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tice. A similar model has been proposed by 
Matarazzo (1965, 1987). 

More than 20 years ago, Alexander (1965) 
summarized the status of postdoctoral training 
in clinical psychology. He particularly focused 
on the 1949 Boulder conference suggestion 
that, although doctoral-level clinical training 
was extensive, it was not intensive enough to 
produce independent practitioners at the time 
the Ph. D. degree was awarded. Thus, postdoc­
toral training was recommended for practi­
tioners. Although Alexander's comments were 
important, they did not receive wide recogni­
tion. 

The 1965 Chicago Conference on the Profes­
sional Preparation of Clinical Psychologists 
concluded that postdoctoral training was desir­
able for all clinicians and essential for those 
who anticipated a career as clinician-teachers 
or independent practitioners (Hoch et al., 1965). 
As specific as this recommendation was, there 
was little evidence 20 years later that it had led 
to a significant change in clinical training. 

Perhaps the strongest argument for man­
dated postdoctoral education came from the 
1983 National Working Conference on Educa­
tion and Training in Health Psychology (Stone, 
1983). This conference proposed that there be a 
continuum for health psychology training from 
an organized Ph.D. curriculum (Boll, Thore­
sen, Adler, Hall, Millon, Moore, Olbrisch, 
Perry, Weiss, Woodring, & Wortman, 1983) 
through a formal one-year internship (Strick­
land, Follick, Altman, Cahn, Dingus, Kurz, 
Temoshek, & Trickett, 1983), culminating in a 
two-year postdoctoral residency (Matarazzo, 
Best, Belar, Clayman, Jansen, Jones, Russo, & 
Sheridan, 1983). Such a program in health psy­
chology should offer an integrated, sequential 
experience that requires specific educational 
and clinical training at the pre doctoral, intern­
ship, and postdoctoral levels. The conferees 
believed that the field of clinical health psy­
chology had expanded so greatly that two 
years rather than one year of postdoctoral 
training was necessary to prepare an indepen­
dent practitioner. 

The National Conference on Internship li'ain­
ing (Belar et al., 1987) developed a system that 
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expands current expectations of clinical train­
ing and meets the standards of the licensing 
laws. Although this conference did not extend 
postdoctoral education to two years, the spirit 
of this conference emphasized the strong need 
to mandate more comprehensive clinical train­
ing for individuals currently emerging as inde­
pendent practitioners of psychology. 

The addition of a postdoctoral year to the 
current practice of one-year internships should 
not prove difficult in teaching hospitals. First, 
all branches of medicine have been doing this 
for many years. Psychology would simply be 
joining a long-standing system that recognizes 
that quality practitioners require extensive ed­
ucation and training. Second, as previously 
noted, in a highly cost-conscious health care 
environment, it is clear that both internship 
and postdoctoral trainees are excellent hospital 
investments. In some cases, convincing hospi­
tal administrators of this fact will require con­
siderable work. Third, with the emergence of 
health maintenance organizations (HMOs), psy­
chologists will need extensive interaction with 
internists, pediatricians, and other primary­
health-care providers to develop a culture in 
which psychologists are seen as active and 
needed participants in the emerging cost­
driven health-delivery-service models. 

Postdoctoral Curriculum 

Should the two-year internship program sim­
ply be an extension of the one-year internship, 
or should there be a significant difference be­
tween these two years? Strong opinions (Belar 
et al., 1987; Beutler, 1981) favor a model in which 
first-year internship training is generic and 
postdoctoral training intensifies this generic 
education and/or provides specialization. In 
particular, the postdoctoral year or years should 
provide significant latitude for the individual 
trainee to choose experiences that are of high 
personal interest. 

At the same time, it has been suggested 
(Sheridan et ai., 1988) that some structure exist 
during postdoctoral education. Valuable diag­
nostic and clinical skills that may have been 
learned either only at an apprentice level or not 
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at all may receive significant focus in post­
doctoral education. In the area of assessment, 
neuropsychological testing and an increased 
familiarity with specific behavioral assessment 
techniques are prominent examples. In the 
area of intervention, developing further skills 
in hypnosis, biofeedback, relaxation therapies, 
group and family interventions, psychoanaly­
sis, and specific-symptom-focused treatment 
strategies may all receive particular attention, 
depending on the expertise of the teaching hos­
pital and the interests of the postdoctoral fel­
lows. In addition, postdoctoral education should 
include skills in supervising younger members 
of the profession and in providing consultation 
to a variety of allied health workers. For those 
so inclined, this is also an appropriate time to 
develop initial skills in administration, par­
ticularly if a postdoctoral resident aspires to 
certain careers. For example, a person who in­
tends to enter a community mental health sys­
tem is very likely to have significant adminis­
trative responsibilities in the very near future, 
as mayan individual who accepts a position in 
a community hospital or a small counseling 
center. 

This discussion of training opportunities in a 
postdoctoral year deviates from the traditional 
apprentice model found in many hospitals. Be­
cause of grants and other specific funding 
mechanisms, the postdoctoral fellow frequently 
works with a single faculty member. Although 
this arrangement has worked well in research, 
it must be expanded to meet the needs of con­
temporary profeSSional psychologists. Con­
siderable time may be devoted to specializing 
with a specific supervisor but it is essential that 
postdoctoral programs not overlook the oppor­
tunity to complete the educational spectrum of 
the young professional. 

Although the tasks already outlined are de­
manding, if psychology is to be true to its 
unique foundation, time must also be allotted 
to those new doctoral-level psychologists wish­
ing to incorporate research into their careers. 
Psychology'S proposed mission is to develop 
individuals not only knowledgeable in the 
most recent interventions and research, but 
also educated and motivated to extend the 
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frontiers of new knowledge. Unfortunately, al­
though significant effort is given to developing 
this latter talent during doctoral training, it is 
unfortunately lost in many cases during post­
doctoral education. Although part of the rea­
son is individual personal preferences for the 
role of practitioner, the role of researcher is also 
lost because of economic demands and the lack 
of research opportunities in many systems. 
'fraining directors need to come to grips with 
this perplexing problem not only because many 
psychologists are prepared to conduct research 
that will advance our science, but because psy­
chologists are also prepared to be excellent col­
laborators with health service providers in all 
specialties who wish to examine the psycho­
logical, sociological, and systems variables in 
their treatment worlds, but who lack the back­
ground to propose and carry out such investi­
gations. Because well-trained psychologists 
understand both the treatment and the re­
search environments in hospitals, they are 
uniquely qualified to be expert collaborators. 
To leave research to nonclinical psychologists 
or to experts in other disciplines is to forfeit an 
opportunity to playa leading role in the future 
development of our health care system. 

Summary 

Hospitals present an exciting and special op­
portunity for the training of clinical psycholo­
gists. This education can span practicum, in­
ternship, and postdoctoral training. Although 
initial skills in administering and scoring psy­
chological tests, forming a theoretical under­
standing of psychopathology and psychother­
apy, and developing a beginning ability in 
interviewing should all be learned in university 
programs, hospital experiences can also lead 
psychologists through graded skills in evalua­
tion, testing, psychotherapy, milieu interven­
tions, and the acquiring of supervisory, consulta­
tive, and administrative skills. Such education 
should prepare individuals for the respon­
sibilities of independent practice. 

It is the joint responsibility of university and 
hospital faculties to develop a philosophy of 
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education for clinical psychology that leads the 
field into the twenty-first century. Major con­
ferences focused on graduate education (Bick­
man & Ellis, 1989), health psychology (Stone, 
1983), clinical child psychology (Tuma, 1985), 
and internship training (Belar et al., 1987) have 
all attempted to address the complexity of this 
mission. With the emerging establishment of 
an Education Directorate within the American 
Psychological Association, it is time for leaders 
in universities and hospitals to join together to 
formulate creative training programs for the 
future of clinical psychology. Although argu­
ments may abound about the conflict between 
the freedom needed for a creative university 
education and the responsibilities felt by hospi­
tal educators and licenSing boards, it is time for 
fruitful dialogue. The chasm between the uni­
versity education and the hospital education of 
the clinical psychologist must be bridged so 
that the fine education that can be produced only 
by a marriage of the two is more thoughtfully 
discussed and planned for the next generation. 
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CHAPTER 5 

Psychologists, Politics, 
and Hospitals 

Ronald H. Rozensky 

Introduction 

Understanding the rapidly changing political 
machinations of professional psychology in its 
evolving clinical roles within hospitals is a little 
like trying to read the poker hand of a card 
player in the club car of a train that is speedily 
traveling west while you are sitting on the sta­
tion platform. Unless you have very sharp eyes, 
and excellent timing and direct a lot of energy 
in the right direction, you will miss the whole 
picture. 

The intertwining of the history of profes­
sional clinical psychology and medicine (see 
Chapter 2), the increasing number of psycholo­
gists working within medical settings and the 
multiplicity of their roles in hospitals (see 
Chapter 1), and hospitals and their administra­
tive organization (see Chapter 3) are defined 
and discussed elsewhere in this book. The 
chapters that detail the wide range of innova­
tive programs provided by clinical psycholo­
gists in medical settings support the need for 
and the strength of those services as offered by 
psychologists. This expansion in actual clinical 
responsibilities and the increase in the formal-
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ized hospital privileges that support these clin­
ical roles have come about not only because of 
excellence in patient care services but because 
of the aggressive activities of organized psy­
chology within the political arena. 

The concepts surrounding "politics" may 
have derogatory definitions, definitions that 
focus on the use of political schemes or strate­
gies that are devices toward small ends or self­
ish advantage (Random House Dictionary, 1966). 
However, politics may be used to obtain a posi­
tion of power or control. The self-control of one's 
own professional behavior and, with it, one's 
own clinical, scientific, and financial indepen­
dence seems to be an admirable (political) 
goal. Politics may be carried out by a statesper­
son who uses foresight and unselfish devotion 
for the betterment of the state. In this chapter, 
the" state" is the practice of clinical psychology 
in medical settings. The welfare of our patients 
and the right to practice as an autonomous 
health care profession are the political goals 
sought. 

The issues affecting the activities of clinical 
psychologists in medical settings can be di­
vided into macro- and micropolitical issues. 
The macroissues include legal, political, and 
organizational activities at the national and 
state level; licensing, sunset issues, federally 
mandated health insurance regulations, free-
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dom-of-choice legislation, and ethical and pro­
fessional guidelines, to name a few, are macro­
issues that transcend the individual hospital 
but also influence daily practice in the hospital. 
Micropolitical issues occur within one's own 
hospital milieu and include the structure of 
each hospital's bylaws, privileging and creden­
tialing (including hospitalization privileges), 
medical or professional staff voting rights, aca­
demic freedom, supervision requirements ver­
sus autonomy, the building of professional re­
lationships, and the politics of competence. 

The politics of competence are based on the 
clinical training (see Chapter 4), the clinical 
skills, the ethical standards, the scientific foun­
dations (see Chapters 6 and 16), and the per­
sonal style and professionalism of the practic­
ing psychologist in the medical setting (see 
Chapter 6; Sweet & Rozensky, 1991). It is pre­
cisely that competence that forms the data base 
on which those psychologists who use the po­
litical arena make their case, thus furthering 
the cause of the practicing psychologist. The 
broadening of the roles, responsibilities, and 
privileges to be discussed within this chapter 
is a direct reflection of the field's ability to let it 
be known through political channels that clini­
cal psychologists in medical settings provide 
invaluable services to their patients. 

Macropolitical Issues 

Standards of Practice 

Ethics and Guidelines 

The ethical standards of and guidelines for 
psychologists address the expectations, scope, 
professional requirements, and competencies 
that one must satisfy before seeking a clinical 
role as a specialist practicing in a medical set­
ting. The American Psychological Association 
(APA) stated that psychologists should "not 
put themselves forward as specialists in a given 
area of practice unless they meet the qualifica­
tions noted in the Guidelines" (APA, 1981, p. 
640). Before referring to themselves as clinical 
psychologists, for example, psychologists must 
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meet the generic standards of training and ex­
perience stated in the guidelines (APA, 1972). 
Doctoral training and internships that meet 
APA accreditation standards certify that these 
basic requirements have been fulfilled. Within 
the specialty of clinical psychology, guideline 
1.6 (APA, 1981) states that clinical psychologists 
must limit their practice to demonstrated areas 
of competence "as defined by verifiable train­
ing and experience" (p. 644). 

Before one can ask to be regarded as a practi­
tioner who works within a medical setting, both 
the training and the experience that prepare 
one to function within that specialized environ­
ment must be sought, successfully accom­
plished, and documented. Only then can a 
clinical psychologist ethically ask to be re­
garded as a member of a hospital's professional 
staff. Adherence to these guidelines offers some 
assurance that a given individual is prepared 
both to work in and to have a reasonable chance 
of succeeding in a medical environment. Fur­
ther, adherence to the guidelines increases the 
likelihood of maintaining good professional re­
lationships while protecting the good name of 
the profession and the expectation of success of 
other clinical psychologists who follow one 
into that medical setting. In discussing the 
need to work toward specifying the credentials 
of those seeking hospital privileges, Enright 
(1987) suggested that there is an overwhelming 
need for specific training and credentialing of 
psychologists in hospital practice. Further, he 
saw the hospital environment as fraught with 
pitfalls and traps that may make well-inten­
tioned, but untrained and unaware, psycholo­
gists entering hospital practice a liability both 
to themselves and to the profession. "Entering 
the hospital without knowing the customs, 
language, protocol and procedures is like en­
tering the Amazon without a map, provisions 
or guide," Enright wrote, and "unfortunately, 
in both cases, the head hunters still roam free 
and remain quite hungry" (p. 11). 

Clearly, then, these ethical guidelines must 
be met before embarking on hospital practice. 
Dorken (1981) wrote that "the development of 
personal accord and collegial interdisciplinary 
relations on which mutual trust and respect are 
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based-and which are critical to quality and 
continuity of patient care-must of necessity 
evolve at the facility level" (p. 604). The chance 
to develop professionally within a hospital be­
gins with training (see Chapter 4) and is de­
limited by the macropolitical environment. 
These macroissues must be addressed before 
the in-house or micro political issues. Licens­
ing, recognition by third-party payers, and 
hospital privileging form the external, politi­
cally defined legs on which the day-to-day 
competence of psychology must stand. 

Licensing 

Every state and the District of Columbia reg­
ulate the professional practice of psychology 
through some type of licensure or certification 
statute designed to inform and protect the pub­
lic (Stromberg, Haggarty, Leibenluft, McMillian, 
Mishkin, Rubin, & Trilling, .1988). This regula­
tion is established and maintained through the 
political process. Regulation serves to define 
and recognize psychology as an independent 
professional group, while identifying and certi­
fying competence, and protects the consuming 
public (Hess, 1977). Bennett (1988) further stated 
that the need to exercise this regulatory control 
over a profession is directly proportional to the 
need to protect the consumer from the acts and 
practices of untrained or unqualified practi­
tioners who may claim to offer those same ser­
vices. 

By providing regulation, the state can set 
minimal standards and qualifications for entry 
into psychological practice. Regulation also al­
lows for the removal of unethical or incompe­
tent providers. Although there is academic de­
bate over the relevance or utility of the regulation 
and licensing of psychologists (Gross, 1978; 
Phillips, 1982; Wiens & Menne, 1981), Bennett 
(1988) stated that, with the limited number of 
investigators available and the high costs of 
pursuing complaints against already licensed 
practitioners, the state is more effective in en­
forcing entry-level requirements than in en­
forcing discipline after entry. Thus, regulations 
that maintain high entry standards of educa­
tion and training are "essential for the protec-
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tion of the public health, safety and welfare" 
(Bennett, 1988, p. 2). Once the psychologist is 
licensed, Koocher's concept (1979) of "compe­
tence validity" might be served through his 
suggestion of required peer review, continuing 
education requirements, and assessment cen­
ter methodologies (actual observations of pro­
fessional behavior). 

At present, there exist three levels of regula­
tion of practitioners. Registration is simply an 
eligibility listing that is based on minimal stan­
dards and that provides for a minimal review of 
credentials. The title psychologist is restricted by 
the certification process, which reviews mini­
mal educational requirements, training, and 
experience. Often, a written exam is required. 
Certification does not restrict practice; anyone 
may do the work of a psychologist in a state 
with a certification law. He or she may not, 
however, use the title psychologist without certi­
fication. In one state with a certification statute, 
however, Beach and Goebel (1983) found that a 
full 40% of advertisements in the yellow pages 
under the heading "Psychologist" were illegal; 
certification apparently did not prevent those 
not certified from calling themselves psycholo­
gists. Licensing is the most restrictive form of 
regulation. It restricts both the use of the title 
and the actual practice of the professional and 
limits those not licensed from acting as if they 
were (Bennett, 1988). According to Stromberg 
et al. (1988), about 25 states have true licensure 
laws, and 15 to 20 have certification statutes for 
psychologists. 

The American Psychological Association 
(1987) prepared a model act for state licensure 
that addresses the profession's general con­
cerns regarding the proposed wording of any 
laws designed to specify the regulation of prac­
tice. Stromberg et al. (1988) offered a detailed 
discussion of the psychological and legal inter­
play in licensing. 

The extent to which a state's regulatory laws 
define, permit, or limit the practice of clinical 
psychology has a direct effect on the bound­
aries of practice within the medical setting. 
Each practicing psychologist seeking privi­
leges in a hospital should know these regula­
tions. 
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Sunset Laws 

The political realities of "sunset" legislation 
began to threaten the legal recognition and 
regulation of psychology in 1979, only two 
years after the field could claim that it now was 
a regulated profession nationwide. Sunset laws 
were originally designed to reassert citizen 
control over runaway governmental costs and 
programs. Sunset laws call for state-run pro­
grams to be evaluated periodically for their 
effectiveness and necessity. This evaluation in­
cludes questioning whether the funds needed 
to implement programs are being well spent 
and if the initial legislative intent of the pro­
grams is being followed (Kilburg & Ginsberg, 
1983). Briefly, if no action is taken to reinstate 
an agency during the sunset process, it goes 
out of existence on a given date. If, after review, 
it is recommended that an agency be retained, 
the legislation must enact a law to maintain that 
agency. There are no guarantees that a legisla­
tive body will follow recommendations. Politi­
cal pressures can be brought to bear either to 
follow or not to follow a recommendation to 
maintain or terminate a given agency. If main­
tained, an agency will be reviewed again before 
another sunset date. Sunset activities, how­
ever, began to focus on professional and occu­
pational regulatory statutes. This focus was 
due to the sunset concepts' being experimen­
tal. The professions, being well defined and 
generating the data necessary for evaluation 
more readily than other governmentally de­
fined entities, easily became an ideal group on 
which to test the new sunset concepts (Ben­
nett, 1988). Bennett (1988) wrote that "although 
designed to be an objective review process, in 
most cases the sunset approach has turned into 
a political-legislative problem for the affected 
agency" (p. 5; italics added). 

The sunset problem has permitted groups 
hostile to the independent practice of profes­
sional psychology to attempt to use the process 
to their own ends (Kilburg &; Ginsberg, 1983). 
An unregulated health care profession ceases 
to be seen as an important force in health care 
planning, third-party reimbursement is un­
available to the unlicensed, and professional 
autonomy is threatened. Kilburg and Ginsberg 
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(1983) detailed the nationwide response of or­
ganized psychology to the sunset crisis. In 
highlighting how psychology "learned to love 
this crisis," Kilburg and Ginsberg pointed out 
that sunset laws have resulted in a strengthen­
ing in many states of the "definition-of-prac­
tice" section of their licensure laws. Finally, 
they stated that organized psychology has 
learned that it "is required to establish and 
maintain a strong and permanent legal founda­
tion for the discipline" (p. 1231). Licensing, it 
would appear, is a professional responsibility, 
not a right. A constant professional vigil is 
needed to protect it. 

1bird-Party Reimbursement 

Insurance reimbursement for mental health 
services has been a central issue in the politics 
of organized clinical psychology and a natural 
second step after the assurance of legal recog­
nition via licensure and regulation. Meltzer 
(1975) noted that psychologists could not have 
parity with psychiatry as long as psychologists 
had to "go through" or "collaborate" with a 
psychiatrist to receive third-party reimburse­
ment for clinical services rendered. Freedom­
of-choice legislation began to be introduced at 
the state and federal level and became a rally­
ing point for psychology and an "emotional 
cause of the 1970s" (Meltzer, 1975, p. 1150). 

Freedom of Choice 

Freedom of choice contains two issues: (1) 
independent insurance reimbursement for psy­
chologists can occur without authorization or 
monitoring by another health care professional, 
and (2) patients are free to choose their mental­
health-care provider without the restriction of 
being told that their insurance company will 
financially support their treatment only if it is 
provided by a physician. The intensity of the 
initial struggles is suggested by one of many 
articles on the early freedom-of-choice battles: 
"We are engaged in a hard nosed political and 
economic struggle with physicians for a piece 
of the insurance pie. The survival of our profes­
sion is at stake; and if we win, we will probably 
survive" (Illinois Psychologist, 1977, p. 10). With-
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in this political environment, psychology's pro­
fessional advocacy groups were formed. One of 
the early, high-priority issues for these groups 
was making psychologists (financially) inde­
pendent mental-health-care providers (Melt­
zer, 1975). 

Although third-party reimbursement pro­
vides patients with freedom of choice and the 
psychologist with increased practice and finan­
cial freedom, some authors, reflecting political 
differences within professional psychology it­
self, have questioned the general effects of this 
financial issue on the field. Albee (1975) warned 
of medicalizing "problems of living" as illness 
or defects via a system that reimburses health 
care services. Additionally, it has been argued 
that insurance reimbursement for psychother­
apy may well become a subsidy to those who 
are more able to afford and use it at the expense 
of those who are less able to afford psycho­
therapy and who also tend not to understand 
or accept mental health treatment anyway (Al­
bee, 1977; McSweeny, 1977). Finally, the profit 
motive of those drawn to health care by the 
dollar has been questioned (Meltzer, 1975). The 
cost savings in medical care afforded by psy­
chological intervention (see Chapter 8), how­
ever, may well counter most arguments against 
the use of insurance dollars to support psy­
chologists' work. Cost-effectiveness may be 
particularly important for psychologists who 
work within medical settings. 

ERISA 

Although freedom-of-choice laws exist across 
the country, a political-economic issue has 
arisen to threaten this freedom. The Employee 
Retirement Income Security Act (ERISA) was 
implemented by Congress in 1974 to protect the 
retirement plans of employees. This Federal 
law preempted state insurance laws by setting 
minimal national standards for retirement plans. 
ERISA was later broadened to include many 
employee welfare plans that included health 
care benefits and life and disability insurance, 
as well as pensions. In many cases, companies 
can establish independent trusts to administer 
these benefit packages, including the purchase 
of insurance (Peres, 1986). Although ERISA 
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stipulates that it doe::; not exempt state laws 
that regulate insurance, many companies have 
interpreted ERISA as giving them a means to 
circumvent individual states' freedom-of-choice 
laws and thus to deny insurance claims sub­
mitted by psychologists. What was won via the 
legislative process, freedom of choice, had to 
be defended in the courts. 

In 1985, a decision by the U.S. Supreme 
Court held that Massachusetts ha,d a right to 
regulate insurance companies and that state 
laws requiring insurance companies to cover 
mental disorders were not preempted by ERISA 
(Peres, 1986). In that same year, court decisions 
held that ERISA interpretations did not pre­
empt Michigan state laws mandating that sub­
stance abuse benefits must apply to employee 
benefit trust funds relying on reinsurance or 
stop-loss policies. In Illinois in 1985, the courts 
held that an insurance company was in viola­
tion of state law when it denied coverage to a 
state resident who had received treatment from 
a clinical psychologist and not a physician. 
There was a similar court ruling in Pennsylva­
nia in 1986 regarding ERISA interpretations 
and psychological testing (Turkington, 1986), 
and finally, a federal appeals court ruled that 
self-insured benefits plans are covered by state 
laws rather than ERISA (Bales, 1988). 

The APM; Office of Professional Practice of­
fers an extensive listing entitled "Freedom of 
Choice and Mandated Mental Health Insur­
ance Legislation as Applicable to Psycholo­
gists." This state-by-state listing displays the 
extent of freedom-of-choice legislation as ac­
complished by professional psychology via the 
political process. Additionally, the listing pro­
vides practical information on the definition of 
qualified providers, mandated benefits for men­
tal health care, and physician referral require­
ments by state. 

The Politics of Finance 

Federal Legislation 

Federal legislation can set national trends in 
the health care and insurance industries. These, 
in turn, can affect the independence and scope 
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of clinical practice and the financial viability of 
clinical psychology in medical settings. Of our 
gross national product, 10.5% is being spent on 
health care, more than in any other nation (De­
Leon, VandenBos, & Kraut, 1984). With more 
than 10% of the federal budget alone going 
toward health care funding and only 1% of the 
members of Congress having any health care 
background, it has been suggested that psy­
chologists need to educate the lawmakers as to 
the scope and cost-effectiveness of psychologi­
cal services so as to be assured inclusion as 
providers in any federally funded program 
(Folen, 1985). 

At present, there are several major federally 
mandated health care initiatives and programs 
that have an impact on the practice of psychol­
ogy: the Civilian Health and Medical Program 
of the Uniformed Services (CHAMPUS), the 
Federal Employees Health Benefit Program 
(FEHBP), the Medical Expense Deduction pro­
vision of the Internal Revenue Code, Medicare 
and Medicaid (Title XVIII and Title XIX of the 
Social Security Act; DeLeon et al., 1984), and 
the largest health-care-delivery system in the 
United States, the Department of Medicine and 
Surgery of the Veterans Administration (West 
& Lips, 1986). 

CHAMPUS. CHAMPUS health care (insur­
ance) coverage provides for 6.295 million de­
pendents of active-duty, deceased, or retired 
military personnel. It is the single largest health 
care plan in the nation (Dorken, 1988). The 
appropriations bill that funds CHAMPUS in­
cludes the phrase "medically or psychologi­
cally necessary," and with a few political ups 
and downs (DeLeon & VandenBos, 1983), prac­
ticing psychologists have been assured their 
place as qualified providers to this large popu­
lation. Dorken (1988) reported that, for the year 
1986, psychologists provided some 33,761 in­
patient mental health procedures to eligible 
CHAMPUS patients, compared to 192,502 in­
patient procedures provided by psychiatrists. 

FEHBP. DeLeon et al. (1984) noted that al­
most another 10 million federal employees, an­
nuitants, and their dependents participate in 
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the FEHBP. Under this federally funded pro­
gram, psychologists have been accorded com­
pletely independent status as health care pro­
viders. The language of the law authorizing the 
inclusion of psychologists as providers in FEHBP 
can be viewed as a federal freedom-of-choice 
law. 

Medicare and Medicaid. DeLeon et al. (1984) 
offered the following summary of Medicare 
and Medicaid issues. 

Medicare is a federally funded health insur­
ance program that covers the health care for the 
nation's elderly and disabled, over 29 million 
people. Part A of Medicare covers mandatory 
hospitalization and extended-care insurance. 
Part B covers physicians' fees and other ser­
vices not related to hospital care. Part A is 100% 
federally funded, and Part B is voluntary and is 
cofinanced by the government and the partici­
pant. The Medicaid program is about 56% 
funded by the federal government, is adminis­
tered by each state, and is designed to provide 
medical assistance to the needy and low-in­
come population, about 19 million persons. Al­
though not directly recognized as providers in 
the supporting legislation, psychologists can 
receive reimbursement for Medicare Part A 
services to inpatients if the psychologist either 
is an employee of a hospital or offers services 
under arrangement with the hospital. The hos­
pital bills the government for the services of the 
psychologist as a hospital service. Part B ser­
vices for nonhospitalized patients may be billed 
by psychologists if the patient is referred for 
these services by a physician. Under Medicaid, 
services by psychologists are reimbursable at 
the discretion of each state. Twenty-five states 
allow reimbursements to psychologists under 
Medicaid. A recent guideline provided by the 
Health Care Financing Administration in Sep­
tember 1988 (National Council of Mental Health 
Centers, 1988) approved a ruling that affords 
Medicare B patients the right to the reimburse­
ment of services provided by psychologists 
working within community mental health cen­
ters (CMHCs). No physician supervision or 
involvement in is necessary in cases within 
CMHCs. On December 19, 1989, President 
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Bush signed into law the Medicare bill that now 
includes direct reimbursement of psycholo­
gists for services provided to the elderly and 
disabled. This will cover about half of all inpa­
tient and outpatient psychological services and 
culminates a 25-year-long political struggle to 
make psychological services finanically avail­
able to the growing elderly population. 

National Health Insurance. As far back as Janu­
ary 10,1977, Senator Daniel Inouye (Democrat 
of Hawaii) stated that, unless psychology is 
able to obtain independent recognition under 
Medicare, it is doubtful that, once some type of 
national health insurance is enacted, psychol­
ogy will be included in such a plan ("In or 
Out?" 1977). In discussing the importance of 
the Medicare issue to psychologists, DeLeon 
(1987), urged "active participation in the polit­
ical process" (p. 9) by contacting Congress to 
ensure psychology'S inclusion in health care 
legislation. The concept of national health in­
surance and clinical psychology'S role in such a 
program have been the focus of much discus­
sion over the years (Cummings, 1977; Julius & 
Handal, 1980; Kiesler, Cummings, & Vanden­
Bos, 1979). 

More recently, the concept of health insur­
ance for citizens across the nation was reflected 
in a bill sponsored in the Senate (bill 1265) by 
Senator Edward Kennedy (Democrat of Massa­
chusetts) and in the House by Representative 
Henry Waxman (Democrat of California), H.R. 
2508. Usually referred to as the Kennedy-Wax­
man Bill, this initiative would have required 
businesses to provide for all their employees a 
minimum level of health care insurance (Buie, 
1987b). This approach has been seen as a po­
litical move away from a too costly and too 
bureaucratic tax-supported national health in­
surance to a privately funded, but federally 
mandated, system. Initially, to attain the sup­
port of business, Kennedy agreed to seek to 
override state laws requiring the coverage of 
mental health, optometry, dentistry, and po­
diatry (Buie, 1987b). However, because of the 
political intervention of the APA, including the 
hiring of an attorney and a lobbyist, and be­
cause of the close day-to-day scrutiny of the 
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legislative process by the APA's Health Policy 
Directorate (Buie, 1987a), mental health cover­
age, including psychologists' services, were in­
cluded in the bill. The APA's Practice Director­
ate now "strongly supports the bill, both as a 
professional issue and as an issue of broader 
public interest. As a professional issue for psy­
chologists, the bill would achieve a national 
freedom-of-choice law" (Buie, 1988d, p. 19). 
This measure would, if passed, add some 37 
million Americans to those with health insur­
ance. The grass-roots politicking of some 40,000 
psychologists was noted as the "clincher" in 
seeing mental health coverage and p~ycholo­
gists included in the bill (Buie, 1988e). How­
ever, a bill can be amended during the process 
of becoming a law, and psychologists have 
been encouraged to let their legislators know of 
their support for such a bill so that they will 
continue to be included in the final version. 

HMOs. Health maintenance organizations 
stemmed from political and social changes in 
American society and were designed to offer 
prepaid health care to their enrollees (Kisch & 
Austad, 1988). According to DeLeon, Uyeda, 
and Welch (1985), there were some 15 million 
HMO enrollees in 323 HMOs nationwide with 
the number increasing to 700 HMOs and 29 
million enrolles by 1988, (Buie, 1988f). Kisch 
and Austad (1988) reported that, during 1986, 
13.3 % of HMO participants received some type 
of mental health services. Physicians remain as 
gatekeepers in most HMOs, and psychologists 
are employed in relatively few plans, even 
though services of the sort provided by psy­
chologists are offered by most plans (Cheifetz 
& Salloway, 1984). Given the existence of HMOs, 
psychologists have been encouraged not only 
to provide direct clinical services but also to 
offer health education programs (Tulkin & 
Frank, 1985) and, in a zen-like manner, to join 
HMOs (in "one reality") (Budman, 1985). Be 
that as it may, the political reality of recogniz­
ing the autonomy of psychologists practicing 
within risk-sharing HMOs was ensured by 
Senator Daniel Inouye's 1984 amendment to the 
Deficit Reduction Act. According to DeLeon et 
al. (1985), the wording of the law stipulates that 
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"the services furnished ... by a clinical psy­
chologist (as defined by the Secretary) ... and 
such services and supplies furnished as (an 
incident) to [these shall be considered] as would 
otherwise be covered under this part if fur­
nished by a physician or an incident to a physi­
cian's service" (p. 1123). Subsequent regulation 
has defined the "clinical psychologist" as one 
who holds a doctoral degree and is licensed by 
the state to practice autonomously. Thus, ac­
cording to DeLeon et al. (1985), some 400 psy­
chologists have established the HMO as their 
primary work environment. Politics have de­
fined that medical setting as a work place and 
have ensured the availability of doctoral-level 
practitioners in HMOs for HMO subscribers. 

Research and Training. Within the area of fed­
eral recognition of and funding for the research 
activities and training of psychologists, the 
APAB Science Directorate has taken the political 
lead. As a result of the directorate's advocating 
for psychology in Congress, the National Insti­
tutes of Health (NIH) are now required to in­
clude a behavioral scientist on each of the 15 
national advisory councils: "The additional 
power psychology will now wield in the NIH 
could translate into a larger share of the re­
search funds netted out by the huge $7.2 bil­
lion agency" (Landers, 1988, p. 1). Also accord­
ing to Landers, the Directorate was able to 
influence a bill that requires that a clinical psy­
chologist serve on the health professions advi­
sory board of the Health Resources and Ser­
vices Administration. This move ensures the 
recognition of psycholOgists as a health service 
professionals along with physicians, nurses, 
dentists, and optometrists and permits psy­
chology students access to a large amount of 
scholarship and loan money to support train­
ing. Finally, the APA was able to get scientific 
research concerning psychological issues vis­
a-vis AIDS included in the AIDS Amendments 
of the Omnibus Health Act ("On Behalf of Sci­
ence," 1988). 

Although some internal political struggles 
have occurred between clinical service providers 
and researchers within psychology (Fisher, 
1988; Salziner, 1988), it is clear that, when psy-
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chologists go up Capitol Hill together to meet 
and politic with Congress, all of those in psy­
chology prosper. 

IRS Regulations. DeLeon (1981) and DeLeon 
et al. (1984) have pointed out that, as psycholo­
gists become more active in the health care 
arena in general, such issues as the extent to 
which the Internal Revenue Service's rules al­
low medical deductions may affect profes­
sional psychology. Just the inclusion of psy­
chologists' fees as medical deductions, or the 
change of the term medical expenses to health care 
expenses, has an effect on those seeking care. 
The political arena is wide-ranging. 

Veterans Administration. The Veterans Ad­
ministration (VA) is the single largest employer 
of psychologists in the United States, with over 
1,400 full-time doctoral-level psychologists (De­
Leon et al., 1984). The VA was the first employer 
to establish the doctoral degree as the entry 
level for training of practicing psychologists 
and has been a primary source of predoctoral 
and internship training in clinical psychology. 
Traditionally, psychologists have had a wide 
range of administrative and clinical respon­
sibilities in over 155 VA medical centers (VAMCs) 
nationwide. Psychologists serve on the execu­
tive committees of 72% of the VAMCs and have 
negotiated membership on the medical staff in 
many VA hospitals (West & Lips, 1986). The 
relatively autonomous functioning of psychol­
ogists in the VA has lead to the professional 
freedom to produce a large amount of pub­
lished research (Boudewyns, 1986), as well as 
to the development or improvement of clinical 
techniques in medical psychology (Stenger, 
1979). However, even with the long history of 
growth in professional psychology in the VA, 
federal budgetary and administrative changes 
have threatened psychology's voice in the VA 
central office and thus its autonomy in the 
VAMCs. As a federally funded health care sys­
tem, the VA reflects in many ways the political 
winds that move the health care industry and 
affect the practice of clinical psychology in 
medical settings. West and Lips (1986) re­
minded us that "the VA is a politically driven 
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system that must rely on Congress for its bud­
get as well as general policy guidelines" (p. 999; 
italics added). The hospital practice of clinical 
psychology within the VA system is one of 
those policy areas vulnerable to the political 
winds of change. 

Clinical privilege and financial policy as es­
tablished at the federal level set standards for 
the health care industry that can directly affect 
a large segment of the population. Such poli­
cies, as set in Washington, D.c., come from the 
very heart of American politics. 

Macro- and Micropolitical Interface: 
Hospital Bylaws 

Those individuals who are members of the 
hospital's medical or professional staff are au­
thorized by the process of privileging to treat 
that hospital's patients. When discussing the 
general topic of hospital privileges, it must be 
remembered that hospitalization itself is only 
one of a wide range of clinical services that 
clinical psychologists may be privileged to pro­
vide their patients. For many practicing clinical 
psychologists, the rights to "attend" their pa­
tients as outpatient psychotherapists, to be di­
agnosticians, to act as emergency-room deci­
sion-makers, to be consultants on medical 
units, to be voting members of the professional 
staff, and to act as independent, principal re­
search investigators are as important as, if not 
more important, than, hospitalization rights. 

A hospital's bylaws define the organizational 
structure of the professional staff and prescribe 
the process for applying for and obtaining hospi­
tal privileges (Stromberg et al., 1988). Although 
the bylaws vary from institution to institution, 
they routinely spell out the qualifications for 
membership on the staff, the conditions for and 
the duration of appointments, the categories of 
professional staff membership, and privileging 
for the various types of clinical activities and 
procedures that each staff member may per­
form (Committee on Professional Practice of 
the Board of Professional Affairs, 1985). Bylaws 
also establish quality assurance expectations, 
governance of the professional staff, the com-
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mittee structure, and the voting rights of mem­
bers of the staff. 

Additionally, hospitals may have a written 
set of rules, often referred to as "policies and 
procedures," that standardize clinical docu­
mentation expectations (charting), admission 
and discharge practices, emergency or disaster 
plans, and personnel or human services regu­
lations. These rules vary greatly across medical 
centers and may be more flexible and change­
able than bylaws. The individual psychologist 
bears the burden of understanding and follow­
ing these expectations of his or her institution 
(Committee on Professional Practice of the 
Board of Professional Affairs, 1985). 

Hospital Privileges and Psychology 

Staff Membership Categories 

Hospitals generally have several categories of 
professional staff membership, and although 
the credentials required for membership in 
these categories may vary from institution to 
institution, they include the following: 

The active staff is the highest level of privileg­
ing and responsibility. These staff members 
can admit patients to the hospital, can provide 
continuous care to their patients, can serve on 
committees, are required to attend staff meet­
ings, and can vote and hold office on the pro­
fessional staff. 

The associate staff is usually made up of 
newly appointed health care providers who 
work in outpatient departments or as research 
fellows but who do not have admitting privi­
leges. Occasionally, psychologists are assigned 
this classification. 

The courtesy staff are those who actually ad­
mit only a few patients per year and may well 
be on the staff of another hospital. 

The consulting staff are those who act only as 
consultants in a specific specialty. They, like the 
courtesy staff, may not hold office or have vot­
ing privileges. 

Honorary or emeritus staff members are not 
active in the hospital but are given such honors 
as are set forth in the bylaws. 

The affiliate or adjunct staff consists of allied 
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health care professions, nonphysicians who 
have been granted privileges by the organized 
professional staff. Affiliates may participate in 
patient care under the direct and continued 
supervision of a member of the active profes­
sional staff. Affiliates usually do not have vot­
ing privileges pertaining to professional staff 
matters and are not assigned committee re­
sponsibilities. Usually, psychologists can seek 
professional staff membership only at the affili­
ate level. In their definitions and discussion of 
staff membership, from which the above were 
taken, both Stromberg et al. (1988) and the 
Committee on Professional Practice of the Board 
of Professional Affairs (1985), have suggested 
that psychologists are more and more able to 
seek membership on professional staffs at the 
active staff level. 

The Political Strnggle for Hospital Privileges 

Historically, psychologists were precluded 
from becoming full members of the active med­
ical staff in most hospitals. Before 1983, the 
Joint Commission on Accreditation of Hospi­
tals (JCAH; now the JCAHO, Joint Commission 
of Accreditation of Healthcare Organizations) 
limited medical staff membership to physi­
cians and dentists. In recent years, and in re­
sponse to continued concerns about its poten­
tial antitrust liability, the JCAHO has modified 
its stance to permit, but not require, hospitals 
to offer staff appointments to other licensed 
professionals as permitted by the law and the 
individual hospital (Stromberg et al., 1988). The 
JCAHO (JCAHO, 1987) now permits, but does 
not require, hospitals to offer professional staff 
appointments to "other licensed individuals 
permitted by the law and the hospital to pro­
vide patient care services independently . . . 
within the scope of [their] license and in accor­
dance with individually granted clinical privi­
leges" (Stromberg et al., 1988, p. 327). These 
changes reflect the results of a lengthy struggle 
with the Joint Commission to include profes­
sional psychology as one of the formal voices in 
hospital health-care-accreditation policy dur­
ing a time when physicians were defining and 
limiting the roles of psychologists in medical 
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and psychiatric settings (Zaro, Batchelor, Gins­
berg, & Pallak, 1982). Finally, the recent ap­
pointment of a psychologist to the JCAHO's 
Professional and Technical Advisory Commit­
tee of the Accreditation Program for Psychiatric 
Facilities (APA, 1988b) affords organized psy­
chology its first voice from within this largest 
of hospital accreditation bodies. 

The Reason for All the Fuss about Privileges. 
Stromberg (1986) stated that access to hospitals 
helps in the acknowledgment of psychology as 
an independent health care profession. Clini­
cally, to be able to follow patients in need of 
hospital care is important to some clinicians. 
Financially, Stromberg sees privileges as easing 
the process of selection as HMO and Preferred 
Provider Organization (PPO) providers. Fi­
nally, networking with other health care pro­
viders is helpful in conveying that psycholo­
gists can provide a full range of services. This 
can happen most readily within the structure 
of an organized professional staff. 

Thompson (1987) focused on the importance 
of professional autonomy as reflected in the 
obtaining of clinical privileges. The medical 
staff is afforded two important responsibilities: 
(1) monitoring and evaluating quality of care 
and (2) developing rules, regulations, and pol­
icy regarding staff membership, including the 
granting, delineating, and renewal of clinical 
privileges. The seeking and obtaining of privi­
leges ensures that psychologists will, as mem­
bers of an autonomous profession, participate 
"in the hospital processes that govern who can 
provide which patient care services" (p. 868). 
This is the center of the micropolitical environ­
ment that defines the role of clinical psychol­
ogy within each hospital. 

Contained in a packet of information con­
cerning hospital privileges for psychologists 
(Plunkett & Morgan, 1987) is the statement that 

to a large extent, psychology's limited access to 
privileges in hospitals appears to be related to a 
prevailing climate of adverse regulation and medical 
institution barriers, coupled with restrictive or 
sometimes prohibitive hospital bylaws. 

The sample of headlines from professional 
newspapers and newsletters and the popular 
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press displayed in Table 1 illustrates the extent 
of the lengthy political battles that have been 
waged thus far over the topic of hospital privi­
leges for psychologists. These headlines reflect 
a roller-coaster struggle, with undulations of 
increasing frequency, that has lasted for well 
over a decade in venues from coast to coast. 

ICAHO. In 1983, the standards of the leAH 
stated that medical staff privileges were limited 
to "individuals who are currently fully licensed 
to practice medicine and in addition, to li­
censed dentists" (p. 93). A hospital that vio­
lated this mandate would have risked losing its 
leAH accreditation. Bersoff (1983) stated that 
the leAH standards that limited psychologists 
from being members of a hospital's medical 
staff "unjustifiably and unlawfully deprive the 
public of access to an entire body of qualified, 
trained, and licensed providers of psychologi­
cal services and absolutely exclude competent 
psychologists from independent hospital prac­
tice" (p. 1238). 

Antitrust. The practice of limiting or barring 
the hospital practice of psychologists can be 
seen as violating the federal Sherman Antitrust 
Act (Bersoff, 1983). Two types of illegal boycotts 
of psychologists exist: 

In cases where physicians (through their staff privi­
leges committees) refuse to deal with their competi­
tors, they are engaging in a horizontal boycott. In 
cases where a hospital collaborates with physicians 
to eliminate physicians' competitors, the hospital 
(through its board of trustees) and the physicians 
are engaging in a vertical boycott. Both forms are 
per se violation of the antitrust laws. (Bersoff, 1983, 
p.124O) 

By establishing that psychologists are competi­
tors with physicians in the field of the diag­
nosis and treatment of mental disorders, by 
stating that psychologists' ethics prohibit them 
from seeking privileges beyond their compe­
tence and training, and by arguing that "the 
rights, privileges, health, and pocketbooks of 
patients and the public are at stake" (Bersoff, 
1983, p. 1241), organized psychology has been 
able to establish legal precedents for the grant­
ing of hospital privileges to psychologists. Cal-

Table 1. Hospitals, Politics, 
and Psychologists in the News 
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Psychiatrists oppose key bill. APA Monitor, July 1974. 
"Medical psychotherapy" -Psychiatry's trump? APA Mon­

itor, June 1975. 
War between the shrinks. New York, May 1979. 
Characteristics of health services, hospital privileges and 

issues with third party reimbursements." The Register 
Report, May, 1982. 

Hospital privileges. Advance, August 1983. 
Psychologists get hospital admitting privileges in DC. 

Psychiatric News, November 1983. 
Successful passage of the hospital privileges for psycholo­

gists bill in the District of Columbia. Independent Practi­
tioner, January 1984. 

Political action committee plays crucial role in hospital 
privileges legislation in D. C. Illinois Psychologist, Novem­
ber 1984. 

Nonphysician practitioners make slow headway on staff 
privileges. Hospitals, December 1984. 

Illinois: Battles on two fronts. APA Monitor, August 1986. 
Court upholds barring of psychologists on medical staffs. 

Psychiatric News, August 1987. 
The rocky road to hospital privileges. APA Mnnitor, Sep­

tember 1987. 
Appeal dismissal affirms Calif. hospital privileges. APA 

Monitor, October 1987. 
Illinois hospital battle rages on. APA Mnnitor, October 1987. 
N. Y. may join states with hospital privilege laws. APA 

Monitor, March 1988. 
CA: Hospital battle raging. APA Monitor, April 1988. 
IL: Settlement may end [medical staff] dispute. APA Moni­

tor, May 1988. 
OH: Hospital bill passed by house. APA Monitor, May 1988. 
MO: Psychologists thrive in med center. APA Monitor, June 

1988. 
NY: Hearing fuels hopes for hospital privilege law. APA 

Monitor, June 1988. 
Court reverses psychologists' hospital rights. Psychiatric 

News, July 1988. 
IPA [Illinois Psychological Association] hospital lawsuit 

settled. Mnke the Future, the Health Service Advisory News­
letter, July 1988. 

CA: Group readies to fight hospital privileges ruling. APA 
Monitor, August 1988. 

AMA and psychiatry join forces to oppose psychologists. 
Practitioner Focus, Summer 1988. 

California case could have dire impact, lawyers say. The 
APA Monitor, November 1988. 

Hospital survey finds barriers still exist. APA Monitor, No­
vember 1988. 

Florida psychiatrists challenge psychology's scope of prac­
tice. Practitioner Focus, Fall 1988. 

President signs Medicare bill-Victory caps uphill trek. 
APA Monitor, January 1990. 



70 

ifornia, the District of Columbia, Georgia, and 
North Carolina now have laws that prohibit 
discrimination against psychologists when med­
ical staff appointments are made. Stromberg et 
al. (1988) offered the District of Columbia's act 
as the most sweeping statement that psycholo­
gists are "accorded clinical privileges and ap­
pointed to all categories of staff membership at 
those facilities and agencies that offer the kinds 
of services than can be performed by either 
members of these health professions or physi­
cians" (p. 328). 

In the Courts. Progress on the professional 
staff issue for psychologists has been slow. At 
times, the macropolitics of organized medicine 
and issues of turf and financial incentives have 
had actual or potentially deleterious effects on 
the practice of professional psychology. An ex­
ample is the Illinois Department of Public 
Health's attempts in 1988 to ban psychologists 
from hospital medical staffs by threatening those 
hospitals with psychologists on their medical 
staff with loss of their license to operate as a 
hospital. A newsletter to Illinois psychologists 
is offered in toto (see the Appendix to this chap­
ter) because it not only clearly illustrates the 
issues but emphasizes the macropolitical real­
ities that can influence daily hospital practice 
anywhere. 

In a similar vein, the travails of California's 
psychologists reflect first the gaining of hospi­
tal privileges over a decade ago and then in­
creased attacks by organized (political) medi­
cine and psychiatry. As a result of that attack, 
the court reversed the interpretation of the orig­
inal California law (APA, 1988a). In 1978, after 
nine years of political struggles by psycholo­
gists, California had passed S.B. 259, a bill that 
authorized each hospital to make inpatient care 
available to "psychological patients" by "clini­
cal psychologists with appropriate training 
and clinical experience" (Dorken, 1981, p. 600). 
After several years of practice (within the scope 
of their training and licensure), psychologists 
faced a regulation set forth by the California 
Department of Health Services that "a psychi­
atrist shall be responsible for the diagnostic 
formulation for each patient and the develop-
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ment and implementation of the individual pa­
tient's treatment plan" (APA, 1988a). In a trial 
held in 1986, a California court held that psy­
chologists were indeed allowed to admit and 
discharge their own patients. However, on ap­
peal by the California Medical Association and 
the California Psychiatric associations in 1988, 
the appeals court ruled that only a physician is 
authorized to render a diagnosis pertaining to 
a mental disorder that is organic in origin or 
nature, thus restricting a psychologist's access 
to hospital practice. In 1988, the California Su­
preme Court agreed to review the appeals court's 
decision to limit psychologists' practice after 
the psychologists' attorneys warned that "the 
rights, privileges, health and well-being of pa­
tients and the public will be sacrificed if the 
lower court's decision is upheld" (Buie, 1988a, 
b, c). On June 29, 1990, the California Supreme 
Court decided in favor of a patient's right to be 
treated by a psychologist upon admission to a 
hospital. This decision, in the case that came to 
be known as CAPP v. Rank, is not appealable 
and ends the six-year legal battle. According to 
an APA press release, as a result of this ruling, 
psychologists in California will be permitted 
full responsibility for their hospitalized pa­
tients, including admitting and discharging 
patients, if the psychologist is licensed by the 
state, is providing services legally defined by 
the license, and is complying with the rules of 
the facility. 

In this case, it was a legal-political process 
that assured psychologists their rights to prac­
tice within the scope of their license, and it was 
that same process that assured the patients of 
psychologists their rights to continuity of care 
and freedom of choice. It was a legal-political 
process championed by the opposition, orga­
nized medicine and psychiatry, that attempted 
to reverse those rights. Dorken (1981) had felt at 
the time of the im.plementation of the California 
law that "selected amendments and close con­
sultation [and] reasonable accommodations" 
had brought about "a quite cordial relation­
ship" between organized psychology and medi­
cine (p. 604). However, the ever-changing fi­
nancial and regulatory milieu of present-day 
health care can bring about challenges to hith-
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erto "cordial relationships" and can thus affect 
the day-to-day practice of hospital psychology. 
It would appear that, buoyed by the laws and 
with antitrust thoughts in mind, this struggle 
will continue. In reviewing the success of orga­
nized psychology's struggle for hospital privi­
leges in the District of Columbia, Mikesell 
(1984) noted the words of one observer: "The 
hospital privileges bill is where it is today be­
cause of the political activity of psychologists in 
the District of Columbia over the past two 
years" (p. 19). 

Micropolitical Issues 

Practice Patterns of Psychologists 
in HosPitals 

Boswell, Litwin, and Kraft (1988) carried out 
a national survey of 1,061 practicing psycholo­
gists in order to study hospital privilege issues. 
The 72.2% return rate was interpreted as re­
flecting practicing psychologists' high interest 
in the topic. Of the questionnaires returned, 
582 indicated some type of hospital affiliation: 
8% of the respondents indicated a primary af­
filiation with a public general hospital, 17% 
with a private general hospital, 19% with a 
public psychiatric hospital, 21% with a private 
psychiatric hospital, 20% with a VA hospital, 
11 % with a medical school, and 5% with some 
other type of hospital. Of those, 71 % were affil­
iated full time and 28% were affiliated part time 
or had a specific arrangement with a hospital. 
Only 16.3% of the hospital-affiliated psychologists 
were full professional staff members with voting 
privileges; 22.1 % were associate members with­
out a vote, 50.1% were not members of the staff 
of their hospital, and 11.4% were special mem­
bers of the staff. In general medical hospitals, 
psychologists were less likely to be full mem­
bers of the staff (public, 8.7%; private 7.4%) 
and were more likely to be associate members 
(public, 32.6%; private, 38.9%). When looking 
at satisfaction with 18 individual practice privi­
leges, Boswell et al. (1988) concluded that "the 
only level of clinical privilege with which hospi­
tal affiliated psychologists appear to be satisfied 
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is the full, ind~pendent level" (p. 12). This 
study concluded that psychologists clearly de­
sire expanded privileges and believe that orga­
nized psychology should advocate for this ex­
pansion. However, "this overwhelming support 
breaks down when the issue of expanding priv­
ileges to include prescribing certain medica­
tions is included" (p. 16). 

It is clear, though, from the Boswell et al. 
(1988) study that the political struggle for au­
tonomy within hospitals still has a way to go: 
"For instance, 49.2 % cannot diagnose indepen­
dently, 13.5% cannot do psychological testing 
independently, 19.6% cannot provide therapy 
withoutthe approval of a physician, and 25.4% 
cannot conduct research independently" (p. 
17). Certainly these are areas in which psychol­
ogists are highly trained and licensed to prac­
tice without supervision. Finally, Boswell et al. 
found that 94.8% of hospital psychologists 
were not privileged to admit, 96.3% were not 
allowed to discharge, and 83.4% were not per­
mitted to order a medical referral. These limita­
tions affect not only professional freedom but 
the quality of care that hospital psychologists 
are formally privileged to provide their patients 
in a hospital setting. 

In further discussion of these issues, Litwin, 
Kraft, and Boswell (1988) reported that only 4 % 
of hospital psychologists surveyed believed 
that they had had difficulty obtaining medical 
staff (voting) memberships because of lack of 
competence, education, training, and experi­
ence. A full 71% either disagreed or strongly 
disagreed that staff membership problems are 
related to issues of competence or qualifica­
tion. However, of those, 83% agreed or strongly 
agreed that their difficulties in obtaining staff 
privileges had been primarily because of "turf" 
and financial factors. Only 6% of those sur­
veyed did not agree that turf and finances were 
the source of staff membership struggles. At 
least as hospital psychologists view themselves 
and their practice milieu, they are competent 
clinicians who see the financial threat to orga­
nized medicine of their independent practice as 
a major motivator of those who wish to restrict 
their independence. 

Although these views reflect the source of 
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political struggles that occur nationally or at 
formal bylaws committee meetings from hospi­
tal to hospital, the reality of the politics of clinical 
competence can be seen "in the trenches." Lit­
win et al. (1988) found that 80% of those sur­
veyed reported that they either agreed or agreed 
strongly that they often are led to "informally" 
perform duties (e.g., discharge decisions) for 
which they have no formal privilege. In other 
words, what we might define as these "hidden 
or secret privileges" show that formal bylaws 
often do not represent actual practice or com­
petency. 

Seeking Privileges, or 
Applied Micropolitics 

While political forces work to shape legal 
statutes and hospital bylaws, the practicing 
psychologist seeking privileges in a medical 
settings should seek those privileges in an or­
derly, ethical, and professional manner. "Just 
because I want referrals from the local HMO" 
and "just because I might want to follow my 
patient into the hospital" and "just because I 
want to consult or do testing in the hospital" 
are not reason or rationale enough to justify 
seeking privileges. Proper training and experi­
ence within the medical setting, to ensure suc­
cess in that environment, are not only the neces­
sary but the ethical basis for seeking privileges. 
Once those requirements are met, the privileg­
ing process can begin. 

The acquisition of medical staff membership, 
according to Stromberg et al. (1988), does not 
ensure an adequate range of clinical roles for 
the psychologist in a hospital. "Medical staff 
membership is only an empty vessel of eligi­
bility" (Stromberg et al., 1988, p. 328) into 
which the delineation of one's clinical privi­
leges is poured. Such privileges are based on 
an individual's training, experience, and dem­
onstrated competence, according to the APAB 
Committee on Professional Practice of the Board 
of Professional Affairs (1985). The committee 
said that "psychologists should attempt to gain 
explicit approval for the services they provide 
rather than permitting the institution to allow 
them to function in an informal fashion" (p. 19). 
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A Hospital Practice Primer for Psyclwlogists (1985) 
and Hospital Practice: Advocacy Issues (1988), 
each prepared by the APAB Committee on Pro­
fessional Practice, offer forms for documenting 
and approving the lists of clinical, consulting, 
and scientific privileges commonly sought by 
hospital-based psychologists. 

Criteria for Privileging 

Permissible Criteria. Hospitals can lawfully 
grant or decline staff membership and privi­
leges to a psychologist lion any basis which is 
rationally related to his or her competence" 
(Stromberg et al., 1988, p. 329). The following 
are criteria that Stromberg et al. stated should 
be permissible as part of the evaluation process 
for membership and privileging: Requiring In­
formation that includes education, internship, 
fellowships or other training, experience, cur­
rent competence and licensure, and health sta­
tus is acceptable. Requiring information on 
pending or completed professional liability ac­
tions or loss of membership or privileges at 
other institutions is also acceptable. Hospitals 
should be permitted to set academic or educa­
tional criteria if they are clearly related to pro­
fessional competence. For example, the re­
quirement that psychologists have a doctoral 
degree from an accredited educational institu­
tion and a documented amount of training and 
experience is not seen as an unfair, exclusion­
ary criterion in the application process. Sim­
ilarly, hospitals should be able to ask applicants 
to carry a certain amount of malpractice insur­
ance in order to protect the hospital and mem­
bers of the professional staff from "having to 
bear a disproportionate share of any costs 
stemming from a malpractice claim involving 
an inadequately insured practitioner" (Strom­
berg et al., 1988, p. 331). Hospitals should be 
able to set a geographic limit on staff members' 
residences to ensure that patients will be at­
tended adequately in an emergency. Hospitals 
should be able to deny privileges to those 
whose ability to work with others or whose 
personal style can be documented as jeopar­
dizing quality of care. Hospitals should be al­
lowed to have a "closed-staff policy" in which 



CHAPTER 5 • POLITICS 

the entire hospital staff or the staff of a given 
department is closed to membership for the 
reason that "the hospital's facilities are not ade­
quate to treat the patients that are likely to be 
admitted by additional staff members, or that 
the existing staff is sufficient to meet the hospi­
tal's needs" (Stromberg et ai., 1988, p. 332). In 
order to avoid antitrust issues, hospitals must 
be able to document the rationale behind such 
exclusionary privileging procedures. Finally, 
observed and documented competency to use 
clinical privileges appropriately is a legitimate 
requirement to ensure quality of care. 

Nonpermissibie Criteria. According to Strom­
berg et ai. (1988), several criteria should not be 
permissible for a hospital to use during the 
application or privileging process. These in­
clude membership in professional societies, 
the recommendation of a member of the pre­
sent professional staff, or an affiliation with a 
particular HMO. Discriminatory criteria such 
age, sex, race, or handicap must not be used to 
exclude someone from staff membership: 

Finally, a key question is whether hospitals are free 
to deny staff membership and privileges to all psy·· 
chologists as a category. State law varies on this ques­
tion, with some states allowing such exclusion, 
others mandating nondiscrimination against psy­
chologists, and still others silent on the issue. (Strom­
berg et aI., 1988, p. 334) 

That issue is the source of a key political battle 
already discussed in this chapter. Stromberg et 
ai. recommended that, "in areas where state 
law does not expressly allow the blanket exclu­
sion of psychologists, a challenge to such a 
policy may be brought on antitrust or other 
grounds" (p. 334). 

The Privileging Process 

According to Stromberg et al. (1988), the ap­
plication process should afford the psycholo­
gist reasonable written notice of the results of 
action on the application. Those making the 
staff privilege decisions should be objective, 
and those with a personal bias or prejudice 
should not be among them. Decisions should 
be based on stated credentialing criteria, privi-
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leging criteria, and the information presented 
by the applicant. There should be a right to a 
hearing and an appeal process, should the ap­
plicant question the outcome of the appoint­
ment and privileging committee ( s). Certainly, a 
committee of peers-that is, other psycholo­
gists working in the medical setting-should 
adjudicate applications for their own discipline 
and should be advisers to the hospital creden­
tialing committee(s). This arrangement should 
ensure the most credible review of a psycholo­
gist's credentials. 

Should a psychologist receive an adverse de­
cision, Stromberg et al. (1988) suggested that 
"the first step should be to examine the basis 
for the proposed decision and to consider 
(with counsel) what procedural steps are avail­
able to oppose or appeal the decision" (p. 338). 
The first appeal should be carried out within 
the hospital's own appeal mechanisms. Should 
that appeal fail, legal action is possible. Strom­
berg et ai. noted that there have been a large 
number of legal actions in which health care 
practitioners have challenged staff privileging 
decisions. Practitioners have lost most (but not 
all) of these legal appeals. 

In order for the psychologist to succeed in court, it 
will be necessary for a psychologist to show that the 
hospital violated its own rules or the law, or that the 
decision was arbitrary, capricious, or entirely lack­
ing in evidentiary support, or that the decision was 
part of an effort to stifle competition or otherwise 
contrary to law. (p. 338) 

In order to avoid a negative experience, those 
seeking privileges should carry out the follow­
ing two steps to ensure that they will approach 
the credentialing and privileging process pro­
fessionally. 

Using Appropriate Resources. If there is an or­
ganized department, division, or section of 
psychology within the medical setting in which 
the psychologist applying for privileges, she or 
he should seek out the chairperson, director, or 
chief of that program and ask for a meeting to 
discuss the role of the psychology program in 
that institution. If there is no formal program, 
the applicant should seek out either the formal 
or the informal senior psychologists in order to 
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discuss the role of psychology in that institu­
tion and how the applicant and her or his par­
ticular expertise and experience will comple­
ment the existing program. If there is no such 
formal or informal structure, the applicant 
should learn what is the existing psychiatry or 
social work structure. Working within the men­
tal health diSciplines, at least initially, will help 
the applicant to discover the range and level of 
the services that exist. 

If there is a formal mental health structure 
within the medical setting, it is politically un­
wise to go outside that organization to seek 
privileges. Seeking privileges in the depart­
ment of medicine or pediatrics, for example, 
when psychologists already have primary ap­
pointments within their own department or a 
psychiatry department only causes a division 
of forces and may serve to weaken the political 
and clinical liaisons already established within 
a given medical setting. As the data from Bos­
well et al. (1988) suggest, psychologists as a 
rule do not yet have a strong formal base within 
most recognized medical staffs, and any en­
trance of a newcomer into the system may 
threaten the possibly delicate balance of the 
informal privileges noted by Litwin et al. (1988). 
Respect for an existing hierarchy assures the 
applicant support from those already estab­
lished and theoretically able to help newcomers 
establish their role within the medical setting. 
If that hierarchy does not exist, direct commu­
nication with the hospital president, adminis­
trative director, or hospital attorney (Enright, 
1986) is appropriate. 

Once the applicant has identified the appro­
priate initial contact person, then a meeting is 
useful to review the hospital's actual require­
ments for a psychologist to become a member 
of the professional staff. Discussing the criteria 
and one's credentials informally will help ac­
quaint the applicant with the hospital and the 
hospital professional staff with the applicant. If 
the applicant perceives at this point any diffi­
culty with particular credentials meeting the 
criteria, they can be discussed so that the appli­
cation will be in order before the formal process 
begins. 

The applicant should be aware of any re-
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quirements put on the members of the profes­
sional staff and should determine his or her 
willingness to meet those expectations. For ex­
ample, dues, voluntary teaching time, or pro 
bono services in a clinic may be required of all 
profeSSional staff members. If the medical facil­
ity has a teaching program for psycholOgists or 
psychiatrists, applicants may be required to 
meet the standards of the parent medical school 
or university before they can be accepted on 
the staff. The applicant should become ac­
quainted with those academic requirements, if 
they exist, to determine a priori both his or her 
qualifications for an academic appointment 
and the institution's or training program's need 
for his or her academic services. Finally, the 
applicant should make an effort to understand 
the extent of the privileges for psychologists 
actually available within the medical setting in 
question. If a physician's order or cosignature 
is necessary for psychological practice, the ap­
plicant must decide if he or she wishes to prac­
tice with those restrictions on autonomy. For 
example, the applicant who expects to hospi­
talize his or her patients where this is not a 
privilege available to psychologists should dis­
cuss how flexible that rule is and to what extent 
a challenge to that rule will be accepted by the 
psychology department or division. It is cer­
tainly easier to change rules from within an 
organization than to enter new and challenge 
the existing establishment without a full appre­
ciation of the institution's history as it pertains 
to the role and function of clinical psychology. 

Defining Ones Role in the Medical Setting. 
Once the applicant has been accepted on the 
profeSSional staff and is seeking a role within 
the medical setting with a specific skill to offer 
(e.g., biofeedback, neuropsychological assess­
ment, or thanatology), the senior psychologists 
helping with the credentialing process can di­
rect the applicant within the political and clini­
cal boundaries of the hospital. If no psychology 
service exists or no other psychology specialist 
in that field practices in that setting, then ap­
proaching the director of the relevant medical 
service is appropriate. 

Approaching other psychologists or medical 
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personnel aggressively to prove that one's ser­
vices are a necessity is not only unprofessional, 
but certain to be met with poor results. Clinical 
psychologists in medical settings should pride 
themselves on coming from a data-based pro­
fession (see Chapter 17) and should realize that 
physicians in medical settings "respect critical 
thinking much more than exotic intuition" 
(Wright, 1982, p. 3). Therefore, providing one's 
vita as a means of introduction and any mate­
rials one has written or published in one's area 
of specialization, as well as other supporting 
literature documenting the usefulness of psy­
chological intervention in one's specialty, will 
help in establishing both one's own and psy­
chology'S scientific and clinical credibility. Meyer, 
Fink, and Carey (1988) found that practicing 
physicians tend to view psychologists' consul­
tations as generally available and helpful but 
are concerned about the adequacy of psycholo­
gists' training in providing such consultations. 
Liese (1986) reported that, for medical prob­
lems that physicians perceived as having a psy­
chological component, they were as likely to 
refer the patient to a psychologist as to a psy­
chiatrist or a social worker. Therefore, the clini­
cal psychologist in the medical setting can ex­
pect that the medical establishment will find 
his or her services interesting and useful if the 
credibility and competency issues are handled 
matter-of-factly. It is up to individual psycholo­
gists to practice their own politics of compe­
tence day-to-day in order to market their ser­
vices within the medical setting. 

Becoming personally acquainted with pri­
mary referral sources, nurses, physicians, and 
other psychologists is of great help. Offering 
physicians who are potential referral sources 
collaboration on research with a shared patient 
population or offering to add a psychosocial 
component to their ongoing clinical research is 
an excellent way to enter a system. Presenting a 
paper at medical grand rounds that supports 
one's type of clinical service or research can be 
useful. Discussing a trial case that one is sure 
of handling well, and not simply for the sake of 
making a new contact (Wright, 1982), can build 
a new bridge. Offering one's skills as an educa­
tor to teach residents or medical students abou t 
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the psychological components of a particular 
medical problem is another means of showcas­
ing the range of clinical skills of psychologists. 
Offering to carry a case or two pro bono or on a 
sliding scale in a hospital clinic is a means of 
establishing oneself within the medical set­
ting, as well as a means of carrying out one of 
psychologists' ethical responsibilities. Finally, 
one's availability to serve on the credentialing, 
research, human subjects, child abuse, or 
quality assurance committee(s) illustrates one's 
commitment to serving the greater goals of the 
medical setting and promotes acquaintance 
with a wider circle of practitioners. 

Summary 

Bismarck was purported to have said that 
one should avoid watching the making of both 
"policy and sausage." From the above exam­
ples, it is clear that that view, if carried out by 
professional psychology over the last few de­
cades, would have greatly limited research 
funding, clinical training grants, professional 
practice both in the office and in hospitals, and 
ultimately, service of the public good (Sweet & 
Rozensky, 1991). Kelly, Garrison, and DeLeon 
(1987) noted that a large number of psycholo­
gists have become involved in legislative and 
public policy issues. The APM; Office of Legis­
lative Affairs, Office of Professional Practice, 
and Science Directorate, among other APA of­
fices, reflect organized psychology's profes­
sional relationship with public policy and the 
legislative system. Activities carried out by in­
dividual psychologists reflect the impact each 
one of us can have on these issues (Kelly et al., 
1987). Further, Ebert-Flattau (1980) prepared a 
legislative guide that can help psychologists 
understand the legal and political policy pro­
cesses. 

The Monitor, The American Psychologist, The 
Clinical Psychologist, and The Register Report, 
among other publications, can keep the reader 
abreast of political changes on the national 
level. Membership in and subscription to the 
state's psychological association or society's 
newsletters can keep the psychologist current 
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on local politics, policy, and legislative issues. 
Regulation and licensing, freedom of choice, 
eligibility for third-party and governmental re­
imbursement for services provided, and clini­
calor hospital privileges are legally defined 
rights and responsibilities that are born in the 
political area and can be redefined, limited, or 
even removed in that same arena. 

Appendix 

The following piece, written by M. R. Levin­
son and B. E. Bennett and entitled "IPA Law­
suit Settled," appeared in the July 1988 issue of 
Make the Future: The Health Service Advisory 
Board Letter. 

A Case Example of an Attempt 
to Restrict Privileges 

The issue came about two years ago when the 
IDPH (Illinois Department of Public Health) issued 
an "interpretation" of an old regulation. That inter­
pretation was that only physicians, osteopaths, den­
tists and podiatrists were eligible under the law to be 
members of hospital medical staffs in Illinois. Since 
psychologists had been serving successfully on hos­
pital medical staffs for years, the Illinois Psychologi­
cal Association (IPA) filed suit. 

Medical staff membership is important because 
under Illinois Rules members of the medical staff are 
the only practitioners who may 1) vote on hospital 
policy, 2) write treatment orders, and 3) indepen­
dently admit patients to the hospital. Dentists and 
podiatrists are permitted to function in the hospital 
within the scope of their license provided that they 
co-admit their patients with a physician who main­
tains responsibility for the medical treatment of the 
patient. Admission-or co-admission-privileges 
are important for psychology to assure continuity of 
care for the patient who seeks outpatient psycho­
therapy from a psychologist and who may need to be 
treated in the hospital setting. It is well recognized 
that psychologists independently diagnose their pa­
tients as well as develop and implement treatment 
plans. It is a matter of common practice that psychol­
ogists determine a patient's treatment plan and write 
the treatment orders for their hospitalized patients. 
Finally, unless psychologists are recognized as vot­
ing on hospital policy, the expertise of psychologists 
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and the advantages of the psychological model as 
opposed to the drug model of treatment will be 
overshadowed. 

At first glance, this issue seems like standard fare, 
with the courts left to battle out the legalities and 
interpretation of a regulation. But closer examina­
tion shows the matter to be much more controversial. 
The Department's restrictive interpretation was made 
at the behest of the Hospital Licensing Board, a 
group of people appointed by the governor to advise 
the Director of the Department of Public Health. At 
the time, the Board had two physician members. 
Both of those physicians were psychiatrists and 
were outspoken critics of the increasing competition 
faced by psychiatrists from other providers such as 
psychologists, social workers and even non-psychi­
atrist physicians. They first expressed the view that 
the Department's regulation limited medical staffs to 
the above-mentioned providers. But before they for­
malized their view, they asked the Department's le­
gal staff to provide its interpretation. 

The Department's legal staff responded with a 
memorandum which concluded that "traditionally" 
the regulation was interpreted to mean that hospi­
tals were free to appoint any licensed health care 
provider, such as psychologists, to their medical 
staffs. Apparently not satisfied with this response, 
the Board went directly to the recently appointed 
Director of the Department for his interpretation. 
The Director, a physician, wrote a letter setting forth 
his view that the medical staff was limited to physi­
cians, osteopaths, dentists and podiatrists. And 
though the Director explained that while the Depart­
ment had not enforced the regulation this way in the 
past, it would start to do so now. The Director even 
proposed a new regulation to make his restrictive 
interpretation "clear." It was when that new regula­
tion was about to go into effect that the IPA sued. 

The IP& lawsuit was never finally decided on the 
merits. In fact the IPA never tried the merits of the 
case. The consent judgment requiring the Depart­
ment to consider changing the rule to list psycholo­
gists among those eligible for medical staff member­
ship ended the case. But some of the facts discovered 
through the lawsuit lend support to the view that 
this whole episode was the result of professional and 
economic protectionism. 

First, the Director admitted under oath in the case 
that he did not consider the public health in making 
his restrictive interpretation of the regulation. He did 
not consider the training or capabilities of psycholo­
gists, the impact of excluding psychologists on the 
quality of care in general or on the continuity of care 



CHAPTER 5 • POLITICS 

to particular patients, or the fact that excluding psy­
chologists would reduce competition and patient 
choice. Nor did he consider that psychologists had 
served on medical staffs in Dlinois hospitals for years 
and that the Department had never taken action 
against either the psychologists or the hospitals. 

Second, what the Director said he did consider the 
regulation itself, some legislative history on the reg­
ulation and the views of the Department's legal staff. 
But even then, the Director testified that he did rwt 
review the memo prepared by his legal staff which 
concluded that psychologists traditionally were eligi­
ble for medical staff membership. And the legislative 
history contained only two comments from Board 
members who originally approved the regulation in 
the early 1970's. Both of those comments support 
psychologist membership on medical staff. One 
member said that "we are not trying to force any 
hospital by having decided who shall make up its 
staff membership, but to regulate and not prohibit 
appointment of (licensed) individuals." The other 
Board member agreed, stating that "it is not the 
intent to require that persons licensed by the De­
partment be appointed to Medical staffs "but rather 
it is the intent not to prohibit their appointment" 
[italics added]. 

Third, though the Department denied that the 
state Medical Society (or any other medical organi­
zation) played any part in its interpretation, the Illi­
nois Psychiatric Society filed a friend of the court 
brief in support of the Department's position. Their 
brief was paid for in part by the American Psychi­
atric Association. The Illinois Psychiatric Society is 
the professional association of psychiatrists and its 
brief was, in effect, an ad hominem attack on psychol­
ogy. The psychiatrists argued that psychologists 
were unqualified to practice psychiatry. 

But the IPA made its position clear from the out­
set. This case was not about psychologists practicing 
medicine or preSCribing drugs. Psychologists are not 
qualified or licesned to do that. They are, however, 
qualified and licensed to practice psychology. And 
only as members of a hospital medical staff can 
psychologists practice to the full extent of their li­
censes, the same way physicians, osteopaths, po­
diatrists and dentists practice to the full extent of 
theirs. 

Indeed, the Department's own witness admitted 
that psychology offers proven and well recognized 
methods of treatment for mental illnesses. Psycho­
logical treatment often provides a better alternative 
to medical treatment. In many circumstances, psy­
chological treatment is a valuable complement to 
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medical treatment. Clinical psychologists are among 
the highest trained health care professionals, having 
earned a doctoral degree from an approved pro­
gram, having completed two years of supervised 
experience, and having passed a comprehensive na­
tional examination. Perhaps most significantly, many 
psychiatrists work closely with psychologists in 
many situations, in and out of hospitals. 

In light of all this, it is just too bad that the Depart­
ment apparently bowed to special interests. It is too 
bad for the psychologists who find their stature, 
professionalism and pocket books, demeaned. It is 
too bad for the hospitals who have lost the right to 
decide without interference from the state who can 
and cannot be on their medical staffs. And it is too 
bad for the public which cannot count on the Depart­
ment of Public Health having the public health in 
mind when it makes rules and regulations. 

The Department has sent letters to all hospitals in 
Dlinois specifying the restriction on medical staff 
membership. IDPH policy currently prohibits psy­
chologists from membership on the medical staff. 
We should point out that non-membership on the 
medical staff will not further restrict any privilege 
granted by the hospital to a psychologist other than 
independent admission to a hospital and voting on 
medical staff issues. The new interpretation does not 
prohibit psychologists from having voting rights on 
the hospital professional or scientific staff-a cate­
gory of staff often reserved for doctoral level or inde­
pendently licensed practitioners. 

Finally, the Department may be faced with an 
enforcement problem regarding this issue. The only 
power the Department has for non-compliance is to 
revoke the hospital's license. It is hardly likely that 
such a scenario would occur. We hope that this inter­
pretation does not lead to a curtailment of the role 
and services psychologists provide in the hospital 
setting. 
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CHAPTER 6 

Professionalism in Medical 
Settings 

Cynthia D. Belar 

Introduction 

It is well recognized that there is more to being 
a competent professional psychologist than 
specific knowledge and skills in the discipline 
of psychology and the delivery of psychologi­
cal services. According to Sales (1983), who 
edited a monumental handbook on this topic, 
professionalism requires knowledge and skills 
related to (1) standards of professional practice; 
(2) professional organizations; (3) professional 
developments; (4) laws and regulatory pro­
cesses affecting professional practice; (5) man­
agement and business; and (6) values and inter­
ests affecting professional decision-making. 
Other chapters in this handbook deal with 
many of these topics as they pertain to clinical 
psychologists working in medical settings. 
These chapters address professional issues 
through the delineation of the characteristics 
and politics of the medical environment, spe­
cial educational and training requirements, ac­
countability, and economic concerns. 

Cynthia D. Belar • Department of Clinical and Health 
Psychology, University of Florida Health Science Center, 
Gainesville, Florida 32610. 

This chapter also addresses professional is­
sues for psychologists within medical settings, 
especially with respect to the roles that psy­
chologists occupy and the functions that they 
serve. These roles and functions include educa­
tion and training, clinical service (consultation, 
diagnostic assessment, and intervention), ad­
ministration, and research. This chapter also 
includes a special focus on the psychologist'S 
behavior. As noted in a primer on the practice 
of clinical health psychology, the personal con­
duct and attitude of the practitioner determines 
the difference between success and failure in 
the medical setting (Belar, Deardorff, & Kelly, 
1987). So it is for all clinical psychology. Be­
cause issues in professionalism arise in relation 
to intra disciplinary behavior, interdisciplinary 
behavior, and relationships to the consumers of 
professional services, it is within these contexts 
that professionalism is discussed here. The un­
derpinnings for these discussions are the "Eth­
ical Principles of Psychologists" of the Ameri­
can Psychological Association (APA, 1990), the 
"Specialty Guidelines for Delivery of Services 
by Clinical Psychologists" (APA, 1981), and the 
author's observations during some 15 years' ex­
perience in medical settings. 
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General Issues of Professionalism 
in Medical Settings 

A general issue related to professionalism 
in the medical setting concerns Ethical Princi­
ple 2f: 

Psychologists recognize that personal problems 
and conflicts may interfere with professional effec­
tiveness. Accordingly they refrain from undertak­
ing any activity in which their personal prpblems 
are likely to lead to inadequate performance or 
harm to a client, colleague, student or research par­
ticipant. (APA, 1990, p. 391) 

In the medical setting, psychologists are often 
confronted with situations that involve death, 
disability, and disfigurement. Personal con­
cerns triggered by these experiences may result 
in an inability to work effectively with certain 
populations (e.g., cancer patients, burn unit 
patients, or head and neck surgery patients). 
There is also a risk that actual harm may be 
done to some patients, for example, if the psy­
chologist were to communicate revulsion in the 
presence of a postmastectomy patient or were 
to refuse to look at the stoma of a colostomy 
patient. Clinical psychologists new to medical 
settings need to work through personal issues 
related to body image and physical vulnerabil­
ity and must develop some awareness of their 
own concerns regarding death and dying be­
fore undertaking unsupervised research or 
practice. At a minimum, a period of acclimati­
zation is required. 

It is also important that psychologists pos­
sess a high frustration tolerance of problems 
that arise from being a Ph.D. in the M.D.-con­
trolled medical setting. Despite the many op­
portunities for professional development found 
there, significant clashes in values can occur, 
and the psychologist is usually decidedly less 
powerful. The attending physician usually has 
the ultimate authority over the treatment of his 
or her patient; physicians also usually control 
hospital policymaking committees. Although 
there has been increasing attention to relation­
ships among behavior, emotions, and health, 
sometimes only lip service is given to the role of 
the psychologist. Patients may be discharged 
before the consultation is completed; advice on 
patient management may be completely disre-
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garded (as may be the advice of any consul­
tant). Some physicians appear more interested 
in the disease and its related medical technol­
ogy than in the patient who has the disease, 
and overtly eschew the "soft" behavioral sci­
ences. Many psychologists have reported feel­
ing as if they were treated as second-class citi­
zens although this situation is by no means 
universal. Ideally, the psychologist is persever­
ing and patient and can get along well on a thin 
schedule of external reinforcement. In the au­
thor's experience, psychologists with a strong 
need for validation by others and positive rec­
ognition by broad groups of physician referral 
sources may not do well in the long haul unless 
well supported by a strong psychology group. 
All psychologists need. to attend to their own 
needs related to burnout prevention. 

It is also noteworthy that M. D. control of 
medical settings has weakened substantially 
since the early 1980s, as corporate health care 
has become more pervasive. Thus, the psychol­
ogist will increasingly need to develop skills in 
dealing with business-minded, bottom-line­
oriented administrators as well. Although there 
may be significant differences in the values of 
these groups, psychology shares with business 
a commitment to data, and this can provide 
fruitful avenues for communication as well as 
opportunities for collaboration in the develop­
ment of mutually interesting projects. 

Despite the tensions noted above, psycholo­
gists must be careful to avoid being overly de­
fensive about the M.D.-Ph.D. issue. Shows 
(1976) pointed out that a readiness to project 
conflict into professional interactions can result 
in a defensive or aggressive stance that makes 
collaboration difficult. With time and experi­
ence, the psychologist learns that significant 
conflicts also occur among various sub special­
ties within medicine (e.g., medicine and sur­
gery), and that some physicians actually prefer 
to consult with psychologists because of their 
expertise in the measurement of behavior and 
its change. 

Another general professional issue in the 
medical setting is the nature of the setting it­
self. Within medical settings, disease is treated 
or prevented, and the goal is good health. Al­
though recognizing that personal behavior is a 
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private matter, Ethical Principle 3 clearly states 
that "psychologists are sensitive to prevailing 
community standards and to the possible im­
pact that conformity or deviation from these 
standards may have upon the quality of their 
performance as psychologists" (APA, 1990, p. 
396). Thus, psychologists in medical settings 
need to be aware of personal health habits 
(e.g., smoking and weight) and to make deci­
sions about acceptable, ethical public behavior. 
Social learning theory underscores this need as 
well, especially as it relates to therapeutic effec­
tiveness (Bandura, 1969). Should the psycholo­
gist offer a smoking cessation program with a 
pack of cigarettes visible in his or her pocket? 
Appropriate role modeling is, of course, rele­
vant to all areas of professional activity within 
the medical setting. 

Related to health behavior modeling is the 
stimulus value of the individual psychologist. 
In engaging in any professional activity, it is 
important for the psychologist to understand 
whether he or she has any peculiarities in man­
ner that could interfere with the establishment 
of rapport. Mental health professionals have 
not always had good press in medical settings; 
stereotypical "shrink" behavior is often ridi­
culed. Although psychologists tend to be inquis­
itive and cerebral in their approach to problems 
(e.g., puzzling about the why's), physicians 
are often action-oriented individuals in search 
of concrete solutions and how-to formulas. 
Schenkenberg, Peterson, Wood, and DaBell 
(1981) found that physicians valued the follow­
ing qualities in a psychological consultant: 
pleasant, personable, friendly, compassionate, 
empathic, sensitive, interested, available, able 
to communicate effectively, cooperative, intel­
ligent, open, perceptive, and displaying com­
mon sense. Common sense dictates that psy­
chologists need to behave in ways that do not 
alienate other professionals. 

Professionalism in Education 
and Training 

Clinical psychologists in medical settings 
may be engaged in a variety of educational and 
training activities with members of their own 
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discipline, with those in other disciplines, and 
with consumers of professional services. For 
example, a psychologist may be a supervisor of 
a clinical psychology intern or fellow, a trainer 
in interviewing skills for family practice resi­
dents, or a provider of psychoeducational pro­
grams on stress management to hospital staff 
and patient groups. There are a number of intra­
disciplinary, interdisciplinary, and consumer­
oriented issues in the provision of educational 
services. 

Intradtsctplinary Issues 

The psychologist needs to be aware of the 
ethical and legal issues involved in the supervi­
sion of trainees. Newman (1981) articulated a 
number of ethical issues related to supervi­
sion, perhaps the most important being com­
petence in the specific area of practice super­
vised and the avoidance of exploitation in the 
supervisory relationship. 

There are also legal issues associated with 
trainee supervision in that "the relationship of 
an assistant to a licensed professional is, le­
gally, akin to an 'extension' of the professional 
himself" (Cohen, 1979, p. 237). Supervisors in 
medical settings need to be aware of their in­
creased malpractice liability because of this ex­
tension. Supervision should be based on the 
needs of the supervisee and the patient; a re­
cord of supervisory activity should be kept. 
Although there are explicit rules in medical 
settings regarding the cosignatures required 
for inpatient chart notes, detailed regulations 
for outpatient charts have not as yet been man­
dated by the Joint Commission for the Accredi­
tation of Healthcare Organizations (JCAHO). 
In addition to conforming to the recordkeeping 
guidelines found in the "Specialty Guidelines 
for Delivery of Services by Clinical Psycholo­
gists" (APA, 1981), it behooves the clinical su­
pervisor to periodically document agreement 
with the trainee's diagnostic formulation and 
treatment plan in the patient's chart. 

Although supervisory activities are crucial to 
the development of future psychologists and 
are frequent among clinical psychologists, few 
are actually trained in supervision (Hess & 
Hess, 1983). Moskowitz and Rupert (1983) re-
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ported that 39% of clinical psychology gradu­
ate students had experienced a major conflict 
with a supervisor that made it difficult for them 
to learn; 20% of these conflicts were attributed 
to theoretical orientation, 30% to the super­
visor's style, and 50% to a personality conflict. 
Discussions between supervisor and student 
helped resolve issues related to style and theo­
retical orientation but were somewhat less ef­
fective when personality issues were involved. 
Nearly a quarter of students having major con­
flicts failed to discuss these with their super­
visor, and of these, a significant proportion 
handled their concerns by censoring their ver­
bal reports to supervisors and their progress 
notes. Twenty five percent indicated that they 
appeared to comply with the supervisor, while 
doing what they wanted to in therapy sessions. 
Because this kind of solution not only affects 
learning but can have direct effects on the qual­
ity of professional care provided, supervisors 
need to be especially alert to, and to solicit, 
feedback regarding supervisory processes to 
determine whether problems exist. 

Carifio and Hess (1987) suggested that good 
supervisors demonstrate flexibility, concern, 
attention, investment, curiosity, and openness. 
Although exhibiting characteristics valued in 
psychotherapeutic relationships (respect, em­
pathy, concreteness, and appropriate self-disclo­
sure), these authors asserted, the ideal super­
visor avoids conducting psychotherapy with 
supervisees. Freeman (1985) indicated that su­
pervision is maximized by giving feedback in 
an objective, timely, and clear manner, and by 
providing problem-solving alternatives. 

In addition to training in specific knowledge 
and skills, supervisors also provide role models 
for professional behavior. While modeling the 
attributes described above, psychologists should 
also demonstrate "due regard for the needs, 
special competencies and obligations of their 
colleagues in psychology and other profes­
sions" (APA, 1990, p. 393). Within psychology, 
the modeling of intradisciplinary relationships 
has not always been positive. Since the mid-
1970s, this author has worked with over 100 
interns and fellows representing a variety of 
graduate departments. She has repeatedly heard 
from these trainees how graduate faculty openly 
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demean clinical course work and denigrate 
professional practice as a legitimate activity. In 
fact, students have viewed such attitudes and 
behaviors as actually being sanctioned by psy­
chology department authorities. More recently, 
arguments for the separation of professional 
and scientific training at the 1987 National Con­
ference on Graduate Education in Psychology 
reflected the common assertion that these areas 
of psychology are "basically incompatible" and 
that, in fact, "familiarity breeds contempt." 

Despite these forces, the national conference 
delegates adopted resolutions reflecting a con­
tinuum of training emphases and reasserted 
that training in the conduct of research was fun­
damental to the entire discipline of psychology 
(Resolution 1.3, 1987). They also asserted that 
academic departments should discourage atti­
tudes and behavior that disparage work in non­
academic settings (Resolution 5.3c). Both of 
these resolutions reinforce the centripetal as 
opposed to the previous centrifugal trends in 
American psychology, which were more fully 
developed by Altman (1987) in his excellent 
analysis of converging and diverging forces 
within disciplinary, educational, and societal 
contexts. 

Tensions in psychology exist not only be­
tween models of professional training, but 
among different specialty areas as well (e.g., 
clinical and counseling psychology). Sweet 
and Rozensky (in press) noted that psychology 
must improve its intradisciplinary relation­
ships, especially as they affect the public image 
of psychology. A failure in this regard will have 
negative consequences in the health care mar­
ketplace. These authors offered some excellent 
suggestions for professional behavior. 

When interacting with other psychologists, don't: 
1. assume your training background is superior 

to that of your colleagues, regardless of the 
type of specialty training completed or the 
type of degree granted, 

2. be "narrow minded" with regard to the type of 
theoretical orientation, clinical techniques, or 
modes of practice which you publicly state are 
acceptable, 

3. be unduly or overly critical with regard to peer 
review of research or clinical activities of your 
colleagues, 

4. procrastinate or otherwise passively obstruct 



CHAPTER 6 • PROFESSIONALISM 

the work of colleagues when asked to perform 
some type of peer review function, or 

5. resist or obstruct the attempts of patients or 
representatives of the patient as they seek sec­
ond opinions in either clinical or forensic situa­
tions. 

Sweet and Rozensky strongly encouraged 
psychologists to "provide reasoned and thought­
ful public statements regarding alternative the­
oreticalorientations, competence, clinical tech­
niques and modes of practice." 

Interdisciplinary Issues 

Psychologists in medical settings find it nec­
essary to continually educate other professions 
regarding the discipline of psychology. Intra­
disciplinary conflicts that are poorly handled 
can result in conflicting messages that confuse 
other groups. Psychologists in medical settings 
often need to remind physicians that medica­
tion recommendations are beyond their scope 
of practice, that the appropriate method of con­
sultation is through a referral question as op­
posed to a request for the administration of a 
specific test, and that, despite overlap among 
the mental health professions, psychologists 
have unique skills that are valuable in health 
care delivery. Medical center administrative 
personnel often need to be educated in the 
latter point as well. Psychologists in medical 
settings should not take it for granted that 
others understand the nature of their training 
or their areas of competency; they need to pro­
vide this education in a manner that is neither 
arrogant nor defensive. 

Another important educational activity is 
helping the physician learn to prepare the pa­
tient for a psychological consultation. Bagheri, 
Lane, Kline, and Araugo (1981) reported that 
68% of patients at one medical center had not 
been informed by their physicians that a psy­
chiatric consultation had been requested, often 
because the physician feared that the patient 
would view such a referral as an insult. Indeed, 
such is frequently the case, and the psycholo­
gist is then presented with a hostile patient 
whose attitudinal set makes an adequate as­
sessment more difficult. Educating physicians 
about how to refer, and when to refer, is an 
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important professional activity that can be fa­
cilitated by the development of written mate­
rials, such as easily accessible brochures or ser­
vice descriptions. Seeing patients along with 
medical personnel within the hospital or medi­
cal clinic can also serve to model ways to intro­
duce psychological services. 

Issues Related to Consumers 

On many occasions, psychologists are called 
on to provide specific educational materials to 
patients and other professional staff (e.g., 
on parenting, stress, burnout, and behavioral 
health). In addition, psychologists are increas­
ingly called on by the media for presentations 
of research findings. Professionalism requires 
that the psychologist keep abreast of current 
developments in the field so as to ensure that 
public statements will be based on "scien­
tifically acceptable psychological findings and 
techniques with full recognition of the limits 
and uncertainties of such evidence" (APA, 
1990, p. 392). Since the mushrooming of infor­
mation concerning relationships among health 
and behavior, some patients are actually report­
ing guilt feelings because they cannot cure 
their own illnesses (e.g., thwart tumor growth 
through imagery or prevent exacerbations of 
systemic lupus erythematosus through stress 
management). Psychologists must be espe­
cially careful about sensational claims that go 
beyond what has been validated through care­
ful about sensational claims that go beyond 
what has been validated through careful scien­
tific inquiry. Many consumers of psychological 
information cannot distinguish between causal 
and correlational models or understand that 
the usefulness of psychological treatments does 
not mean that the problems have been caused 
psychologically. Professional responsibility re­
quires clear articulation of these concepts to 
both professional and nonprofessional con­
sumer groups. 

Educating patients also requires special at­
tention to their health belief model, which in 
turn requires sensitivity to Ethical Principle 2d 
("Psychologists recognize differences among 
people, such as those that may be associated 
with age, sex, socioeconomic, and ethnic back-
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grounds"; (APA, 1990, p. 391). Given the reluc­
tance of some ethnic minorities to seek mental 
health services, it is possible that psychologists 
working in medical settings will be exposed to 
a wider cross section of society than those 
working in mental health facilities. Indeed, the 
psychologist is often called on to help negotiate 
between the physician's health model and that 
of the patient so as to arrive at a mutually 
satisfactory model related to treatment and 
outcome. In this regard, special care needs to 
be taken to avoid imposing the values of the 
health care provider or system on the patient. 
Because the application of expertise in behavior 
change to the health care system has meant 
more opportunities for coercive control of pa­
tients, this issue requires special attention. 

Professionalism in Clinical Service 

Psychologists perform a number of clinical 
service activities within medical settings, in­
cluding consultation, diagnostic assessments, 
and intervention. As in other areas, effective 
functioning requires clinical knowledge and 
skills, adherence to professional standards, 
and an understanding of the sOciopolitical as­
pects of the medical setting. 

Intradisciplinary Issues 

The psychologist working in a medical set­
ting needs to learn another culture and lan­
guage, not in an effort to become a "junior 
M.D.," but so that he or she can communicate 
effectively and can behave in a manner consid­
ered acceptable. In this author's experience, 
failures of this kind (e.g., "irrelevant" reports, 
gross misinterpretation of medical abbrevia­
tions, and inappropriate charting) have spoiled 
professional opportunities for subsequent psy­
chologists. Significant deviations in areas such 
as dress or customary referral patterns can also 
lead to outright rejection (e.g., referring a pa­
tient to a sub specialist for additional evaluation 
without first going back to the referral source 
to seek agreement). 

However, overidentification with medicine is 
to be avoided. Elfant (1985) warned against the 
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inappropriate "medical socialization" of psychol­
ogists, noting that there are strong pressures in 
the health care system to come to bottom-line 
decisions and to "fix" people in a rather heroic 
and imperious manner. The psychologist needs 
to maintain the psychological treatment model 
that insists on autonomy and freedom of choice 
for both patient and therapist. The area of com­
pliance interventions offers special problems in 
this regard; psychologists must carefully eval­
uate who the client is (the health care system or 
the patient) and must clarify "the nature and 
direction of their loyalties and responsibilities 
and keep all parties informed of their commit­
ments" (APA, 1990, p. 393). 

Another issue that the psychologist must 
consider is the adequacy of his or her prior 
training with respect to clinical practice in the 
medical setting. Although many clinical psy­
chologists in medical settings practice primar­
ily with "psychiatric" populations, they may be 
called on as well to see patients coming from 
"medical-surgical" populations, or they may 
specialize in this area of practice. In the latter 
case, education and training standards have 
been developed by the National Working Con­
ference on Education and Training in Health 
Psychology (Stone, 1983). One cannot obtain 
such training in weekend workshops, as super­
vised clinical experience is viewed as essential 
to the training of the clinical health psycholo­
gist. Indeed, a specialty diplomate is currently 
under development for clinical health psychol­
ogy by the American Board of Health Psychol­
ogy. In the former case, clinical psychologists 
must use their own judgment about their com­
petency to deal with a specific clinical prob­
lem, making use of consultation or supervision 
as appropriate. 

Especially noteworthy are issues related to 
the use of standardized psychological tests in 
medical settings. Ethical Principle 8 clearly 
states that psychologists "strive to ensure the 
appropriate use of assessment techniques by 
others" (APA, 1990, p. 394). Many psychologi­
cal tests have been normed on psychiatric pop­
ulations; their generalization to medical-surgi­
cal patients is questionable. Psychologists need 
to be aware of possible differences in test inter­
pretation, the availability of other normative 
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data, the increased risk of the inappropriate 
use of test results by other disciplines, and the 
language used to convey results. No psycho­
logical test can absolutely "rule out" organic 
problems and provide the conclusion that a 
problem is "functional" in origin. In addition, 
one might conclude that it is unethical to in­
clude in the charts of medical-surgical patients 
the computer-generated intrepretations of psy­
chological tests normed on psychiatric patients 
without addressing the issue of the validity of 
the report. Chapters in this book by Hartman 
and Kleinmuntz (Chapter 10) and by Sweet 
(Chapter 18) elaborate on these topics. An in­
creased risk of successful malpractice suits is 
present in this area if the psychologist is not 
attentive to these issues. 

Knapp and Vandecreek (1981) detailed some 
of the other malpractice risks that psycholo­
gists working in the area of behavioral medi­
cine face. First, there is the danger of inad­
vertently practicing medicine without a license 
(e.g., providing medical diagnoses, recom­
mending medication increase or decrease, or rec­
ommending withdrawal from standard medical 
treatment). Psychologists in medical settings 
must take the initiative in clarifying their areas 
of professional expertise. For patients with 
physical problems, collaboration with a physi­
cian in the initial diagnosis is crucial. In addi­
tion, the psychologist needs to inform the phy­
sician of changes in patient behavior that may 
influence the patient's physical status (e.g., 
changes in relaxation or arousal levels that may 
influence a diabetic's insulin needs). These con­
sultations should also be documented. 

Knapp and Vandecreek (1981) believe that 
malpractice risks are expanded for clinical health 
psychologists because the nature of the clini­
cian-patient relationship does not militate 
against such suits as it does in more traditional 
areas of practice. In these more traditional 
areas, the therapist-patient bond is often emo­
tionally close; the patient often suffers from 
low self-esteem and is quite dependent on the 
therapist. In addition, suing for emotional 
harm would require a discussion of personal 
problems in court and the possibility of being 
socially stigmatized as a "mental health" pa­
tient. The medical patient, who has often had 
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only a consulting or short-term therapy rela­
tionship with the clinician, may not be as reluc­
tant to initiate a suit. In addition, it seems to be 
much easier to prove "physical" as opposed to 
"emotional" harm. 

Other areas of potential malpractice suits are 
patient confidentiality and informed consent, 
topics addressed later in this chapter. Finally, 
the psychologist in the medical setting is often 
called in for consultation regarding a patient's 
danger to himself or herself or to others. The 
psychologist often has to work rapidly and 
without prior knowledge of the patient. Unfor­
tunate outcomes in these cases can elicit blam­
ing behavior on the part of significant others, 
with whom the clinician has often had no pre­
vious relationship. 

Interdisciplinary Issues 

In interdisciplinary functioning, an impor­
tant issue to consider when receiving a request 
for clinical service is the reason for the referral. 
Sometimes, the problem is more staff-centered 
or family-related and is not a problem of the 
identified patient. Empathy for the perspective 
of professional staff, plus an in-depth under­
standing of the thinking styles, roles, func­
tions, and stressors relevant to various medical 
units, facilitates understanding and is perhaps 
best obtained via naturalistic observation. 

It is also noteworthy that there are a number 
of physicians who feel threatened by having to 
call for psychological consultation. The request 
for help often reflects a breakdown in human 
relations and is thus a blow to self-esteem in a 
culture where everyone is expected to have 
expertise in human relationships. It may actu­
ally be more threatening to call for psychologi­
cal consultation concerning behavioral prob­
lems than to call for the medical expertise of 
another subspecialty. Tact is required to handle 
these situations. 

It is hypothesized that professional arrogance in 
psychologists is relatively more damaging to collab­
orative relationships with physicians, in part due to 
the nature of the problems being addressed, than 
would be arrogance displayed by another medical 
specialist (e.g., a cardiologist to a family practi­
tioner. (Belar et ai., 1987, p. 23) 
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Another difficulty in interdisciplinary rela­
tionships occurs when dealing with hostility 
and arrogance on the part of another discipline, 
a problem encountered in medicine as it is in 
any profession. In these cases, it is not always 
possible to understand, or to empathize with, 
the physician's perspective. But it is always 
possible to use a task-oriented focus on the 
patient's needs, highlighting these as the mu­
tual goal. Emphasizing the benefits to the phy­
sician in changing her or his behavior toward 
the patient can lay the groundwork for change. 
Other coping strategies include consistent as­
sertiveness, confrontation as necessary, and, 
most of all, a wealth of good humor. 

In order to provide adequate services, the 
professional psychologist must have a working 
knowledge of the roles of other professionals in 
the medical setting and must call on them as 
appropriate. On many occasions, psycholo­
gists find themselves in the role of patient advo­
cate to obtain needed services. It has also been 
suggested that patient advocacy is even more 
important for health professionals who work in 
HMOs, where the autonomy of the patient is 
less than in the fee-for-service model. 

Good communication among professionals 
is also required. This is greatly facilitated by 
succinct, relevant, and direct verbal and writ­
ten communications that contain concrete sug­
gestions and are devoid of "psychobabble." 
Even seemingly innocuous terms may be some­
what alarming to, and thus may be misinter­
preted by, other groups (as this author recently 
learned when discussing "cognitive restruc­
turing" with neurological physicians). When­
ever possible, the implications of findings for 
the behavior of health care providers should be 
addressed. 

Methods of communicating in hospital charts 
are specified in the rules and regulations sec­
tions accompanying hospital bylaws, or in poli­
cies adopted by medical records committees. 
Psychologists working in medical settings must 
seek out these policies. For example, it is im­
portant to note that (1) only certain approved 
abbreviations can be used; (2) errors need to be 
corrected with a single line and must be ini­
tialed; (3) lines should not be skipped; (4) there 
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must be some indication that the medical chart 
has been reviewed; and (5) in some hospitals, 
only black ink may be used. Special commit­
tees are charged with monitoring compliance 
with these regulations. Psychologists' notes 
that deviate from accepted procedure are re­
garded as violating accepted standards, which, 
at a maximum, may have implications for staff 
privileges and, at a minimum, will be seen as 
less than professional. 

Another risk to professionalism in medical 
settings is the diffusion of responsibility that 
can occur when multiple providers are in­
volved in the care of a patient-a not uncom­
mon model in multidiSciplinary care. Because 
so many aspects of care are occurring simul­
taneously, often with segmented areas of re­
sponsibility, there may be a tendency to see the 
patient as being cared for by the "team" or 
the "hospital," with less accountability for the 
individual practitioner. The psychologist must 
conform to ethical principles with respect to 
responsibility in patient care-ensuring qual­
ity of care, appropriate communication with 
other professionals, timeliness, and follow-up 
as needed. 

In providing clinical services, the psycholo­
gist should pay special attention to the need for 
prompt responses and feedback to the referral 
source. In general, consultations for inpatients 
should be provided within 24 hours of the re­
quest; emergencies require a more immediate 
response. Although psychological solutions 
cannot be rushed inappropriately, there must 
be some sensitivity to the exigencies of the 
hospital setting and its cost containment mech­
anisms. 

Issues Related to Consumers 

An important consumer-oriented issue rele­
vant to patient care is the confidentiality pro­
vided the patient. Special problems arise in 
medical settings because medical records may 
be widely circulated, cases are often discussed 
within the context of a multidisciplinary team, 
and family members may be involved. There 
are also setting-related issues in that hospital 
rooms do not always provide the privacy desir-
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able for conducting a psychological evaluation. 
The limits of confidentiality need to be specifi­
cally stated to the patient in order to obtain 
informed consent, and the patient (especially 
the hospitalized one who did not initiate the 
appointment) should be given a very explicit 
option of declining the services. 

The psychologist in the medical setting may 
also find that he or she has more responsibility 
for the physical health of the patient than antic­
ipated. In fact, a change in health outcome may 
be the goal of treatment. Mismanagement of 
this responsibility may be grounds for mal­
practice, especially if one is viewed as practic­
ing outside the scope of psychology licensure 
or as practicing medicine without a license. For 
example, difficulties can arise if efforts are 
made to reduce the need for blood pressure 
medication without appropriate (and docu­
mented) consultation with the prescribing phy­
sician. Likewise it is outside the boundaries of 
competence for psychologists to diagnose "ten­
sion headache." ueatment for headache should 
never be undertaken without a prior medical 
evaluation. In general, it seems prudent to re­
cord diagnoses of medical problems in a man­
ner reflecting the source of the information 
(e.g., migraine headache per patient or per 
medical record). 

Dilemmas for psychologists occur when, de­
spite their lack of competency in the area, there 
is a neeJ to judge whether a previous medical 
work-up has been adequate. Depending on 
areas of practice, psychologists should develop 
relationships with relevant medical specialists 
in whom they have confidence with respect to 
standards of practice, and to whom the psy­
chologists can turn for informal, as well as 
formal, opinions. 

On occasion, psychologists working in med­
ical settings are likely to find themselves con­
sulting on a patient who they then learn is 
receiving services from another mental health 
professional. Professional ethics requires ex­
treme caution in such cases, proceeding with 
due regard to the therapeutic issues for the 
client: "If a person is receiving similar services 
from another professional, psychologists do 
not offer their own services directly to such 
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a person" (APA, 1990, p. 393). However, such 
situations do present opportunities to enhance 
the information available to the treating profes­
sional, and psychologists should seek to col­
laborate in such endeavors for the welfare of the 
patient (Sweet & Rozensky, in press). 

Professionalism in Administration 

Professionalism in administrative activities 
includes accepting responsibility for the pro­
fessional development of others within one's 
employ (Ethical Principle 7c, APA, 1990, p. 
393). As noted by Sweet and Rozensky (in 
press), the nature of the working relationship 
should be made explicit with respect to hours, 
pay, duties, and the nature and amount of su­
pervision. In performance evaluations, feed­
back should be timely and constructive and 
should bear on the behavior of the employee, as 
opposed to his or her personality features. Sen­
sitivity and tact are often needed to ensure that 
feedback can be used by the employee, and that 
a working relationship will still be possible. 

Adherence to professional ethics also pro­
hibits psychologists from exploiting subordi­
nates and engaging in dual relationships that 
could increase the risk of exploitation (Ethical 
Principles 6a and 7d, APA, 1990, p. 393). These 
principles cover behavior in educational, clini­
cal service, and research activities as well as 
administrative activities, but it is perhaps in 
the administrative area that such influences 
might be less well recognized. For example, a 
chief of service could unduly influence subor­
dinates to practice within a particular theoreti­
cal orientation by repeated criticism of other 
viewpoints, or by giving seemingly favorable 
performance evaluations to those with similar 
models. The administrator must make clear the 
differences between administrative issues, per­
formance criteria, and his or her own personal 
professional viewpoint, while communicating 
due respect for alternative views. Many medi­
cal settings tend to operate in a more autocratic 
manner; thus, this culture of psychology is not 
always well understood. 
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It is important for the psychologist adminis­
trator in the medical setting to advocate for hir­
ing and practice standards for psychologists. 
Silence in the face of events such as the inap­
propriate designation of an employee as a psy­
chologist is not acceptable. Such designations 
actually happen, especially in state-affiliated 
medical schools or in state or federal hospitals 
that may be exempt from state psychology li­
censure laws. 

An organization with a long history of in­
volvement in administrative issues related to 
professional psychology is the Association of 
Medical School Professors of Psychology. How 
the profession of psychology is to be organized 
is a topic of continuing interest. Whereas many 
find homes outside departments of psychiatry 
to be conducive to professional growth, where 
then is the locus of professional responsibility 
for psychology, for example, certification for 
staff privileges (see Rozensky, Chapter 5) and 
quality assurance (see Jospe, Shueman, & '"froy, 
Chapter 7)? Medical settings would rarely, if 
ever, permit the hiring of an anesthesiologist 
by a department of surgery without profes­
sional management by the department of anes­
thesiology. Why should psychology be any less 
an integrated, self-regulated discipline? A rare, 
but very successful, model of administrative 
organization is that at the University of Flor­
ida's Health Science Center, where the Depart­
ment of Clinical and Health Psychology is an 
independent department, and the department 
chair exercises control over hospital staff privi­
leges for all psychology practitioners within 
the teaching hospital. 

A final area of advocacy for professional psy­
chologists is organizational policies that are ei­
ther discriminatory or not in keeping with the 
welfare of patients (Principle 3d, APA, 1990, p. 
391). Once again, psychologists in managed 
health care systems, where patients may have 
less autonomy to seek services elsewhere, must 
actively pursue policies that contribute to pa­
tient welfare. The HMO Special Interest Group 
of the APA Division of Health Psychology of­
fers opportunities for collaboration with re­
spect to these issues. 
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Professionalism in Research 

A number of professional issues arise with 
respect to research activities in the medical set­
ting. Guidelines for behavior are found within 
the previously mentioned "Ethical Principles of 
Psychologists" (APA, 1990) and are fully ad­
dressed in the publication Ethical Principles in 
the Conduct of Research with Human Participants 
(APA, 1983). The introduction to the second 
document describes the complexity of the ethi­
cal considerations in research and makes a 
statement reflecting a fundamental role of clini­
cal psychologists in medical settings: "For psy­
chologists . . . the decision not to do research 
is in itself a matter of ethical concern since one 
of their obligations is to use their research skills 
to extend knowledge for the sake of ultimate 
human betterment" (p. 15). 

One of the most frequent areas of profes­
sional conflict in the area of research is publica­
tion authorship. Principle 7f (APA, 1990, p. 393) 
clearly indicates that publication credit is to be 
assigned in proportion to the individual's pro­
fessional contribution; however, this guideline 
is sometimes at odds with the practices extant 
in medical settings, where the chief of the de­
partment or the service gets authorship on all 
papers produced by his or her faculty. In a 
related matter, during the course of research 
grant reviews, this author has often seen a phy­
sician's name listed as principle investigator on 
a grant proposal that is clearly the work of the 
collaborating psychologist. In some of these 
cases, the physician obviously does not have 
the competence to chair the project adequately. 
Psychologists need to work toward changing 
such unprofessional and potentially exploitive 
practices, even if hospital bylaws need to be 
revised to allow psychologists to be principle 
investigators. 

In the design of studies, the psychologist 
needs to minimize the chance that the findings 
will be misleading (Principle la, APA, 1990, p. 
390). A common error in this regard, as it is in 
clinical practice, is the use of psychological 
measurements with patient populations for 
whom they have not been validated. For exam-
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pIe, measures of depression developed for psy­
chiatric patients are not necessarily appropriate 
when applied to arthritis patients, as some of 
the items may reflect the arthritis disease pro­
cess itself rather than a clinical psychological 
depression. If this possibility is not consid­
ered, the levels of "depression" in arthritis suf­
ferers will be reported as spuriously high. Inat­
tention to design issues and the consequent 
misinterpretation of data have led to many 
false conclusions regarding the "personality 
types" of various disease groups; these conclu­
sions, in turn, have often had negative conse­
quences for certain groups of medical patients. 

In the context of medical setting research, it 
has been noted that the subjects in a psycho­
logical study may be confused about whether it 
is relevant to their medical treatment. It is im­
perative that subjects be reassured that ongo­
ing medical treatment will not be jeopardized 
by their refusal to participate in a psychological 
study, and that the investigator refrain from 
using the physician-patient relationship to co­
erce patients into participation. Psychologists 
conducting such research need to be especially 
sensitive to these potential problems for medi­
cal patients. 

The competencies of the psychological inves­
tigator also need to be taken into account. Con­
sider the following example. A psychologist 
advertises for a population of "headache suf­
ferers interested in obtaining treatment for 
headache." These subjects are classified as hav­
ing migraine, tension, or mixed headache on 
the basis of descriptive criteria obtained in in­
terviews by the psychologist, and they are then 
assigned to either an electromyographic bio­
feedback treatment or a thermal biofeedback 
treatment. Has the investigator obtained ade­
quate medical consultation regarding the diag­
nosis of these subjects? The kind of research 
performed by psychologists in medical set­
tings often requires consultation with physi­
cians in order to be conducted ethically. 

Finally, although it is well known that all 
research must have institutional approval be­
fore the investigator proceeds (Principle 7e, 
APA, 1990, p. 393), psychologists need to con-
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sider the impact of their research on that of 
other investigators who may subsequently wish 
to conduct research in the institution. It also 
behooves psychologists to seek positions on 
research committees and institutional review 
boards in order to facilitate adequate reviews af 
other behavioral studies within the organiza­
tion, and to share some of the responsibilities 
for professional conduct within the medical 
setting. 

Summary 

In summary, the thesis of this chapter is that 
clinical psychologists who work in medical set­
tings must have more than just knowledge and 
skills in the discipline of psychology and its 
application. Professionalism requires sensitivity 
to sociopolitical issues, as well as adherence to 
established ethical principles and standards of 
practice. The issues regarding professionalism 
may be intra disciplinary, interdisciplinary, or 
consumer-oriented. They pervade psycholo­
gists' roles as educators, service providers, ad­
ministrators, and researchers in medical set­
tings. 
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PART III 

Practical Issues 
Practice Management 

With increasing demands for accountability, there is an increasing need to develop, 
implement, and maintain internal and collegial quality assurance procedures for 
psychological services in medical settings. Michael Jospe, Sharon A. Shueman, 
and Warwick G. Troy (Chapter 7) outline the specific quality assurance challenges 
facing psychologists. Clinical psychologists in the medical setting must demon­
strate cost-effectiveness, as well as clinical effectiveness, as third-party payers 
continue to require accountability. Nicholas A. Cummings (Chapter 8), writing on 
financial efficacy, provides empirical evidence that psychological services can 
reduce the inappropriate use of expensive medical care among specific popula­
tions, as well as improve medical management and behavioral outcomes among the 
chronically ill. Jack G. Wiggins and Kris R. Ludwigsen (Chapter 9) outline nu­
merous marketing strategies for psychologists in the medical setting and also offer 
practical guidelines for specific programs in psychiatric settings and nursing 
homes. Finally, although computers can simplify practice management, psycholo­
gists need to be sensitive to both the professional benefits and the ethical, legal, and 
scientific pitfalls of computers in clinical practice. David E. Hartman and Benjamin 
Kleinmuntz (Chapter 10) discuss the history, uses, ethics, advantages, and disad­
vantages of computers in psychological practice. 
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CHAPTER 7 

Quality Assurance and the 
Clinical Health Psychologist 
A Programmatic Approach 

Michael Jospe, Sharon A. Shueman, 
and Warwick G. Troy 

Introduction 

The major concern of this chapter is the in­
creasing need for the development, implemen­
tation, and maintenance of internal, collegial 
quality assurance (QA) procedures for mental 
health services in organized care settings. This 
need is reflected in the highly visible pattern of 
external demands for accountability, demands 
that have grown consistently in number, scope, 
and urgency since the early 1980s (Rodriguez, 
1988a,b). These pressures include externally 
imposed regulatory mechanisms such as certi­
fication and accreditation, as well as pressures 
for QA from consumers, government, and 
other sanctioners. They include, as well, unre­
lenting calls for cost containment of health ser­
vices from payers and purchasers of these ser­
vices. Calls for cost contai'hment are often, if 

Michael ]ospe • California School of Professional Psy­
chology, 1000 South Fremont Avenue, Alhambra, Califor­
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Troy • Shueman, Troy & Associates, 246 North Orange 
Grove Boulevard, Pasadena, California 91103. 
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not invariably, linked with demands for im­
proved quality of care (Brook & Kosecoff, 1988). 

In hospitals, which continue to consume the 
largest portion of public and private health care 
dollars (Waldo, Levit, & Lazenby, 1986), de­
mands for cost containment and quality assur­
ance have been felt more acutely than in any 
other health care setting. With economic sur­
vival at stake in an entrepreneurial and com­
petitive marketplace, pressures to maintain 
budgets have posed significant difficulties in 
guaranteeing acceptable levels of care (Fuchs, 
1988). For the hospital-based health psycholo­
gist, there is a significant challenge: not only to 
provide high-quality psychological consulta­
tion services, but also to devise and adhere to 
mechanisms for monitoring the delivery of ser­
vices in order to demonstrate that they are nec­
essary, appropriate, and cost-effective. 

In our experience, health care psycholOgists 
working in hospital settings, although having a 
general familiarity with the elements of the 
medical-chart-based review system, are often 
significantly less comfortable with the ratio­
nale and theoretical bases of QA in its generic 
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sense. More particularly, the psychologist tends 
not to assume ownership of the medical model 
of services review, even though he or she con­
tinually contributes to it. Thus, one of the 
prime messages to be developed in this chap­
ter is that psychologists must themselves assume 
formal responsibility for initiating and maintaining 
a quality assurance system for their own consulting 
services, a QA system that is concurrent with 
and contributes to that used to "assure" (en­
sure) the quality of the medical and surgical 
services provided at the hospital. The accoun­
tability pressures mentioned above strengthen 
the need for this kind of discipline-centered 
review; the forces of economic competition 
make it the more urgent. 

In this chapter, we try to inform the reader 
about quality assurance in general and to iden­
tify a number of specific challenges facing the 
clinical health psychologist who wishes to par­
ticipate in implementing effective quality as­
surance activities in medical settings. The focus 
is on what the clinical health psychologist, as 
part of the interdisciplinary team, can contrib­
ute from within the service delivery setting. 
We distinguish this kind of QA from the exter­
nal imposition of standards by regulatory agen­
cies and other sanctioners. We also attempt to 
provide the reader with a concise model for 
developing and implementing QA activities in 
this setting. 

In striving to be pragmatic, we emphasize 
applications of the principles of QA and pro­
vide examples that illustrate the circumstances 
prevailing in the working lives of clinical health 
psychologists in hospital settings. There is a 
significant amount of rigor implied in our defi­
nition of the QA process, including formal pro­
cedures for establishing and evaluating adher­
ence to explicit standards. What we wish to 
emphasize, however, is that many of the activ­
ities that best serve the QA function in many 
service delivery settings are not explicitly iden­
tified as QA activities per se. Rather, they are 
viewed as integral parts of service provision 
that are implemented to satisfy the profes­
sional expectations of those persons working in 
the delivery system. 

We find that professional psychologists tend 
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to be unfamiliar with QA precepts and prac­
tices. We attribute this unfamiliarity both to 
the nature of the field and, probably more im­
portantly, to inadequacies in professional psy­
chology training programs (Shueman & Troy, 
1982). Because of this perceived lack of knowl­
edge, we provide some formal, though ele­
mentary, information about QA. 

Absent in this chapter is a specific treatment 
of managed care (Henderson & Collard, 1988; 
Shueman, 1987) and issues related to viewing 
inpatient care as one component of a compre­
hensive service continuum (Evashwick & Weiss, 
1987). Managed approaches are believed to of­
fer significant hope for ensuring a high quality 
of care as well as cost containment. Although 
questions have inevitably been raised concern­
ing the quality of the health and mental health 
services offered through managed programs, 
the authors are among those who believe in the 
promise of such models. The managed-care 
model and its QA correlates are omitted from 
discussion here only because the designated 
focus is on inpatient treatment settings rather 
than on the continuum of care. 

A final caveat is that any QA plan that is 
developed specifically for a hospital unit or 
department such as psychological services 
needs to be functionally linked to the hospital­
wide comprehensive QA plan, the existence of 
which is mandated by the Joint Commission 
for Accreditation of Healthcare Organizations 
ijCAHO). It might be expected that the stan­
dards promulgated by the JCAHO ijCAH, 
1984a, b) would determine the nature of quality 
assurance efforts in hospitals. In fact, however, 
the scope and focus of the approach embodied 
in the standards are such that they serve mainly 
as a broad-based set of normative guidelines, 
particularly for ancillary services such as those 
provided by psychological service units. 

Because the authors' intent is to examine in 
some detail the practicalities of the structure 
and function of a QA system that is appropri­
ate to the psychological services unit, our treat­
ment of the JCAHO is essentially a cursory 
one. The reader is, however, encouraged to be­
come familiar with the sets of standards for 
hospitals and psychiatric facilities. These stan-
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dards designate the context in which all quality 
assurance activities take place. 

Chapter Organization 

This chapter consists of five sections. The 
first section introduces working definitions of 
quality and QA, exemplified by a series of 
practical questions, each of which provides a 
different perspective on service quality as it 
relates to the planning and delivery of psycho­
logical care in hospitals. The second section 
provides a standard, more formal definition of 
the process of quality assurance and includes 
examples that demonstrate how the process 
may be implemented in hospital settings. 

In the third section of the chapter, we sug­
gest guidelines for avoiding the difficulties 
commonly encountered in clinical settings when 
implementing QA activities. The fourth sec­
tion presents a model for implementing a qual­
ity assurance program in the multidisciplinary 
health care setting. Finally, the fifth section 
offers a brief analysis of the political and ad­
ministrative considerations associated with 
gaining support for psychological quality as­
surance activities in medical settings. 

What Is QUality Assurance? 

We have elsewhere defined quality assurance 
as" any formal activity implemented within the 
service delivery system to improve the out­
come of care" (Shueman & Troy, 1988, p. 267). 
Obviously, this definition covers a broad range 
of activities, as an almost endless number of 
variables could conceivably affect treatment 
outcome. These variables include the clinician's 
technical and interpersonal skills, the appro­
priateness of the technology applied by the 
clinician, the patient's understanding of and 
compliance with the treatment regimes, factors 
outside of the treatment context such as the 
patient's family or social support, and the ade­
quacy of the communication among profes­
sional treatment team members. The variables 
are generally viewed as reflecting two major 
components of the process of health care' "tech-
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nical care and the management of the interper­
sonal relationship between the practitioner and 
the client" (Donabedian, 1982, p. 4). 

Dimensions of Quality 

In practice, quality assurance studies focus 
on any of five dimensions of quality: acces­
sibility, or the extent to which the consumer has 
the potential to use the health care system; 
necessity, the extent to which formal evaluation 
determines that professional care is indicated; 
appropriateness, the extent to which both the 
level and the type of care provided have been 
indicated for the given condition; efficacy, the 
extent to which the treatment does what it is 
intended to do; and cost-effectiveness, the extent 
to which a particular service program yields 
effective care commensurate with costs. 

QA systems developed for hospital-based 
psychological consultation and liaison services 
tend not to involve all five of these dimensions. 
The responsive QA program does, however, 
need formally to consider necessity, appro­
priateness, and efficacy. Cost-effectiveness eval­
uation requires a technical expertise beyond 
that of many psychologists. Furthermore, if the 
system focuses effectively on the necessity and 
the appropriateness of services, cost considera­
tions tend to be accounted for. 

Whereas the benefits to any QA system that 
directly confronts problems of efficacy are well 
documented, there are very few examples with­
in the psychological services literature of cre­
ative approaches to the assessment of necessity 
and appropriateness of care. This is partic­
ularly unfortunate because criterion develop­
ment within these two domains is probably 
less exacting a task than it is for efficacy. AQA 
program that can thoroughly examine whether 
professional care is required at all and whether, 
if required, it ought to be delivered at that 
particular level has significant consequences 
for patient welfare, staff and professional time, 
and program costs. 

QA program development involves identify­
ing appropriate indicators for each of the di­
mensions and reconstituting them in opera­
tional terms in the form of functional criteria. 
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The process of criterion development and use 
is described in a later section of this chapter. 

Consider now an inpatient medical setting 
where a psychological consultation team pro­
vides services to patients who are admitted for 
the treatment of medical and surgical prob­
lems. In such a setting, one may initially at­
tempt an assessment of the quality of the ser­
vices provided by the consultation team by 
asking any of a series of questions, the answers 
to which would, presumably, reflect aspects of 
quality of care such as we have considered 
above. A set of such questions is found in 
Table 1. 

These questions address a range of norma­
tive issues with respect to an organized system 
of psychological services. Questions 1-3 refer 
to the adequacy and sufficiency of the re­
sources necessary for the implementation of 
the psychological services and to the patient's 
access to these services. Questions 4-6 denote 
the actual activities of service implementation. 
Finally, Question 7 refers to the consequences 
of the psychological intervention. These three 
categories of questions exemplify the three foci 
or domains of QA: 

Table 1. Examples of Questions Reflecting 
Quality of Input, Process, and Outcome 

of Service Delivery 

Quality questions Domain 

1. Are all psychologists who provide the Input 
consultations qualified for their role? 

2. Do all patients who could benefit from Input 
such a consultation have access to the· 
service? 

3. Are staff and other resources adequate in Input 
number and training to assess situations 
and to implement intervention plans? 

4. Are consultations timely? Process 
5. Are appropriate intervention plans devel- Process 

oped for all patients who are determined 
by the psychologist to need an interven-
tion? 

6. Are all intervention plans implemented Process 
appropriately? 

7. Do all patients benefit from the psycho- Outcome 
logical intervention? 

PART III • PRACTICAL ISSUES 

1. Input. Input activities include resources 
such as staff, facilities l funding, and ac­
cess to services, which are prerequisites 
for effective service delivery. 

2. Process. Process activities consist of the 
actual delivery of services and embrace 
both the technical aspects of the services 
delivered by a clinician and interpersonal 
factors such as the clinician's warmth and 
empathy. 

3. Outcome. Objective and subjective changes 
in patients that may be attributed to the 
delivery of the psychological services are 
referred to as outcomes of treatment. QA 
activities focused on outcome may assess, 
for example, whether patient functioning 
is improved as a result of the interven­
tions, and whether patients are satisfied 
with the services. 

The ultimate goal of quality assurance activ­
ities and the focus of QA have traditionally 
been viewed as the attainment of valued out­
comes (Donabedian, 1982), and it is assumed 
that ensuring high standaI1ds for input and 
process increases the probability of attaining 
valued outcomes (i.e., improved efficacy). Most 
of the QA activities with which the authors are 
familiar focus on the input and process aspects 
of service delivery. In recent years, however, 
there has been a significant increase in the em­
phasis on outcome in quality assurance, even 
by traditionally input- and process-focused or­
ganizations such as the JCAHO (McAninch, 
1988; JCAH, 1986). This increased emphasis is 
primarily a response to demands for accoun­
tability from consumers and purchasers of 
health care. 

Although we applaud the move toward an 
outcome orientation, we give a significant role 
in this chapter to process. One reason is that 
QA activities focusing on process are relatively 
easy to implement as part of the routine profes­
sional activities of the clinical health psycholo­
gist. We discuss this subject in a later section. 
A second reason is that, in medical settings, 
many variables affect clinical outcome (the 
health of the patient), only some of which are 
within the span of control of the psychologist. 
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In such settings, and from the perspective of 
the members of the psychological consultation 
team, an exclusive focus on outcomes may be 
self-defeating. 

Consider an example of a situation in which 
the psychologist's lack of control over treatment 
results in a poor psychological, but an ade­
quate medical, outcome. 

A lO-year-old boy is admitted to the hospital emer­
gency room suffering from an acute asthma attack 
brought on (as far as can be determined) by his 
failure to comply with his medication regimen. Ac­
cording to the record, he has been admitted under 
similar circumstances four times in the previous six 
months. It is learned from talking with the boy that 
he stops taking his medicine during periods of in­
tense fighting by his parents because his medical 
emergency is the one thing that appears to subdue 
the parents and stop their fights for some period of 
time. The boy is medically stabilized, kept in the 
hospital for two days, and then discharged with 
strict instructions about taking his medication regu­
larly. The psychologist is not consulted, and no inter­
vention with the parents is attempted. 

The child is about to return to the same prob­
lem environment, and the probability of his 
being readmitted to the emergency room un­
der similar circumstances remains high. Al­
though the medical outcome may have been 
adequate (the boy was medically stabilized and 
discharged), from a QA perspective the out­
come was inappropriate because there was no 
input from psychological professionals. 

Refocusing the Quality Questions . 

Because the generality of the questions in 
Table 1 begs other questions, precision in de­
limiting the scope of each quality question is 
crucial. For example, to determine whether all 
persons who might benefit from psychological 
consultation have access to such services (Ques­
tion 2), we would need to define precisely the 
types of patients who we believe could be 
helped by the addition of psycholOgical services 
to their medical treatment plan. In other words, 
who are the targets of the interventions? 

One option is to identify patients by diag-
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nosis or disorder. Pediatric cancer patients and 
their families, for example, are generally con­
sidered appropriate candidates for assessment 
and intervention by a clinical health psycholo­
gist. Another appropriate group consists of pa­
tients for whom posthospitalization compli­
ance with the treatment regimen is judged to 
be critical. 

A second option would be to identify pa­
tients with particular diagnoses who exhibit 
maladaptive behaviors that may negatively af­
fect their medical outcome and that may also be 
positively affected by psychological interven­
tions. For example, current practice in cardiac 
rehabilitation includes the consideration of sig­
nificant psychological factors in the develop­
ment of the comprehensive rehabilitation plan. 
Indeed, the psychological dimensions in such 
treatment may be viewed, first, as modifiers of 
the situation being addressed (e.g., what sort 
of personality style does the patient have?) 
and, second, as variables that must be explic­
itly addressed in the treatment plan (e.g., does 
the patient need certain types of emotional 
support that he or she is not currently getting?). 

To continue our exploration of Question 2, in 
addition to identifying patients who may re­
ceive interventions, we would need to define 
access. At the extreme, access means that all 
patients in the target categories are seen by a 
member of the consultation team. More parsi­
moniously, it could mean that any nonpsycho­
logical staff member having responsibility for 
such patients is knowledgeable about the types 
of interventions made by the psychologist and 
is capable of making judgments about the ne­
cessity of such a consultation. 

Once we have identified the target groups 
and defined access, we need to establish stan­
dards or criteria that describe the expectations 
for patient access. In conducting a formal QA 
investigation of this particular quality assur­
ance question, we may compare the actual per­
centage of patients given access to the service 
with a previously established minimum pro­
portion deemed to reflect adequacy. If this as­
pect of the service system meets the estab­
lished standard, it is considered of adequate 
quality. 
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FormaI QA programs also include rules that 
guide decision making about when action for 
improvement must be initiated. Referred to by 
terms like threshold for action, these rules have 
the power to define much more adequate stan­
dards of performance. Table 2 presents a ratio­
nale and principles for the establishment of 
thresholds. Figures 1 and 2 provide examples 
illustrating the use of criteria and thresholds 
that are easily adaptable to any service deliv­
ery setting. 

The final phase of QA would be to report the· 

Table 2. Developing the 
Threshold-for-Action Levela 

Threshold: Minimum percentage of charts that should 
meet criterioni performance below that level requires im­
plementation of action to improve. 

Reasons for setting a threshold for action: 
1. To state how often the criterion must be met to deter­

mine that high quality of care has been achieved for this 
patient sample. 

2. To look for obstacles affecting group performance. 
3. To have an objective way of determining when action 

must be taken to improve patient care. 
4. To indicate the value of the criterion to those doing the 

audit. If the value of the criterion is set below 85%, the 
group should consider whether this criterion is an indi­
cator of critical care. 

5. To commit the group to examining why the criterion's 
actual performance level is lower than its threshold-for­
action level. 

To determine the threshold for each criterion, ask the following: 
1. Assuming that 100 patients in the same category were to 

be reviewed, would you be satisfied with the quality of 
service if 98%, 95%, or 90% of the patient records docu­
mented that the criterion has been met? 

2. If fewer than 98%,95%, or 90% of the records contained 
such documentation, would you be concerned about the 
quality of patient care? 

3. What, if anything, does the psychological literature 
reveal about the norm for this group of patients on this 
variable? 

4. If the data indicate that this threshold was met or ex­
ceeded, would you be willing to defend the quality of 
patient care in the hospital? 

5. If the data indicate that this threshold was not met, 
would you be willing to defend the quality of patient 
care in the hospital? 

-Adapted from Health Services Reuiew Training Manual, Veterans 
Administration, Regional Medical Education Centers, October 
1975. Washington, DC: United States Veterans Administration. 
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results of the evaluation to those involved in 
service delivery. If the standard has not been 
met, procedures such as continuing education 
activities may be implemented to improve the 
system. If the standard has been met, feedback 
serves the purpose of providing a reward for 
those involved in the delivery of services, as 
well as of consolidating appropriate and effec­
tive practices. 

The Formal Definition 
of Quality Assurance 

The kind of conceptualization reflected in 
gur consideration of Question 2, above, relates 
to what is called the process of quality assurance. 
This three-stage process includes the establish­
ment of criteria defining the acceptable levels of 
performance or outcome; assessment of the ex­
tent to which specific aspects of the service 
delivery system satisfy the criteria; and the 
implementation of feedback and corrective actions 
intended to improve those aspects of the sys­
tem that are shown by the assessment to be 
deficient. 

We depart slightly from the usual definition 
of the QA process (Donabedian, 1982) by in­
cluding criterion development as an explicit 
component. We do this to emphasize the im­
portance that we ascribe to the process of deve­
loping standards for quality. 

Establishing Criteria 

Criterion development is one of the most 
critical activities in QA, because it is in this 
activity that the constituency groups (e.g., ser­
vice providers, program managers, advisory 
boards, and consumers) within the service sys­
tem reach a consensus on how they want the 
system to operate and what they want it to 
accomplish. For psychological services in med­
ical settings, the three critical constituency 
groups are, typically, psychologists, physicians, 
and nurses, each contributing various types of 
technical expertise and assuming unique areas 
of responsibility for treatment. 

Criteria are generally established a priori and 
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PSYCHOLOGICAL CONSULTATION/LIAISON SERVICES UNIT 

QUALITY OF CARE/SERVICE REPORT 

PSYCHOLOGICAL TESTING 

MONTH 

JA FE MA AP MA JU JU AU SE OC NO DE 

INDICATORS 

Volume 

# referrals 50 45 43 39 30 37 37 44 32 41 41 43 
(30) 

# referral 27 23 19 21 13 25 24 26 15 22 23 24 
sources 

(8) 

Quality (Speed of response in days) 

Referral 1.3 1.4 1.1 1.1 1.0 1.4 1.0 1.0 1.2 1.2 1.2 1.1 
to 

assessment 
(1.5) 

Initiation 1.6 1.7 1.8 2.4 2.0 2.5 2.3 1.8 1.4 2.2 2.9 2.0 
to 

completion 
(2.5) 

Completion 3.4 4.4 3.2 3.4 2.7 4.1 3.6 2.7 2.0 2.9 5.0 3.4 
of 

report 
(4.0) 

Volume indicators are reviewed if standard in parentheses is not exceeded. 

Quality indicators are to be reviewed if standard in parentheses is exceeded. 

Figure 1. Summary report of monthly statistics for a psychological testing service showing performance standards for 
selected quality indicators. 

describe the conditions that the constituency 
groups believe should prevail within the ser­
vice system. Because there is no absolute defi­
nition of quality, the criteria or standards are 
usually defined normatively, and what is con­
sidered "acceptable" depends on any number 
of context-specific factors. 

It is important to set criteria at realistic levels. 
If they are set too high, the result may be that 
problems are left unresolved; they may frus­
trate those involved in the delivery of services 

and may act to undermine the QA program. 
Criteria set too low result in lost opportunities 
to improve patient care. 

The case example at the bottom of page 102 
demonstrates that there can be different accept­
able as well as unacceptable levels of interven­
tion for the same quality issue. This example 
illustrates Question 5 in Table 1: ''l\re appropri­
ate intervention plans developed for all patients 
determined by the psychologist to need an 
intervention ?" 
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PSYCHOLOGICAL CORSULTATIOB/LIAISOB SBRVICE 

REVIEW OF RARDOKLY SELECTBD CHARTS 

service Unit/Month: Emergency Room/December 1989 

criterion OJ:»served 
% 

Standard 
% 

Threshold 
% 

[Consultations 
requeated: ] 

1. Pt. medical needs 
attended to 

2. Pt. conscious/ 
able to 
communicate 

[Consultations 
pot requeated:] 

1. Pt. sustained 
amputation or 
other serious 
loss. 

2. Pt. involved in 
event resulting 
in death of other 

3. Pt. exhibits 
psychotic 
behaviors 

4. Pt. injury 
intentionally 
self-inflicted 

5. Pt. seen in ER 
prior to current 
episode 

100* 100 98 

95 100 98 

0** o o 

5 o o 

o o o 

o o o 

8 o 10 

*Percent of cases in which consultation was requested and criterion 
was satisfied. 

**Percent of reviewed cases which satisfied criteria but did not 
result in consultation request. 

Figure 2. Monthly report for emergency room showing, for each service criterion, observed frequency, performance 
standard, and threshold for action. 

A 76-year-old widow who lives in a city-run re­
tired persons' housing complex near the hospital is 
brought into the emergency room after being found 
wandering around the perimeter of the facility. She is 
tearful and depressed and has not eaten anything 
for five days. After administration of fluids and elec­
trolytes, she is transferred to a medical ward for 
observation. 

The following day, the psychologist receives a con-

sultation request from the patient's primary nurse 
and discovers that the patient, distraught over the 
death of her sister three weeks earlier, is moderately 
depressed but otherwise psychologically in order. 
The patient reveals that she hates growing older and 
has been feeJ.ing abandoned by the world as more 
and more relatives and friends die each year. She 
feels lonely and has no support systems; she has no 
children. 
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Possible interventions by the psychologist 
in this case (in increasing order of quality) 
might be: 

1. No intervention. 
2. Brief crisis intervention, focusing only on 

the immediate situation in the hospital. 
3. Brief crisis intervention in the hospital 

and a consultation with the medical social 
work department regarding an assess­
ment of the patient's living situation and 
her needs on discharge. 

4. Numbers 2 and 3, together with securing 
a follow-up outpatient appointment with 
a geriatric psychology specialist in the 
medical center's psychiatry department, 
and making arrangements for the pa­
tient's- transport to the appointment. 

5. Numbers 2-4, together with a referral to 
a bereavement group run by a nearby 
church that the patient occasionally at­
tends. A special feature of the bereave­
ment group is that initial contact will be 
made with the patient by one of the cou­
selors, who will visit her while she is still 
in the hospital, and who will attempt to 
give her meaningful support both imme­
diately and following discharge. 

One of the factors that needs to be consid­
ered in making judgments of quality is the 
availability of both personnel or service re­
sources and the financial resources necessary 
to pay for them. Each of the five intervention 
options listed above has resource implications. 
If the services judged most appropriate (e.g., 
the bereavement group or the geriatric psychol­
ogist) are not available, or if there is no way to 
pay for them, then one could hardly criticize 
the clinician in the above example for not mak­
ing such a referral. Realistic financial and re­
source constraints need to be recognized as 
issues in their own right rather than as reflec­
tions of unwillingness to expand the range of 
high-quality service options. On the other 
hand, from an external perspective, one might 
say that the quality of the service system (from 
an input perspective) is compromised as a re­
sult of the unavailability of the resources. 

Ensuring the Consequences 
of QualifY Assessment 
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An effective QA program must result in pro­
gram improvement activities, or consequences, 
when quality assessment activities determine 
that deficiencies exist. Consequences are most 
commonly manifested in two forms: as admin­
istrative changes in procedures, personnel, or 
resource allocation, and as formal or informal 
educational activities targeted at individuals or 
groups within the service system. 

To guarantee consequences, QA activities 
need to have the sanction and the unqualified 
support of those individuals who have the au­
thority within the organization to ensure that 
changes will be made. Such authority issues 
present particular problems for psychologists 
trying to assure quality in medical settings 
because, by virtue of their professional affilia­
tion, they do not have ultimate control. In addi­
tion, psychological considerations are not likely 
to be given priority in those medical settings in 
which patient problems are construed as purely 
medical rather than as interactions between 
medical and psychological factors. 

GuideUnes for Implementation 
of QA Activities 

We next offer some guidelines for the devel­
opment of quality assurance programs and ac­
tivities in any setting where mental health ser­
vices are provided. 

Guideline 1: Define quality by consensus. We 
conjecture that much of the contention sur­
rounding the development of QA criteria and 
associated measures stems from organizations' 
or individual service providers' desire to avoid 
doing QA. It is important to remember that 
one does not have to discover the "true" defini­
tion of quality before initiating the develop­
ment of a QA program. It is necessary only to 
obtain consensus about the focus of the quality 
assessment and the level of the standards. Al­
though consensus may prove difficult to estab­
lish, the process of seeking and consolidating 
agreement among professional peers is, in and 
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of itself, a valuable exercise for the service unit 
and the organization. 

Decisions arrived at through consensus are 
not invariant, and it is not unusual for an 
agency to discover that its original decisions 
about foci or standards need to be modified as 
more is learned about factors such as site-spe­
cific patterns of practice and resource limita­
tions. For example, the ideal in adding signifi­
cant psychological dimensions to the treatment 
of certain types of patients in a particular ser­
vice_might be to have every such patient seen 
by both a physician and a health psychologist. 
At the same time, adding such psychological 
dimensions to every patient contact might in­
crease the amount of time required for each 
contact, might result in a patient backlog, and 
might subvert what was, judged in retrospect, 
a too-optimistic goal. 

Guideline 2: Assess quality using multiple meas­
ures. Obviously, generalizations about the qual­
ity of services delivered by a system cannot be 
based on a single indicator such as the length of 
time a patient must wait for a psychological 
consultation or the inclusion of parents in the 
development of a treatment plan for a child. It 
is only by focusing on such specific aspects of 
the service system, however, that the "weak 
spots" in the system can be identified and illu­
minated, and that strategies can be developed 
for their remediation. 

Global indicators of "quality," although intu­
itively appealing, serve little useful purpose if 
the ultimate goal of quality assurance is (as it 
should be) system improvement. (Global indi­
cators are probably most appropriately con­
strued as a kind of weighted average of many 
discrete indicators, each of which provides 
some perspective on how the service system 
is operating and performing.) It behooves the 
developers of quality assurance programs, there­
fore, to focus on multiple attributes of the ser­
vice system, each of which is considered criti­
cal to the delivery of clinical services, and each 
of which can be operationalized as an objective 
criterion. 

Guideline 3: Use QA for improvement, not pun­
ishment. The poor reception that QA programs 
tend to get from service providers has been 
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attributed to an aversion among clinicians to 
being evaluated, or to the fact that many QA 
programs are externally and abruptly imposed 
requirements whose perceived value to clini­
cians may be minimal. Whatever the explana­
tion, QA systems tend to be viewed as punitive. 
And indeed, in some cases, their consequences 
as well as their process may be negative. For 
example, hospitals may lose JCAHO accredita­
tion or Medicare certification because of failure 
to satisfy certain standards, and staff mayor 
may not be promoted or given salary incre­
ments based on their performance as assessed 
by QA indicators. 

If the organization focuses on the ultimate 
purpose of quality assurance-improvement 
in patient care-it may be easier for partici­
pants to view QA as constructive and useful 
and the consequences of quality assessment as 
helpful. This is even more likely if the QA 
activities are seen to be integral aspects of ap­
propriate professional practice as defined by 
the practitioners themselves. 

Guideline 4: Minimize disruption to the service 
system. One of the best ways to ensure the 
failure of a quality assurance program is to 
package it in a plethora of new forms and pro­
cedures. The typical clinician's apprehenSion 
regarding QA is often legitimized in the allega­
tion that new responSibilities introduced by the 
QA process will reduce the amount of time he 
or she can devote to patient care. This negativ­
ism is more likely to occur if the QA process is 
perceived as the product of nonclinicians who, 
it may be believed, have no true understanding 
of what it is like to be directly involved in 
patient care. 

It is crucial, therefore, that QA activities be 
integrated as much as possible into prevailing, 
valued professional activities such as treatment 
planning, service monitoring, and records main­
tenance. The need to integrate QA activities 
into the everyday working activities of medical 
service points up the significance of the medi­
cal chart. In hospitals, for example, the chart 
may be the sole repository of the aggregate of 
records that relates to both past and present 
medical history and treatment, and in which 
the various caregivers involved with the patient 
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are able to communicate with each other through 
such routine activities as progress notes. 

Guidelines 3 and 4 point to the importance of 
QA activities' being presented as a direct means 
to service improvement and being endorsed as 
such by providers and administrators alike. 
Furthermore, after the foci of assessment are 
determined, the responsibilities for QA activ­
ity development should be centrally vested in 
the unit's service providers. 

Guideline 5: The care that is reviewed should be 
representative of the care provided. Probably the 
most common type of QA activity in organized 
care settings is chart review. In this activity, the 
entries found in the medical record are viewed 
as a reflection of the process and the outcome of 
the services provided, and judgments about 
the quality of care are based on the contents of 
the record. What often happens in chart review 
is that clinicians, if allowed, choose their "best" 
cases to be reviewed. Clearly, effective QA can 
not be built on a biased selection of samples of 
the work of clinicians in any organization. 
Work samples, whether charts or other reflec­
tions of clinical care, need to be representative 
of the range of quality of the services provided 
within the service setting. Thus, the charts to 
be reviewed should be selected randomly and 
from the categories being focused on in the 
particular review. 

A Model Process for 
Implementing QA Activities 

We now outline a model for the structure and 
the process of QA of psychological services in a 
hospital setting. This model should include 
activities that are both concurrent (during the 
time period that services are being provided) 
and retrospective (after the episode of care has 
concluded). In addition, the foci of the activ­
ities should be episodes of care looked at both 
individually and collectively. The former focus 
is often referred to as case review; the latter, as 
an audit or focused study. 

Our model is comprehensive, and resource 
limitations or other deficiencies may not allow 
implementation of all parts of the model in 
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many hospitals. We believe, however, that im­
plementing only one or some of the compo­
nents could contribute significantly to the qual­
ity of the services provided. 

Structural Entities for QA 
of Psychological Services 

Figure 3 presents a suggested structure for a 
QA program that includes four functional enti­
ties: a multidisciplinary hospital QA committee; 
a psychological QA committee; a multidisci­
plinary integrative review team; and multidis­
ciplinary treatment teams. Our emphasis in 
the model is on multidisciplinary organization 
because the context in which services are pro­
vided and interventions are developed de­
pends irrevocably on the cooperation of all dis­
ciplines. 

In this model, the day-to-day responsibility 
for QA at the individual case level is assumed 
by multidisciplinary treatment teams that serve a 
case management function. A typical team 
might include a physician, a nurse, a psychol­
ogist, and a social worker. Membership would 
vary, depending on who has patient care re­
sponsibilities for the patient being treated. 
Each team is responsible for the development, 
implementation, and monitoring of a treatment 
plan (of which the psychological intervention 

I HOSPITAL QA COMMITTEE 

(multidiSCiplinary) 

-PSYCHOLOGICAL QA COMMITTEE II 

(psychologists only) 

___ I ___ ---, 
MULTIDISCIPLINARY INTEGRATIVE II 

REVIEW TEAM 

MULTIDISCIPLINARY 

TREATME"-IT TEAMS 1,2,3, ... n 

Figure 3. Structure for a hospital QA program for clinical 
health psychology services. 
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is one component), for discharge planning, and 
for postdischarge follow-up. It is in the process of 
plan development and implementation by the team 
that the QA is done. 

The multidisciplinary integrative review team 
(MIRT) is a standing committee, representing 
medicine, nursing, social work, and psychol­
ogy. The responsibility of this group is to con­
duct document-based case review of the work 
of the treatment teams, to provide feedback to 
the teams on their performance, and to provide 
summaries of the findings to the psychological 
QA committee. 

The psychological QA committee (PQAC) is 
composed of those psychologists who have 
formal consultation and liaison responsibilities 
for a range of services (e.g., emergency room, 
pediatrics, and cardiology) within the institu­
tion. The primary charges of the PQAC are to 
monitor the work of the MIRT, to oversee the 
development of QA criteria for psychological 
services, to design and ensure the implementa­
tion of focused studies and audits, and to sum­
marize and report to the staff and the QA com­
mittee the results of MIRT reviews and other 
QA activities. 

The final entity is the QA committee, the 
hospitalwide committee representing the hos­
pital's administration and medical and profes­
sional staffs. This entity, which exists in all 
hospitals, has as its general charge the evalua­
tion and monitoring of the quality and the ap­
propriateness of patient care and clinical per­
formance aCAH, 1984a). 

The Multidisciplinary Treatment 
Team Process 

Before an effective team treatment including 
psychological services can be established, the 
hospital needs to ensure effective liaison be­
tween the psychological services unit and each 
service unit that uses the consultations of the 
psychologists. The basis of these relationships 
should be a written contract outlining the cir­
cumstances (criteria) under which a particular 
service unit will request psychological consul­
tations. This contract should be developed as a 
cooperative effort of the psychological services 
unit and the other service unit. Its itrplementa-
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tion should be preceded by in-service training 
conducted by the staff of the psychological ser­
vices unit. The training would include the appro­
priate implementation of the criteria describing 
requests for consultation, the procedures for 
dealing with patients for whom consultations 
are requested, and the procedures for dealing 
with the emotional concerns of patients for 
whom consultations may not have to be re­
quested. 

Examples of criteria that might be part of a 
contract between the psychological services 
unit and the emergency room (ER) are: 

1. Consultations should be sought and re­
ferrals made for the following types of 
patients presenting in the ER: 
a. Patients whose injuries are a result of 

intentional self-injury. 
b. Patients exhibiting psychotic behav­

iors such as hallucinations, delusions, 
and other common aberrant behav­
iors that can be easily described as 
such. 

c. Persons surviving a trauma that re­
sulted in the death of another person 
or in which significant losses (such as 
amputations) were sustained. 

d. Patients who have been repeatedly 
treated in the emergency room. 

2. Consultations should be sought only after 
the immediate medical needs of the pa­
tient have been attended to. 

1be Case Management Process 

Figure 4 is a flowchart of the activities in­
volved in the initiation of a consultation, the 
development and implementation of the psy­
chological treatment plan, the discharge, and 
the follow-up. These activities, implemented by 
the individual treatment teams, constitute the 
primary day-to-day QA for psychological ser­
vices within the medical setting. 

The consultation is generally initiated, ac­
cording to the criteria, by a member of the staff in 
the service unit responsible for the patient. The 
psychologist conducts an assessment, makes a 
decision about the appropriateness of an inter­
vention, and develops the likely range of inter-
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CONSULTATION REQUEST to Consultation/liaison (C/l) Service 
based on established criteria 

ASSESSMENT OF PATIENT by C/l Psychologist 

Cll Psychologist develops intervention alt~~ves ] 

Treatment team reaches consensus on appropriate Intervention 

Treatment team implements treatment plan 

Treatment team participates in discharge conference 

Treatment team member conducts post-discharge iollow-up 

Treatment team receives feedback on fOIIoW-~ 

Figure 4. Flowchart of the case management activities of 
treatment teams_ A necessary assumption of the process is 
that all meetings and discussions at each step must be 
documented in the patient's chart. 

vention alternatives. The professionals provid­
ing the patient care need to concur on an inter­
vention that will meet the needs of the patient, 
to define a realistic role for each of the treat­
ment team members, and to make appropriate 
use of the available resources. 

Once a treatment plan has been developed, 
the team members responsible for its imple­
mentation meet regularly and monitor its im­
plementation, making modifications in the plan 
as necessary. They meet, finally, for the dis­
charge conference and to determine the extent 
of postdischarge follow-up. Each patient who 
has received a psychological intervention is 
contacted at least once postdischarge to deter­
mine his or her status, and this information is 
shared with the treatment team members. All 
aspects of the intervention, including this fol­
low-up information, are documented in the 
medical record. 

One of the most widely used systems for 
documenting and organizing the types of is­
sues dealt with in this chapter is the problem­
oriented medical record, or.POMR (Weed, 1964). 
At the same time, the development of interven-
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tion alternatives as reflected in the examples in 
this chapter is based loosely on the goal attain­
ment scaling (GAS) process (Kiresuk & Sher­
man, 1968). The value of the POMR in delineat­
ing and following the progress of problems 
cannot be disputed. The present authors, how­
ever, view GAS as a superior mechanism in that 
it avoids the thorny issue of distinguishing be­
tween the "subjective" and the "objective," a 
potentially confusing distinction in clinical 
psychology, particularly in relation to prob­
lems that are clearly interactions between med­
ical and psychological signs and symptoms. 
Although the work of Kiresuk and Sherman 
(1968) involves quantitative outcome informa­
tion, we do not believe it essential that outcome 
measurement be used here. Rather, the model 
is useful in providing a simple, yet sophisti­
cated, approach to operationalizing the dimen­
sions of input, process, and outcome in such a 
way that all team members may cooperate in 
the process and that the various levels of qual­
ity are clear, specific, and even, occasionally, 
self-evident. The GAS model is based on the 
identification of the problem being addressed; 
the specification of the components of each of 
the three foci (input, process, and outcome), 
based on the normative (expected) standard of 
practice for the identified problem and the pro­
jected levels of performance above and below 
those expected; and a comparison of actual 
input, process, or outcome with these specifi­
cations. 

The specification of input, process, and out­
come criteria is simply a matter of stating the 
expected or normative criterion and then stat­
ing criteria that would reasonably fall above 
and below it: 

1. Much less than the expected attainment 
of criterion. 

2. Less than the expected criterion attain­
ment. 

3. The expected criterion attainment. 
4. More than the expected criterion attain­

ment. 
5. Much more than the expected criterion 

attainment. 

The appendix contains an example of a QA 
exercise that uses a GAS strategy for establish-
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ing criteria describing the quality of input, pro­
cess, and outcome. 

Activities of the MlRT 

The multidisciplinary integrative review team 
is charged with the concurrent and retrospec­
tive monitoring of the quality of treatment 
plans and the work of treatment teams. Al­
though concurrent monitoring may be done by 
a MIRT representative meeting with each treat­
ment team as they discuss their cases (facili­
tated by the use of GAS or POMR), it is probably 
more cost-effective for the MIRT to base its 
routine reviews on the medical record. Evalua­
tions of the quality of interventions should be 
based both on explicit written criteria, such as 
those required by the JCAHO, and on more 
implicit, context-specific (ad hoc) criteria (Dona­
bedian, 1982). 

The MIRf may select cases for review on both 
random and targeted bases: random groups of 
patients, cases of particular providers or treat­
ment teams, patients with particular problems 
or diagnoses, or cases that are believed to ex­
emplify particular quality problems. The MIRT 
provides written feedback to the treatment 
teams on the particular reviews, summarizing 
the results of its reviews for reporting to the 
psychological QA committee. 

The MIRT may also be responsible for con­
ducting occasional focused studies to deter­
mine, among other things, the validity of the 
existing criteria or the need for new criteria. 
This process is akin to that of establishing the 
construct validity of the criteria. For example, 
there is evidence that a sibling of a child being 
treated for cancer may have psychosocial diffi­
culties requiring intervention by a mental health 
professional (Spinetta, 1981). The MIRT may 
examine a set of cases in which siblings were 
identified, assessed, and treated as required 
and may compare them with another set in 
which such identification, assessment, and 
treatment did not occur. The aims of the com­
parison would be to examine the effects on 
process and outcome of including a previously 
neglected population (siblings of pediatric on­
cology patients) in the overall treatment plan 
and giving them access to treatment. 
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1be Psychological QA Committee 

In order to ensure the systematic and com­
prehensive implementation of discipline-spe­
cific QA activities, the responsibility for QA 
should be vested in a formally recognized 
group of professionals within the psychologi­
cal services unit. This committee would have 
overlapping membership with the hospital QA 
committee and would be responsible for the 
"meta" issues of psychological QA. 

We recommend a separate psychological QA 
committee because psychologists are required 
to be the fmal arbiters of the criteria that define 
the quality of psychological services (Ameri­
can Psychological Association, 1987) and are 
therefore the ones who should make judgments 
about the extent to which those psychological 
criteria are satisfied in the service system. Just 
as psychologists should not be responsible for 
determining what is good technical quality 
with respect to medical care, so, too, should 
physicians not be held responsible for estab­
lishing criteria for the quality of psychological 
interventions. At the same time, physicians 
and other stakeholders should have input into 
what the criteria will be. Because there is ulti­
mately an interaction between the medical and 
psychological factors, the judgment about the 
overall quality of care should be made by multi­
disciplinary groups: the MIRT and the hospital 
QA Committee. 

Problems of Implementation 

Our predominant focus on the basic ele­
ments, structures, and processes defining a 
QA program appropriate for application to 
psychological consultation services in hospi­
tals should not lead the reader to minimize the 
problems inherent in developing such a pro­
gram. Nor should it be concluded that QA 
activities should be restricted to those dis­
cussed in this chapter. 

All successful QA programs must meet the 
unique needs of the service system. In particu­
lar, they must explicitly acknowledge and in­
corporate the realities of the resources available 
in the immediate context in which they are 
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embedded. Further, there are many accoun­
tability-oriented activities in organized-care 
settings that, although they relate to QA, are 
not incorporated into a formal QA program. 
This may be the rule rather than the exception. 
Naturalistic and ad hoc kinds of QA activities 
abound and have abounded since the advent of 
organized care in institutional settings. Psy­
chologists in medical settings have long been 
familiar with such activities as chart mainte­
nance and postintake disposition reviews, pro­
spective individualized treatment plans, and 
multidiSciplinary team consultations. All such 
professional activities are part of the complex of 
events that are QA. Although the authors are 
committed to the importance of the formal QA 
program, they also consider it unfortunate 
that, from the viewpoint of bodies that regulate 
and certify, such activities are not seen as QA 
unless they are formally documented as such. 

What this chapter has tried to do is to signal 
the value of and some directions for a program­
matic approach to QA. It has not been the 
concern in this chapter to discount what cur­
rently goes on in the name of quality assess­
ment and review. Rather, it has sought to un­
derscore and conserve such existing practices 
by highlighting the merits of a more formal, 
balanced, and integrated team approach to 
QA. Programmatic approaches, if properly han­
dled, lend both efficacy and acceptability to the 
endeavor. On the other hand, as has been im­
plied, implementing programmatic approaches 
is easier said than done, and QA-related con­
ceptual awareness and technical sophistication 
alone will not ensure an effective and enduring 
QA program. 

Administrative and Political 
Considerations 

It seems axiomatic that the successful devel­
opment of programs for the QA of psychologi­
cal consultation services depends as much on 
the kind and degree of administrative support 
available as on the levels of acceptance and 
technical expertise existing among the pro­
viders of psychological services. Administra­
tive support for QA must be available at both 
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the level of the service unit and the level of the 
institution. Without this local and institutional 
administrative support, the resources, includ­
ing the time, money, and leadership necessary 
for QA program development and mainte­
nance, will not be forthcoming. 

To emphasize the role of administrative sup­
port within the setting is to acknowledge the 
fact that, for most psychological service enti­
ties, the development of a formal QA program 
closely resembles the diffusion of an innova­
tion. This is a gradual process through which 
the rationale, goals, objectives, content, and 
procedures of the nascent QA program become 
sanctioned, implemented, and consolidated 
over time. Thus, administrative support is most 
crucial when the program is most vulnerable: 
in its formative stages. 

These considerations aside, it is the pro­
viders working as a team who constitute the 
core of any QA program. The success of the pro­
gram requires both an acceptance and an ownership 
of the program by the psychologists, who, in surren­
dering some individual autonomy, acknowledge the 
greater benefits ofa well-articulated QA program for 
patients, for interprofessionallinkages, for the insti­
tution, and, ultimately, for the profession. The 
characteristics, dynamics, and history of group 
decision-making are all central to how the 
members of a psychological services unit ap­
proach what is (for most of the team) an in­
novation. And the authors cannot assert too 
strongly that the development of a QA pro­
gram necessarily involves the development of 
the professional team itself. If team-building 
issues are not confronted directly by the unit 
head, the future of the innovation will be in 
jeopardy (Troy, 1988). 

One aspect of QA program implementation 
that deserves discussion is interprofessional 
linkages. Because the development and main­
tenance of effective and collegial relationships 
among professional groups are central to ser­
vice delivery in medical settings, the quality of 
communication and the structural linkages be­
tween professions help to determine the qual­
ity of the care delivered. Because it is in the 
interdisciplinary team that the responsibility 
for patient care is vested, there is an equivalent 
responsibility to nurture and sustain these ties. 
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At the same time, QA program development 
in, for example, the psychology unit cannot 
possibly proceed in isolation from other profes­
sional groups. In the presentation of the model, 
the authors have endeavored to acknowledge 
the interdependence of professional function­
ing within the medical setting. 

It should also be emphasized that the strate­
gic exploitation of interprofessionallinkages in 
the cause of patient welfare requires, poten­
tially, an even greater degree of surrender of 
autonomy than has already been noted for in­
dividual members of the intraprofessional ser­
vice unit. Given th~ long history of the role of 
the interdisciplinary team in inpatient medical 
settings, the potential of rivalry, guild issues, 
and relative status considerations to disrupt 
collegial relationships is considerable. The con­
servation of effective interprofessional relation­
ships is very likely due to the communality 
historically prevailing among the service disci­
plines with respect to professional goals and 
concern for patients. The current, rapid flux in 
the topology of health care service delivery and 
provider roles may significantly threaten this 
relative harmony. For the consultant health 
psychologist or behavioral health specialist, is­
sues such as admitting privileges, prescription 
writing, and leadership roles in case manage­
ment decisions clearly challenge the profes­
sional status quo and, particularly, the tradi­
tionalleadership of the treatment team. 

If both levels of quality assurance, inter­
disciplinary and intraprofessional, are to be 
developed in the greater interest of the patient, 
one can only hope that the general thrust of 
interdisciplinary problem-solving will proceed 
along functional, and not political, lines. If not, 
the unique and heretofore enduring role of the 
interdisciplinary team in case management in 
health care settings will be significantly, and 
interestingly, challenged. 

Appendix 

The following is an expanded example of the 
use of goal attainment scaling (GAS) in the 
development of alternatives that may be adopted 
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by a treatment team and that focus on the in­
put, process, and outcome of treatment. 

Ms. B is a 38-year-old woman of Nordic extraction who 
has lived in the same city all her life. When she was 12, she 
developed juvenile onset diabetes, and she has been insu­
lin-dependent ever since the condition was first diagnosed. 
She has been married to Mr. B since she was 22, and the 
marriage is described as a good one by both partners. 
Because of her medical condition, she could never carry a 
child to term, and after three miscarriages, she and her 
husband were advised not to attempt another pregnacy. 

Ms. B maintained good control of her illness until three 
years ago, when vascular problems were experienced for 
the first time in her feet. The problems continued plaguing 
her, despite excellent compliance with both diet and insu­
lin dosage regimens, and about six months ago, she devel­
oped gangrene in the toes of her left foot. At that time, she 
became mildly depressed, and her previously excellent 
compliance was compromised. Her endocrinologist, al­
though concerned about her mood and compliance prob­
lems, felt that giving her "a good talking to" would suffice, 
thought that such problems were normal, and did not 
think it necessary to refer her to a mental health profes­
sional. 

Three weeks ago, Ms. B had to undergo a below-the­
knee amputation after developing uncontrollable gan­
grene. After the surgery, she began withdrawing, was 
having problems sleeping, cried a lot, lost her appetite, 
and felt ashamed that she was having any problems. She 
explained to the surgeon and the endocrinologist that she 
was usually a stoic person, that people of her background 
did not display negative emotion because it indicated that 
they were out of control, and that nobody should take any 
notice of her condition. The surgeon, coming from a simi­
lar background, experienced some identification with Ms. 
B and did not respond to his endOCrinologist colleague's 
request to call for a psychological consultation. The pa­
tient's primary nurse, however, went ahead and called for 
the consultation anyway, following which the clinical 
health psychologist on call that day came up to the surgical 
unit and assessed the patient. 

Based on a goal-attainment-scaling model, the in­
tervention alternatives that might be proposed for 
the treatment of Ms. B are as follows. Note that 
Alternative 3 would be the expected (most likely) 
occurrence, Alternative 1 would be the worst that 
would be expected, and Alternative 5 would be the 
best expected of the service system. 

Input 

1. Ms. B is told that she can tough it out, that 
things will get better, and that she should not 
worry. 
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2. Ms. B is told that she should understand that 
having severe psychological symptoms is nor­
mal following an amputation, and that if the 
problem continues for another week, she should 
agree to a psychological consultation. 

3. (Expected) The reason for the psychological 
consultation is carefully explained to Ms. B, 
and an agreement is reached that she will at 
least talk to the psychologist for about IS min­
utes, but that she will not be forced to undergo 
treatment. The consultation is explained only 
in terms of the mood problem itself, however, 
and not in relation to her particular situation. 

4. The reason for the consultation is carefully ex­
plained to Ms. B, particularly in relation to 
issues such as loss and the mood changes at­
tendant on both diabetes and procedures such 
as amputation. 

S. The reason for the consultation is carefully ex­
plained to Ms. B in relation to the factors men­
tioned in Number 4, above. In addition, the 
consultation itself is carefully explained, in­
cluding a request to rule out major depression, 
the formulation of a treatment plan, and the 
inclusion of compliance issues in the overall 
picture. 

Process 

1. Medical and nursing staff pay no attention to 
Ms. B's psychological needs, agreeing with her 
that people of her background are tough, and 
attending only to her medical needs. 

2. Medical and nursing staff attempt to find out 
whether Ms. B will admit that her psychologi­
cal status is compromised, attempt to be some­
what supportive, but still focus primarily on 
her medical status. 

3. (Expected) Medical and nursing staff, having 
succeeded in getting Ms. B to accept and un­
dergo the evaluation, continue attending pri­
marily to her medical needs and see the locus 
of all treatment as being exclusively in the psy­
chologist's domain. 

4. Medical and nursing stafl, although focusing 
on Ms. B's medical needs to the expected de­
gree, attempt to be supportive and under­
standing, to include extensive processing of 
Ms. B's resistance, and to work toward her 
accepting the psychological consultation. 

5. An integrative treatment plan, is formulated, 
involving medical and nursing staff, the psy-
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chologist, and a psychiatric consultation regard­
ing psychoactive medication. Due attention is 
paid to the patient's medical and psychological 
issues, including compliance, depression, and 
loss. 

Outcome 

1. Ms. B's psychological condition is not attended 
to and becomes worse after discharge. She is 
admitted to a psychiatric hospital for the in­
patient treatment of major depression three 
months after the amputation. 

2. Ms. B sees a psychologist three times but re­
fuses psychoactive medication. 

3. (Expected) Ms. B sees a psychologist three 
times, accepts the psychiatrist's prescribed tri­
cyclics, and agrees to one follow-up visit after 
discharge. 

4. Ms. B is seen daily by both the psychologist 
and the psychiatrist while in the hospital, and 
a treatment plan is worked out in relation to 
several problems: depression, loss, changes in 
body image and self-esteem, and compliance. 

S. In addition to the outcome described in Num­
ber 4, above, careful follow-up plans are devel­
oped, induding one home visit four days after 
discharge, the inclusion of Mr. B in the treat­
ment, and arrangements for transportation to 
the hospital for amputee-clinic and rehabilita­
tion appointments. Outpatient appointments 
with the psychologist are scheduled following 
Ms. B's rehabilitation treatments, thereby en­
suring maximum follow-through by the patient 
herself, as she need make the arduous trip to 
the medical center only once a week. 
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CHAPTERS 

Arguments for the Financial 
Efficacy of Psychological Services 
in Health Care Settings 

Nicholas A. Cummings 

Introduction 

By the beginning of the 1980s, it was generally 
conceded that psychologists had won their 
hard fought struggle to be included in third­
party payment for mental health services. The 
notable exception was in Medicare and Medi­
caid, where the inclusion of psychological ser­
vices was, at best, sparse and spotty and indi­
cated a job yet to be concluded. The history of 
this movement, which began in the late 1950s, 
was detailed by Cummings (1979) in an article 
that fell just short of signaling victory. 

The effort to achieve parity with psychiatry 
in the recognition of psychology by the insur­
ance industry and the government is a case 
history in the struggle for the autonomy of the 
psychological profession, most often bitter, 
sometimes comical, but always colorful. Pro­
fessional psychologists had to overcome the 
resistance not only of the insurance industry, 
which was reluctant to add another class of 
practitioners, but also of their own American 
Psychological Association (APA), which was 

Nicholas A. Cummings • American Biodyne, Inc., 400 
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then academically dominated and was indif­
ferent to the professional psychologists' strug­
gle for survival. This phase of the struggle 
concluded with psychology's being recognized 
along with psychiatry as one of the dominant 
practitioner forces in the field of mental health. 
It also concluded with a thoroughly profes­
sionalized APA, which, in contrast to the prior 
era, now spends a very significant portion of its 
resources on professional issues. 

Now all of this is rapidly changing. Those 
who would plead for the financial efficacy of 
psychological services in health care settings 
are once again on the defensive. This threat has 
been brought about by what has been termed 
the health care revolution (Kiesler & Morton, 
1988; Kramon, 1989), which has created an ar­
ray of new health and mental health delivery 
systems to which psychology must adapt in its 
effort to be included. In the original struggle 
for the inclusion of psychologists in third-party 
reimbursement in private practice, failure to be 
included would have spelled economic extinc­
tion. Again, in the present situation, failure to 
be included in the new delivery systems may 
result in the demise of professional psychol­
ogy. The arguments for the financial efficacy of 
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psychological services in health settings have 
never been more crucial. 

This chapter delineates the original argu­
ments for the inclusion of psychology in third­
party payment, for they are as valid now as they 
were then. Second, the health care revolution, 
with its implied threat to professional psychol­
ogy as it is now constituted, is described. Fi­
nally, the chapter addresses how the argu­
ments for the financial efficacy of the inclusion 
of psychologists in health care must be mod­
ified in the face of the health care revolution. 

The Historical Perspective 

Immediately following World War II, the 
Kaiser-Permanente Health Plan on the West 
Coast began offering total health benefits to 
millions of enrollees without the usuallimita­
tions, copayments, first-dollar deductibles, and 
other such restrictions that were customary in 
all other health plans at that time. In that era, 
mental health and substance abuse benefits 
were totally excluded, as they were also at Kai­
ser-Permanente. The research that led Kaiser­
Permanente to include mental health and sub­
stance abuse as covered services became the 
basis of over two dozen research replications 
and constituted the arguments for the inclu­
sion of psychologists in health care. The 20-
year experience at Kaiser-Permanente, which 
demonstrated the financial efficacy of psycho­
logical services and the public policy implica­
tions in favor of the inclusion of psychologists, 
was summarized by Cummings and Vanden­
Bos (1981). 

The Beginning of the Katser-Permanente 
Mental Health Benefit 

Kaiser-Permanente soon found, to its dis­
may, that, once a health system makes it easy 
and free to see a physician, there occurs an 
alarming inundation of medical utilization by 
seemingly physically healthy persons. In pri­
vate practice, the physician's fee has served as a 
partial deterrent to overutilization, until the 
recent growth of third-party payment for health 
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care services. The financial base at Kaiser-Per­
manente is one of capitation, and neither the 
physician nor the health plan derive an addi­
tional fee for seeing the patient. Rather than 
becoming wealthy from imagined physical ills, 
the system could have been bankrupted by 
what was regarded as abuse by the hypo­
chondriac. 

Early in its history, Kaiser-Permanente ad­
ded psychotherapy to its list of services, first 
on a courtesy reduced fee of five dollars per 
visit and eventually as a prepaid benefit. This 
addition was initially motivated not by a belief 
in the efficacy of psychotherapy, but by the 
urgent need to get the so-called hypochondriac 
out of the physician's office. From this initial 
perception of mental health as a dumping 
ground for bothersome patients, 25 years of 
research has led to the conclusion that no com­
prehensive prepaid health system can survive 
if it does not provide a psychotherapy benefit. 

1be Patient with 
"No Significant Abnormality" 

Early investigations (Follette & Cummings, 
1967) confirmed physicians' fears they were 
being inundated, for it was found that 60% of 
all visits were by patients who had nothing 
physically wrong with them. Add to this the 
medical visits by patients whose physical ill­
nesses were stress-related (e.g., peptic ulcer, 
ulcerative colitis, and hypertension), and the 
total approached a staggering 80%-90% of all 
physicians visits. Surprising as these findings 
were 30 years ago, nationally accepted esti­
mates today of stress-related visits range from 
50% to 80% (Shapiro, 1971). Interestingly, over 
2,000 years ago, Galen pointed out that 60% of 
all persons visiting a doctor suffered from 
symptoms that were caused emotionally, rather 
than physically (Shapiro, 1971). 

The experience at Kaiser-Permanente subse­
quently demonstrated that it is not merely the 
removal of all access barriers to physicians that 
fosters somatization. The customary manner 
in which health care is delivered inadvertently 
promotes somatization (Cummings & Vanden­
Bos, 1979). When a patient who has not been 
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feeling up to par attempts to discuss a problem 
in living (e.g., job stress or marital difficulty) 
during the course of a consultation with a phy­
sician, that patient is usually either politely 
dismissed by an overworked physician or given 
a tranquilizer. This reaction unintentionally 
implies criticism of the patient, which, when 
repeated on subsequent visits, fosters the trans­
lation of this emotional problem into some­
thing toward which the physician will re­
spond. For example, in a purely psychogenic 
pain patient, the complaint that "My boss is on 
my back" may become at some point a lower 
back pain, and neither the patient nor the phy­
sician may associate the symptom with the 
original complaint. Suddenly, the patient is "re­
warded" with X rays, laboratory tests, return 
visits, referrals to specialists, and, finally, even 
temporary disability, which removes the pa­
tient from the original job stress and tends to 
reinforce protraction and even permanence of 
the disability. 

Estimates of stress-related physical illness 
are subjectively determined, whereas the num­
ber of physician visits by persons demonstrat­
ing no physical illness can be objectively veri­
fied through random samplings of all visits to 
the doctor. After more-or-Iess exhaustive exam­
ination, the physician arrives at a diagnosis of 
"no significant abnormality," noted by the sim­
ple entry of NSA in the patient's medical chart. 
Repeated tabulations of the NSA entries, along 
with such straightforward notations as "ten­
sion syndrome" and similar designations, con­
sistently yielded the average figure of 60%. 
This figure is now generally recognized in the 
medical profession, which refers to these pa­
tients as somaticizers, and in behavioral health, 
which has named them the worried well. 

During the early years of Kaiser-Permanente, 
there was considerable resistance to accepting 
such estimates because it was reasoned that if 
60%-90% of physician visits reflected emo­
tional distress, 60%-90% of the doctors should 
be psychotherapists! This concern, as will be 
demonstrated below, was unfounded because 
subsequent research indicated that a relatively 
small number of psychotherapists can effec­
tively treat these patients. 

In an effort to help the physician recognize 
and cope with the distress-somatization cycle, 
Follette and Cummings (1967) developed a 
scale of 38 Criteria of Distress. These criteria do 
not use psychological jargon; rather, they are 
derived from typical physicians' entries in the 
medical charts of their patients. The researchers 
worked back from patients seen in psycho­
therapy to their medical charts, on which the 
diagnosis NSA had been made. They gathered 
extensive samplings of typical entries that con­
noted distress and validated these into the 38 
criteria shown in Table 1. Physicians were 
urged to refer patients for psychotherapy who 
scored 3 points or more on this scale as attested 
by the physician's own medical chart entries. 

After expending considerable effort and time 
validating this scale, it was discovered that 
emotional distress could be just as effectively 
predicted by weighing the patient's medical 
chart. The reason is that patients with chronic 
illness (or those involved in prenatal care) tend 
to see a physician at more-or-Iess scheduled 
appointments, whereas a patient suffering from 
emotional distress tends to use drop-in ser­
vices, night visits, and the emergency room. In 
the instance of the chronically ill patient, the 
physician makes each entry in the chart imme­
diately under the one bearing the date of the 
previous visit; thus, several visits are recorded 
on one sheet, front and back, in the medical 
chart. By comparison, when emotionally dis­
tressed persons make nonscheduled visits, the 
medical chart is not available, and the physi­
cian makes the entry on a new and separate 
sheet, which is later filed in the chart by medi­
cal records librarians. Repeating this practice 
through months and years builds up enormous 
medical charts, sometimes into the second and 
third volume. 

Once the patient enters the somatization cy­
cle, there is an ever-burgeoning symptomatol­
ogy because the original stress problem still 
exists in spite of all the physician's good efforts 
to treat the physical complaints. The patient's 
investment in his or her own symptom is only 
temporarily threatened by the physician's even­
tual exasperation, often accompanied by that 
unfortunate phrase, "It's all in your head." A 



116 PART III • PRACTICAL ISSUES 

Table 1. Criteria of Psychological Distress with Assigned Weights 

1 point 

1. Tranquilizer or sedative 
requested 

2. Doctor's statement patient is 
tense, chronically tired, was 
reassured, etc. 

3. Patient's statement as in No.2 
4. Lump in throat 
5. Health questionnaire: yes on 1 

or 2 psychological questionsa 

6. Alopecia areata 
7. Vague, unsubstantiated pain 
8. Tranquilizer or sedative given 
9. Vitamin B12 shots (except for 

pernicious anemia) 
10. Negative EEG 
11. Migraine or psychogenic 

headache 
12. More than 4 upper-respiratory 

infections per year 
13. Menstrual or premenstrual 

tension; menopausal sex 
14. Consults doctor about difficulty 

in child bearing 
15. Chronic allergic state 
16. Compulsive eating (or 

overeating) 
17. Chronic gastrointestinal upset; 

aerophagia 
18. Chronic skin disease 
19. Anal pruritus 
20. Excessive scratching 
21. Use of emergency room; twice 

or more per year 
22. Brings written list of symptoms 

or complaints to doctor 

2 points 

23. Fear of cancer, brain tumor, 
venereal disease, heart disease, 
leukemia, diabetes, etc. 

24. Health questionnaire: yes on 3 
or more psychological questions 

25. Two or more accidents (bone 
fractures, etc.) within 1 year; 
patient may be alcoholic 

26. Alcoholism or its complications: 
delirium tremens, peripheral 
neuropathy, cirrhosis 

27. Spouse is angry at doctor and 
demands different treatment for 
patient 

28. Seen by hypnotist or seeks 
referral to hypnotist 

29. Requests surgery that is refused 
30. Vasectomy: requested or 

performed 
31. Hyperventilation syndrome 
32. Repetitive movements noted by 

doctor: tics, grimaces, 
mannerisms, torticollis, 
hysterical seizures 

33. Weight lifting and/or health 
faddism 

3 points 

34. Unsubstantiated complaint that 
there is something wrong with 
genitals 

35. Psychiatric referral made or 
requested 

36. Suicidal attempt, threat, or 
preoccupation 

37. Fear of homosexuals or of 
homosexuality 

38. Nonorganic delusions and/or 
hallucinations; paranoid 
ideation; psychotic thinking or 
psychotic behavior 

'Refers to the last four questions (relating to emotional distress) on a Modified Cornell Medical questionnaire given to patients undergoing 
the Multiphasic Health Check in the years 1962-1964. 

new physician within the care system is found, 
one whose sympathy and eagerness to deter­
mine the physical basis for the symptom have 
not been worn down by this particular patient. 
The inadvertent reward system continues, as 
does the growth of the medical chart. In a 
similar fashion, stress can impact on an exist­
ing physical illness, exacerbating its symp­
tomatology and increasing its duration. The 
baffled and frustrated physician uses such ter­
minologyas "failure to respond" to account for 
the ineffectiveness of the treatment and often 
silently suspects noncompliance or malingering. 

The Effect of Psychotherapy 
on Medical Utilization 

In the first of a series of investigations into 
the relationship between psychological ser­
vices and medical utilization in a prepaid health 
plan setting, Follette and Cummings (1967) 
compared the number and type of medical ser­
vices sought before and after the intervention 
of psychotherapy for a large group of randomly 
selected patients. The outpatient and inpatient 
medical utilization by these patients for the 
year immediately before their initial interview 
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in the Kaiser-Permanente Department of Psy­
chotherapy, as well as for the five years follow­
ing that intervention, was studied for three 
groups of psychotherapy patients (1 interview 
only, brief therapy with a mean of 6.2 inter­
views, and long-term therapy with a mean 
of 33.9 interviews) and a "control" group of 
matched patients who demonstrated similar 
criteria of distress but who were not, in the six 
years under study, seen in psychotherapy. 

The findings indicated that (1) persons in 
emotional distress were significantly higher 
users of both inpatient facilities (hospitaliza­
tion) and outpatient medical facilities than the 
health plan average; (2) there were significant 
declines in medical utilization by those emo­
tionally distressed individuals who received 
psychotherapy, compared to that of the "con­
trol" group of matched patients; (3) these de­
clines remained constant during the five years 
following the termination of psychotherapy; (4) 
the most significant declines occurred in the 
second year after the initial interview, and 
those patients receiving one session only or 
brief psychotherapy (two to eight sessions) did 
not require additional psychotherapy to main­
tain the lower level of medical utilization for 
five years; and (5) patients seen two years or 
more in continuous psychotherapy demon­
strated no overall decline in total outpatient 
utilization (inasmuch as psychotherapy visits 
tended to supplant medical visits). However, 
even for this group of long-term therapy pa­
tients, there was a significant decline in inpa­
tient utilization (hospitalization), from an mi­
tial rate several times that of the health plan 
average to a level comparable to that of the 
general adult health plan population. Thus, 
even long-term therapy is cost-effective in re­
ducing medical utilization if it is applied only 
to those patients that need and should receive 
long-term therapy. 

In a subsequent study, Cummings and Fol­
lette (1968) found that intensive efforts to in­
crease the number of referrals to psychother­
apy by computerizing psychological screening 
with early detection and alerting the attending 
physicians did not significantly increase the 
number of patients seeking psychotherapy. 
The authors concluded that, in a prepaid health 

plan that already maximally uses educative 
techniques for both patients and phYSicians, 
and that provides a range of psychological ser­
vices, the number of subscribers seeking psy­
chotherapy at any given time reaches an opti­
mal level and remains constant thereafter. 

In another study, Cummings and Follette 
(1976) sought to answer, in an eighth-year tele­
phone follow-up, whether the results described 
previously were a therapeutic effect, were the 
consequences of extraneous factors, or were a 
deleterious effect. It was hypothesized that, if 
better understanding of the problem had oc­
curred in the psychotherapeutic sessions, the 
patient would recall the actual problem rather 
than the presenting symptom and would have 
lost the presenting symptom and coped more 
effectively with the real problem. The results 
suggest that the reduction in medical utiliza­
tion was the consequence of resolving the emo­
tional distress that was being reflected in the 
symptoms and in the doctor's visits. The modal 
patient in this eighth-year follow-up may be 
described as follows: She or he denied ever 
having consulted a physician for the symp­
toms for which the referral was originally made. 
Rather, the actual problem discussed with the 
psychotherapist was recalled as the reason for 
the psychotherapy visit, and although the prob­
lem had been resolved, this resolution was at­
tributed to the patient's own efforts, and no 
credit was given the psychotherapist. These 
results confirm that the reduction in medical 
utilization reflected a diminution in the emo­
tional distress that had been expressed in 
symptoms presented to the physician. 

Although they demonstrated in this study, 
as they did in their earlier work, that savings in 
medical services do offset the cost of providing 
psychotherapy, Cummings and Follette in­
sisted that the services provided must also be 
therapeutic in that they reduce the patient's 
emotional distress. Both the cost savings and 
the therapeutic effectiveness demonstrated in 
the Kaiser-Permanente studies were attributed 
by the authors to the therapists' expectations 
that emotional distress could be alleviated by 
brief, active psychotherapy. Such therapy, as 
Malan (1976) pointed out, involves the analysis 
of transference and resistance and the uncover-
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ing of unconscious conflicts and has all the 
characteristics of long-term therapy, except 
length. Given this orientation, it was found 
over a five-year period that 84.6% of the pa­
tients seen in psychotherapy chose to come for 
15 sessions orfewer (with a mean of 8. 6). Rather 
than regarding these patients as "dropouts" 
from treatment, it was found on follow-up that 
they had achieved a satisfactory state of emo­
tional well-being that had continued into the 
eighth year after the termination of therapy. 
Another 10.1% of the patients were in mode­
rate-term therapy with a mean of 19.2 sessions, 
a figure that would probably be regarded as 
short-term in many traditional clinics. Finally, 
5.3% of the patients were found to be "inter­
minable," in that, once they had begun psy­
chotherapy, they had continued, seemingly 
with no indication of termination. 

In another study, Cummings (1977) addressed 
the problem of the "interminable" patient, for 
whom treatment is neither cost-effective nor 
therapeutically effective. The concept that some 
persons are so emotionally crippled that they 
may have to be maintained for many years or 
for life was not satisfactory, for if 5 % of all 
patients entering psychotherapy are "intermin­
able," within a few years a program will be 
hampered by a monolithic caseload, a pOSSi­
bility that has become a fact in many public 
clinics where psychotherapy is offered at nomi­
nal or no cost. It was originally hypothesized 
that these patients required more intensive in­
tervention, and the frequency of psychother­
apy visits was doubled for one experimental 
group, tripled for another experimental group, 
and held constant for the control group. Sur­
prisingly, the cost-therapeutic-effectiveness 
ratios deteriorated in direct proportion to the 
increased intensity; that is, medical utilization 
increased, and the patients manifested greater 
emotional distress. It was only by reversing the 
process and seeing these patients at spaced 
intervals of once every two or three months that 
the desired cost-therapeutic-effect was ob­
tained. These results are surprising in that they 
are contrary to traditionally held notions that 
more therapy is better, but they demonstrate 
the need for ongoing research, program eva 1-
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uation, and innovation if psychotherapy is 
going to be made available to everyone as 
needed. 

The Kaiser-Permanente findings regarding 
the offsetting of medical-cost savings by pro­
viding psychological services have been repli­
cated by others (Goldberg, Krantz, & Locke, 
1970; Rosen & Wiens, 1979). In fact, such find­
ings have been replicated in over 20 widely 
varied health care delivery systems (Jones & 
Vischi, 1978). Even in the most methodologi­
cally rigorous review of the literature on the 
relationship between the provision of psycho­
therapy and medical utilization (Mumford, 
Schlesinger, & Glass, 1978), the "best estimate" 
of cost savings is seen to range between 0% 
and 24%, with the cost savings increasing as 
the interventions are tailored to the effective 
treatment of stress. 

The Effects of Behavioral Medicine 
on Medical Utilization 

The foregoing addresses interventions with 
the patients who comprise 60% of all physician 
visits: somaticizers who have no physical dis­
ease but are replicating physical symptoms as a 
result of stress, and who are commonly re­
ferred to as the worried well. There is also the 
worried sick patient whose physical illness is a 
source of stress (secondary stress attendant on 
physical illness, e.g., fear of death following a 
myocardial infarct), or whose stress has con­
tributed to succumbing to a physical illness or 
complicates a physical illness (e.g., tension­
induced peptic ulcers or ulcerative colitis, fail­
ure-to-thrive syndrome). Finally, there is the 
asymptomatically sick patient who experiences 
no discomfort and for whom a medical evalua­
tion is necessary to establish the existence of 
the disease (e.g., essential hypertension). Me­
chanic (1966) estimated that, if one looks at all 
three of the preceding categories, 95% of all 
medical-surgical patients could profit from 
psychotherapy or behavioral medicine inter­
ventions. Even with many supposedly biolog­
ically based physical health disorders, psycho­
therapy and behavioral medicine work and are 
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cost-effective in that they reduce medical utili­
zation (VandenBos & DeLeon, 1988; Yates, 1984). 

Although physicians are becoming increas­
ingly cognizant of the somaticizer, there still is 
resistance to referring to a mental health pro­
fessional in cases of actual illness. This resis­
tance prompted an editorial in Newsweek by a 
journalist with breast cancer (Kaufman, 1989): 

Curiously, while I was advised to see an internist, a 
surgeon, cosmetic surgeon, an oncologist and radi­
ation therapist, at no point did anyone in the medi­
cal fraternity recommend that I see a mental health 
professional to help me cope with the emotional 
impact of breast cancer. Perhaps they didn't realize 
that breast cancer had an emotional impact. But I 
did. So, I went to see a psychologist, ironically the 
one specialist not covered by my insurance. It was 
worth the cash out of pocket. (p. 32) 

Patients like this journalist, report beneficial 
effects from counseling and behavioral medi­
cine. That this benefit translates into a medical 
offset for the physically ill is demonstrated by a 
growing body of research, a few studies of 
which will serve as examples. 

Schlesinger, Mumford, and Glass (1980) found 
that the greatest medical offset was obtained in 
the chronic diseases of diabetes, ischemic heart 
disease, airways diseases (e.g., emphysema), 
and hypertenSion. This finding was corrobo­
rated by Shelleberger, Turner, Green, and Coo­
ney (1986), who reported a 70% reduction in 
physician visits in a chronically ill population 
following a lO-week biofeedback and stress 
management program. Fahrion, Norris, Green, 
and Schnar (1987) were able to alter dramati­
cally, through behavioral medicine interven­
tions, including biofeedback, a group of hyper­
tensives' reliance on medication. A 33-month 
follow-up revealed that 51 % had been well con­
trolled off medication, an additional 41 % had 
been partially controlled, and only 8% had 
been unsuccessful in lowering their blood pres­
sure without medication. Assuming a five-year 
medication cost of $1,338, the authors demon­
strated significant cost savings. 

Olbrisch (1981) found a savings of 1.2 hospi­
tal days on average in surgical patients who 
received preoperative interventions. Similarly, 
Jacobs (1988), using biofeedback training before 

surgery, reduced hospital days by 72% and 
postoperative outpatient visits by 63%. Fried­
man, Ury, Klatsky, and Siegelaub (1974) found 
that they could predict through an automated 
screening the recovery rate following myocar­
dial infarct and could influence that recovery 
rate through behavioral medicine interven­
tions. This recovery period varied more than 
six months, which reflects high potential sav­
ings through behavioral medicine. Flor, Haag, 
Turk, and Koehler (1983) reported a significant 
reduction in physician visits and medication 
rates in rheumatological back pain patients af­
ter EMG biofeedback. 

Impressive as the savings to the medical sys­
tem can be through behavioral medicine, the 
potential savings in workers' compensation 
costs can even be greater. Steig and WIlliams 
(1983) calculated, for both treatment costs and 
disability payments, the estimated lifetime medi­
cal savings per patient as a result of a behavioral 
outpatient pain treatment program. Gonick, 
Farrow, Meier, Ostmand, and Frolick (1981) 
studied hospital costs five years pre- and post­
treatment for 235 consecutive patients referred 
to behavioral medicine. The cost of providing 
the behavioral interventions, related to the sav­
ings in medical offset, yielded a cost-benefit 
ratio of $5 to $1. 

Cummings and VandenBos (1981) described 
in detail the public policy implications that re­
sulted in the eventual inclusion of psycholo­
gists as mental health providers in health care 
settings, as did DeLeon, VandenBos, and Cum­
mings (1983). These conclusions indicated that 
any comprehensive health system that did not 
include a mental health or behavioral health 
benefit would pay for that lack of benefit in its 
medical-surgical benefit. Also, that cost would 
amount to far more than the cost of providing a 
psychological benefit. Insurers became con­
vinced. Then came a whole new ballgame 
(Duhl & Cummings, 1987). 

The Health Care Revolution 

Actually, the health care revolution has been 
occurring since the early 1980s (Bevan, 1982), 
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but it did not impact on the field of mental 
health until a few years ago because the initial 
cost containment efforts focused largely on re­
ducing medical and surgical costs. An early 
alert was sounded by Cummings and Fernan­
dez (1983) and three years later by Cummings 
(1986). By the time Duhl and Cummings (1987) 
described it extensively and Kiesler and Mor­
ton (1988) sought to inform all of psychology, 
the mental health part of the health care revolu­
tion was well under way, with over 31 million 
Americans covered under managed mental 
health rather than traditional fee-for-service. 
The figure is growing at 25% a year, and it is 
predicted that, by 1995, at least half of all Amer­
icans will receive their mental health benefits 
under managed mental health care and that 
50% of all present fee-for-service mental health 
practitioners will be out of business (Cum­
mings, 1986; Cummings & Duhl, 1986, 1987). 
At the same time, psychiatry is undergoing 
what it terms remedicalization, a euphemism for 
the position that only the medical aspects of 
mental health should be covered, and is fiercely 
opposing the extension of hospital privileges 
to psychologists ("Supreme Court to Review," 
1988; see Chapter 5). In the absence of such 
privileges, psychiatry would have no competi­
tors, as it is the only mental health profession 
licensed to perform medical services. Because 
federally chartered health maintenance organi­
zations (HMOs; to be described further below) 
are largely exempt from state statutes, they are 
under no duress to recognize and employ psy­
chologists. Many are seduced into "going on 
the cheap" in mental health and employing less 
expensive providers, not only social workers 
who are qualified, but also mental health "coun­
selors" with as little as one or two years of 
community college psychology training (Cum­
mings & Duhl, 1987). This is a crisis for psy­
chology of enormous proportions. 

The fuel for the health care revolution came 
from spiraling health care costs, which were 
exceeding twice the rate of inflation for the rest 
of the economy, and the thrust came from the 
entry into the health care arena of the new 
heavy hitters: American corporations. Where, 
in the previous struggle, professional psychol-
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ogists had to persuade the insurance industry 
and their own APA, now they are confronted 
by those who pay the bills and who have cried, 
"Enough!" The new drive for health care cost 
containment not only has produced such un­
likely bedfellows as industry and labor but has 
been joined by farmers and consumers as well. 
In 1965, health care accounted for 6% of the 
gross national product (GNP). The projections 
made from the accelerating costs in 1979 pre­
dicted a doubling to 12% of the GNP. The be­
ginning of 1989 saw it at just over 11% of the 
GNp, attesting to the success of cost contain­
ment efforts to slow it down. The exception has 
been the cost of mental health, which is run­
ning away. 

Whereas the current inflation in the health 
care field is about 9% a year, in 1988 mental 
health care was increasing at almost twice that 
rate, at 16.5% per year (Mullen, 1988). Aside 
from the fact that the health care industry was 
not confronting mental health care costs be­
cause of the overriding priority of medical and 
surgical costs, how did this happen? The ef­
forts to control health care costs caused mental 
health care to balloon like an aneurism in a 
blocked artery. Primary among these efforts 
was the introduction of diagnosis-related groups 
(DRGs) by Medicare and Medicaid. DRGs im­
posed on hospitals lengths of stay limited by 
the diagnosis for each patient (or category of 
patients, over 300 in all). This limitation re­
sulted in thousands of empty hospital beds 
throughout the nation, threatening the finan­
cial stability of the American hospital system. 
Hospitals were quick to note that DRGs did not 
apply to psychiatry and substance abuse, and 
they began a rapid conversion of their excess 
beds to adult psychiatry, substance abuse, and 
the new phenomenon of adolscent psychiatric 
hospitalization. They embraced huckstering, 
and marketed these beds in slick television 
commercials that were guaranteed to frighten 
any spouse or parent into hospitalizing a hus­
band, wife, or chlid. General hospitals, which 
never had psychiatric beds, soon had 50% of 
their beds converted to mental health and sub­
stance abuse. Something that was never pre­
dicted became commonplace. Psychiatrists were 
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lured into lucrative hospital-based practices 
and began to fill these beds. In 1986, the last 
year for which statistics are now available, psy­
chiatric hospital beds increased by 37%, and 
expenditures for psychiatric hospitalization in­
creased by 44% in the United States (Mullen, 
1988). Preliminary data for 1988 and 1989 sug­
gest similar increases for each of those years 
(Mullen, 1989). There is now a saying in the 
psychiatric units of private hospitals: "A built 
bed is a billed bed." 

Outpatient psychotherapy still accounts for a 
relatively small portion of the increase in men­
tal health costs, and hospitalization is respon­
sible for the runaway costs. Nonetheless, the 
health care industry is turning its attention to 
aggressively reducing the cost of mental health. 
Some insurers, regarding mental health ser­
vices as unimportant, are severely reducing this 
benefit. Others are aggressively turning to man­
aged mental health. This reaction has created 
an industry where none existed before, with 
companies such as American Biodyne, Ameri­
can PsychManagement, Metropolitan Clinics 
of Counseling (MCC), Preferred Healthcare, 
Plymouth, United Clinics of Counseling (UCC), 
and U. S. Behavioral Health, to name only a few, 
are suddenly having an impact on the manner 
in which mental health care is dispensed. 

Necessary Modifications 

Any health system that does not include a 
comprehensive mental health service will pay 
for stress-related conditions through the over­
utilization of its medical services. This fact was 
learned by the insurance industry in the 1980s, 
and resulted in the inclusion of mental health 
services (and the subsequent inclusion of psy­
chologists as providers). Now there is an en­
tirely new set of players that have to be per­
suaded: the giant health corporations that are 
rapidly gaining control of our health system 
and instituting managed care. The foregoing 
arguments are all still valid, but they will have 
to be reiterated. 

There is an array of new delivery systems, 
sometimes called the alphabet soup of health-

care, which psychologists and other mental 
health practitioners must learn (Cummings & 
Duhl, 1987). These managed-care systems in­
clude the HMO (health maintenance organiza­
tion, which is capitated and closed-panel), the 
PPO (the preferred-provider organization, the 
purpose of which is to compete with existing 
providers), the EPO (the exclusive provider or­
ganization, in which all health enrollees must 
seek the benefit services), and the IPA (the in­
dependent provider association, where capi­
tated providers practice in their own office), to 
name only the dominant few. Psychologists 
will have to adapt to and be willing to assume 
the risk for mental health services, which means 
that, if a prospective reimbursement is not suf­
ficient because of provider inefficiencies, the 
provider sustains the financial loss. Psycholo­
gists will need a great deal of training, as well 
as encouragement from the APA and the lead­
ership of the profession. Unfortunately, most 
of our resources at the present time are ex­
pended in attempting to preserve the status 
quo and to stave off the rapid emergence of 
managed care. 

Psychologists are in an excellent position to 
innovate delivery systems. Psychiatry has all 
but abandoned psychotherapy, and because 
the psychologist can not prescribe medication, 
our profession has developed an impressive 
number of targeted, brief interventions. These 
targeted interventions, focused on specific psy­
chological conditions, can bring rapid relief 
from pain, anxiety, and depression that is a 
change of behavior, rather than the masking of 
behavior that is accomplished by most chemo­
therapies (Cummings, 1985, 1988a). The man­
aged health care industry must be made aware 
of our expertise in this regard. 

We must abandon the concept of cure (Cum­
mings & VandenBos, 1979). This concept has 
held back psychotherapy more than any other. 
First of all, we are dealing with psychological 
conditions, not an illness. Furthermore, behav­
ioral health has shown that stress derives from 
the way we live: what we eat or do not eat; how 
we eschew exercise; how we smoke, drink, and 
pollute; and an array of other lifestyle vari­
ables. Psychologists have developed wellness 
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programs and need to demonstrate their im­
portance in any comprehensive health system. 
We are on the defensive here, because many in 
the health industry remember psychologists as 
those ethereal beings who were committed, for 
all their patients, to the nirvana of self-actualiz­
ation and human potential, the so-called hap­
piness variables that no one has ever been able 
to measure adequately in psychotherapy out­
come studies. Psychology has innovated brief, 
intermittent therapy throughout the life cycle, 
which is focused, problem-solving therapy at 
stress points in a person's life (Cummings, 
1986, 1988; Cummings & VandenBos, 1979). 
The ultimate cure of anxiety is never the focus, 
as anxiety is a normal accompaniment of life. 
Rather, the person is encouraged to seek brief 
therapy at various stress points throughout the 
life cycle. 

Because most increases in mental health ex­
penditures in the past several years have re­
sulted from unnecessary psychiatric hospital­
ization, psychology is in an excellent position 
to demonstrate that it has proven outpatient 
alternatives to the overhospitalization of emo­
tionally disturbed adults and adolescents, as 
well as of substance abusers. The average for 
nonmanged mental health plans currently ex­
ceeds 100 hospital days per year per 1000 en­
rollees, and we have seen it approach 300. Con­
trast these numbers with those for a well-run 
HMO, which average between 40 and 50 hospi­
tal days per year per 1,000 enrollees. American 
Biodyne, a psychology-driven mental health 
maintenance organization (MHMO) using a 
wide array of aggressive psychotherapy proto­
cols, has achieved what is regarded as the low­
est psychiatric and substance abuse hospitaliz­
ation in the nation. On its entering one market, 
the 178,000 enrollees averaged 114 days of hos­
pitalization per year per 1,000 enrollees. Within 
60 days, Biodyne reduced the yearly hospital 
days to 4 per 1,000 enrollees per year and dem­
onstrated what can be accomplished with the 
appropriate application of current psychologi­
cal services. 

Psychology is now engaged in a national 
struggle to obtain hospital privileges for psy­
chologists. It will one day succeed, but at that 
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time, it would be a tragedy if psychologists 
were to succumb to the temptation of the tem­
porary, lucrative, hospital-filling practices that 
have attracted many psychiatrists. Rather, psy­
chologists need to continue to demonstrate that 
outpatient psychotherapy can reduce unneces­
sary psychiatric hospitalization. Care outside 
the mental hospital is likely to be the wave of 
the future because it is more effective and can 
be less expensive (Kiesler, 1982; Kiesler & Sibul­
kin, 1987). 

Finally, psychologists are uniquely prepared 
to render program evaluation and outcome 
measures of the effectiveness of all of health 
care, not just mental health care. In an era of 
health care rationing, public policy concerns 
center on the adequate distribution of our 
health care resources, the elimination of waste 
and duplication, the quality assurance, and the 
strengthening of our limited resources through 
efficacy of treatment and efficiency of delivery 
(Reinhardt, 1987). The profession of psychol­
ogy, with its scientific base, is integral to the 
design, delivery, and outcome evaluation of all 
health care (Cummings, 1987). 

Outreach: Physician Cooperation 
and Consumer Education 

It has been demonstrated that physician re­
ferral is the most effective way to triage a pa­
tient into a behavioral health system (Friedman 
et ai., 1974). Patients respect their physicians 
and will generally accept such a referral. Unfor­
tunately, in the case of the somaticizer, the exas­
perated physician often refers in a manner not 
conducive to compliance: "It's all in your head." 
Various methods have been used to help the 
physician identify and refer the somaticizer 
early in the cycle, by far the most frequent of 
which has been screening through computer­
based test instruments (CBTI). Cummings (1985) 
issued a note of caution. In a study of the 
practice patterns over a two-year period of 34 
primary-care physicians who received regular 
CBTI printouts identifying somaticizing pa­
tients, it was found that the rate of missed 
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diagnoses of actual physical illness increased 
dramatically. The physicians began to rely 
overly on the results of CBT! screening and did 
not look further into the symptomatology of 
patients identified as somaticizers, thus failing 
to heed the age-old adage, "Hypochondriacs 
can get sick, too." 

The economics of practice influence whether 
a physician will refer a somaticizing patient. 
Capitated physicians readily refer such pa­
tients , as there is no ecomomic incentive to 
hang on to them, whereas fee-for-service phy­
sicians regard the high utilizing patient as a 
source of revenue (Rand Corporation, 1987). It 
becomes useful, in such a setting, to access the 
somaticizer directly through outreach and con­
sumer education. 

One of the most successful triaging methods 
to directly address the overutilizer has been in 
operation for several years at American Bio­
dyne and was reported on by Cummings and 
Bragman (1988). Founded in 1985, American 
Biodyne is a for-profit behavioral health main­
tenance organization (BHMO) that services the 
mental health and behavioral health needs of 2.1 
million enrollees of several health insurers (e.g., 
Blue Cross and Blue Shield, CIGNA, Humana, 
and SelectCare) in eight states. Where its triage 
is in operation, Biodyne receives a monthly com­
puter printout of the highest of 10% utilizers of 
medical facilities and resources as identified by 
frequency of service, not cost. The somaticizer 
is characterized by excessive visits to a physi­
cian, whereas high dollar amounts identify su­
percostly interventions such as open-heart sur­
gery, organ transplants, and other medical 
heroics. Of these 10%, more than half are either 
somaticizers or persons suffering from physi­
cal illness whose treatment may be enhanced 
by behavioral health intervention. The out­
reach program is directed toward getting that 
5%-6% of the patients into mental health or 
behavioral health treatment. 

Because of their extensive knowledge of physi­
cal illness, and their ability to be conversant 
with patients about physical illness, coupled 
with their psychotherapeutic skills, psychiatric 
nurses are usually employed by Biodyne to 
conduct the telephone outreach. A medical so-

cial worker having similar knowledge and skills 
is an acceptable substitute for the psychiatric 
nurse. However, as a new center is being imple­
mented, our procedure is to use the initial free 
time of psychologists, at least until the thera­
peutic load builds to the level where their time 
is not available. Therefore, it is necessary for 
each therapist on the staff to learn the outreach 
procedure. 

The nurse, the social worker, or the psychol­
ogist is responsible for calling a predetermined 
number of these high utilizers. From the out­
set, it is important that the patient's belief in the 
somatic nature of his or her complaints not be 
challenged, even to the slightest degree. The 
patient's interest can usually be aroused by the 
statement, "Someone who has had as much ill­
ness as you have had certainly must be upset 
about it." This statement usually elicits an im­
mediate reaction, ranging from an exposition 
of symptoms to the complaint that physicians 
don't seem to understand or to be sympathetic 
to the patient's plight. After patient has been 
heard out sufficiently to permit the develop­
ment of some initial trust, the patient is invited 
to come in to explore how Biodyne can investi­
gate the possibilities of an alternative to the 
treatments that have not worked, or perhaps, 
the patient, once the difficulty is better ap­
praised, may be put in touch with a more sym­
pathetic physician. Then, an initial appointment 
for psychotherapy is made. If the psychologist 
is doing the outreach, there is the immediate 
advantage that an appointment can be made 
with that therapist. 

The telephone outreach is only one method 
used in an attempt to bring somaticizing pa­
tients into therapy. At Biodyne, there are peri­
odic mailings of brochures or newsletters to 
remind these high medical utilizers of the ser­
vices offered. In addition, each issue of the 
monthly newsletter features an article about a 
specific somatic complaint. The condition is dis­
cussed, and suggestions for change are made, 
along with the suggestion that an appointment 
at Biodyne may be appropriate. Psychologists 
and outreach personnel are also encouraged to 
take part in community presentations and pre­
sentations to local industries, in an attempt to 
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further identify the high utilizers and to en­
courage their participation in psychotherapy. 

Once the patient comes to Biodyne, it is vital 
that the therapist continue meticulously not to 
challenge the somaticization. The therapist's 
interviewing skills are marshaled to detect the 
problem that is being somaticized. Once this 
problem or set of problems is determined, the 
therapist treats these without ever relating 
them to the physical symptoms. In fact, most 
patients conclude rather brief therapy with a 
relief of somatic symptoms without every con­
sciously relating psychological discoveries to 
the previous physical complaints. 

It is important to note that the Biodyne 
model of triaging somaticizers out of the medi­
cal system and into a psychological system was 
not developed as a cost containment proce­
dure. Rather, it was developed first to bring 
therapeutic effectiveness and relief of pain, 
anxiety, and depression to the patient in psy­
chological distress. The model became an inte­
gral part of a therapeutically effective, compre­
hensive mental health treatment system, and 
only then was it discovered that it was also cost­
effective. 

In cases of actual physical illness, the psy­
chologist accepts the illness as a given. At that 
point, the therapist concentrates on the pa­
tient's reaction to the condition (e.g., depres­
sion, rage, or despair), and also to any neurotic 
conflicts that may be impeding or showing re­
covery. These issues are then addressed in the 
course of the psychotherapy or the behavioral 
health intervention with the patient. 

Perhaps one of the most effective methods 
developed for triaging the worried well into a 
behavioral health system and the asymptoma­
tic sick into the medical system has been auto­
mated multiphasic health screening, which in­
cludes psychological screening (Friedman et 
ai., 1974). In the early 1980s, it was by far the 
approach of choice in most comprehensive pre­
paid health plans, and some had as many as 30 
to 35 laboratory and other health checks com­
puter on-line and all within a two-hour period. 
Eventually, such elaborate automated systems 
proved too costly, and they have given way to 
smaller, less ambitious health-screening sys-
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tems, most of which can be quite effective 
when there is an awareness of physicians' pro­
pensity to miss physical diagnoses (as noted 
above). 

Summary 

Like all health care disciplines, clinical psy­
chology is increasingly confronted with the 
need to prove not only its clinical effectiveness, 
but also its cost-effectiveness. Numerous pow­
erful forces, whether in the form of DRGs or 
HMOs or some new form that has yet to appear 
on the health care scene, will continue to re­
quire accountability and justification for the 
expenditure of health care dollars. In part be­
cause of the scientific motivation of clinical psy­
chologists to study what they do, data relevant 
to the clinical and the financial efficacy of ser­
vices in health care settings are available to 
address these issues. The evidence thus far 
suggests that psychological services can re­
duce the inappropriate utilization of expensive 
medical care among the "worried well" and can 
improve medical management and behavioral 
outcomes among the chronically ill. 
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CHAPTER 9 

Marketing Psychological Services 
in Hospitals 

Jack G. Wiggins and Kris R. Ludwigsen 

Introduction 

Hospitals are a new and evolving market for 
psychological services. Changes in health care 
delivery are now creating a climate in which 
hospitals are much more receptive to and inter­
ested in the diagnostic, consultative, and treat­
ment services of psychologists. These changes 
include changing health care economics, the 
need for innovative programs that meet patient 
needs, and the evolving concept of the hospital 
as being responsive to the needs of the commu­
nity. Because these factors closely coincide 
with the interests of psychologists in health 
care delivery, there appears to be a significant 
though underdeveloped mutual interest be­
tween psychologists and hospitals in serving 
the community. Finally, hospitals are an impor­
tant market for psychologists because they are 
a central coordinating element in health care 
delivery and consume the lion's share of the 
health care dollar. 

Jack G. Wiggins • Psychological Development Center, 
7057 West BOth Street, Cleveland, Ohio 44130. Kris R. 
Ludwigsen • Kaiser Foundation Hospital, 200 Muir 
Road, Martinez, California 94553. 

Changes in Health Care Delivery 

Both marketing and hospital practice are rel­
atively new concepts for psychologists to inte­
grate into their practices. Cummings (1986) 
pointed out that psychologists have tradition­
ally eschewed anything to do with business, 
marketing, or merchandising their services. 
However, the growing revolution in health care 
delivery as a response to much needed cost­
containment reform indicates that both hospi­
tals and psychologists must develop innovative 
models of health care delivery and then learn 
to market these models competitively to the 
patient-consumer. 

Although the need for health care has contin­
ued to outstrip the availability of services, 
health care costs consume approximately 11% 
of the U.S. gross national product (GNP), a 
figure that many view with an alarm similar to 
rises in the prime lending rate. Health care is 
the third largest industry in our nation (De­
Leon, 1986). Medical costs are increasing at 
twice the rate of inflation, and mental health 
costs are rising at four times the inflation rate. 
Clearly, the health care industry is ripe for 
modification. It might be said that the mission 
of third-party payers in the 1990s is to decrease 
the total amount spent on health care through 
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controlling their costs and thus decreasing the 
percentage of the GNP now consumed by 
health care. The winds of change affect psy­
chologists no less than hospitals. There are 
some 6,900 hospitals, and there are over 45,000 
psychologists in health care (Darken & Associ­
ates, 1986). If hospitals and psychologists are to 
survive the health care revolution, both must 
develop treatment strategies responsive to the 
current cost-containment climate as well as to 
the needs of the public. 

The Role of Hospitals in Health Care 

To understand the current position of hospi­
tals in health care delivery, it is useful to under­
stand the developmental history of the model. 
The evolution of the hospital as a health care 
facility has been intimately tied to the develop­
ment of medical science and technology, as 
well as to the development of the nursing pro­
fession (Rosenberg, 1988). In the first half of 
the 19th century, there were few hospitals; 
many towns cared for their sick poor in infirm­
aries, while more fortunate patients received 
better care at home. The nursing profession, 
inspired by the leadership of Florence Night­
ingale, constantly worked to upgrade the qual­
ity of patient care and to improve sanitary con­
ditions in inpatient facilities. Nursing schools 
were largely responsible for transforming the 
hospital routine and for enhancing the quality 
of care. Physicians returning from study abroad 
began to view the hospital as the most appro­
priate place for medical research and education 
because patients and technological resources 
could be brought together in the hospital. 
Thus, the interests of the medical profession 
began to shape the institution of the hospital 
while medical practice was being increasingly 
influenced by the developing knowledge of in­
fectious diseases. 

Until recently, hospitals relied on physicians 
to refer patients for health care services. They 
depended on physicians and courted their 
business through such means as offering out­
patient office space on hospital grounds. In 
describing the rise of America's hospital sys­
tem, Rosenberg (1988) reported that, until the 
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early 20th century, hospitals still tended to be 
the professional resource of a privileged few 
physicians who used them to advance their 
careers. Physicians often owned hospitals un­
til Medicare abolished this practice as a conflict 
of interest. For the middle-class patient, hospi­
tal care became increasingly attractive as it was 
perceived to be effective. Today, virtually all 
American physicians in private practice have 
hospital privileges, and hospitals have contin­
ued to serve physicians as the most efficient 
source of income generation. 

Nevertheless, hospitals have been respon­
sible for a major share, approximately 70%, of 
the upward spiral of medical costs. Hospital 
costs have escalated even more rapidly than 
physicians' fees because of advances in tech­
nology, and have become the special target of 
regulators in the government and the private 
sector. Although hospitals are a convenient site 
for providing care, they are more costly, but not 
necessarily more effective, than other alterna­
tives. Government efforts to control hospital 
costs include certificates of need, reimburse­
ment by DRGs (diagnostic related groups), and 
other prospective payment plans. Efforts in the 
private sector include preadmission screening 
and indemnity contracting. As a result of these 
fiscal pressures, hospital bed occupancy in the 
1980s has fallen substantially. With the increas­
ing trend toward outpatient and adjunctive 
care, hospitals have had to develop new sources 
of referral. 

The Development of Hospital 
Practice in Psychology 

The role of psychologists in hospitals evolved 
from World War II with the development of 
clinical psychology as a profession. Initially, 
the psychologist's predominant role was that of 
psychodiagnostician, for example, evaluating 
the cognitive-intellectual, neuropsychological, 
and emotional impact of war injuries in the 
Veterans Administration hospital system. In 
this capacity, psychologists were initially viewed 
as consultants or technicians. The primary 
clinical decision-making responsibility rested 
with physicians, while the nursing staff were 
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responsible for the regimen of care. Since the 
early 1950s, psychologists have served on the 
staffs of state mental hospitals, Veterans Ad­
ministration hospitals, mental retardation facil­
ities, and, more recently, private psychiatric 
hospitals, usually on a salaried basis. Despite 
indications that 60% of visits to physicians are 
for somatized emotional problems and that 
psychological intervention reduces overutiliza­
tion of medical services as much as 79% (Cum­
mings, 1986), there has been little involvement 
of psychology in general medical hospitals. Al­
though the number of psychologists in hospi­
tal practice has been increasing, as noted in 
Chapter I, hospital practice by psychologists 
has been quite limited in comparison with the 
need for inpatient psychological services. 

Legal and Regulatory Changes 
Impacting Hospital Practice 

Until recent years, many restraints were 
placed on the practice of psychologists in inpa­
tient facilities, partly as a result of the philoso­
phy that hospitals were the exclusive province 
of physicians. The Joint Commission on Accredi­
tation of Healthcare Organizations (JCAHO; 
formerly known as the Joint Commission on 
Accreditation of Hospitals), the primary orga­
nization that establishes standards for and 
awards accreditation to hospitals, was autho­
rized by the US. Department of Health, Educa­
tion, and Welfare to regulate hospitals and 
thus was, in effect, authorized to promulgate 
rules and enforce them as an extension of the 
federal government. The JCAHO standards re­
inforced the institutional power base of physi­
cians, as supported through federal statutes 
and state legislation, by explicitly requiring a 
physician to take "medical responsibility" for 
and be in charge of patients in hospital set­
tings. With this power, the JCAHO created a 
medical monopoly in hospitals through such 
auspices as the medical executive committee. 

In 1975, hospitals and their medical staffs 
became subject to antitrust laws following the 
US. Supreme Court decision in Goldfarb v. The 
Virginia State Bar (421 US. 773; Sciara, 1989). 
Prior to the Supreme Court decision, health 
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care and other professions were viewed by the 
legal community as having immunity to anti­
trust statutes (Overcast, Sales, & Pollard, 1982). 
After the Goldfarb decision, the Ohio Attorney 
General, at the request of psychologists in the 
state, filed a complaint that forced the JCAHO 
to conform to state law or be subject to antitrust 
action. The result was a consent agreement in 
which the JCAHO modified its rules and regu­
lations to permit a broader scope of practice for 
nonmedical health care professionals and to 
limit the power of the medical executive com­
mittee. 

In the late 1970sand early 1980s, a series of 
antitrust suits, collectively known as the Vir­
ginia Blues, was filed in Virginia to enforce the 
state's freedom-of-choice statute (Resnick, 1985). 
The ultimate holding by the courts stressed 
that psychologists and psychiatrists were eco­
nomic competitors and that policies or institu­
tional regulations that served to decrease their 
competition were subject to the scrutiny of 
state and federal antitrust statutes (Enright, 
Resnick, Sciara, DeLeon, & Tanney, in press). 
In 1984, the JCAHO modified its rules barring 
psychologists and other nonphysicians from 
hospital staff membership. In response to con­
siderable pressure from the American Psycho­
logical Association (APA) and other nonphysi­
cian health care professions over a number of 
years (see Zaro, Batchelor, Ginsberg, & Pallak, 
1982), the revised rules allowed psychologists 
to be members of the medical staff where per­
mitted by state law and the individual hospital. 
Throughout the states, psychology and physi­
cian practice acts define scope of practice but 
place no restraints on locus of care. A suicidally 
depressed patient may need the containment 
and intensive treatment of a hospital environ­
ment but also needs the continuity of care of his 
or her outpatient psychologist in collaboration 
with the hospital treatment team. Any con­
straints on practice disrupt continuity of care 
for the patient as well as hindering the practi­
tioner's ability to compete in the health care 
marketplace (Darken, 1989). 

As a result of this series of advances toward 
parity with the medical profession, hospital 
practice has become one of the primary leg­
islative priorities for psychology. Currently, 
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California, Georgia, the District of Columbia, 
North Carolina, and Florida have state laws 
enabling psychologists to have hospital privi­
leges, and approximately 14 other state psycho­
logical associations are pursuing hospital prac­
tice legislation. The hospital practice movement 
has developed slowly because of intense politi­
cal pressure and litigation, as in the CAPP v. 
Rank suit (1988), now settled in favor of psy­
chologists. However, the window of oppor­
tunity has been created, and the practice of 
psychology in hospitals has begun to flourish 
regardless of state regulations. 

The JCAHO policy did not immediately re­
sult in substantial numbers of psychologists 
and other non physician practitioners applying 
for staff privileges. Nevertheless, Dorken et ai. 
(1986) reported that over 95% of procedures 
billed to CHAMPUS (Civilian Health and Medi­
cal Program of the Uniformed Services) by psy­
chiatrists in hospitals were within the scope of 
psychologists' recognized practice. With over 6 
million beneficiaries, CHAMPUS is the single 
largest health plan in the country. Since some 
80% of CHAMPUS expenditures are for inpa­
tient care, this plan represents a significant 
potential market for psychologists. In addi­
tion, psychologists who treat depressives, ano­
rexics, and others requiring long-term or inten­
sive psychotherapy benefit from being able to 
follow their patients through hospitalization. 
Psychologists have been serving as consultants 
to physicians in their communities for many 
years and naturally want hospital affiliation to 
provide these services to patients more effi­
ciently. 

Hospital privileges offer opportunities for 
greater professional autonomy and recognition 
for the profession at large. In addition, Dorken 
(1989) pointed out that some 60% of inpatients 
receive outpatient follow-up care. Thus, hospi­
tals function as gatekeepers, creating a quasi 
monopoly where psychologists who do not 
have staff privileges lose their outpatients when 
admitted, and where inpatients are discharged 
to outpatient care by a psychiatrist. Because 
hospitals consume the lion's share of the health 
care dollar, psychologists without inpatient 
privileges are economically handicapped in the 
marketplace. 
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Opportunities for Hospital Practice 

Several factors favor psychologists' entry 
into hospitals at this time. First, many hospi­
tals are adding outpatient programs and partial 
care to develop their referral bases. In addition 
to inpatient consultation and liaison, assess­
ment, and psychotherapy, psychologists can 
offer outpatient services within a hospital set­
ting. Psychological treatment in a hospital can 
include child, adolescent, and family therapy; 
parenting groups; biofeedback; pain and stress 
control; treatment of eating disorders; and burn­
out syndrome. Other hospital services to which 
psychologists can make contributions include 
birthing centers, women's health programs, 
substance abuse programs, senior citizens' 
programs, rehabilitation, and sports medicine. 
With the development of health psychology as 
a specialty, psychologists have demonstrated 
expertise in addressing the needs of stroke vic­
tims; patients with colostomies; and families 
experiencing labor, delivery, and ob-gyn com­
plications and other medical disorders (Lud­
wigs en & Enright, 1988). Many physicians 
have long recognized the benefit of psychologi­
cal intervention in internal medicine, oncology, 
pediatrics, and neurology, as well as psychia­
try. Such interventions can shorten hospital 
stays and can improve treatment compliance, 
lessening costs to patients, hospitals, and third­
party payers. Psychologists can also provide 
expertise in program development and evalua­
tion, research, staff training, patient educa­
tion, quality assurance, marketing and organi­
zational development. Part IV of this book 
illustrates the broad scope of psychologists' 
involvement in the hospital arena. 

The promotion of psychological services in 
hospitals is a three-pronged effort involving 
advocacy, marketing, and education. Advo­
cacy involves legislative action and initiatives, 
regulatory modification, and, when necessary, 
litigation. While such efforts are essential within 
organized psychology, they are also time-con­
suming and costly, and can create adversarial 
roles. Marketing is the promotion of psycho­
logical services through private contractual ar­
rangements or 1/ contract services" for the bene­
fit of the hospital, its patient-consumers, and 
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the providing psychologist. As such, it creates 
mutually advantageous relationships. Market­
ing by individual psychologists or groups of 
practitioners can open doors to hospital prac­
tice at the local level. Finally, educating both 
psychologists and hospitals on the benefits of 
developing a hospital-based psychology prac­
tice and training psychologists for hospital 
practice ensure that psychologists will be sys­
tematically prepared for the opportunities that 
are developing. 

Economic Pressures on Hospitals 

In the 1980s, hospitals became subject to fiscal 
accountability and cost containment pressures. 
Medicare initiated a prospective payment plan 
through ORCs, in which the hospital was reim­
bursed for a particular condition-for exam­
ple, an appendectomy-rather than for length 
of stay (Binner, 1986). Commercial insurers and 
Blue Cross designed a similar payment system 
using indemnity contracting. These changes 
in reimbursement exerted financial pressures 
on hospitals to control costs through limiting 
lengths of stay. Bed occupancy dropped from 
90% to less than 65%. As a result, smaller 
hospitals were forced to merge with larger hos­
pitals or go bankrupt. Changes in reimburse­
ment resulted in radical changes in treatment 
policies. To be cost-effective, hospitals now 
had to move patients in and out more rapidly 
while maintaining a patient census to meet 
expenses and provide a basis for growth. Hos­
pitals have generally adopted two courses of 
action: one is to increase the number of admis­
sions; the other is to integrate services on an 
outpatient, partial hospitalization, or adjunc­
tive basis to generate additional revenues. Both 
can create opportunities for psychologists in 
helping the hospital develop innovative and 
efficient patient treatment (Sciara, 1988). 

The emphasis on fiscal accountability and 
cost containment also resulted in the growing 
trend toward the corporate ownership of hospi­
tals for better financial control and manage­
ment. Many small psychiatric hospitals have 
been bought by large corporate chains (Sciara, 
1989). Corporate ownership has major implica-
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tions for hospitals and practitioners. Health 
care professionals are now accountable not 
only for quality of care but also for the financial 
management of the patient's and hospital's re­
sources. Corporate ownership entails the re­
porting of financial performance to stock­
holders and corporate financial officers. Fiscal 
considerations are now as important as clinical 
care. Control over hospital policies is rapidly 
being taken away from clinicians and given to 
fiscal intermediaries. Psychology is particu­
larly vulnerable because corporate America 
does not understand psychological services. 
The challenge to psychology is to provide 
high-quality, cost-effective care to demonstrate 
the value of psychological services to the hos­
pital and the parent corporation (Sciara, 1988). 

Hospitals in the Marketing Era 

Corporate ownership has created a different 
image of the hospital in the community. Corpo­
rate financial managers have begun marketing 
hospital services through television, billboards, 
radio, and newspapers. Hospital advertising 
has increased tenfold since the mid-1980s. Cor­
porate managers of hospitals are appealing di­
rectly to the public to use their services and are 
maintaining control of this market through after­
care services, including nursing homes and 
home health care units. In addition to expanded 
inpatient services and eating-disorder programs, 
hospitals have added outpatient services, there­
by competing directly with physicians, psychol­
ogists, and other health care practitioners. 
Many hospitals have established outpatient 
surgical services to compete with freestanding 
surgicenters. Medical Economics ("Where the 
Next Wave," 1989) reported that the number of 
hospitals offering home health care, wellness 
services, and occupational health programs has 
more than doubled. With even more hospitals 
planning to introduce or expand these services, 
profit-conscious corporate executives are be­
ginning to look at other potential revenue en­
hancers, notably pain management and treat­
ment of eating disorders. These new ventures 
are largely the result of the business approach 
to the economic survival of the hospital rather 
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than to the clinical needs of practitioners. While 
designed to meet the needs of the patient-con­
sumer, they are motivated more by economic 
conditions created by lowered bed occupancy. 

As marketing of programs has increased, 
hospitals have realized a need for a behavioral 
management component in their health care 
services. Accordingly, they have organized em­
ployee assistance programs (EAPs) for small 
businesses, have offered preemployment screen­
ing with physical and psychological assess­
ment, and have combined in marketing groups 
to offer prepaid health care services. Paradox­
ically, the expansion of hospital programs into 
behavioral health care has simultaneously cre­
ated new markets and increased competition 
for psychology. Hospitals are now hiring social 
workers and "behaviorists" in order to avoid 
paying for more costly psychological expertise. 
The focus is not on quality of care and innova­
tion, but on defining an economically viable 
service area. Consequently, psychologists must 
demonstrate that the quality of their services is 
worth the price. 

Marketing to Hospitals 

Marketing strategies by psychologists to hos­
pitals must be individualized. Hospitals differ 
in a number of r~spects: Some specialize in 
psychiatric, chemical dependency, or reha­
bilitation services; others are general medical 
and surgical facilities with or without these 
specialty units. Some are independent or pri­
vately owned; others are part of a corporate 
chain or HMO (health maintenance organiza­
tion) or are funded by the county or state. 
Urban and rural hospitals serve different pop­
ulations. Military and Veterans Administration 
hospitals have their own regulations and prior­
ities of care. Other inpatient sites include" step­
down" facilities for extended or skilled nursing 
care, rehabilitation, and adolescent treatment. 

Within this range of facilities, the psycholo­
gist can function in the role of employee, as an 
independent contractor, or as the attending or 
consulting doctor with staff privileges. Staff 
privileges usually offer the greatest degree of 
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influence within the hospital, and independent 
contractors generally have more autonomy than 
hospital employees. Hospitals may be targeted 
as open, receptive, resistant, or closed to grant­
ing privileges to psychologists based on a vari­
ety of factors, including corporate policy and 
hospital politics. Although hospitals have been 
opening staff membership to psychologists, 
they have often had the status of "professional 
affIliate" rather than being awarded active, con­
sulting, or courtesy staff privileges as specified 
by the JCAHO. The professional affiliate status 
does not define duties or clinical privileges. 
Consequently, the introduction of psychologi­
cal expertise into hospitals has been very slow. 
Because hospitals are not aware of what psy­
chologists can do and psychologists have lim­
ited opportunities to demonstrate their exper­
tise, a new approach is required to appeal to 
both. 

When marketing services to a hospital, psy­
chologists must be cognizant of the formal and 
informal organization of the facility. Psycholo­
gists who want to practice in hospitals are fre­
quently confronted with a broad array of inter­
facing political alliances, which are minimally 
confusing at best and economically frustrating 
at worst. Each hospital is accountable to its 
board of trustees. The administrative staff and 
the medical executive committee of the medical 
staff are accountable to the hospital adminis­
trator, who reports to the board of trustees. 
One of the main functions of the board of 
trustees is to resolve the economic and political 
tensions that often arise between the medical 
staff and' the hospital administration, so that 
hospital services are available to the public and 
are affordable. Any service that psychologists 
wish to offer must satisfy the requirements of 
both the medical staff and the hospital admin­
istration. 

It is politically important to know the indi­
vidual members of the board of trustees, who 
are elected for specific terms; the members 
of the medical executive committee, who are 
elected on an annual or biennial basis; and the 
medical director, It is also essential to become 
acquainted with the hospital administrator and 
administrative staff, particularly those in key 
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positions where the psychologist is interested 
in providing services. 

Strategies for Marketing 

To market psychological services to hospi­
tals, a comprehensive strategy is required, in­
cluding: 

1. Deciding the specific services to be of­
fered. 

2. Identifying the key persons and target 
groups to be contacted. 

3. Developing a means of contacting and 
educating physicians, administrators, and 
other health professionals on the need for 
and value of the services to be offered. 

4. Deciding what approaches will have the 
greatest appeal to these gatekeepers, inte­
grating networking and accountability as 
part of the hospital team. 

5. Developing a means of continually eval­
uating the clinical effectiveness, and cost 
efficiency of the services offered. 

6. Maintaining good social and political re­
lations within the hospital while eval­
uating evolving trends in hospital health 
care. 

Such "target marketing," thoughtfully con­
ceived and researched, is continually modified 
to meet the needs of the hospital and the com­
munity, as well as the patient-consumer. 

Often, it is easier to market one's services as a 
member of the hospital staff rather than as an 
outside entrepreneur. By joining the staff, psy­
chologists have more opportunities to learn of 
hospital plans that may be relevant to their own 
interests. In addition, psychologists with hos­
pital privileges tend to have larger practices 
and incomes than practitioners who are solely 
office-based. 

Psychologists with hospital privileges can 
be a significant referral source for hospitals. 
Dafter and Freeland (1988) conducted a survey 
of the rate of patient hospitalization by psychol­
ogists and its implications for their potential 
power in hospital markets in Los Angeles 
County. In this area, there are 2,400 licensed 
psychologists and a substantial number of hos-
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pitals permitting psychologists to admit and 
discharge patients in accordance with state law. 
Psychologists were found to refer about 4.1 
patients for hospitalization annually, for an av­
erage of 48 patient days per year per practi­
tioner. At an estimated reimbursement of $573 
per day by private insurance, the respondents 
contributed an average of $27,500 each to hos­
pital revenues. The Psychiatric Times reported, 
in contrast, that each psychiatrist contributes 
approximately $500,000 to hospital revenues, 
and that hospitals are currently facing a short­
age of psychiatrists ("Hospitals Face Psychia­
trist Shortage," 1989). Dafter and Freeland (1988) 
concluded that psychologists' market power is 
often either hidden or unappreciated since 
many psychologists refer to psychiatrists, who 
are then perceived by hospital administrators 
as the referral source. The shortage of psychi­
atrists may facilitate opening hospital practice 
opportunities for psychologists in a number of 
states. According to CHAMPUS data for men­
tal health services, psychiatrists provide care to 
over 70% of inpatients, whereas psychologists 
treat only 18% (Darken, 1989). 

Illustrating the entrepreneurial approach, 
J. D. Cole (personal communication, February 
28, 1989) described the marketing of a coping 
skills program, a group therapy approach to 
chronic pain developed for private practice, 
pain management inpatient and outpatient 
clinics, and rehabilitation units. After the pro­
gram had been used in a private practice set­
ting for two years, it was marketed to a local 
hospital and was integrated into the pain man­
agement program. Cole reported that the pro­
gram has been accepted both by the medical 
profession, which refers patients, and by insur­
ance companies, which pay for it. The program 
began by treating workers' compensation pa­
tients and now includes 40% private patients. 
In a later communication (March 1, 1989), Cole 
reported that the program had opened the 
doors to working in an inpatient pain manage­
ment program. He concluded, "By having an 
entree, we as psychologists can benefit others 
and create a need for our service which in­
creases the opportunity to develop hospital 
privileges." 
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There are at least 12 areas where psychologi­
cal expertise is needed: alcoholism and sub­
stance abuse, cardiac rehabilitation, emergency 
room consultation, general hospitals, nursing 
homes, pain management, preemployment 
screening, psychiatric facilities, rehabilitation 
services, sleep disorders, preparation for sur­
ger)" and weight loss programs. Because each 
service tends to have its own advocates and 
infrastructure, it is important to respect proto­
cols and political sensitivities. A number of 
these are described in Part IV of this book. Here, 
we discuss psychiatric facilities, general hospi­
tals, and nursing homes as specific examples. 

Psychiatric Facilities 

Psychiatric facilities, including some 750 psy­
chiatric hospitals nationwide and additional 
units attached to general hospitals, provide an 
opportunity for the expansion of psychological 
services. At present, psychiatric services are a 
profitable sector of the health care industry. 
The Psychiatric Times ("Hospitals Face Psychi­
atrist Shortage," 1989) reported an increased 
demand for services based on greater accep­
tance among employers, third-party payers, 
and the general public that eating disorders, 
drug abuse, and other disorders of psychologi­
cal origin are legitimate health problems that 
should be treated. Although varying by size 
and location of the hospital, 71% of state or 
Veterans Administration hospitals reported a 
need for additional psychiatrists, followed by 
68% of nonprofit hospitals, and 54% of for­
profit hospitals. 

In psychiatric facilities, psychologists can 
develop programs that deal with specific be­
havior problems. These may include cognitive­
behavioral approaches to the assessment and 
management of aggressive behavior and other 
severe disturbances, such as psychosis, behav­
ior therapy for children, adolescents, and the 
elderly, or consultation to nursing staff. As 
team members, psychologists can propose psy­
chosocial interventions for patients and offer 
adjunctive and postdischarge care such as 
marital therap)" parent support groups, and 
family therapy to deal with the problems of 
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children, adolescents, and the elderly. As a 
group therapy leader (e.g., in assertiveness 
training), the psychologist can be instrumental 
in defining group goals, deciding which pa­
tients are appropriate for the group, and dealing 
with psychosocial issues in order to enhance 
group effectiveness. As the psychiatric facility 
expands its range of services, psychologists can 
develop and run day treatment programs, out­
patient programs, and other follow-up care that 
provides vertical integration of services and 
maintains contact with the hospital's market. 

Psychologists can provide intake assessment 
and prescreening to determine whether the pa­
tient should be admitted to the hospital or re­
ferred elsewhere. They can assist prospective 
patients and their families in dealing with the 
psychosocial aspects of hospitalization. As di­
agnosticians, psychologists can assess person­
ality dynamics and cognitive, behavioral, and 
neuropsychological functioning, and can pro­
vide mental status evaluations. Psychologists 
may have specified or informal therapy privi­
leges in psychiatric units or facilities, so that, 
even though the patient is admitted under a 
physician, the psychologist has the primary 
responsibility for treatment. 

PsycholOgists can also provide training for 
psychology interns and in-service education 
for nurses. They can provide outreach training 
and consultation to school psychologists and 
counselors who deal with the problems of chil­
dren and adolescents, as well as clinical case 
conferences for other psycholOgists and practi­
tioners in the community. As issues emerge in 
clinical care or the operation of the hospital, 
psychologists can offer research skills to an­
swer questions, as in patient satisfaction surveys. 

General Hospitals 

In some psychiatric hospitals, psychologists 
are viewed as economic competitors of psychi­
atrists, with privileges limited to psycholOgical 
testing. Psychology then becomes the captive 
of psychiatry because the individual hospital 
can decide the level of privileges to award. 
However, within general acute care hospitals, 
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psychiatry is usually in the department of 
medicine. The other members of the depart­
ment are internists with various specialties such 
as cardiovascular disease, gastroenterology, 
neurology, oncology, pulmonary disease, and 
dermatology, and they are apt to be tolerant of 
other differences in specialization, such as psy­
chology versus psychiatry. Many internists 
have had difficult experiences with psychiatry 
and are looking for a new approach to treatment. 
Psychologists offer a conception of patient 
problems that internists find novel and refresh­
ing. Psychologists can assist in obtaining pa­
tient compliance with kidney dialysis manage­
ment and diabetic medication regulation. They 
can also assist in presurgical preparation and 
postsurgical assessment through hypnosis, 
crisis intervention, and family support. 

For the psychologist who wants to provide 
consultation, regular attendance at department 
meetings is important. Psychiatrists rarely at­
tend such meetings because of their more pri­
mary involvement in psychiatric facilities. Be­
ing one of the first to enter enhances visibility. 
Being one of the last to leave provides time to 
renew friendships with medical colleagues. 
Attendance at general staff meetings, golf out­
ings, clambakes, and so on is also helpful. Holi­
day parties facilitate family social relationships 
that can be developed as a means of social 
interaction in the community. 

Visibility can provide opportunities, which 
must then be solidified by competence and 
efficiency to ensure that the referring profes­
sional is well served. Because of pressures to 
discharge the patient as soon as possible, timeli­
ness in hospital consultation is essential. To 
operate in a professional manner, the psycholo­
gist should (1) contact the referring physician 
to clarify the goals of the consultation and to 
establish a time for the evaluation; (2) inform 
the unit secretary of the time so that a consulta­
tion room can be reserved; (3) contact the pa­
tient concerning the time set for consultation; 
(4) fill out the hospital consultation form in the 
patient's chart on completing the evaluation; (5) 
notify the referring physician of the findings 
and discuss any questions; and (6) provide a 
formal report promptly. Some hospitals specify 
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that the report must be completed within a 
certain time (e. g., 48 hours). 

It is important to maintain good relation­
ships with the nursing staff and to conduct 
oneself as a professional colleague within the 
formal and informal "rules and regulations" of 
the hospital. -Copies of the rules and regula­
tions, as well as the bylaws, can be obtained 
from the medical staff secretary and can serve, 
among other things, as a helpful guide to the 
standard procedures for consultation. 

Nursing Homes 

Nursing homes, which some hospitals are 
building as adjuncts, are another market for 
psychological services (Smyer, 1986). Residents 
must be evaluated before admission and once a 
year during their residency. Psychological as­
sessments are needed to differentiate a variety 
of disorders, including depression, dementia, 
and pseudodementia. Assessments can be help­
ful in distinguishing recent disorders and those 
representing chronic adaptation patterns. Be­
havioral approaches have been found helpful in 
decreasing paranoid behavior and disorienta­
tion as well as dependency behavior. Because 
psychological interventions have been shown 
to decrease demands on nurses' and physi­
cians' time, they have become attractive in cost­
conscious settings. Psychologists should take 
the initiative to clarify the need for psychologi­
cal intervention for nursing-home residents 
and their families. 

Psychology must establish itself with the 
medical and administrative staff as a profes­
sional specialty with valuable expertise. Al­
though hospitals are more interested in and 
aware of the need for behavioral science ser­
vices, financial pressures often result in hiring 
technicians (e.g., for substance abuse, eating 
disorders, and wellness programs) who are 
only marginally monitored by the professional 
staff. Many hospitals with psychiatric units are 
now offering outpatient services staffed pri­
marily by social workers and mental health 
technicians. For the hospital as well as the pa­
tient-consumer, the decision to purchase or 
contract for health care is made on the basis of 
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(1) cost, (2) convenience, and (3) perceived 
quality. To remain competitive in the evolving 
health care market, psychologists must offer 
services that meet all three criteria. 

Psychology and the Changing 
Philosophy of Hospital Care 

Hospitals are now recognizing that the com­
munity looks to them not only to treat the sick 
but also to promote health. To meet the need for 
community health education, hospitals have 
developed patient support groups for various 
illnesses (e.g., cancer), have organized specific 
programs (e.g., to stop smoking), and have 
added outpatient facilities. In addition to ex­
panding the range of services, this develop­
ment has caused hospitals to look to the field of 
behavioral science to meet their responsibilities 
to the community. Hospitals are using psycho­
logical expertise to meet patient needs, to de­
velop programs, and to improve quality con­
trol. A changing philosophy of health care and 
a new role for hospitals are developing as a 
result. Hospitals are integrating outpatient, 
day treatment, and partial hospitalization ser­
vices to offer comprehensive packages of health 
care to their consumers. If hospitals are to be 
responsive to the needs of the entire commu­
nity, they can no longer remain the exclusive 
fiefdom of physicians, as in the past. They 
must make available the full spectrum of health 
care services, including advances in behavioral 
science and health psychology as well as medi­
cal technology. 

We believe that, because of changing eco­
nomics and a changing philosophy of treatment, 
hospitals need psychologists and psycholo­
gists need hospitals. Hospitals are a central 
coordinating element of the health care deliv­
ery system. To respond effectively to changes 
in health care delivery, psychologists must be 
involved in all aspects of the health care sys­
tem. Without an entry into hospitals through 
privileges or contract services, psychologists 
will have little impact on hospital policies and 
will be less able to compete, both individually 
and collectively, in the health care marketplace. 
In addition, psychologists are the proponents 
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of more humanistic treatment values. They be­
lieve in educating the patient to achieve control 
over the disorder, as in pain management, 
rather than increasing dependence on the phy­
sician or the facility, a philosophy more appro­
priate to today's economic policies in health 
care. Finally, the shift to stress-related disor­
ders as the primary focus of treatment in hospi­
tals, as opposed to the infectious disorders of 
yesteryea~ requires psychological intervention. 

We believe that the interface between psy­
chology and hospitals is still too limited for a 
clear appreciation, by either party, of the value 
of psychological services. Psychologists must 
also adopt new perspectives to deal effectively 
with hospitals. They must be aggressive in 
identifying a market and meeting the needs of 
that market through contract services to hospi­
tals and other agreements (Sciara, 1989). 

In marketing to hospitals it is important to 
be organized. If the task of promoting hospital 
practice is left to individual practitioners, prog­
ress is likely to be piecemeal rather than the 
result of a systematic effort serving the public 
interest. Psychologists must advocate to hospi­
tals and health care corporations. They must 
demonstrate that it is economically advanta­
geous to the facility for them to have hospital 
privileges. In negotiating with the hospital, it is 
important to be informed; when psychologists 
are unaware of the types of contractual and 
financial arrangements they can develop with 
an inpatient facility and are not organized, they 
are unable to exert collective pressure for better 
privileges, working conditions, and remuner­
ation. 

Summary 

Psychologists must learn to market their ser­
vices to hospitals or to market for hospitals as 
part of their professional role. If psychologists 
do not learn to compete successfully as a pro­
fession in marketing services to hospitals, they 
risk being overlooked in the health care mar­
ketplace increasingly controlled by the hospital 
as gatekeeper of referrals. To influence inpa­
tient facilities successfully, psychologists must 
develop a new concept of their role and respon-
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sibilities. Psychologists must be responsive to 
the hospital's agendas and interests. The ser­
vices offered must be congruent with both the 
treatment philosophy and fiscal goals of the 
facility. Psychologists must be able to identify 
interests that are mutually rewarding for and 
beneficial to the hospital, the patients, and 
themselves. They must also be accountable to 
the patients and the facility in meeting program 
goals, in complying with policies and proce­
dures, and in demonstrating creativity in ser­
vice development (Sciara, 1988). Psychologists 
must view hospitals from a systems perspec­
tive and must be aware of the overlapping hier­
archies of personnel in inpatient facilities. It is 
important to maintain good relationships with 
the wide range of roles in the hospital, from the 
patient, the treatment team, the hospital ad­
ministrator, and the staff, to the medical staff 
and the medical director. 

Psychologists must understand the fiscal 
pressures on hospitals. Their mission is to de­
velop innovative models based on short-term 
treatment with aftercare. This approach must 
integrate quality in clinical care with bud­
getary considerations. Psychologists must be 
fiscally responsive to the hospital and the cor­
poration if they are to help the hospital en­
hance its economic position. They must help 
the hospital make a profit or reduce costs. To be 
key players in the decisions being made in 
health care, psychologists must demonstrate 
to hospitals as well as to business and govern­
ment that they can contribute to profitability. 
Finally, psychologists must understand the pa­
rameters, the pressures, and the rewards of 
hospital practice. In marketing and developing 
their services, they should assert themselves 
creatively and cost-effectively in the health care 
delivery system for the benefit of the patient, 
the hospital, the corporation, and their pro­
fession. 
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CHAPTER 10 

Computers in Psychological 
Practice 
Historical and Current Uses 

David E. Hartman and Benjamin Kleinmuntz 

Introduction 

In the 1970s and early 1980s, the birth of the 
Apple Computer and the IBM PC signaled the 
beginnings of a radical popularization of com­
puter technology. In a few short years, per­
sonal computers became business necessities 
and invaded over 15% of American households 
(Squires, 1984). Nevertheless, practicing clini­
cal psychologists have appeared to be ambiva­
lent about computing. Although some psy­
chologists eagerly and immediately welcomed 
computational methods into psychology, others 
were skeptical and were angered by the incur­
sion of computers into clinical territories. 

A fair judgment of clinical computing requires 
some degree of computer literacy. Whether this 
knowledge is then used to expanding one's 
clinical horizons or to "know one's enemy," 
psychologists may best decide their position 
by becoming aware of the historical and scien­
tific, as well as the practical, clinical and legal 

David E. Hartman • Department of Psychiatry, Cook 
County Hospital, Chicago, Illinois 60612-9985. Benja­
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sity of Illinois at Chicago, Chicago, Illinois 60680. 

implications of computerizing clinical psy­
chology. 

This chapter is addressed to the clinician 
who would like a basic guide to the history, the 
current uses, the advantages, and the possible 
pitfalls of computerizing psychological prac­
tice. The first section provides the reader with 
a historical primer; the rest of the chapter con­
centrates on current psychological practice is­
sues, including clinical utility, validity, ethics, 
and the appropriate legal context of computer 
use. 

History 

During psychology's infancy (about the time 
that the 17th-century philosophers Descartes, 
Leibnitz, Locke, and Spinoza laid the ground­
work for today's psychology), the computer 
had already been conceptualized. Descartes 
proposed an "information-processing" device 
(Gardner, 1985, p. 51) designed to represent 
external events. Leibnitz referred to a 12th­
century "logical machine" (cited in McCor­
duck, 1979, p. 9). The others, no doubt also 
preoccupied with finding theological and prac-
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tical solutions to mind-body dualism, were 
aware of the possibility of thinking machines 
that could, in Leibnitz's words, "bring reason to 
bear on all subjects" (in McCorduck, 1979, p. 9). 

It was not until around 1812 that plans for 
such a machine were proposed by the English 
mathematician and inventor Charles Babbage. 
He proposed an "analytical engine" to "aid [in] 
the most complicated and abstruse calcula­
tions, [which "obstructed"] the progress of 
physical science." His idea was to construct a 
machine that could solve algebraic problems in 
order to economize on the" exhausting intellec­
tual and mental labor indispensable [to the] 
advancement" of the sciences (quoted in Pfeif­
fer, 1962, p. 22). Unfortunately, Babbage never 
constructed his machine, feasible as it seems 
by today's standards, because the British gov­
ernment, having granted him $80,000 for a less 
ambitious project he never completed, decided 
that his engine was impractical. This "differ­
ence machine," as it was also called, contained 
strikingly prescient ideas on computer opera­
tion. For example, it would use punched cards 
to control its mathematical operations (Gard­
ner, 1985, pp. 142-143), a method that was to be 
with us until the 1960s. The mathematical oper­
ations themselves would have been produced 
by the 18th-century equivalent of integrated 
circuits: some 50,000 wheels and gears within 
other wheels and gears, plus quantities of 
cams, camshafts, clutches, escapements, tangs, 
axles, and cranks. 

The need for fast and accurate computational 
devices intensified during the 20th century, 
and World War II, mathematicians were in 
short supply and the need for computing ma­
chines was overriding financial conservatism. 
These factors led to the concrete realization of 
Babbage's dream in the form of an electro­
mechanical system that was to become the pro­
totype of contemporary digital computers (see 
Bowden, 1953; Goldstine, 1972). Shortly after, 
the now familiar names of Shannon (1950), Tur­
ing (1950), and von Neumann (1951, 1958) ap­
peared in the emerging computer science liter­
ature; they proposed, once again, the use of 
machines to aid, if not replace, human think­
ing. The idea of computers as information ma-
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chines was perhaps best expressed by the 
physicist Ridt>nour (1952), who, in this context, 
commented that these machines were called 
computers because computation was the only 
significant job that had been assigned to them 
thus far. 

Shortly thereafter, Newell (1955), then New­
ell and Simon (1961), and then Newell and Si­
mon in collaboration with Shaw (Newell, Shaw, 
& Simon, 1958), conceptualized a complex in­
formation-processing approach that went be­
yond using the computer as a numerical data 
processor and that actually simulated human 
thinking. Specifically, they listed the charac­
teristics of the computer that rendered it a nat­
ural choice to perform noncomputational chores. 
These features included the ability to read a 
symbol, to translate it meaningfully for internal 
storage, and to move symbols rapidly from one 
storage location to another. Moreover, they 
noted the computer's facility for comparing two 
symbols and for executing one program com­
mand if the symbols are identical, and another 
if they are not. And finally, they described its 
ability to associate two or more symbols, allow­
ing access to a symbol (or set of symbols) when 
the other(s) is given. Thus, in these authors' 
opinion, computer analogues of perception, 
memory storage, rule-based decision-making, 
and association should enable the computer to 
carryon intelligent activities. 

In other words, instructions can be given to 
the machine (Le., programs can be written) 
that combine these processes in such a way that 
the machine ex~cutes each of these instructions 
in order to solve quite complex problems. For 
example, programs can be written that com­
mand the computer to carry out operations 
such as the following: "Determine from a search 
of your memory whether you have encoun­
tered similar problems. If yes, what are the 
similarities and differences between the past 
problems and the present one? How were the 
past problems solved? What were the hit-and­
miss rates of the major decision rules? Apply 
the best possible decision rules to the present 
problem and print out the various solutions." 

Using the computer in this way, Newell and 
Simon (1972) demonstrated the machine's com-



CHAPTER 10 • COMPUTERS IN PSYCHOLOGICAL PRACTICE 141 

plex and intelligent problem-solving capabili­
ties. For example, their computer programs 
successfully tackled such problems as theorem 
proving in symbolic logic, master's and grand­
master's level tournament chess-playing, dis­
covering scientific laws, and unraveling com­
plex cryptoarithmetic problems. Although the 
bulk of the early research on computer prob­
lem-solving was carried out with naive sub­
jects, more recent work by the Carnegie-Mel­
lon group (see Simon, 1979, 1986) has made 
ample use of the expert's knowledge as a model 
to serve as a basis for computer programs, 
knowledge that is elicited from the expert by 
anyone of several experimental procedures 
and is later formalized for computer-program­
ming purposes. 

Now, as information-processing psychology 
is entering its fourth decade, its most recent 
forays into the sphere of human thinking in­
clude solving the Tower of Hanoi puzzle (Egan 
& Greeno, 1974; Kotovsky, Hayes, & Simon, 
1985; Nilsson, 1971), constructing a world cham­
pion backgammon player (Berliner, 1980), and 
constructing several lesser programs that tackle 
the games of bridge (Stanier, 1975) and Go (Reit­
man & Wilcox, 1979). Other artificial intel­
ligence programs that trace their origins to the 
work of Newell and Simon include applications 
designed for mineral prospecting (Duda, Gasch­
nig, & Hart, 1979), analogical problem-solving 
(Eliot, 1986), and outer-space-station opera­
tions (Leinweber, 1987). The most recent work 
directly inspired by Newell and Simon (e.g., 
Laird, Newell, & Rosenbloom, 1988; Waldrop, 
1988) includes a computer program called 
SOAR, which is a self-correcting system based 
on the principle of chunking, and which can 
learn from its past mistakes. SOAR can solve 
problems using general principles of intelli­
gence, which it can apply to task environments 
that it has never encountered. This innovative 
noncomputational approach is an improve­
ment on an earlier GPS, or general problem­
solving program, in that it operates on the basis 
of combining its production-rule, means-ends­
analysis, and hill-climbing capabilities with a 
self-correcting procedure that never commits 
the same rule-application error twice. 

Computers in Clinical Psychology 

The history of computerized methods can be 
seen to converge with the concerns of psychol­
ogists because of two factors: An explosion of 
new computerized applications for both math­
ematical and verbal information processing, 
and the shrinking of computers from building 
to notebook size. It is the latter development 
that has changed psychological computation 
from an academic luxury to a desktop neces­
sity. 

Personal Computer Hardware 

Hardware selection can be reduced to a basic 
premise: Select the programs of interest; then 
buy the computer that will run them. For psy­
chologists, this choice usually boils down to 
software produced for either Apple or IBM­
IBM-compatible computers; the two systems are 
incompatible. Other computers and relevant 
software exist, although from much smaller 
companies like Commodore and Atari, or else 
are marketed for expenisve engineering "work­
stations," available or planned through Sun, 
NeXT, and other companies. These latter sys­
tems have had little impact on psychological 
computing so far. 

Apple manufacturers two lines of computers; 
the early Apple II series and the more techno­
logically sophisticated Macintosh series. The 
Apple lIe and the IIGS have seen widespread 
adoption in elementary-school systems and 
therefore may be of interest to school and child 
psychologists. There is also a significant quan­
tity of cognitive rehabilitation software written 
for Apple II computers; rehabilitation psychol­
ogists and other professionals who work with 
the brain-injured have good reason to investi­
gate these machines. For general use, however, 
these systems are technologically dated and 
are probably not as attractive to the developers 
of new psychological applications as the newer 
and more powerful Macintosh systems. 

Apple Macintosh computers, are "icon" -based 
systems, in which commands are displayed as 
graphic images rather than words (e.g., an 
"erase" command may be pictured as a pencil 
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eraser and a "delete" command as a trash can). 
Users point to the command on the screen by 
moving a "mouse," a small rectangular object 
attached to the computer that allows the opera­
tor to point to the areas of interest. The Mac­
intosh has found widespread support among 
novice and expert computer users alike for its 
ease of operation and the facility with which 
graphics can be manipulated on the screen. 

IBM and IBM-compatible machines, the most 
common computer systems in business envi­
ronments, have historically emphasized text 
manipulation over graphics. There is much less 
uniformity (and, some would say, more cre­
ativity) among programs on IBM and IBM­
compatible computers than on Apple Macin­
tosh systems. However, IBM-planned graphic 
systems (Le., OS/2 with Presentation Man­
ager) are becoming so similar to Apple's that 
some have suggested the letters of the com­
pany now stand for "] Built a Macintosh." In 
the long run, the choice between computers 
may be entirely academic, as the" cross-assem­
blers" currently under development may be 
able to translate all programs from one ma­
chine to another. In the short run, however, 
psychologists with finite funds must choose 
between the two. 

When equally acceptable programs are avail­
able for each machine, the choice is determined 
by other important factors, including the "stan­
dard" in use at the psychologist's worksite, the 
preference of nearby colleagues who can pro­
vide instruction or support, the level of service 
provided by local vendors, and the cost. Cur­
rently, so-called IBM-compatibles, or "clones," 
are the best buy for the computing dollar; they 
are produced by many companies, whose com­
petition brings down prices. Users who are not 
familiar with personal computers should prob­
ably choose among the better known clones 
(e.g., IBM, Zenith, Compaq, Dell, and Tandy), 
as the component quality and the support vary 
widely in less well known companies. Alter­
natively, psychologists who are knowledgeable 
about PCs can save substantial amounts of 
money by careful mail-order computer pur­
chasing. PC Magazine is a useful "consumer's 
guide" to IBM and IBM-compatible hardware, 
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and some research in this publication before 
purchase can also save time and money. 

Apple Computer's patents have thus far pre­
vented other companies from manufacturing 
Macintosh-compatible computers, so users who 
want Macintosh will have to stay with Apple. 
Some universities, however, may be able to pro­
vide faculty discounts on Apple (or IBM) prod­
ucts for hospital psychologists with academic 
appointments. 

Within either the Apple or the IBM-IBM­
compatible family of computers, more money 
buys more memory, processing speed, and 
data storage space. The programs used and the 
amount of information stored will determine 
system requirements. Psychologists who wish 
to build a computer system are strongly urged 
to query fellow psychologist computer users or 
professional consultants before buying a ma­
chine. The best results occur when the user is 
able to anticipate his or her computer require­
ments for the next several years and to pur­
chase a computer that can be "grown into." 
Although the rapid cycle of computer obsoles­
cence precludes planning any further in the 
future, it is probably unwise to automatically 
purchase the fastest, most powerful computer. 
This is a chimerical pursuit at best, as this 
year's' "state-of-the-art" will almost always be­
come next year's "trailing edge." In addicting 
oneself to the yoke of technology, it is also easy 
to forget that almost no programs for psycholo­
gists require such powerful machines. Finally, 
the fastest, newest machines are also always far 
more expensive than their small increase in 
power warrants. It may pay either to wait a year 
for prices to go down or to purchase last year's 
leading-edge machine, which may now be 
quite affordable. 

Personal Computer Software 

Scientific Psychology Applications 

Any scientific field that deals with large 
amounts of data, to be analyzed, compiled, 
and computed at rapid rates, invites the ap­
plication of high-speed data-processing tech­
niques. It is not surprising, therefore, to find 
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that clinical psychologists have used digital 
computer technology almost from its inception 
in the 1950s, as modern "Boulder-model" psy­
chology explicitly mandates clinical research in 
the context of practice. The analysis of collected 
data, which once meant dreaded sessions with 
manual or electric calculators, has been not 
only computerized but also "downsized" for 
the personal computers. In particular, several 
excellent statistical programs have been devel­
oped for personal computers. These programs 
are sufficient for all but the very largest pro­
jects, being constrained not by their statistical 
power, but by the limitations of data storage on 
the personal computer. Three of these pack­
ages, SYSTAT, SPSS/PC +, and Statgraphics, 
have been recommended by PC Magazine (Ras­
kin, 1989). Of these, SYSTAT, the "system for 
statistics," was termed powerful and "unbeata­
ble," excelling with linear models. Other ad­
vantages of the package include extremely 
powerful and accurate algorithms; an add-on 
graphics package, SYGRAPH, which produces 
high-quality graphs; and the capability of run­
ning on both large and small personal com­
puters. There is also a Macintosh version of 
SYSTAT. 

Other companies, including BMDP and SAS, 
have also brought their mainframe statistical 
programs to the personal computer. Psycholo­
gists already familiar with university applica­
tions of these systems may transfer that knowl­
edge to personal computer implementations 
with relative ease. In general, however, statisti­
cal software is best described as "user-cordial," 
rather than user-friendly, and a working knowl­
edge of programming and statistics is a pre­
requisite. 

PC statistical software frees the user to work 
at home, to enter data interactively, and to run 
programs repeatedly without vying with irate 
engineers for expensive and precarious main­
frame time. Although statistical software is not 
inexpensive ($400-$800), there is no additional 
cost per run, as is the case with mainframes. A 
missed semicolon in a command statement, for 
example, causes loss of time only, not precious 
mainframe computer funds. The psychologist 
who wishes to combine research and clinical 

activity in a hospital practice (a goal supported 
by the American Psychological Association's 
Boulder model) has the power and capabilities 
of yesterday'S university mainframe computers 
on a desktop. 

Office Applications 

Office applications of personal computers 
can be useful in almost any psychological prac­
tice, but their utility increases in direct pro­
portion to the complexity of the psychological 
setting. A psychologist in part-time private 
practice who is unfamiliar with computer 
methods may not realize an appreciable benefit 
in time or convenience from computerization 
simply because of the steep learning curve in 
mastering the relevant equipment and soft­
ware; a small number of patients may not war­
rant the investment in time and money. 

The situation would be quite different for a 
mental health cente~ or for a hospital administra­
tor who oversees the activities, scheduling, and 
billing for 30 or more full-time practitioners, or 
for psychologists working in hospitals. Most 
hospital psychologists are required by virtue of 
complex hospital hierarchies to process patient 
information rapidly. Referral services may re­
quire immediate reports about a particular pa­
tient, administrators may request billing re­
cords, and quality assurance directors may be 
interested in outcome information concerning 
a particular diagnostic category. Producing, 
tabulating, and organizing the information re­
quired by these clinical and administrative hi­
erarchies are greatly facilitated by office com­
puterization. 

Further, office applications escape the con­
troversy of clinical software because they are 
primarily business products capable of enhanc­
ing the personal productivity of psychological 
practice. The use of these products can save the 
psychologist time, money, and personnel. The 
available office software ranges from simple 
phone-dialing programs and calculators to soft­
ware capable of managing patients' accounts in 
a large hospital-based practice. 

However, although such a choice is available, 
computers cannot, of themselves, organize a 
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psychological practice. In fact, the use of com­
puterized office methods may require the psy­
chologist to make changes in office systems, 
just to make' his or her practice amenable to 
computerization. A realistic needs assessment 
in advance of implementing an automated of­
fice practice system is essential; information 
provided by colleagues who have developed 
similar systems or by a professional consultant 
can be of help in such an assessment. Cost 
alone is not a reliable index of utility, for either 
hardware or software. Burke and Normand 
(1987) cited "numerous situations in which 
computer service providers have purchased 
costly, unnecessary hardware that has hin­
dered their ability to operate profitably" (p. 46). 
Similarly, psychologists might heed the story 
of a physician who drove his staff to distraction 
with an unworkable $1,000 practice manage­
ment software package, only to discover a sim­
ple and powerful solution in a $300 program 
borrowed from his children's home computer 
(Quigley, 1984). 

Felts (1984) divided general practice software 
applications into accounts receivable, manage­
ment reports, general ledger systems, and cler­
ical applications. Psychologists may also want 
to add several of the miscellaneous applica­
tions listed below, depending on their needs. 
The number of staff and the type of procedures 
performed will necessarily influence both hard­
ware and software selection. 

It has been chastening to come upon the 
antiquated suggestions of previous reviewers 
who have trod the path of recommending spe­
cific software packages. Software and hard­
ware improve so rapidly that "state-of-the-art" 
systems are often discontinued anachronisms 
by the time a recommendation is actually pub­
lished. The alternative, selected here, is to 
review the categories of software available to 
enhance the productivity of clinical practice 
without being tied firmly to specific products. 
Where specific products are listed, they should 
be taken as good examples of the genre at the 
time this chapter was written, rather than blan­
ket recommendations. These examples are taken 
from the IBM-IBM-compatible literature, as 
that is the system most familiar to the authors, 
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but similar software is usually available for Ap­
ple Macintosh systems. Below is a listing of the 
most common office applications available to 
the clinical psychologist. 

Office applications 
A. Word processor 
B. Data base 
C. Spreadsheet 
D. Accounting applications 
E. Miscellaneous applications 

1. Communications software 
2. Appointment organizers 
3. Personal information man­

agers (PIMs) 
4. Desktop publishing 

Word Processors 

A word-processing program is an absolute 
must for psychologists in clinical settings whose 
work requires correspondence, reports, or any 
form of written information. Word processors 
transform the computer into an intelligent 
typewriter, which moves, stores, and manipu­
lates text typed into the computer. Many in­
clude routines that check spelling, analyze 
grammar, outline ideas, and give the writer a 
view of the page output before the text is 
printed. 

On IBM-IBM-compatibles, word processors 
can be either "page-oriented" systems (e.g., 
Multi-Mate), which store every page separately 
and are more suitable for business letters than 
for multipage professional documents, or" doc­
ument-oriented" (e.g., Wordperfect, Xywrite) 
processors. The latter are more appropriate for 
the variety of reports-and correspondence that 
psychologists generate. 

Word processors can be further subdivided 
into those that display text that uses the com­
puter's built-in fonts (text-based) and those 
that produce a graphic image of the words on 
the page (graphics-based). Text-based word 
processors are fast but are usually unable to 
display on the screen exactly how a document 
will appear. Large type, underlines, and italics 
are not displayed on the screen as they will 
eventually appear in print. Graphics-oriented 



CHAPTER 10 • COMPUTERS IN PSYCHOLOGICAL PRACTICE 145 

word processors (e.g., Microsoft Word) show 
the document exactly as it will appear on the 
page, but they are inevitably slower than text­
based processors because the computer must 
keep track of all of the dots, or pixels, that make 
up a letter on the screen, rather than just a single, 
prestored standard letter representation. 

Another difference among word-processing 
programs is how much they help the user with 
on-screen directions, or menus. Some, like 
Wordstar, put menus on the screen to help the 
writer remember commands. Others, for clar­
ity, present a nearly blank screen, and the user 
must remember commands (e.g., Xywrite, 
Wordperfect). The cost of word-processing pro­
grams ranges from $15 to $500 and thus can be 
a significant consideration. Popularity is an­
other concern when one is trading documents 
with colleagues or soliciting advice. Speed of 
processing is an important factor for psycholo­
gists who write books or edit large hospital 
documents. For such "power users," Xywrite­
III + and Nota Bene are currently among the 
fastest and most feature-laden programs on the 
market. Wordperfect is somewhat slower but 
has many features of desktop publishing and is 
the best-selling word processor at the time of 
this writing. Wordstar is the program that 
many users learned on their first computer 
andhas lately become a very powerful product 
in its own right, and Microsoft Word is also a 
major contender because of its graphic inter­
face. Surprisingly, the program recommended 
by the American Psychological Association 
(APA), Manuscript Manager, although it auto­
matically formats a document for APA style, 
was not seen to be competitive in speed and 
features when compared with other word-pro­
cessing programs (Mendelson, 1989). The PC 
Magazine review of Manuscript Manager in­
stead recommended Nota Bene, a fast and full­
featured word processor that can be configured 
for APA styling conventions and can even con­
vert from one style book to another. 

Word processors save time and effort in the 
production of clinical reports and correspon­
dence. Most have a "mail-merge" feature, which 
facilitates the generation of address labels, 
practice announcements, and thank you let-

ters. Writing and revising research articles are 
made unbelievably easier with programs that 
allow an electronic "cut-and-paste" movement 
of words, sentences, and paragraphs within 
the document. 

The choice of word processors is a very per­
sonalone, not unlike the choice of that almost 
obsolete alternative, the pen. Actually trying 
out several programs and discussing one's re­
quirements with a knowledgeable person are 
strongly recommended. 

Data Base Programs 

Data base programs allow users to catalog 
and sort the written word and can even be 
considered the verbal counterparts of statisti­
cal-research data-analyzers. For example, data 
base software can organize patient data by 
name, address, diagnosis, or whatever vari­
ables are of interest to the psychologist. What 
is more valuable, however, is the data base's 
facility in retrieving that information instantly, 
collating whatever variables are useful. Thus, a 
psychologist interested in the relationship be­
tween eye color and psychopathology could 
query the data base and sort all prior records 
according to these two variables. Data base 
information is particularly useful to the psy­
chologist working within a hospital hierarchy. 
Although most hospitals already have comput­
erized files, these are not likely to be in a format 
that fits the needs of the psycholOgist health 
provider. For example, rehabilitation psycholo­
gists may require data from longitudinal neu­
rological and neuropsycholOgical records to be 
accessible for statistical analysis. Administra­
tive psychologists may focus on outcome data 
for research or insurance purposes. All psy­
chologists who bill for their time require in­
stant access to and updates of patient files. 
Patient information coded into a data base be­
comes easily accessible for clinical, diagnostic, 
billing, and quality assurance. With the appro­
priate software, the psychologist can answer 
questions like "How many clients have you 
seen with a diagnOSis of 'borderline person­
ality,' for how many sessions were they seen on 
average, and what percentage had Blue Cross?" 
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Patients can be cross-indexed under referral 
sources, treatment sites, or any variables of 
interest to the psychologist. Some typical items 
of interest are listed in Table 1. 

Clinicians may also wish to keep lists of re­
ferral sources on a data base, enabling target­
ing advertising, letter writing, moving adver­
tisements, and so on to be generated for specific 
mailing lists. Some commonly used databases 
for the PC environment include dBase IV, Para­
dox, and RBase. 

Spreadsheets 

Of use to the clinical psychologist whose 
position requires financial planning, budget 
analysis, or grant management, or simply a 
record of patient billing accounts, a spread­
sheet program functions as an automatic ac­
counts worksheet. Totals from different catego­
ries of expense or service are automatically 
recalculated as new data are entered. Powerful 
and popular spreadsheets at the time of this 
writing include Lotus 123, Microsoft Excel, Su­
percale V, and Lucid 3~. One of the authors 

Table 1. Categories of Information 
in a Psychologist's Hospital Data Base 

Patient accounts 
Patient registration information 

Name 
ID 
Date of birth 
Address(es) 
Phone number(s) 
Insurance carrier( s) 
Responsible party 
Referral source 
Release of information 
Close relative 
How often to update information 

Billing information (e.g., costs, sessions, dates) 
Diagnoses 
Services (e.g., psychotherapy, tests, consultation, forensic 

services, neuropsychology, hypnosis) 
Assessment data (e.g., test scores) 
rreatment information 
Other 
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uses Lucid 3D to completely manage his pri­
vate and hospital practice. 

Accounting 

Accounting software functions as a special­
purpose combination of data base and spread­
sheet and automates tedious accounts receiv­
able billing and account aging. Many programs 
will generate quarterly financial management 
according to the services performed, expenses, 
and income and will correctly place items in 
relevant tax schedules. Check writing, deposit 
slips, bill paying, and payroll can all be auto­
mated with computerized accounting methods. 
DAC Easy is one example of the many afford­
able accounting systems available and adapt­
able for psychologist billing. A word of caution 
here is that most of these general business 
packages also assume some knowledge of ac­
counting principles and vocabulary (e.g., debits, 
credits, and ledgers). Psychologists unfamiliar 
with accounting vocabulary may wish to exam­
ine the specialized billing programs often adver­
tised in the APA Monitor. Although less flexible, 
these single-purpose accounting and billing 
programs also demand fewer accounting skills 
of their users and may be easier to run. 

Miscellaneous Applications 

Communications. Communications software 
requires a modem, which is a sort of electronic 
telephone dialer for computers, to call up other 
users, large data bases, or other computers and 
to allow quick information gathering for patient 
care. One of the authors, who practices hospi­
tal health psychology and neuropsychology, 
routinely uses a modem with communication 
software to access large clinical data bases. Af­
ter seeing a patient with an unusual medical 
syndrome, he obtains information on the dis­
order and its relationship to mental status by 
calling up the data base (e.g., MEOLINE or 
PsycINFO) and searching for information about 
the disease. Using communication software al­
lows psychologists to H download" bibliographi­
cal references or research summaries into the 
personal computer. Several wholly electronic 
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"bulletin boards" are also available so that psy­
chologists can leave messages or questions for 
colleagues. Either way, the result can be in­
creased efficiency and clinical accuracy for the 
practitioner, who can use communication soft­
ware to greatly expand access to patient care 
information. 

Appointment Organizers. These are the comput­
erized equivalent of a" day-timer" appointment 
book. For individuals, the noncomputerized 
version is probably unbeatable. For psycholo­
gists who work in large practices that schedule 
groups of patients, and wherever individual 
practitioners must be assigned cases according 
to availability, computer organizers may be 
quite beneficial. One recently published pro­
gram of that type is called Working Hours, 
published by Channelmark Corporation. The 
program creates a personnel record that can be 
used to track the appointments of an entire 
psychology staff and is capable of logging each 
clinician's appointment schedule in increments 
as small as 15 minutes. The program is alert to 
possible schedule conflicts and prevents the 
scheduling of clinicians when they are unavail­
able. 

Personal Information Managers (PIMs). These 
programs are the computerized equivalent of 
"post-it" notes, those little yellow pieces of pa­
per that have infested so many business and 
service-oriented offices. Essentially free-form 
data bases, these programs allow the user to 
make notes about people or situations and pro­
vide an easy search routine to get the informa­
tion out again. For example, a psychologist 
may receive a call from a physician in another 
part of the hospital and discusses the possi­
bility of having a patient undergo neuropsy­
chological testing. Because no actual appoint­
ment is made, the information cannot be placed 
in a calender, but it can be entered into a PIM, 
to be filed under the patient's name, the physi­
cian's name, or the test procedures involved. 
Some PIMs, like the Lotus Agenda, have enough 
built-in artificial intelligence to automatically 
file such a request all three ways. Thus, at the 
end of the day, the psychologist might look in 

Agenda's file of "patients," "calls from physi­
cians," or "test procedures." Other PIMs, like 
Broderbund Software's Memory-Mate simply 
allow the user to type in whatever comes to 
mind, storing it and allowing the user to re­
trieve it by easy word or date searching. Psy­
chologists with a computer on their desktop 
might conceivably use Memory-Mate or a simi­
lar PIM as an on-line clinical note organizer, 
writing a paragraph or two on each patient as 
she or he is seen and letting the program store 
the files automatically by date of service and 
patient. 

Desktop Publishing 

Desktop-publishing (DTP) programs are cou­
sins of conventional word processors and allow 
the psychologist to produce newsletters, flyers, 
or professional documents that rival typeset 
quality. Usually used in combination with a 
laser printer, DTP software can generate attrac­
tive and eye-catching brochures, advertise­
ments, and notices. These can be particularly 
effective marketing tools for hospital psycholo­
gists who need to advertise their service within 
the hospital and the community, but they may 
require expensive investments in learning time 
and hardware cost (over $10,000) to achieve 
professional-quality documents. 

The foregoing categories of business soft­
ware by no means exhaust what is available to 
the psychologist. There are over 12,000 com­
mercially available programs on the market for 
IBM-type systems alone, and manufacturers 
continue to show great creativity at generating 
new applications with labor-saving functions. 
Psychologists who seek to automate aspects of 
their practice will easily find powerful, time­
saving alternatives to paper and pencil. 

Clinical Applications 

A vast range of clinical functions are amen­
able to computerization. Many of these could 
scarcely be performed without the formidable 
"number-crunching" power and speed of the 
computer. Alternatively, some have argued 
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that there are many other functions that should 
not be performed with the computer. In gen­
eral, the objections tend to be highly correlated 
with the degree to which the computer pro­
gram simulates the behavior of the clinician. 
Thus, psychologists who see no objection to a 
scoring program for the Minnesota Multiphasic 
Personality Inventory 2 (MMPI-2) may take ex­
ception to a computer program actually "wri­
ting" a psychological report. This issue has 
many dimensions, including the adequacy and 
the accuracy of the simulation, the moral aspect of 
having machine decision-making become in­
fluential in mental health care, and the legal 
questions regarding software that "treats" pa­
tients. These issues are addressed later in this 
chapter and have been covered'in some detail 
elsewhere (e.g., Hartman, 1986a,b; Matarazzo, 
1983, 1986; Matarazzo & Matarazzo, 1985). 

Some categories of clinical software currently 
available are listed in Table 2. 

Clinical Research: Personality Test 
Development, Validation, and Scoring 

The use of computerized methods to con­
struct a clinical assessment device has a longer 
and less controversial history then the use of 
that same computer to administer or interpret the 
test. One of the earliest and most extensive 
attempts to use the computer as a clinical re­
search development tool occurred at R. B. Cat­
tell's Institute for Personality and Ability Test­
ing (IPAT) at the University of Illinois. The 
computer's use for factor analysis was readily 
recognized by these psychologists, who dis­
covered that the computer reduced months of 
tedious intercorrelation calculation to hours­
or even minutes-of machine time. 

The two main uses of computerized factor 
analysis in personality assessment research oc­
cur in test item development and personality 
test validation. In the latter instance, factor 
analysis is a technique used to examine the 
meaning of a test by studying its correlations 
with many observed or empirically derived 
variables. The factors extracted from these 
analyses are constructs (or variables presumed 
to exist), and reference to a table of factor load-
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Table 2. Clinical Software Applications 

I. Clinical research 
A. Personality test development (e.g., factor analysis) 
B. Statistical analysis 

II. Clinical practice 
A. Interview and history 

1. Interviewing 
2. History taking 
3. Symptoms 
4. Medical, health, and medication history 
5. Occupational history 
6. Psychological history 
7. Family and social history 
8. Therapy and progress notes 

B. Test administration and scoring 
1. Objective 

a. Neuropsychological 
b. Personality (e.g., MMPI) 
c. Intellectual 

2. Projective 
a. Rorschach (e.g., RIAP) 

C. "Report writers" 
D. "Therapy" programs 
E. Specialized clinical applications 

1. Vocational evaluation (e.g., Strong-Campbell) 
2. Biofeedback 
3. Training and job simulation 
4. Cognitive rehabilitation 
5. Psychoeducational training and teaching 

ings discloses the number of constructs a test 
measures. 

Personality test construction may also pro­
ceed by the use of factor analysis. In this case, 
the psychologist starts with a large pool of 
items, selected perhaps from his or her own 
observations of people or from textbook de­
scriptions of behavior, and then intercorrelates 
the responses to these items until all possible 
pairs of items have been treated. The psycholo­
gist then factor-analyzes the resulting correla­
tion coefficients to determine which items tend 
to cluster sufficiently to constitute a factor. An 
examination of the apparent characteristics 
that are involved in the structure of these item 
clusters determines the name that is to be as­
signed to particular clusters. 

Generally speaking, the role of computers in 
the factor analysis of personality dimensions is 
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only an ancillary one, which perhaps explains 
its relative lack of controversy. For example, the 
computer does not dictate which items are to 
be intercorrelated, nor does it select the items 
for test construction. These remain judgmental 
aspects of the procedure. Furthermore, certain 
facets of axis rotation and factor naming are 
determined intuitively by the clinical researcher. 
Finally, no amount of computational ease or 
skill makes it possible for the computer to pre­
scribe which constructs and variables can serve 
as criteria for correlation with factor-analyt­
ically derived inventories. Only the experience 
of the trained psychologist can dictate these 
choices. In such cases, the real advantage of the 
computer lies in its freeing the psychologist 
from doing laborious calculations that previ­
ously used up much valuable time. The com­
puter's calculation speed also allows many 
more variables, and methods for combining 
these variables, to arrive at factorial solutions. 

Configurational Scoring 

Computers have scored psychological tests 
since the 1940s, when Elmer Hankes, a Min­
neapolis electrical engineer, used keypunched 
cards to program an analogue computer to 
score the MMPI and the Strong Vocational In­
terest Blank (Fowler, 1985; Mooreland, 1987). 
More complex uses of computerized test-scor­
ing awaited Meehl's (1950) suggestion that 
scoring patterns or configurations of answers 
rather than individual items would enhance 
the subtlety of an objective inventory (d. Wil­
kinson, Gimbel, & Koepke, 1982). For example, 
some scales of the MMPI-especially the Para­
noia, or Pa, scale-are relatively weak in the 
sense that some psychiatric patients easily 
evade detection. When items are scored con­
figurationally, a considerably larger burden is 
placed on the person intending to evade detec­
tion on this test. Now, instead of being con­
fronted with the choice of earning a score in the 
direction of paranoia, let us say, on the basis of 
a "true" or "false" response to one item, the 
respondent is faced with the problem of an­
swering certain combinations of items that are 
valid for the dimension in question. For exam-

pIe, in the method of configurational scoring, 
this respondent may earn 1 point in the direc­
tion of paranoia if he or she answers a certain 
pair of items TT ("true," "true") or FF ("false," 
"false") and no points for the patterns TF or FT. 
Three-, four-, or five-item combinations can 
also be used to complicate the task of faking. 
The precise choice and combinations of items 
that are deemed significant when answered in 
certain ways are, of course, empirically estab­
lished by the prior statistical analysis of these 
items among particular patient and normal 
populations. 

The patterns of responses, and the interitem 
correlations required to establish the joint val­
idity of specific patterns of items, constitute an 
enormous computational task. For the MMPI, 
which consists of 566 items, this task would 
involve the computation of several million cor­
relations for even a small sample of subjects. 
Even a large computer would require many 
hours of running time for such computations. 
However, it is now possible to accomplish this 
formerly prohibitive data-processing task be­
cause of the development of a "high-pass" filter 
technique and the advances in computer tech­
nology. Williams and Kleinmuntz (1969) made 
one of the earliest attempts to computerize the 
selection of configurational scores by using 
such a high-pass filter to detect cross-correla­
tions among 566 MMPI items taken by 200 
examiners (about160,OOO correlations). The de­
tection system had some success with this lim­
ited sample but was never followed up in the 
field, probably because its computational bur­
den and hardware cost exceeded what was 
available to 1960s academic psychologists. 

Computer-Generated Narrative Interpretation 
of Test Results 

A logical extension of automating configura­
tional score selection is the automated produc­
tion of verbal descriptors that correspond to 
those configurational scores. This use of the 
computer to interpret test profiles has been 
followed up extensively, controversially, enthu­
siastically, and in the main rather poorly (e.g., 
Hartman, 1986b; Matarazzo, 1983, 1986; Meehl, 
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1986); the deficiencies of this method are dis­
cussed later. 

To the best of our knowledge, computer­
based test interpretation programs, or CBTIs, 
had their start with the development of two 
programs for personality test interpretation: 
the Mayo Clinic program (Rome, Swenson, 
Mataya, McCarthy, Pearson, Keating, & Hatha­
way, 1962), which was designed to provide phy­
sicians with an overall understanding of their 
patients' personalities, and the Carnegie-Mel­
lon University program (Kleinmuntz, 1963a, 
b), at about the same time, which had as its 
objective the identification of emotional malad­
justment among entering college students. 
Here, we describe the latter program in some 
detail because it comes closer to a purely" clini­
cal" use of computers, at the same time using 
some of the machine's brute force computa­
tional prowess. 

In the Carnegie-Mellon University studies 
(Kleinmuntz, 1963a,b, 1968, 1969), several ex­
perienced MMPI interpreters were instructed 
to Q-sort (Stephenson, 1953, 1980) 126 MMPI 
profile sheets along a 14-step forced normal 
distribution. The MMPI expert who achieved 
the highest valid positive (80%) and valid nega­
tive (67%) success rates in predicting the crite­
ria of "most" and "least" adjusted was selected 
for intensive study. He was instructed to think 
aloud while performing his Q-sort task and 
was encouraged to elaborate his precise rea­
sons for sorting each profile into one or the 
other category. His performance was tape-re­
corded. For illustrative purposes, a flowchart 
of the decision rules based on his protocol is 
presented in Figure 1. 

The sequential rules in Figure 1 that render 
an adjusted, maladjusted, or unclassified deci­
sion were based on many hours of taped ver­
balizations. These rules were then coded into a 
set of programmed instructions for processing 
by the computer. The success rates of the pro­
grammed rules, although lower, were nonethe­
less surprisingly similar to those of the Q sorter. 
The valid positive and valid negative hit per­
centages of the computer program were 63 and 
88, respectively, and these compare favorably 
with the expert's rates (80% and 67%). These 
programmed rules were then subjected to a 
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trial-and-error process of statistical searching 
and shuttling back and forth between intuitive 
hunches about combinations of various scales 
and their possible effects on the hit percent­
ages in the student MMPI sample. On the basis 
of these statistical operations (later called boot­
strapping); (Dawes, 1971; Dawes & Corrigan, 
1974), an elaborate set of new rules was de­
veloped. 

In the derivation of the new rules, the com­
puter's capabilities for storing, retrieving, and 
rapidly manipulating large quantities of infor­
mation were challenged, and its facility for pro­
cessing these data at high speeds was taxed to 
the utmost. For example, one technique con­
sisted of letting the computer apply all the 
rules to a particular MMPI profile and instruct­
ing it to withhold its maladjusted or adjusted 
decision until it computed a vote of the number 
of rules that favored one or the other of two 
classifications (for example, adjusted versus 
maladjusted). Further, on the basis of an empir­
ical determination (printed out by the machine) 
of the relative strength or weakness of a partic­
ular decision rule as measured by its correct or 
incorrect application, the computer was pro­
grammed to attend to specific patterns of rules 
(for example, Rules 2, 8, and 13 versus the 
combination 3 and 11) and was instructed to 
break the tie in favor of the more powerful rules 
rather than just to attend to the number of votes 
that each profile received. The pattern-analytic 
approach to the rules themselves clearly re­
moves this form of data processing from the 
realm of human capabilities. 

Finally, the completed set of MMPI pattern­
analytic rules included the original expert in­
terpreter's information, a number of intrapro­
file slope characteristics that the expert failed 
to observed, and the initial set of rules. The 
valid positive and valid negative percentages 
achieved by the revised rules were 90 and 84, 
and the new set of rules thus outperformed the 
original ones. However, in a subsequent set of 
studies (Kleinmuntz, 1969) using about 1,000 
new cases, they were shown to perform better 
than the average test interpreter, but no better 
than the best from among 10 clinicians. 

Inspired by the successes of these and simi­
lar cookbook approaches to personality test 
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l START I 
t YES I Are 4 or more clinical scales;?70? 

+ NO 

YES I Are scales Hs, D, Hy, Pd, Mt, Pa, Pt, Sc, and Si alii 

L ~60; and are Ma~80 and Mt~10? 

+ NO 
Are scales Pd, or Sc among the first 2 scales in the 

Hathaway code; and is one of these scales;? 70? YES 

(If Mt is among the first 2 scales, then look at first 3 scales.) 

+ NO 
YES I Are Pa or Sc ;?70 and Pa, Pt or Sc;?Hs, D, or Hy? 

t NO 
YES I Are Pa;?70 and Mt~6 and D;?65? 

YES 
t NO 

Is Mt~6? I 
t NO 

YES I Are (Pa . Sc - 2 • Pt)~20 and Pa or Sc~5? 

YES + NO I Call I Are D and Pt the primary elevations and is Es~45? I 
Maladjusted 

I I + NO Call 
YES ~ 115 Pd~70 and Mt~15 (male) or Mt~17 (female)? Adjusted 

I HALT I , + NO 
YES I Is Mt~23 and Es~45? 

I HALT I + NO I Are 5 or more clinical scales~65 and is either I YES 

Pa or Sc~65? I 

YES 
+ NO 

Are 5 or more scales between 40 and 60 and is Es~45? J 
+ NO 

YES I Is Mt;?70 and Sc~Pt and Sc~60 (male profiles only)? 

+ NO 
YES I Is Si~60 and Pa~60 or Sc~70? 

~ NO 
YES 

115 Es~35? 

YES 
+ NO 

Is Mt~10? I 
~ NO 

I Call unclassified 

~ 
Figure 1. A flowchart of expert-derived MMPI decision rules. 

interpretation (Marks & Seeman, 1963; Meehl 
& Dahlstrom, 1960), a multimillion-dollar cot­
tage industry of interpretive personality-test­
ing systems sprang up. Compared to those of 
Mayo and Carnegie, these programs aspire to 
offer physicians, psychiatrists, and clinical 
psychologists (and in some cases, anyone at all) 
a great deal more. They provide narrative inter-

pretive statements such as the following, which 
is taken from the now defunct Roche Psychi­
atric Service Institute's MMPI report (Fowler, 
1969): "The patient seems to be a person who 
had difficulty maintaining controls over her im­
pulses. She behaves in a socially unacceptable 
manner, and is likely to experience guilt and 
distress" (p. 231). 
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Problems in Computer-Based 
Test Interpretation 

This and similar derivative narratives are not 
appreciably different from those that appear in 
the current MMPI report (Butcher, Keller, & 
Bacon, 1985; Fowler, 1985; Moreland, 1985) and 
are typical of the interpretations offered by 
many modern, commercially available com­
puter-based test-interpretive systems. The good 
news about such systems is that the statements 
they print out are probably no worse than those 
of some psychologists, although we are put in 
mind of Fowler's statement that '~ny psycholo­
gist who can be replaced by a computer should 
be." The bad news is that these systems are 
quite primitive, not only by human standards, 
but even in terms of current artificial intel­
ligence (AI) technology. 

One of the most glaring difficiencies of CBTIs, 
explicitly mentioned by several authors (e.g., 
Hartman, 1986b; Kleinmuntz, 1990; Matarazzo, 
1983,1986), has been an almost complete lack of 
empirical validition, or even concurrent valida­
tion against existing paper-and-pencil equiva­
lents. For example, when Honaker (1988) re­
viewed the computerized MMPI literature, he 
suggested that current research has not dem­
onstrated that computerized MMPIs produce 
absolute score values or variability similar to 
those of their paper-and-pencil equivalents. He 
also called attention to individual variation in 
subject responses to computerized testing. 
The failure of commercial psychological soft­
ware companies to perform the needed vali­
dation studies appears to be an unfortunate 
outgrowth of the rush to commercialize a tech­
nology in advance of its scientific soundness. 

A second obvious problem for CBTI recalls 
Newell's admonition that, no matter how eru­
dite-appearing the output, expert systems are 
quite "shallow"; "they don't know what they 
know and why they know it" (cited in Wert­
heimer, 1985, p. 29). This deficiency is most 
obvious in the inability of many current pro­
grams to scan contextually for consistency in 
their narrative output. This shortcoming is less 
conspicuous with simpler depression or phobia 
inventories, where the univariate information 
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surveyed lessens the possibility of displaying 
contradictory combinations of output. How­
ever, when the software instrument is capable 
of surveying a wider range of psychopathology 
(e.g., the MMPI), dozens of rules and intrep­
etation statements relating to items and to indi­
viual or configurational scores generate the fi­
nal narrative profile. 

Thus, although that final report is typically 
prepared as a grammatically parsed concatena­
tion of these rule-based interpretations, the re­
sult is read as a narrative document; the more 
complex meanings and psycholinguistic impli­
cations are overlooked. Current interpretive 
programs do not have the artificial intelligence 
to resolve inconsistencies and maintain narra­
tive flow in this collection of interpretations, a 
problem concisely noted by Golden (1985): 

In many of the programs that use actuarial ap­
proaches to interpret psychological tests, it is not 
unusual to see the computer contradict itself in the 
same report because it does not have the insight to 
see the meaning of putting two supposedly inde­
pendent judgments together. (p. 44) 

Further, the greater the number of indepen­
dent interpretations capable of being gener­
ated, the greater the probability of generating 
reports with inconsistent, illogical combina­
tions of these interpretations. In one comput­
erized Clinical Analysis Questionnaire (CAQ) 
interpretive system, for example, low-, nor­
mal-, and high-score interpretive paragraphs 
are available for each scale, producing 4,096 
possible combinations of paragraphs. When 
Tiffany (1988) ran this program over a client's 
scores, he noted the contradictory nature of the 
generated report: 

My patient's STABILITY paragraph indicated he 
"would be easily perturbed and prone to rumination 
or worry and avoidance of responsibilities and a 
tendency to give up easily" [while] the CONSCIEN­
TIOUSNESS paragraph pointed out he would show 
a "highly conforming approach to life and be domi­
nated by a sense of duty with a consistent and 
methodological approach to task." Such inconsis­
tencies are not checked and resolved in an overall 
paragraph summing up this individual's behavior. 
(Tiffany, 1988, p. 2) 

Another, more serious limitation of narrative 
test interpretation software is its inability to 
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adjust a psychological interpretation for data 
gathered outside the test. An example can be 
found in the automated interpretations of can­
cer patients or other physically ill persons 
given the MMPI. Like the original paper-and­
pencil test, the interpretive program would 
very likely have difficulty distinguishing true 
physical illness from hypochondria or somati­
cizing (see Reitan & Wolfson, 1985). Whereas 
the clinician could interpret an MMPI scale 
score in light of this information, a computer 
could not easily adjust its interpretations in this 
context. The problem of the computer's limited 
worldview is quite serious, as it can be argued 
that there are as many contexts as there are 
patients with MMPI profiles. 

Matarazzo (1983, 1986) has forcefully pointed 
out this contextual nature of clinical evaluation, 
and Tallent (1987) emphasized the distinction 
between test taking and clinical evaluation, the 
latter requiring logical skills and information 
integration of a much higher order than the 
former. 

More seriously, as suggested earlier, signifi­
cant questions have been raised about the ac­
tual validity of current computerized psycholog­
ical assessment and interpretation methods. 
Although computer assessment corporations 
have explicitly promoted their software as be­
ing capable of equalizing the skill of good and 
poor psychologists, there are scientific and eth­
ical objections to this complete abrogation of 
psychological decision-making power to the 
computer. No less a luminary than Paul Meehl 
(1986), whose monograph on clinical versus 
statistical prediction was perhaps the seminal 
influence on computerized assessment, ex­
pressed regret that his 1954 classic work's" only 
sizable influence has been [on] proliferation of 
MMPI cookbook interpretations, in excess of 
their demonstrated validity" (p. 375; italics added). 

Moreover, according to Geissman and Schultz 
(1988), it is far from clear that such software can 
be validated, as the ambiguous, complex, and 
multifactorial conditions examined by psychol­
ogists do not lend themselves well to expert 
system validation. They warned that "Expert 
systems (especially those that operate under 
uncertainty or with incomplete data) may have 

so many possible states as to make exhaustive 
[validation] testing infeasible" (p. 30). 

It is clear that psychological expert systems 
based on conventional testing procedures would 
incoporate this difficulty, since the theoretical 
models of pathology that they assess are often 
equally vague. Jackson (1987) reminded us that 
proponents of automated clinical methods have 
often 

overlooked the primitive or non-existent theoretical 
foundations and models underlying many of our 
most popular tests and psychological assessment 
methods. It is hardly surprising that it is difficult to 
specify standards for validating [computerized test 
inferences 1 when the inferences . . . have been de­
veloped in the absence of explicit rationales or 
models linking the aggregation of responses to 
scores, interpretations and behavioral predictions 
(pp.71-72) 

This problem is likely to become worse rather 
than better, especially if psychologists begin to 
construct expert systems based on a new tech­
nology called neural networks. Neural networks 
are software-simulated "neurons" linked to­
gether by a computer program. These neural 
networks usually incorporate both "digital" 
yes-no decisions that "fire" a neuron, as well as 
an "analogue" summation of input that causes 
"firing" after a certain "weight" of input has 
been achieved. Neural networks can learn cor­
rect deciSion-making by teaching the simula­
tion how to categorize data. For example, one 
could instruct a neural network program to 
simulate human psychological test interpreta­
tion by feeding in a large number of MMPI 
profiles and telling the program whether each 
patient belongs to the normal, abnormal, schizo­
phrenic, manic, or whatever other a priori cate­
gories are of interest. Based on experience with 
successive MMPls, the neural network pro­
gram would continuously attempt to adjust its 
internal connections and decision weights to 
identify correctly the maximum numbers of 
new and uncategorized MMPI profiles. 

Both conventional artificial intelligence soft­
ware and neural networks have as their goal the 
accurate simulation of human decision-making. 
Unlike in conventional artificial intelligence ex­
pert systems, however, no explicit set of rules is 
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ever constructed to direct decision output. In 
fact, decision making in neural networks is 
essentially inductive; learning is through expe­
rience, and capabilities are stored in the form of 
weighted attributed or connections. For those 
reasons, even the programmers of the neural 
network may have absolutely no idea how the 
software makes its decisions. Unfortunately, 
this system is a bit like the human information 
processor, who often can answer a question 
without being able to recapture explicitly how 
a decision was made. 

Although there do not appear to be any neu­
ral network programs performing psychologi­
cal decision-making at this time, we believe 
that this prospect is inevitable-and quite 
troubling from an ethical and professional 
standpoint. For example, if Dr. Famous Psy­
chologist instructs a neural network program 
to make decisions weighted just as she would 
weight them, could another user of that pro­
gram claim to have consulted with Dr. Famous 
Psychologist? Could the second user claim that 
Dr. Famous Psychologist agrees with a particu­
lar interpretation of the MMPI. These ethical 
and professional dilemmas in the use of psy­
chological software are discussed in greater 
detail later in this chapter. 

Other Issues: Record Storage 

The great advantages of compact, easily ac­
cessible microcomputer patient record storage 
are also its achilles heel (Bongar, 1988). First, 
stored records may be accessible by telephone 
to unauthorized personnel, from insurance 
companies to adolescent "hackers." 

Questions about the longevity and stability 
of stored magnetic media have not been an­
swered. In addition, the recent creation of so­
called computer viruses poses a significant 
danger to computerized patient records. These 
subprograms, which are introduced into the 
system by being attached to other programs, 
are capable of irrevocably destroying the con­
tents of a hard disk. They are the computerized 
equivalent of setting fire to a room full of filing 
cabinets. 

Health professionals in general and psychol-
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ogists in particular have been quite explicit 
about the need to preserve patient confiden­
tiality (Keith-Spiegel & Koocher, 1985). Para­
doxically, the very aspects of computerization 
that have allowed compact data storage and 
powerful methods of information access have 
endangered patient confidentiality. 

Bongar (1988) suggested that, where data or 
computers are networked, confidentiality be 
ensured by "(a) coordinating access to all data, 
(b) training neophyte users in computer secu­
rity (as well as giving them passwords) and (c) 
establishing the official policy, guidelines, and 
implementation procedures for network confi­
dentiality" (p. 287). 

Further Sources 

Several sources are available to psychologists 
interested in business and clinically oriented mi­
crocomputer issues. For comprehensive reviews 
of computers and general-purpose software, 
PC Magazine is probably the most authoritative 
source for IBM-IBM-compatible equipment. 
MacWorld and other similar magazines fulfill 
the same function for Apple Macintosh com­
puters. 

To date, two "sourcebooks" have been pub­
lished that list software for specific psychologi­
cal purposes. The first is Computer Use in Psy­
chology: A Director of Software (Stoloff & Couch, 
1987), published by the American Psychologi­
cal Association. The second, more extensive, 
book is Samuel E. Krug's Psychware Sourcebook, 
1978-1988 (1987), published by the Test Corpo­
ration of America. Both include descriptions of 
many types of psychological software, includ­
ing academic, statistical, clinical, and business­
related software. Psychware Sourcebook also in­
cludes sample listings of the report output of 
many clinical programs. It is likely that both 
works will continue to be updated as new soft­
ware and technology become available. 

Neither work attempts to analyze or critique 
the validity of the programs it reviews, leaving 
that task to the Mental Measurement Yearbook 
(BUROS) and similar sources. Another useful 
and readable source of psychological software 
reviews is the newsletter called Computers in 
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Psychiatry/Psychology, published by psychia­
trist Marc Schwartz. 

Several journals routinely publish psycho­
logical software reviews. Computers in Human 
Behavior, published by Pergamon Press, is a 
journal specialized in studies and reviews in­
volving psychological software. Many other 
psychological journals also periodically pub­
lish studies of psychological software. A jour­
nal that publishes in the area of medical com­
puting and that periodically publishes articles 
of interest to the psychological computer user is 
M.D. Computing, published by Springer-Verlag. 

Noncomputational Issues: 
Computers in Clinical Psychology 

Acceptance by Psychologists 

Computerized simulations of clinical activity, 
including psychological testing, report genera­
tion, and psychotherapy simulations, have pro­
voked reactions ranging from enthusiasm (Sa­
gan, 1975) to outrage (Weizenbaum, 1976). This 
diversity of opinion reflects the capacity of 
computer technology to influence the practice 
of psychology for good or ill. Practice manage­
ment software can be cost-effective and time­
saving, much in the same way that computerized 
statistical programs are a vast improvement 
over the mechanical calculator. 

The abuse of such powerful and useful tools 
is also possible. For example, computerized 
testing has led to high-profit mass-testing 
"mills," in which hundreds of patient's are 
"processed" at one time. "Overtesting" is a re­
lated danger, especially when tests are essen­
tially self-administering. The psychologist 
may be tempted to inundate the patient with 
(and bill him or her for) reams of automated 
tests, producing more reams of unexamined 
output. Psychologists using the computer in 
these ways, make themselves into "periph­
erals" instead of service providers, giving up 
this crucial prerogative. The ethical and legal 
implications of abandoning the role of service 
provider are discussed below. 

Several other undesirable side effects in psy-

chological practice are possible, including mak­
ing computeri7;ed patient data a procrustean 
bed. In such a case, a patient's diagnosis or 
treatment modality must fit the computer and 
not vice versa; the diagnosis, the service ad­
ministered, and even whether the patient is to 
be treated at all depend on the pronouncement 
of the computer. A related risk is becoming 
addicted to technological arcana at the expense 
of patient care. 

Yet another problem would be the delegation 
of psychological testing to paraprofessionals or 
non psychologists who have no familiarity with 
basic test principles or procedures. Test devel­
opers who market to untrained or undertrained 
service providers pose diagnostic risks to the 
patient and legal risks to themselves and to the 
end user of clinical software. 

Acceptance by Other Hospital Personnel 

Physicians and nurses in hospitals may be 
less enthusiastic about or may even obstruct 
the use of computers for clinical purposes. It is 
perhaps wise for psychologists intent on im­
plementing such programs not to oversell the 
hardware, the programming elegance, or the 
technology of such a system. It may be prefer­
able to emphasize the time-saving benefits of 
computers, which leave more time for prized 
activities such as individual psychotherapy. 
Other advantages that may be valued by hospi­
tal personnel include effort reduction, quality 
assurance facilitation, and increased clinical ef­
ficacy. Psychologists in hospitals should be 
ready to reassure staff members with unrealis­
tic fears of job loss or loss of autonomy, as these 
issues have often been raised in conjunction 
with computerized methods. 

Psychiatrists may have different reasons for 
avoiding computers. Schwartz (1984) cited a 
survey conducted by a psychiatrist who found 
that there is a role model clash between the 
psychiatrist's self-image as a professional and 
the assumed lower status of a computer user 
(Schwartz, 1984). Psychiatrists may also feel 
that their critically honed interpersonal skills 
are being exchanged for simple data collection 
or manipulation. Other reasons for psychiatric 
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intransigence include an unwillingness to dem­
onstrate lack of facility with this new technol­
ogy and the feeling that computerized methods 
increase paperwork. Psychologists consider­
ing the introduction of computerized methods 
should be aware of these attitudes and ready to 
answer these potential objections before ini­
tiating computerized clinical methods in psy­
chiatric hospitals. 

Patient Acceptance 

Patients' acceptance of computers as alterna­
tive input devices for their histories, problems, 
and so on is crucial to diagnostic accuracy and 
appropriate treatment. In fact, the majority of 
studies addressing the question have found 
that computer acceptability is high and in­
creases as the areas to be investigated become 
more personal or sensitive (Burke & Normand, 
1987). For example, one study compared sub­
jects who were randomly assigned to receive 
the MMPI and an attitude survey in either a 
paper-and-pencil or a computerized format 
(Rozensky, Honor, Rasinski, Tovian, & Herz, 
1986). Computerized MMPIs were seen by clin­
ical subjects as more interesting and less an­
xiety-arousing than their paper-and-pencil 
equivalents. Even some chronic psychiatric pa­
tients appear to tolerate microcomputer appli­
cations well. One set of studies (Matthews, De 
Santi, Callahan, Koblenz-Sulcov, & Werden, 
1987) noted that some very withdrawn and low­
functioning schizophrenic inpatients appeared 
to enjoy using the computer for game playing. 
One patient with a history of elective muteness 
excelled in anagram solving and was taught to 
program in BASIC quite quickly. In another 
study in the same article, both clinicians and 
computers trained chronic schizophrenic inpa­
tients in various educational tasks. Both groups 
improved over baseline, but the computer users' 
improvements were significantly greater than 
those of the human-trained patients. 

The optimistic outlook of these studies is 
rather typical in the computer literature, which 
expresses curiously few worries about how 
fragile patients may react to running the gaunt­
let of automated evaluations and interviews. 
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The possibility that individuals without com­
puter experience will experience anxiety about 
and a negative attitude toward computerized 
procedures is beginning to enter the literature. 
For example, Weinberg and Fuerst's survey of 
businesspeople and college students (1984) 
found that fully one quarter of their sample 
had at least mild "computerphobia." Five per­
cent of that same sample would probably be 
classified as having computer-related anxiety 
disorders, with symptoms of nausea, dizzi­
ness, and high blood pressure. Similarly, Cruik­
shank (1982) compared standard doctor-pa­
tient interviews with interviews by a doctor 
who used a computer to code the patients' 
responses. The patients showed a 22% increase 
in self-reported stress in the computer-assisted 
interview, compared to a rise of only 8% when 
seeing the doctor without the computer. Fur­
ther, although they are not necessarily "cyber­
phobic," sizable portions of the population may 
not understand or enjoy interacting with com­
puters. Several studies have noted dislike of 
computers in older individuals, women (Cruik­
shank, 1982; Lucas, 1977), and those with higher 
education (Skinner & Allen, 1983). 

Assessment of computer acceptability to pa­
tients is complex and undoubtedly depends on 
many variables, including an interaction be­
tween the personality of the subject and the 
stress or difficulty of the computer task. For 
example, when Heinssen, Glass, and Knight 
(1987) assigned university students to groups 
on the basis of a computer anxiety rating scale 
(CARS), the students with greater anxiety 
showed lower expectations, greater state anxi­
ety, and poorer performance on an actual com­
puter interaction that involved some stressful 
components, including a simulated "data er­
ror" message on-screen. Thus, the diagnostic 
label of the patient may determine whether he 
or she is capable of using computerized meth­
ods. Patients with organic brain syndrome, 
mania, or passive-aggressive traits, for exam­
ple, cannot be counted on to produce adequate 
computer protocols. Then, too, one should 
question the use of computerized tools for clin­
ical patients whose personality disorders may 
be due to inadequate, ineffective, or malevo-
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lent interpersonal contact. Spiesel (1984), for 
example, seriously doubts "the moral propriety 
of asking a frightened alienated patient to inter­
act with a mechanical marvel of unfeeling, un­
caring, stupid rigidity" (p. 242). 

Ethical and Legal Issues: 
Secrecy versus Science 

Computerized methods in psychology en­
gender great controversy when they attempt to 
substitute for the clinical decision-making 
skills of the psychologist. Matarazzo (1983, 
1985, 1986) and Hartman (1986a) have raised 
important ethical and legal questions surround­
ing the widespread use of such unvalidated 
interpretive services, indicating that such ser­
vices are driven more by commercial motives 
than scientific and technical ones. In fact, sci­
entific concerns about software validation may 
be antithetical to the proprietary nature of com­
mercial software. Manufacturers have been un­
willing to divulge logic and program codes that 
would enable psychologists to attempt valida­
tion. Indeed, several services have actively re­
fused to cooperate in a validation study at­
tempted by one of the authors (Kleinmuntz, 
1986). Such secrecy can prevent the practicing 
clinical psychologist from discovering whether 
a particular interpretation is generated from 
actuarial data, clinical hunches, biorhythms, 
horoscopes, or any combination of actuarial, 
clinical, or pseudoscientific data. Without ac­
cess to the logic of the software, there is no way 
for the practicing clinician to distinguish use­
ful, valid software from the biorhythm or fan­
tasy horoscopes available at the local super­
market. 

Even if the clinician were to have such access, 
there are legal and ethical reasons why caution 
is warranted in accepting the interpretation of 
computer-based test interpretation or other 
types of "report-writing" software. Matarazzo 
and Matarazzo (1985) reminded us that the 
courts sanction the clinician's, but not the com­
puter's, provision of expert opinions about 
mental health practice and theory. Thus, the 
psychologist who depends on the opinion of a 
CBT! is denying a responsibility that is prop-

erly his or hers alone. The medicolegal doctrine 
of a "reasonable standard of care" compares 
any decisions made by computer-using psy­
chologists with the standard of care in the pro­
fession at large. Psychologists, as legally sanc­
tioned independent health care providers, do 
not base important decisions on CBn output. 
For example, the psychologist who orders the 
removal of a child from her home after her 
mother's MMPI interpretive program suggests 
that she may be an unfit parent is almost cer­
tainly both legally and ethically culpable. The 
psychologist sued for that decision cannot 
blame the computer for providing faulty data; 
he or she is ultimately accountable because the 
final legal decision for integrating and imple­
menting decisions regarding patient welfare is 
the psychologist'S alone. 

Psychologists considering the implementa­
tion of computers in clinical practice shoud also 
be aware of the ethical principles and guides set 
down by the American Psychological Associa­
tion's Ethical Principles of Psychologists (EPP) 
which apply to computer use. For example, 
Principle 2 requires psychologists to recognize 
the boundaries of their competence, and Prin­
ciple 7a requires psychologists to understand 
and refer to other specialists as appropriate. 
These principles indicate that psychologists 
must already know how to score and interpret 
a particular test, like the Rorschach or the 
MMPI, before they can ethically substitute the 
computerized equivalent. Rather than use the 
test without such knowledge, the psychologist 
should refer the patient to a colleague for test 
administration and interpretation. Furthe~ Prin­
ciple 1a suggests that psychologists are respon­
sible for any "professional action which may 
alter the lives" of individuals; this principle un­
derlines the ultimate responsibility of psychol­
ogists for the impact of their assessments, 
whether carefully constructed or torn off the 
printer. Keith-Spiegel and Koocher (1985) re­
minded their readers that any psychologist 
who copies the output of a CBTI into a clinical 
report or signs that clinical report as his or her 
own is committing plagiarism. 

Moreover, Principle 8e of the Ethical Princi­
ples of Psychologists, as well as the Guidelines 
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for Computer-Based Tests and Interpretations 
(GCBTI; APA) reminds the user that com­
puterized assessment is either a professional­
to-professional consultation or one explicitly 
conducted in the context of the professional 
relationship. For this reason, psychologists 
might do well to exercise great caution when 
using interpretive software and basing their 
diagnostic or treatment decisions on its output. 
Although Peck (1983) suggested that psycholo­
gists "surrender the routine" to clinical com­
puters, APA ethical principles and tort law re­
quire that the psychologist remain responsible 
for all decisions made in his or her name. Thus, 
the surrender of anything more serious than 
the most routine of duties may be both ethically 
improper and legally tenuous. 

Advertising 

The APKs Ethical Principle 4e explicitly 
prohibits psychologists from making public 
statements that claim unique, unusual, or un­
justified abilities, and Principle 4g prohibits 
sensational, exaggerated, or superficial public 
statements. Though these principles appear to 
serve the public well, the Federal Trade Com­
mission recently reviewed psychology's ethical 
prindples and pronounced them in violation of 
laws pertaining to restraint of trade. Similar 
FTC mandates in support of free-market com­
petition have liberalized advertising in other 
professions; they may now affect the APA's ca­
padty to regulate the claims of software devel­
opers. Exactly how this ruling will affect com­
puter advertising and use is unclear, but a 
recent U. S. Supreme Court decision giving at­
torneys the right to solicit clients by direct mail 
may be instructive. Attorneys in the state of 
Florida, which has such a law, have reportedly 
inundated "accident victims, bereaved spouses, 
parents and other victims of misfortune" with 
direct-mail solicitation of legal services (Tybor, 
1988). 

It could be argued that clinical psychology 
software requires more, not less, protection 
against irresponsible advertising, especially if 
a program like Neuralytic Systems' Dr. Shrink 
(recently renamed Mindviewer) used is an ex-
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ample of this new breed of advertised soft­
ware. Dr. Shrink is a program supposedly used 
by "triallawyers, clinical psychologists, college 
professors, psychiatrists in private practice" 
and others who wish to use their "casual obser­
vations" to manipulate others. The program 
takes such observations and fashions a report 
detailing "how to gain their trust. . . persuade 
them . . . have power over them [or] sexually 
excite them." Dr. Shrink's "scientifically" con­
structed report should then, according to the 
advertisement's disclaimer, "either be shredded 
or placed under lock and key immediately" 
(presumably to limit liability to the software 
company). More responsible psychologists 
might prefer that the program-or better yet, 
the program's authors-be placed under lock 
and key immediately. As current licensing and 
regulatory statutes stand, programs like Dr. 
ShrinkiMindviewer are censurable if the devel­
oper is not only a psychologist but also a mem­
ber of the American Psychological Association. 
Only time will tell whether the truth-in-adver­
tising or other regulations will be applied to 
such software. 

Conclusions 

We hope that psychologists who review the 
foregoing complexities of computer use will 
find that there is no simple approach. The use 
of computational methods in psychology ranges 
across such a wide historical and conceptual 
span that simple conclusions are scarcely pos­
sible. We believe that psychologists can best 
use this developing technology by acquiring a 
rational understanding of its strengths and 
weaknesses. The clinician who yearns for the 
grail of true artificial intelligence software com­
parable to a trained psychologist is likely to be 
kept waiting for some time. It seems quite un­
likely that human judgment and decision mak­
ing will be easily programmable. It seems even 
more doubtful that the artistic components of 
clinical psychological judgment will prove eas­
ily amenable to computerization (see Klein­
muntz, 1990). Nonetheless, psychologists who 
are sensitive to both the professional benefits 
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and the ethical, legal, and scientific pitfalls of 
computer use may improve their clinical prac­
tice with selective applications of present-day 
computers and software. 
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PART IV 

Practical Issues 
General Clinical Issues 

Before one can fully appreciate the direct impact of clinical psychology on specific 
medical disorders, an understanding of broader clinical issues raised by specific 
populations served in the medical setting is essential. The information provided by 
the following authors is important to an understanding of the scope and complexity 
of the factors facing program development. Heather C. Huszti and C. Eugene 
Walker (Chapter 11) detail critical concerns in consultation-liaison work in pedi­
atrics, and Linas A. Bieliauskas (Chapter 12) focuses on similar issues for adult 
populations. 

Women and geriatric populations are two major and separate groups served in 
medical settings and are of substantial interest to psychologists. Mary P. Koss and 
W. Joy Woodruff (Chapter 13) delineate emerging issues in women's health, includ­
ing the sociological, epidemiological, psychological, and medical issues that per­
tain to women seeking treatment in the health care network. In addition, they focus 
on unique issues involving women employed as health care providers, Asenath 
La Rue and Charles McCreary (Chapter 14) delineate emerging issues in care for the 
elderly. Finally, because compliance to medical regimens is crucial to health care 
and involves many psychological variables, Dennis C. Turk and Donald Meichen­
baum (Chapter 15) discuss the noncompliant patient. Despite the broad nature of 
these chapter topics, the authors offer specific guidelines for program development 
which may be included in establishing programs in any medical area. 
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CHAPTER 11 

Critical Issues in Consultation 
and Liaison 
Pediatrics 

Heather C. Huszti and C. Eugene Walker 

Introduction 

An increasing number of psychologists are em­
ployed in medical settings. The most recent 
surveys suggest that 8%-10% of American 
Psychological Association (APA) members are 
currently working in medical settings (De­
Leon, Pallak, & Hefferman, 1982; Dorken, Webb, 
& Zaro, 1982). This trend toward employment 
in medical settings appears to be continuing to 
increase (Stabler & Mesibov, 1984). A primary 
duty of many of the psychologists in medical 
settings is the provision of consultation ser­
vices to various inpatient medical units and 
outpatient medical clinics. 

The need for close collaboration between 
physicians and psychologists is very evident in 
pediatric settings. Studies conducted in pedi­
atric outpatient clinics have suggested that a 
significant proportion of pediatric clinic pa­
tients have either a purely psychological prob-
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lem or a mixture of physical and psychological 
problems (Duff, Rowe, & Anderson, 1973; 
Kempe, 1978; McClelland, Staples, Weisberg, 
& Begen, 1978; Wright, 1979). One frequently 
cited study suggested that only 12% of all pa­
tients had purely physical problems, whereas 
36% had purely psychological problems, and 
52% had a mixture of physical and psychologi­
cal complaints (Duff et ai., 1973). Another study 
estimated that 37% of routine pediatrician visits 
involved some psychological issues and that an 
additional 19% of all visits involved academic 
problems (McClelland et al., 1973). A survey 
reported by Kempe (1978) indicated that 50% of 
American families had sought some type of 
psychological help from their pediatrician. The 
results of these surveys suggest that a large 
percentage of the complaints that parents be­
lieve necessitate a visit to the pediatrician actu­
ally have some underlying psychological com­
ponent. Given this interconnection between 
physical complaints and psychological issues, 
it seems logical to assume that psychologists 
can provide valuable consultation services to 
physicians involved in treating children. 

Past research has also indicated that psycho­
logical intervention can reduce the utilization 
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of medical care (Follette & Cummings, 1967; 
Graves & Hastrup, 1981; Rosen & Wiens, 1979; 
Schlesinger, Mumford, & Glass, 1980). In a 
study that examined the effects of psychologi­
cal consultations on medical utilization for low­
income children and adolescents in which all 
medical care was completely subsidized, fami­
lies that had received psychological consulta­
tions showed a significant reduction in the 
number of clinic visits over the year following 
the initial referral (Graves & Hastrup, 1981). 
This reduction was especially significant be­
cause the patients referred for psychological 
services had previously used the available medi­
cal services significantly more often than the 
nonreferred group. 

Providing consultation services in a pediatric 
hospital presents new challenges for the psy­
chologist. The medical system often operates 
by a different set of rules than those with 
which the psychologist is familiar. Medical 
systems use a different "language" than psy­
chologists use among themselves. Medical sys­
tems also have a fairly rigid hierarchical power 
structure, which may be quite different from 
the somewhat more democratic power struc­
tures used in traditional mental health set­
tings. In order to operate as an effective consul­
tant, the psychologist needs to be aware of 
physicians' language and the rules by which 
the medical setting operates. On the other 
hand, the psychologist also needs to guard 
against the temptation to become overly im­
mersed in the medical system (Elfant, 1985; 
Stabler & Mesibov, 1984). Psychological consul­
tants need to be able to operate within the 
medical system while retaining those elements 
that make psychologists unique. 

This chapter reviews the typical kinds of 
services that are provided by psychologists in 
pediatric hospitals. The components of receiv­
ing, accepting, and satisfactorally completing a 
consultation are discussed. Some of the com­
mon obstacles to successful consultations are 
also discussed. Finally, possible solutions to 
these obstacles are reviewed. Table 1 gives an 
outline of the steps used to perform a consulta­
tion. Each step is more fully explained in this 
chapter. 

PRACTICAL ISSUES: GENERAL CLINICAL ISSUES 

Table 1. Guidelines for Consultations 

1. Consultant receives referral from physician or other 
professional. 

2. Consultant completes referral card and confirms fam­
ily has agreed to see psychological consultant. 

3. Consultant contacts referral source for background in­
formation. 

4. Consultant reviews medical chart. 
5. Consultant interviews patient and/or relevant family 

members for history of referral problem. 
6. Consultant writes initial chart note detailing impres­

sion of problem and preliminary treatment plan (see 
the appendix for an example). 

7. Consultant directly communicates impressions and 
treatment plan to referral source. 

s. Consultant communicates impressions and treatment 
plan to nurses involved in case. If nurses are involved 
in treatment plan, consultant leaves note in nurses' 
chart. 

9. Consultant gives patient and family members feed­
back about impression and treatment plans. 

10. Consultant talks with other professionals necessary to 
implement treatment plan. 

11. Before patient is discharged, consultant writes final 
treatment summary in chart and arranges for follow­
up care. 

Referral Patterns 

Several studies have examined the types of 
consultations psychologists received in pedi­
atric hospitals. A study by Drotar (1977) exam­
ined the referrals to a psychological division of 
a children's teaching hospital over a three-year 
period. Approximately 46% of the total refer­
rals were for the assessment of intellectual de­
velopment. Approximately 20% were prompted 
by the patients' psychological adaptation to 
chronic illness, with problems such as depres­
sion, adjustment to home or school, or parental 
stress being most common. An almost equiva­
lent percentage of consultations were to eval­
uate the role of psychological factors in the 
development of somatic symptoms. Approx­
imately 8% were to evaluate behavioral prob­
lems in nonchronically ill children, and 8% of 
the referrals were for acute psychological crises, 
such as suicide attempts. 

A more recent survey examined consultation 
requests to the division of pediatric psychology 
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in a children's teaching hospital over a five-year 
period (Olson, Holden, Friedman, Faust, Ken­
ning, & Mason, 1988). Psychological difficul­
ties due to medical problems accounted for 
46% of the referrals. Depression or suicide at­
tempts accounted for 19% of the consultations. 
An additional 12% of referrals were to assess 
the patient's psychological adjustment to a 
chronic illness. The assessment and treatment 
of behavioral problems were the next most 
common referral request, accounting for 9% of 
the total referrals. Psychosomatic problems ac­
counted for 8% of referrals. The need for psy­
chological evaluation also accounted for 8% of 
the consultation requests. 

The difference in the percentages of referrals 
for psychological evaluation in the Drotar (1977) 
and the Olson et ai. (1988) studies is interesting. 
The study by Drotar covered the period during 
which consultation services were first available 
to the hospital. The study by Olson and col­
leagues was conducted approximately 14 years 
after psychological consultation services were 
first introduced into the hospital. It is interest­
ing to speculate whether physicians' views of 
the function of psychologists have changed 
with the greater exposure tQ the work of psy­
chologists. Certainly, the training of pediatri­
cians has increasingly incorporated training in 
the psychological aspects that can affect medi­
cal treatment (Stabler, 1988). Therefore, pedi­
atricians may be increasingly aware of how psy­
chologists can be used in a medical setting. It 
would be interesting for Drotar to examine the 
differences between the types of referrals re­
ceived currently and those received during the 
1977 study by the pediatric psychology service 
in his hospital. Any differences might indicate 
how pediatricians' perceptions of psycholo­
gists change once a psychological consultation 
unit has been established in a hospital. Drotar's 
1977 study did indicate that referrals to the 
consultation and liaison service had increased 
each year since its establishment three years 
previously, a finding suggesting that the physi­
cians were satisfied with the services provided 
and increasingly used those services. 

Understanding the reasons behind a physi­
cian's request for psychological consultation is 
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important in the development of a successful 
consultation relationship with the physician. If 
psychologists understand what types of ser­
vices physicians find most valuable, a context 
for the provision of initial consultation services 
can be developed. Initial consultations can be 
provided in this framework, which can then be 
used as a base from which the consultant can 
further educate the referring physicians about 
the additional services that pyschologists can 
provide. 

Certainly, physicians have misconceptions 
about psychologists, just as psychologists have 
misconceptions about physicians. The only 
way to correct the misconceptions of physi­
cians is to demonstrate competence in a variety 
of areas and thus educate them about psychol­
ogy. Appropriate referrals can be accomplished 
only when physicians understand what psy­
chologists can and cannot accomplish. Because 
physicians do not necessarily receive psycho­
logical training, they cannot be expected to 
know either the variety or the limits of psycho­
logical interventions. A survey of pediatric and 
health psychologists indicated that, although 
over 60% of pediatric psychologists felt that 
physicians' lack of knowledge about psycho­
logical services was an obstacle to the provision 
of effective services (Stabler & Mesibov, 1984), 
less than 20% of these same psychologists felt 
that one goal of a consultant should be to help 
change physicians' attitudes toward psycholo­
gists. Unfortunately, until psychologists pro­
vide this type of education, physicians will 
remain unaware of the full range of the services 
that psychologists can provide. 

Physicians' Perceptions of 
Psychological Consultations 

Relatively few studies have examined physi­
cians' perceptions of psycholOgical consulta­
tion services. An early study of pediatricians 
found that the most valued psychological ser­
vices were testing, consultation, and teaching 
(Stabler & Murray, 1973). Less value was placed 
on therapy, discharge planning, and in-service 
training. These perceptions suggest that pedi-
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atricians could use additional education about 
the types of services that psychologists pro­
vide. In a more recent survey, neurologists who 
used psychological consultation and liaison 
services said that psychologists were most use­
ful in the evaluation of primarily psychological 
disorders, arranging psychological follow-up, 
performing mental status interviews, and pro­
viding emotional support for patients (Schen­
kenberg, Peterson, Wood, & DaBell, 1981). 

It is encouraging that physicians who use 
consultation and liaison services appear to be 
satisfied with the services. The neurologists' 
chief complaint was that there were not enough 
psychological services available (Schenken­
berg et al., 1981). These neurologists wanted to 
see an expansion of services and an increase in 
the staff of the consultation and liaison service. 
Pediatricians in another study indicated that a 
discontinuation of the consultation and liaison 
services would have a severe negative impact 
on the patients' quality of care (Olson et al., 
1988). 

Several surveys also evaluated what services 
physicians wanted offered. One survey found 
that pediatricians were most dissatisfied by 
what they perceived to be a lack of outpatient 
follow-up by the consultation and liaison ser­
vice (Olson et al., 1988). In this survey, the 
physicians estimated that 67% of all referrals 
needed some type of outpatient service. This 
perception could be due to a lack of clear com­
munication between the physician and the 
consultant about the needs of the patient. 

Physicians also indicated that they wanted 
psychologists to have some familiarity with the 
medical aspects of the illnesses that the psy­
chological consultants would see most com­
monly (Meyer, Fink, & Carey, 1988; Schenken­
berg et ai., 1981). In one survey, neurologists 
listed a moderate background in physiological 
body systems and medical illness as one of the 
most important professional qualifications for 
consultants (Schenkenberg et ai., 1981). A ma­
jor concern expressed by family practitioners 
and internal medicine specialists about psy­
chologists performing medical consultations 
was the perceived lack of training in the medi­
cal aspects of the cases seen (Meyer et al., 1988). 

These same physicians were also concerned 
that psychologists were not specifically trained 
to perform consultations and that this lack of 
training might interfere with their performance. 

Consultation in Medical Settings 

Fortunately, psycholOgists do not have to go 
to medical school in order to be effective con­
sultants. A rudimentary understanding of the 
medical aspects of the diseases typically seen, 
of medical terminology, and of the medical sys­
tem is sufficient. A great deal of this informa­
tion can be acquired fairly rapidly. 

In the traditional medical model, the attend­
ing physician assumes the responsibility for 
discovering the cause of the patient's illness and 
for treating it. The phYSician is the acknowl­
edged expert on the patient's medical illness 
and serves as the manager of the case. In this 
capacity, the primary physician requests con­
sultations with other specialists. The addi­
tional specialists assess the patient in terms of 
their particular area of expertise. The specialist 
attempts to answer the consultation question. 
For example, an oncologist who is following a 
child with leukemia may request a consultation 
with a cardiologist to assess the child's cardiac 
functioning if the treatment involves a chemo­
therapy drug that can cause cardiac damage. 
The cardiologist evaluates the child's cardiac 
functioning and reports the results of the tests. 
The communication between the specialists is 
typically accomplished through notes in the 
hospital chart, which follow a particular pat­
tern, showing the person who referred the 
case, the reason for the referral, the consul­
tant's observation of the patient, the tests per­
formed, the results of the tests, the conclusions 
reached, and the recommendations for the pa­
tient's care. 

Many of these traditional medical models of 
consultation are at odds with common psycho­
logical practices. PsycholOgists see many fewer 
patients than physicians because the time 
needed for each patient is much greater. The 
potential difficulties in establishing rapport 
with the patient are not always well under-
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stood by physicians, who can often gain the 
information they need within minutes. In com­
pleting a psychological assessment of a patient, 
psychologists are likely to examine a wide 
range of variables, as opposed to focusing on 
discrete elements. Additionally, psychologists 
are used to reporting the complexities and sub­
tleties of clients' psychological functioning as 
opposed to using the format of a brief chart 
note. In the development of psychological 
treatment plans, direct communication be­
tween the psychologist and the attending phy­
sician is generally required. 

Although it can be difficult to perform psy­
chological consultations with pediatric patients 
within the traditional medical model, such 
consultations can be done successfully. Armed 
with an understanding of the traditional med­
ical consultation model, psychological con­
sultants can work within this framework to 
further educate physicians about how psychol­
ogists work with patients. Psychological con­
sultants can also further educate physicians 
about the training and skills that psychologists 
have and how these skills may be used to the 
greatest benefit in health care settings. Through 
the ongoing education of referral sources, the 
services of psychologists can be used more 
effectively. 

Concurrently, as psychologists spend time in 
medical settings, they can learn from physi­
cians. Physicians and other medical personnel 
can help to educate the psychologist about the 
physical sequalae of the patient's illness and 
the subsequent treatment. Through further ex­
posure to medical settings, psychologists can 
learn what types of information physicians 
need and how to effectively communicate that 
information. Additionally, by becoming famil­
iar with the medical system, the consultant can 
help patients to better understand the unique 
aspects of the system, and to better negotiate 
their way through it. 

There are basic elements common to most 
medical settings. However, each setting has its 
own particular organizational structure. It is 
well worth the time and effort to determine the 
unique interactions, or "politics," that occur 
within the setting in which one is working. By 
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learning how members of the system interact 
with each other, the consultant can learn who 
holds the actual power in the setting, be it the 
hospital administrator or the inpatient ward 
nurse, and which members need to be informed 
about the consultant's activities. Additionally, 
it may be important to learn the organization's 
past history with mental health professionals. 
Different members of the medical setting may 
have preconceived ideas, both positive and 
negative, about the functions and abilities of 
mental health professionals. On occasion, these 
ideas may interfere with the consultant's activ­
ities. A useful book by Selvini Palazzoli, Anolli, 
DiBlasio, Giossi, Pisano, Ricci, Sacchi, and 
Ugazio (1986) provides explanations of how 
psychologists can effectively join different or­
ganizations as consultants. 

Models of Consultation 

The most typical kind of consultation is re­
ferred to as the patient-centered model (Faust, 
1983), the independent functions consultation (Ro­
berts & Wright, 1982), or the resource consulta­
tion (Stabler, 1979). In this model, the consul­
tant is asked, via a consultation request by the 
pediatrician, to assess some aspect of the pa­
tient's functioning. Both the referring physi­
cian and the consultant interact with the patient 
and communicate test results and impressions 
through the hospital chart. This model is par­
ticularly appropriate for requesting diagnoses, 
for ruling out possible contributory factors, or 
for suggesting treatment options. Typically, a 
medical consultation is performed in one ses­
sion. 

At times, this model is entirely appropriate. 
However, there are disadvantages in perform­
ing psychological consultations based exclu­
sively on this model. If the answer to the refer­
ral question is particularly complicated, as is 
often the case, additional contacts with the pa­
tient may be necessary. In addition, it may be 
difficult to communicate all of the nuances of 
the case through brief chart notes. When cases 
are particularly complicated, the opportunities 
for misunderstandings about the etiology and 
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the treatment of the patient's problems are only 
multiplied by relying on a brief written sum­
mary of the consultant's findings. In order to 
ensure that the psychological complexities of 
the case will be fully communicated to the phy­
sician, direct communication is necessary. This 
direct communication can be difficult to ar­
range, given physicians' busy schedules and 
their lack of understanding of why direct com­
munication may be necessary. It is also difficult 
to educate physicians further about the abili­
ties of psychologists without being able to 
communicate directly with the referring physi­
cian. Without continued education, physicians 
may easily go on seeing psychologists' main 
abilities as being diagnosis and psychometric 
testing (Stabler & Murray, 1973). 

A second model of consultation is the indirect 
psyclwlogical consultation model (Roberts & Wright, 
1982), or process-educative model (Stabler, 1979). 
In this type of consultation, the psychological 
consultant works with the pediatrician or the 
medical professional directly to provide spe­
cific information about a particular patient. 
Generally, the consultant does not work di­
rectly with the patient but provides informa­
tion to the pediatrician about specific psycho­
logical aspects of the patient. For example, the 
medical professional may want to know if cer­
tain behaviors of a child warrant a psychologi­
cal referral for an assessment of depression. 
The presentation of psychological information 
in grand rounds, teaching seminars, and so on 
also constitutes indirect psychological consul­
tation. 

In indirect consultation, the psychologist 
typically relies on the information presented by 
the pediatrician. This information may be in­
complete or faulty and may therefore hamper 
proper decision making by the psychologist. 
The psychologist also needs to trust that the 
recommendations made will be carried out ac­
curately by the consulting medical professional. 
Because of these types of concerns, this kind of 
consultation is most successful in cases where a 
relationship of mutual trust of professional 
skills has been developed between the psycho­
logical consultant and .the medical professional. 

A third model of consultation is the consultee-

oriented model (Faust, 1983), collaborative team 
model (Roberts & Wright, 1982), or process con­
sultation (Stabler, 1988). In this model, the refer­
ring physician and the consultant interact with 
each other as well as with the patient. Within 
this model, the consultant can intervene in a 
number of ways. The circumstances of the case 
may suggest that further clarification for the 
referring physician is appropriate. Addition­
ally, the consultant may need additional educa­
tion about the medical aspects of the patient's 
illness. Alternatively, interventions may be 
made with the medical staff or the patient's 
family. Sometimes, the physician and the psy­
chologist see the patient together and develop a 
joint medical and psychological treatment plan. 

Using the above model of consultation, the 
psychologist is freer to evaluate the needs of 
each particular situation. Instead of focusing 
only on the patient, the psychologist is free to 
evaluate the relative contributions of the var­
ious elements of the child's system, such as the 
medical personnel treating the child, the child's 
parents, the child's siblings, and the child's 
school environment. In the process consulta­
tion model, the psychologist can then inter­
vene at the level of the system deemed to be 
most appropriate. 

Requests for Consultation 

Requests for consultations can be received in 
a variety of ways. A formal request may be 
made to the psychologist by the attending phy­
sician, by the medical resident or student, or 
by the nursing service. Once the consultant is 
known to the medical staff, a physician may 
informally express concerns about a particular 
patient to the psychologist in the hall of the 
hospital. Nurses on the medical wards may 
also express concerns about other patients when 
the psychologist is present on the ward doing 
another consultation. 

Consultation requests take many forms. They 
may range from the vague (i. e., "Please see T. J. 
and evaluate him") to the highly specific (i.e., 
"Please evaluate S. W. to determine if she is 
functioning at an age-appropriate intellectual 
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level"). Some requests take the form of loaded 
requests (i.e., "Please do something with B.C.'s 
mother; she's crazy"). Many consultations are 
initiated for reasons other than those explicitly 
stated. A psychologist may be asked to "evalu­
ate a patient" when the physician is really con­
cerned that the patient's mother is suicidal, or 
that the child is being sexually abused. Also, a 
consultation may be requested because the 
staff is having a difficult time dealing with the 
patient. An interesting recent study of consul­
tation requests for adult medical inpatients in 
the Netherlands attempted to determine what 
factors of a consultation request may predict 
whether medical staff issues are a part of the 
reason for the consultation request (Henge­
veld, Rooymans, & Hermans, 1987). Patient­
staff or intrastaff problems were rated by a 
team of hospital consultants based on the facts 
of each case. This team of consultants deter­
mined that 33% of the consultation requests 
assessed involved patient-staff or intrastaff 
problems. The medical staff completed a brief 
questionnaire about the consultation request. 
The request variables that most often predicted 
a consultation where staff problems were evi­
dent were an emotional tone or wording in the 
request, abnormal timing of the request, and a 
lack of clarity in the request. These variables 
correctly predicted 78% of staff problems in 
referrals in a discriminant analysis. 

Many problems can be avoided by clarifying 
the reasons for the consultation before seeing 
the patient and the family. Many consultation 
services have devised standard consultation 
request forms that are completed for each con­
sultation request. These forms usually include 
the patient's name, date of birth, chart number, 
and location in the hospital; the date of admis­
sion; the reason for the consultation; the medi­
cal diagnosis; the person making the referral; 
the person to contact for additional informa­
tion; and the anticipated date of discharge. 
This type of consultation card provides a good 
beginning for the process of clarifying the rea­
son for the consultation. Before seeing the pa­
tient, the consultant should contact the refer­
ring individual to determine the reasons for 
initiating the referral. This contact should in-
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clude discussing what the referring physician 
would like to know explicitly as a result of the 
consultation. At this time, if the expectations 
are inappropriate for a psychological consulta­
tion, the consultant can help to reshape the 
request into a more appropriate form. 

During the initial conversation with the re­
ferring physician, it is helpful to determine if 
the patient or the family has either directly 
requested psychological services or agreed to 
see a psychologist. One study of adult consul­
tations estimated that 41 % of the patients either 
had not been informed about the consultation 
or had not been well informed about the intent 
of the psychological consultation (Hengeveld, 
et ai., 1987). If the family has not been informed 
of the consultation request, the psychologist 
may encounter an anxious or angry family. 
Families are often made anxious by the sugges­
tion that they may need to see a "shrink." Fami­
lies may assume that the referring physician 
thinks that they are "crazy." A family that is 
resistant to the idea of a psychological consult 
can make the evaluation very difficult to com­
plete. Additionally, it is not ethical for a psy­
chologist to see a child without a parent's per­
mission to do so. Working with physicians on 
how to explain a psychological consultation to 
the family is worthwhile. Simply stating, '~ 
psychologist is going to come and see your 
child," can raise family members' anxiety levels 
about the purpose of the visit. Instead, expla­
nations such as, "It can be very stressful to have 
someone in the family who doesn't feel well," 
or "Sometimes, stress can make medical condi­
tions worse," seem to make families feel more 
comfortable with the idea of a psychological 
consultation and more receptive to the consul­
tant during the initial interview. 

Before the Patient Consultation 

Once the physician's or health care worker's 
request is fully clarified, the consultant should 
review the patient's medical chart. The medical 
chart contains useful background information 
about the course of the patient's illness and 
treatment. Medical records for the current hos-
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pitalization are usually kept on the same ward 
where the patient is; records of previous hospi­
talizations and outpatient visits are often stored 
in the medical records department or in the 
current medical inpatient unit. Current medi­
cal records generally contain the admissions 
note, progress notes from all of the medical 
specialists involved in the patient's care, nurses' 
chart notes, and the results of all tests ordered. 
Medical progress notes typically follow the 
SOAP format, detailing subjective reports by 
the patient (5), objective results or observations 
(0), the results of any assessments (A), and a 
plan for treatment (P). 

When confronting medical charts for the 
first time, the consultant may be struck by the 
amount of medical jargon. Medical charts can 
be extremely difficult to understand initially 
without some guide to the meaning of the ab­
breviations and medical terms. There are sev­
eral good resources to use to decipher medical 
charts. Each hospital uses slightly different ab­
breviations. A list of the approved abbrevia­
tions for the hospital should be available from 
the medical records department or the admin­
istration office. A chapter by Roberts and Wright 
(1982) provides a partial listing of the com­
monly used medical phrases and abbreviations, 
with lay definitions. A good medical dictionary 
can also be helpful. The Physician's Desk Refer­
ence (PDR), which is published yearly, provides 
information about prescription drugs and their 
effects and side effects. A basic textbook of 
pediatrics (Barnett, 1977; Nelson, Vaughan, & 
McKay, 1975) can be useful for general informa­
tion about the child's diagnosis. The Merck 
manual (Berkow, 1982) also provides basic in­
formation about the symptoms, diagnosis, treat­
ment, and prognosis of a wide variety of dis­
eases. Additionally, it can be extremely helpful 
to develop a good working relationship with a 
physician, a physician's assistant (PA), or a 
nurse who can provide the consultant with 
explanations of various diseases or medical 
procedures. Although it is important to be fa­
miliar with medical terminology and diseases, 
it is also important to avoid the common mis­
take of overidentifying with the medical hier­
archy (Roberts & Wright, 1982; Stabler, 1988). 

Psychological consultants are most effective if 
they can maintain some independence from 
the medical system and can assess and inter­
vene in the interactions between all members of 
the system (Drotar, 1983; Stabler, 1979). 

In reviewing the medical chart, one must 
keep in mind the referring question and any 
hypotheses about the etiology of the referring 
problem. Information in the medical chart can 
suggest additional hypotheses or family areas 
in need of further explanation. The admissions 
note provides information about the admitting 
diagnosis, family and social history, and the 
history of the presenting complaint. The con­
sultant should note if any of the admitting in­
formation has changed over the course of the 
hospitalization, as these changes, or the rea­
sons for the changes, may provide some impor­
tant information about the etiology of the be­
havior that led to the consultation request. The 
extent of the medical work-up may indicate if 
the consult was requested because a wide 
range of laboratory tests were within normal 
limits. Additionally, a review of what tests the 
patient has undergone may indicate whether 
the patient has experienced a number of inva­
sive, nonconclusive tests and may, as a result, 
be feeling discouraged or depressed. As Faust 
(1983) recommended, a review of the medica­
tions being given can suggest whether any of 
the observed symptoms are due to the effects 
of medications (for example, the use of pain 
medications can cause children to become with­
drawn and to appear depressed). 

In addition to reviewing the medical chart, it 
can be extremely helpful to talk to the nurses 
who have had contact with the child and his 
or her family. Nurses often have the closest 
patient contact of any medical personnel. If the 
nurses' view of the child and/or the family dif­
fers significantly from that of the referring phy­
sician, it can raise questions about the contribu­
tion of the referring party's personal perceptions 
of the problem. Various people's perception of 
the problem may also suggest that the child is 
exhibiting different behaviors with different in­
dividuals, so that unique situation or person 
characteristics may serve as cues for the child's 
behavior. 
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If part of the consultation question appears 
to be a conflict between the patient and the 
medical system or within the medical system, 
it is important to avoid any appearance of tak­
ing sides. The consultant needs to act as a 
facilitator to obtain additional information, or 
to help each side understand the other's posi­
tion. The consultant needs to avoid the trap of 
declaring one side "correct" or "incorrect," 
which will only cause the "incorrect" side to be 
angry. A more lasting solution can be obtained 
by helping to build bridges between the con­
flicting sides or by finding a compromise that 
allows each party to save face. 

For example, many consultations are re­
quested because the behavior of the patient or 
the patient's family is frustrating or distressing 
to the medical staff. In many cases, a contribut­
ing factor to the patient's behavior is frustra­
tion, confusion, uncertainty, or anger with the 
often overwhelming medical system. In the 
family's attempts to deal with the stresses in­
herent in having an ill member, in addition to 
the stresses of having to depend on an alien 
medical system to "fix" the illness, many par­
ents and/or patients adopt coping behaviors 
that do not mesh well with the medical system. 
Parents may direct their anger about their child's 
illness toward the medical staff. Parents who 
cope with problems by questioning medical 
procedures and gathering additional informa­
tion from other medical professionals may be 
seen as "noncompliant." Often, the consultant 
needs both to help the medical staff under­
stand the parents' coping mechanisms and to 
help the parents understand the reason for the 
seemingly unreasonable behavior of the medical 
staff. Sometimes compromises can be made. 
For example, one mother was upset by the 
number of medical staff who disturbed her 
child's rest each morning. She initially at­
tempted to solve the problem by screaming at 
each medical staff person who entered the 
room and refusing to allow any of them to 
touch her child. A consultation was requested 
to "get this mother to comply with medical 
treatment." The consultant was able to sympa­
thize with the mother's concerns about her 
child's receiving enough rest and also to ex-
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plain that, in a teaching hospital, many profes­
sionals are involved in a patient's care and that 
there are benefits in having more than one phy­
sician~ Through a meeting with the attending 
phYSician and the mother, the consultant was 
able to explain the mother's concerns to the 
physician and vice versa. A compromise was 
worked out, with the mother's participation, so 
that the most important medical procedures 
were identified and only these procedures 
were performed in the morning. All the other 
medical personnel were asked either not to see 
this patient or to see her in the afternoon. Be­
cause both sides participated in the solution, 
both were satisfied that they had accomplished 
their goals. 

Logistics of Performing a Consultation 

The next decision is when and where to see 
the child. This seemingly simple question can 
cause multiple frustrations for the consultant. 
In a traditional hospital setting, there are few 
places that offer the privacy and the comfort 
typically found in traditional psychological 
settings. Patients are often in rooms with other 
patients. Different family members or friends 
may be present in the room and may interfere 
with the interview. Additionally, if the inter­
view takes place in the patient's room, it can be 
interrupted by nurses or other medical person­
nel coming in to take vital signs or to perform 
physical therapy. Personnel may arrive to take 
the patient for medical tests. Another distrac­
tion may be the housekeeping staff's starting to 
dean the patient's room during a consultation. 
The consultant needs to learn to be assertive 
and to ask that other professionals wait until 
the consultation is over unless the procedure is 
vital. 

It can be easy for the consultant to allow all 
other professionals a higher priority. This flex­
ibility can have negative consequences for the 
outcome of the consultation. The willingness to 
defer to other professionals for access to the 
patient can suggest to the patient and to other 
medical professionals that there is less value to 
the psychologist'S role than to other medical 
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professionals' roles. Physicians may conse­
quently view psychological explanations and 
treatments as less valid than medical ones. Pa­
tients and family members may see the psy­
chological consultant as being less important 
than the physician and may be less likely to 
comply with his or her recommendations (Faust, 
1983). Although it can be difficult to be asser­
tive about the importance of the psychologist's 
role, it is essential for the consultant to believe 
in the efficacy of his or her role and to commu­
nicate that importance to both the patient and 
the medical staff. 

It is always preferable to try to find a private 
setting for the interview. If the patient's room 
needs to be used for the interview, a "Do Not 
Disturb" sign can be placed on the door. It can 
be helpful to the new consultant to go over the 
physical setting of the hospital in advance to 
determine where available family or consulta­
tion rooms are located. Nurses on the hospital 
ward can be helpful in locating empty patient 
rooms or in making conference rooms avail­
able. Finding and locating these rooms when 
the consultant is already busy with the patient 
can be difficult. 

Arranging a time to see the patient can also 
be a difficult and frustrating experience. Pa­
tients are often asleep or are being seen by 
other medical professionals for medical tests, 
physical therapy, or nutritional consultations. 
It can be a difficult decision either to let the 
patient sleep and to come back later or to wake 
the patient up. Certainly, a psychological con­
sultation, which depends to some extent on 
building rapport with the patient, is not helped 
by first waking up a patient. At times, however, 
the patient must be seen and must therefore be 
disturbed. 

As discussed previously, the pace of a hospi­
tal is rapid. It is not at all unusual to receive a 
consultation request on a patient who is sched­
uled to be released later the same day or "as 
soon as you've evaluated him." Generally, con­
sultations are done on the same day as the 
request. One survey that evaluated the re­
sponse time for consultation requests showed 
that 76% of patients were seen on the same day 
as the consultation request (Olson et al., 1988). 

This percentage was even higher for consulta­
tions to evaluate depression or suicide risk: 
87% were seen on the same day. A survey of 
physicians suggested that one of the most pos­
itive perceptions of the consultation service 
was its prompt response to the consultation re­
quest (Schenkenberg et al., 1981). 

However, not all consultations can be evalu­
ated quickly. With every consultation request, 
a number of variables need to be considered. 
These variables include whether the consultant 
has the necessary time to adequately perform 
the consultation, whether the consult is truly 
an emergency or part of a chronic problem, and 
what would be the level of the patient's risk if 
she or he were to be discharged before the 
consultation was finished. It can be appropriate 
to request that the patient be kept an extra day 
so that a thorough assessment can be made if 
necessary. Leaving a preliminary note in the 
chart detailing the plans being made to evalu­
ate the psychological status of the patient can 
help the medical staff be aware of the reasons 
for keeping the patient hospitalized. An outpa­
tient appointment can also be made, but often 
the compliance with such appointments is low, 
and this factor must also be considered. 

Interviewing the Patient 

Once all of the preliminary logistics have 
been sufficiently addressed, the consultant in­
terviews the patient. The consultant should re­
main aware that many of the rules of psycho­
therapy learned in training do not apply when 
performing consultations. It is rare to receive a 
consultation request for a patient who has spe­
cifically asked to see a psychologist. Patients 
are referred by a third person and therefore are 
often less motivated to pursue psychotherapy 
or other treatment recommendations. In some 
cases, the referred patient is not the actual cli­
ent. The referring physician, or the school sys­
tem, or another outside party may ultimately 
be the one with whom the consultant works. 
Additionally, the definition of confidentiality 
may be different in consultation than in psy­
chotherapy. Because the consultant has ties to 
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both the patient and the medical system, the 
consultant may need to relay some of the infor­
mation gained in an interview or a therapy 
session to the medical team. Information that is 
written in the medical chart cannot be consid­
ered confidential because any professional at 
the hospital can review any patient's chart. 
These issues need to be considered by the con­
sultant before disseminating information to the 
medical staff. Any limits to confidentiality 
need to be conveyed to the patient and his or 
her family before the start of the consultation. 
Because mental health codes vary from state to 
state, the consultant should be familiar with 
the requirements of confidentiality in his or her 
state. 

In work with pediatric patients, a decision 
needs to be made about who will be inter­
viewed because sometimes the patient is too 
young to be able to provide all of the necessary 
information. Some research has suggested that, 
although children can report some problems, 
such as depression, they may report fewer 
symptoms than do their parents or other adult 
informants (Kazdin, 1987; Kazdin, French, Unis, 
& Esveldt-Dawson, 1983). However, adult in­
formants may not always present an accurate 
view of the child either. Previous research has 
suggested that parental reports of child behav­
ior may be influenced by numerous factors 
other than the child's true symptoms, such 
as parental depression and marital problems 
(Forehand, Lautenschlager, Faust, & Graziano, 
1986; Griest, Wells, & Forehand, 1979; Mash & 
Johnson, 1983). In order to gain a clear picture 
of the child's symptoms, it may be helpful to 
gain as many different perspectives as possible 
about the child's presenting problem. 

Often, the referral problem is maintained by 
family interactional patterns and necessitates 
talking to other family members. The consul­
tant must evaluate which immediate and ex­
tended family members are involved in the 
development and/or remediation of the referral 
question. If consultation with family members 
is necessary, the consultant also needs to con­
sider where and how to talk to the family. The 
feelings and fears of the child may need to be 
addressed before talking to family members 
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separately. The child may wonder why the doc­
tor, as the consultant is invariably identified by 
the child, is talking to his or her parents in 
private. Children often fear that the doctor is 
giving the parents bad news about the child's 
condition. An older child or adolescent may be 
concerned that the consultant will disclose sen­
sitive information about the patient to the par­
ents. A brief explanation of the purpose of the 
talk to the parents, and of the rules of confiden­
tiality, may help to allay these fears. 

Often, a family interview format can be used 
so that the child can participate in the inter­
view. The participation of all concerned indi­
viduals in one session may facilitate greater 
comfort with the treatment decisions made. A 
useful way to start this type of interview is to 
ask each individual present what she or he 
understands about the reason for the psycho­
logical consult. 

The results of a recent study may be related 
to the above issue (Lewis, Knopf, Chastain­
Larser, Ablin, Zoger, Matthay, Glasser, & Pan­
tell, 1988). This study compared parents' and 
children's perceptions of bedside versus stan­
dard, outside-of-the-room medical rounds. The 
results suggested that both the parents and the 
children preferred bedside rounds. The older 
the children, the more they disliked having 
rounds performed outside their rooms. Several 
subjects reported that they either felt excluded 
or feared that bad news was being discussed 
during standard rounds. The parents also indi­
cated that they felt more comfortable with bed­
side rounds. Interestingly, the parents felt that 
bedside rounds upset their child more than 
standard rounds, although the child indicated 
a preference for bedside rounds. Although the 
communication of medical information can be 
different from the- communication of psycho­
logical information, some of the same princi­
ples may apply. The consultant must continue 
to use his or her best judgment about whom to 
interview and when. 

Occasionally, it is difficult to locate family 
members. Sometimes, parents do not visit their 
child at all during the hospitalization, or only at 
night after work. It may be necessary to try to 
find a noncustodial parent who has not yet 
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come to visit the child. Various solutions have 
been tried at one children's hospital. Often, if 
parents can be reached, they are agreeable to 
making a specific appointment with the psy­
chological consultant. Consultants often need 
to stay late to catch those parents who work. 
Sometimes, enlisting the aid of other hospital 
professionals is useful. Nurses are often will­
ing to contact the consultant when the parent 
appears, if the consultant first takes the time to 
explain the reason for the request to the nurses. 
Social workers may have additional resources 
for helping to locate parents. In some cases, 
social workers help by encouraging the parent 
to keep an appointment with the consultant. 
Good working relationships with these profes­
sionals are essential to enlisting their support 
when necessary. 

The form of the interview of the patient or the 
family members depends on the referring ques­
tion. An assessment of the patient or the family 
may require the use of psychometric tests if, for 
example, the referral question is about a possi­
ble developmental delay. Medical, interper­
sonal, social, school, and/or developmental 
variables may all be relevant. A thorough fam­
ily history may also be helpful in identifying 
what variables are causing or supporting the 
continuation of the referral problem. When 
planning an interview with a patient or family 
member, it is helpful to consider the stated 
referral problem and to generate possible hy­
potheses about the cause of the problem. These 
hypotheses should include a wide range of 
possibilities. By considering possible causes 
before the interview, the consultant can explore 
the possible contributions of these causes dur­
ing the interview, while gaining a full picture of 
the variables influencing the patient's life. 

Diagnosis 

The referral question will determine, to some 
extent, what type of diagnostic interview will 
be used. However, if the consultant remains 
too narrowly focused on the referral question, 
important explanations of the child's symp­
tomatic behavior may be missed. For example, 

a referral was made to assess a 16-year-old can­
cer patient's depression. The referring physi­
cian was concerned about the adolescent's rela­
tionship with her mother because the mother 
seemed overly involved with the adolescent's 
treatment. During a brief examination of the 
other facets of the child's life, it was found that 
the child had had significant social problems at 
school before the cancer diagnosis. The adoles­
cent reported that she had had no friends and 
had been excluded from many social activities. 
These social problems had contributed to her 
depression. Her mother was aware that the ad­
olescent was depressed but assumed it was 
because of the cancer diagnosis and was conse­
quently trying to shield her daughter from 
much of the pressures of the treatment. If the 
consultant had explored only family relation­
ship issues, a major contributing factor to the 
depression might have been missed. 

Madow (1988) proposed using a matrix sys­
tem for the assessment of adolescents in gen­
eral hospital psychaitric units. This proposed 
matrix is also useful for evaluating the consul­
tations requested in medical hospital settings. 
The proposed system evaluates a range of fac­
tors that may affect the patient. Using this sys­
tem, the consultant explores additional areas 
beyond the presenting complaint. Each area 
that may affect the patient is evaluated from 
four perspectives: behavioral (what the child 
actually does), cognitive (how the child pro­
cesses the world), affective (the emotional life 
of the child), and interpersonal (how the child 
interacts with other people). Madow proposed 
evaluating seven areas: individual, medical, 
family, legal, educational, peer, and biological. 

For example, an 8-year-old female with a 
presenting complaint of depression might be 
evaluated behaviorally in the medical area as 
showing vegetative signs of depression along 
with a medical diagnosis of acute lymphocytic 
leukemia (ALL). An examination of the child's 
cognitions about her ALL shows a poor under­
standing of the prognosis for ALL: the child 
expects to die. The affective component of the 
medical area is the child's expressed depres­
sion and fear of dying, and the interpersonal 
area shows that the child has withdrawn from 
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her peers because the treatment has caused her 
hair to fall out. 

Obviously, there may be overlap between the 
areas, and not all areas may need to be consid­
ered in formulating an impression of the pa­
tient's problems. However, it is important, when 
assessing a consultation, to consider the wide 
variety of areas that can affect a child's func­
tioning. Often, a variety of stressors contribute 
to the child's symptoms. 

Many consultations involve the determina­
tion of whether the presenting medical symp­
toms are psychosomatic. The consultant should 
be wary of immediately concluding that the 
problem is psychosomatic, even if the referring 
physician has stated that he or she suspects it is 
psychosomatic. The consultant might do well 
to keep in mind a review by Dubowitz and 
Herser (1976), which found that 33%-46% of 
patients referred for a psychological evaluation 
of hysteric conversion were found on follow-up 
to have organic causes of their symptoms. The 
question of an organic basis for any unusual 
symptoms, even with psychosocial stressors 
present, should remain open if there is no con­
clusive medical evidence to the contrary. A 
psychosomatic diagnosis should be made be­
cause of strong, positive evidence of psycho­
logical causes; it should never be made by de­
fault. 

It is easy to assume that patients with un­
usual symptoms and readily apparent psycho­
logical problems have psychosomatic causes 
for their physical symptoms. The psycholo­
gist, as the expert on psychological processes, 
is the one professional who can continue to 
remind physicians that even people with psy­
chological problems may have coexisting phys­
ical illnesses. Often, the psychological consul­
tant's role is that of the patient's advocate, 
because patients may not have much power in 
the medical system. In the case where the con­
sultant suspects that a presenting problem may 
have a medical rather than a psychological eti­
ology, he or she can tactfully discuss with the 
physician what diagnoses have been ruled out 
and why. Additionally, the consultant may ask 
the physician if other possible disease pro­
cesses may be considered. At this point, the 
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consultant should share with the physician 
why he or she is uneasy about calling the disor­
der psychosomatic. The consultant may then 
ask about other specialists who might be called 
on for additional input in the case. This type of 
dialogue may suggest alternative medical hy­
potheses to the physician. If the physician 
maintains that the disorder is psychosomatic, 
and if the consultant still feels uneasy about 
this diagnosis, the consultant should docu­
ment in the chart his or her lack of significant 
psychological findings to support a psycho­
somatic etiology. 

Obviously, a case where the consultant's 
opinion differs radically from the physician's 
may cause the medical staff to become angry 
with the consultant. Generally, a tactful and 
supportive approach to the physician will pre­
vent this anger. However, a consequence of 
working with professionals from other disci­
plines is that they will occasionally be angry 
with you. 

Treatment Recommendations 

After interviewing the patient and/or the 
family, the consultant makes his or her recom­
mendations. The consultant should make an 
initial chart note detailing the background in­
formation, the diagnosis, and the treatment 
recommendations (see the appendix for an ex­
ample). 

In making recommendations, it is important 
to remember the role of the consultant. The 
consultant works with the medical staff and 
consequently does not necessarily have to as­
sume the responsibility for the outpatient care 
of all patients evaluated (Faust, 1983; Roberts & 
Wright, 1982; Walker, 1979). It is also helpful to 
keep in mind who referred the patient and who 
assumes primary responsibility for the patient. 
The referring physician and the primary physi­
cian (who mayor may not be the same person) 
require feedback about the outcome of the con­
sultation. Without this type of feedback, the 
physician may feel alienated from the patient's 
care and may be less likely to encourage the 
patient's compliance with the consultant's rec-
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ommendations. Referrals to community outpa­
tient settings are perfectly acceptable. In fact, a 
referral may be necessary if the family lives a 
distance from the hospital. It is advisable for 
the consultant to keep handy a reference list of 
local community mental health agencies to 
which patients can be referred before dis­
charge. Consequently, the focus of the consul­
tant's interventions should be more time-lim­
ited and aimed more at primary symptom 
relief than if the same patient were self-referred 
to an outpatient psychological clinic. 

Many excellent articles exist in the pediatric 
psychology or pediatric literature that demon­
strate treatment programs for specific pediatric 
medical problems. The Journal of Pediatric Psy­
clwlogy contains many useful treatment arti­
cles, and the recently published Handbook of 
Pediatric Psyclwlogy (Routh, 1988) contains many 
reviews of the treatment literature for a wide 
variety of commonly seen disorders. Pain con­
trol protocols exist for a variety of painful medi­
cal procedures, such as bum tankings (Elliott 
& Olson, 1983; Kavanaugh, 1983; Miller, Elliott, 
Funk, & Pruitt, 1988; Varni, Bessman, Russo, 
& Cataldo, 1980; Wakeman & Kaplan, 1978) 
and bone marrow aspirations Oay, 1988; Jay, 
Elliott, Katz, & Siegel, 1987; Kuttner, Bowman, 
& Teasdale, 1988; Zeltzer & LeBaron, 1982). 
Pain control programs have included the use of 
hypnosis, relaxation training, or the acquisi­
tion of cognitive coping skills. Guidelines for 
the design and evaluation of feeding programs 
for failure-to-thrive infants are also well repre­
sented in the literature (Berkowitz, 1985; Dro­
tar, 1988; Ramsay & Zelazo, 1988; Roberts & 
Maddux, 1982). These programs are behav­
ioral, structuring positive and negative conse­
quences for the child's attempts or failures to 
eat. These techniques are then taught to the 
parents. Many studies have also evaluated the 
reduction of children's anxiety through the use 
of preparation programs for deJ;ltal procedures 
(see Melamed & Williamson in this text) or 
surgery or hospitalization (Atkins, 1987; Mela­
med & Siegel, 1975; Peterson & Mori, 1988). 
Behavioral treatment programs have used films, 
modeling, and explicit instruction in cognitive 
coping techniques, with varying results. Be-

havioral protocols also exist for the treatment of 
enuresis and encopresis (Walker, 1978; Walker, 
Milling, & Bonner, 1988). These treatment pro­
tocols may need to be modified because of the 
specific circumstances of the child and each 
specific medical setting. 

Some consultations are quickly resolved by 
disseminating general information to the pa­
tient or the parents (Roberts & Wright, 1982). 
Many observed behavioral problems are the 
result of inconsistent parenting. Parents may 
simply need to read a basic book on parenting 
skills, or specific parent training may be neces­
sary. Parents may need information about how 
to conduct toilet training, how to cope with 
chronic pediatric illnesses or disabilities, or 
how to explain death to children. A list of good 
readings on a number of commonly seen prob­
lems can be a valuable resource for parents and 
children. Roberts and Wright (1982) provided a 
list of good books on a variety of pediatric 
areas, some hospitals have family libraries that 
contain good resource books, and many chil­
dren's bookstores are also a good source. 

Before the psychologist implements any treat­
ment program, the medical staff needs to be 
informed about the proposed treatment pro­
gram and the rationale for the program. One 
should not rely on the referring physician or 
the nurse to read any chart notes made by the 
consultant. Consultation notes are typically 
short, less than one page; longer notes may not 
be read in their entirety. Therefore, it is useful 
to communicate the psychological subtleties 
of the consultation to the referring physician in 
person. 

Enlisting the support and cooperation of the 
nursing staff is particularly important to the 
successful intervention of behavioral therapy 
programs. The nursing staff has the most sus­
tained contact with patients. Often, the nurses 
are asked to help in the charting of the pro­
gram. It is easy for medical staff to inadver­
tently, or even deliberately, sabotage a behav­
ioral program. If the medical staff do not fully 
understand the rationale for the program, they 
may decide that the program is too time-con­
suming, given their other duties; that it won't 
be helpful to the child; or that it will harm the 
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child. Also, nurses are generally taught a "ten­
der-loving-care" approach to patients that may 
conflict with behavioral prescriptions. For ex­
ample, in one behaviorally based feeding pro­
gram, a 20-month-old was turned to the wall 
for 15 seconds if he didn't take a bite of the 
offered food. He was rewarded for eating the 
food with the opportunity to play with a novel 
toy. One nurse felt that turning the child to the 
wall was too cruel and refused to help with the 
program. Once the rationale for the program 
was explained and the success of the positive 
and negative consequences was demonstrated, 
the nurse became more willing to participate in 
the program. Taking the short amount of time 
necessary to identify the primary nurses of the 
child, inform them about the rationale for the 
treatment program, and describe the program 
can lead to the success of the program. A de­
tailed description of the program can be inserted 
into the nurses' book of patients, cardex, or 
nurses' patient information book in order to 
reach nurses who work on the night shift or on 
weekends. 

Many treatment programs necessitate the 
collaboration of medical and psychological pro­
fessionals. Children with chronic illness should 
be evaluated and followed by a physician fa­
miliar with the disease process. For example, a 
noncompliant diabetic 13-year-old male was re­
peatedly admitted to the hospital for ketoacido­
sis (high blood sugar). The patient needed to be 
carefully monitored by a physician to deter­
mine his medical condition and to adjust insu­
lin levels as necessary. The psychological con­
sultant met with the family and found that the 
boy was noncompliant with medication partly 
because of normal adolescent needs to be inde­
pendent. Although some of the struggle for 
independence was manifested between the boy 
and his mother, the medical staff also contrib­
uted to the problem by colluding with the 
mother and treating the adolescent as if he were 
still 6 or 7 years old by not allowing him to take 
the responsibility for his treatment and by 
dealing only with the mother when they talked 
about his disease process. The consultant 
worked with the family members in family 
therapy sessions, using some individual ses-
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sions for specific problems. The adolescent re­
ceived some individual sessions to help him 
learn more adaptive ways to assert his inde­
pendence. In addition to the family, the consul­
tant also worked with the medical team mem­
bers to remediate their contributions to the 
power struggle. 

The above scenario, which describes a type 
of problem that is not uncommon, demon­
strates a number of strengths that the psychol­
ogist can bring to the pediatric setting. The 
consultant can evaluate the contribution of de­
velopmental issues to the exhibited symptoms. 
The psychologist can also evaluate the symp­
tom of the identified patient from more than an 
individual perspective. For example, the rela­
tive contribution of the various systems with 
which the patient is involved may be assessed. 
These systems include the medical team, the 
family, the social support system, and the 
school. Interventions can be made on a sys­
temwide level as well as on an individual level 
(Libow, 1985). 

In order to maintain a systemwide perspec­
tive, it is important for the consultant to avoid 
an overidentification with the medical system. 
There is a tremendous pull for the psychologist 
to become enmeshed in that system. Hospitals 
generally move at a fast pace, and there is a 
great pressure to take immediate action and to 
resolve the patient's symptoms immediately 
(Elfant, 1985). It is easy for a psychologist to get 
caught up in the pace and to feel a need to 
intervene and "fix" the patient (Faust, 1983). In 
addition to personal pressures to solve the pa­
tient's problems, the consultant may also expe­
rience implicit or explicit pressure from the 
family, the patient, and other medical staff in­
volved in the patient's care. It may become diffi­
cult to take the time necessary to evaluate the 
patient fully. At times, the symptoms that the 
medical staff see as dysfunctional may be adap­
tive for the family. For example, parents who 
continually question the decisions of the physi­
cian may be viewed as being "uncooperative," 
yet the questioning may be quite adaptive for 
the parents because it gives them a sense of 
control. The consultant who is too involved 
with the medical system may also label the 
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parent as being "uncooperative" and may at­
tempt to change the adaptive behavior, rather 
than to help the medical staff to understand 
the parents' coping mechanisms. The consul­
tant should recognize that every system exerts 
a pull toward membership and to evaluate con­
tinually the degree to which he or she is overin­
volved with either the medical system or the 
patient and family system. 

Developing a Consultation Service 

There are a number of innovative ways for 
the psychological consultant to become part of 
the hospital system and to educate physicians 
subtly about the roles that psychologists can 
play in a medical setting. The best education for 
physicians about the services a psychological 
consultant can provide is through a demon­
stration of those services. In addition to per­
forming physician-referred inpatient consulta­
tions, the psychologist can provide a number 
of other services. The psychological consultant 
can offer to be in attendance at outpatient 
clinics during specific times in order to provide 
immediate consultation for patients with psy­
chosocial problems. For example, in one hospi­
tal, psychologists attend the Adolescent Medi­
cine Clinic one morning a week. Patients with 
suspected psychosocial problems are sched­
uled during this time. During this clinic, resi­
dents read medical charts, write chart notes, 
and consult with the attending physician and 
the consultant in one central room. The arrange­
ment provides an opportunity for the psychol­
ogist to raise questions about potential psycho­
social issues with residents on cases that may 
not be directly identified as including psycho­
logical problems. The consultant can also offer 
ideas about how residents can deal effectively 
with difficult patients. Through these informal 
interactions, the consultant is able to provide 
additional education about the interaction of 
psychological and physical symptoms. In our 
experience, medical residents quickly grow to 
appreciate the new perspective that the psy­
chological consultant provides, and they begin 
to use the consultant's services more frequently. 

Similar services can be provided in almost any 
outpatient clinic. 

The psychological consultant can also attend 
the focused medical rounds held for inpatient 
units or for different disease services, such as 
hematology-oncology. In these meetings, pa­
tients are discussed, and treatment plans are 
developed. PsycholOgical consultants can pro­
vide information about the psychosocial as­
pects of the patients, which may have an effect 
on treatment plans. By attending regular rounds, 
psychologists can also identify patients who 
may benefit from psychological intervention 
before a major crisis is reached. The psycholo­
gist's presence at regularly scheduled meetings 
helps to formalize their function in the unit 
(Koocher, Sourkes, & Keane, 1979). 

A more formalized way to provide training 
about the interaction between psychological 
and physical issues for medical residents is for 
the residents to have a rotation through the 
hospital's psychiatry or psychology depart­
ment. This rotation can include a number of 
training experiences. Medical residents can 
participate in group sessions on the inpatient 
psychiatry unit. The can also see patients with 
inpatient psychiatrists. The residents can also 
attend training seminars. These seminars may 
include participation in a family therapy team. 
In one hospital, family medicine residents sit 
behind a one-way mirror and participate as 
members of a family therapy resource team for 
the primary therapist, who actually sees the 
family. In some cases in which there are com­
plex medical and psychological issues, the resi­
dent may also serve as a cotherapist with a 
psychologist or a psychology intern. Residents 
can participate in a variety of groups, such as 
therapy groups for sexual offenders or medical 
staff support groups for members of partic­
ularly stressful specialties such as hematol­
ogy-oncology units. In one institution, resi­
dents and psychology interns see the residents' 
medical patients together. The psychology in­
terns learn how physicians normally function 
in medical contexts, and the medical residents 
learn how different psychological interven­
tions can be helpful with a wide variety of 
patients and medical problems. For instance, a 
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psychology intern was able to demonstrate 
simple relaxation and distraction techniques 
while the medical resident was putting stitches 
in a patient's finger. Such experiences expose 
the residents to a wide variety of psychological 
services. The residents are not expected to 
learn how to provide sophisticated psychologi­
cal interventions, but rather to learn when it 
may be appropriate to refer patients for psycho­
logical services and how to handle simple pa­
tient issues themselves more effectively. 

Psychologists can also provide training for 
medical personnel through presentations to 
medical school classes and during grand rounds. 
Grand rounds are open presentations that are 
attended by attending physicians, medical resi­
dents and students, and community physicians. 

Relationships with Other 
Professionals 

It is important for the psychological consul­
tant to develop a network system with all of the 
many professionals who work within the hos­
pital setting. Generally, the relationship be­
tween child psychiatrists and pediatric consul­
tation and liaison psychologists is a supportive 
one. The more psychodynamic model of child 
psychiatry is not as amenable to the quick in­
terventions necessary in hospital consultation 
work. The behavioral intervention model, used 
most commonly by psychologists, is often bet­
ter suited to the types of problems seen in 
inpatient medical settings. Therefore, many 
child psychiatry departments have opted not 
to pursue inpatient medical consultations. Of­
ten, psychologists and psychiatrists work co­
operatively in the hospital setting because each 
professional model is more appropriate to dif­
ferent types of cases. The psychological con­
sultant uses the child psychiatrist's expertise in 
long-term psychotherapy and psychotropic 
medication for children with severe psycho­
pathology. The child psychiatrist uses the psy­
chologist'S expertise in short-term behavioral 
programs for children with well-defined behav­
ioral disorders. This type of division of services 
helps to maintain a supportive relationship be-
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tween the two disciplines. Unfortunately, in 
settings where there have been turf issues be­
tween psychiatrists and psychologists, the con­
sultation and liaison service generally suffers. 
In these turf battles, the psychiatrists do not 
want psychologists to practice in the hospital, 
but they also frequently do not provide their 
own consultation service. Therefore, the pa­
tients are the ones who suffer. Friendly discus­
sions between psychologists and psychiatrists 
about a division of labor, along with sincere 
demonstrations of mutual respect and frequent 
referrals to each other, go a long way toward 
preventing meaningless turf battles. 

Other professionals can also be extremely 
helpful to the psychological consultant. Hospi­
tal social workers can find the necessary re­
sources (such as low-income housing and food 
supplements) for patients and their families. 
Working in tandem with social workers can 
also alleviate some of the stresses that both 
kinds of professionals experience in today's fi­
nancially strapped environment. Both may 
have too many patients to see. By combining 
resources, social workers and psychologists 
can provide specialized services to patients 
without duplicating their efforts. If the hospital 
has a child life service, it can also be extremely 
helpful. Child life workers are often skilled in 
medical play with children and through this 
play can help children express anxieties, famil­
iarize them with different medical procedures, 
and help them to gain a greater sense of control 
and mastery. Again, by coordinating services, 
the different professionals avoid overlapping 
their services and instead complement each 
other's efforts. Each professional is able to ob­
tain different information from the patient, and 
by sharing the information gained, all profes­
sionals can construct a more complete picture 
of the patient. 

Likewise, schoolteachers who work in the 
hospital can be a valuable resource. For exam­
ple, the teachers can help provide special atten­
tion to a child who needs additional structure 
during the day while in the hospital. A patient 
advocate can also help to find resources within 
the hospital system to help address the needs 
of patients and their families. Patient support 
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groups can also provide useful services to pa­
tients, such as information about their disease 
or the support of others with the disease. For 
example, when one 9-year-old boy was hospital­
ized for two months with a number of infectious 
disease processes and was growing increas­
ingly depressed and irritable, the different ser­
vices got together and made out a daily sched­
ule for him. With the cooperation of a child life 
worker, the schoolteacher, the social worker, a 
nurse, the chaplain, a psychology postdoctoral 
fellow, and a psychologist, the child's daily 
schedule became full. The psychologist served 
as the coordinator of the program and kept in 
touch with the various other professionals. Be­
cause of the variety of individuals working 
with the child, more information was gained 
than if only the psychologist had seen the 
child. For example, the child life worker was 
able to identify some of the child's medical 
fears, such as the fact that he was afraid of 
getting a blood transfusion. The psychologist 
was able to encourage the physician to explain 
to the child why blood was being given to him, 
and the psychologist helped the child to deal 
with his fears. 

Each hospital setting has its own resources. 
It can be difficult to locate all of the services 
available to the patients. It also takes time to 
determine which resources are the most bene­
ficial and reliable. When entering a new hospi­
tal system, the consultant may want to contact 
the directors of the various services to ex­
change information on the services that the 
psychological consultant can provide and the 
services provided by the contacted service. 
Professionals who have worked in hospitals for 
a time can also help identify which services are 
most helpful. 

Summary 

Providing psychological services to a pedi­
atric hospital presents a number of challenges. 
The psychologist needs to learn how to func­
tion within the medical system, which has a 
different hierarchical structure, rules, and lan­
guage from traditional psychological systems. 

The entering consultant needs to maintain a 
delicate balance between understanding and 
being able to work within the medical system 
while still maintaining enough distance to be 
able to make interventions in that system. See­
ing patients in an inpatient medical system is 
also different from seeing patients in a tradi­
tional psychological setting. Psychological con­
sultants need to learn how to work within this 
new setting, which often necessitates great 
flexibility and creativity. 

Certainly, working in a hospital provides a 
number of rewards. The setting continually 
provides new challenges, and the consultant is 
given the opportunity to work on a wide vari­
ety of cases. Additionally, the psychological 
consultant comes into contact with a wide vari­
ety of other health professionals. These con­
tacts provide the consultant an opportunity to 
learn to view the patient from different per­
spectives. The consultant can continue to learn 
about psychology through the teaching of psy­
chological principles to other professionals. 

Appendix 

Sample Psychological 
Consultant's Chart Note 

Susan, a 16-year-old white female, was referred by 
Dr. Smith for an assessment of the level of her de­
pression and her risk for suicide. Patient was admit­
ted to the hospital for ingestion of 30 Tylenol tablets. 
Patient was interviewed alone for 30 minutes, and 
mother was interviewed with child for 15 minutes. 
Patient was initially reticent to talk and fearful. By 
the end of interview, patient was more open to dis­
cussing feelings and agreed to have psychologist 
return to continue discussion. Mother was coopera­
tive and appeared to be very worried about daugh­
ter's feelings of depression. 

Past History 

Patient is oldest of four children in the family. 
Parents are divorced, and she has not seen the bio­
logical father in 10 years and stepfather in past 6 
months. Patient reports she has made one previous 
suicide gesture. She reports she took 10 aspirins after 
a fight with her boyfriend. After taking the pills, she 
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called her boyfriend. She was not hospitalized after 
this attempt. 

Patient reports she has had several arguments 
with her mother concerning boyfriend, staying out 
late, and poor grades. She is now a sophomore at 
Central High School. Her grades have dropped from 
a "8" to a "D" average in the past 9 weeks. She broke 
up with her boyfriend approximately 1 week ago. 
Patient has lost 5 pounds and reports problems fall­
ing asleep at night in the past few weeks. 

Present Problems 

Patients reports taking the 30 Tylenol tablets after 
seeing her boyfriend at a movie with his new girl­
friend. She reports feeling very sad and angry with 
her boyfriend and feeling like she would not "ever 
have anyone as awesome as he is." Patient returned 
home and argued with her mother about not doing 
household chores. Patient went to the bathroom, 
took the pills, and told her mother. She was then 
transported to Children's Hospital. Patient stated 
she was upset but did not want to die; she took the 
pills because she was angry. Patient appears tearful 
and expresses feelings of helplessness and hopeless­
ness in terms of relationships. She often blames 
others for her problems (peers, school, etc.). Patient 
does have several close girlfriends and is planning to 
start a "part-time" job in 1 week. 

Evidence of Moderate Depression 

1. Weight loss 
2. Sleep disturbance 
3. Feeling hopeless/helpless in relationship. 

Suicide Gesture-Low Risk 

1. Patient did not view 30 Tylenol as a lethal dose. 
2. Patient denies wanting to die. 
3. Patient was in a situation in which detection 

was almost certain. 
4. Patient immediately informed mother of taking 

pills. 

Do not feel patient is high risk for suicide in hospi­
tal-does not require suicidal precautions on ward. 

Patient stated she would not try to kill herself 
again and was anxious to be discharged from hospi­
tal. She has agreed to a no-suicide contract and to 
talk with friends or mother if feeling sad again. 
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Recommendations 

Will make referral to guidance center. Mother has 
agreed to counseling. 
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CHAPTER 12 

Critical Issues in Consultation 
and Liaison 
Adults 

Linas A. Bieliauskas 

Introduction 

Before about 15 years ago, psychological con­
sultation in medical settings was primarily ser­
vice-oriented under the aegis of departments 
of psychiatry. Thus, its main function was seen 
as providing psychometric services in support 
of psychiatric interests, both in terms of clinical 
services and in terms of research. An ancillary 
service was brief intervention consultation, 
usually behavioral in nature, designed to alter 
specific patient or staff behaviors to encourage 
compliance with varying treatment regimens. 
The psychologist in such a setting was, by ne­
cessity, relegated to such interests, and most 
effort was directed to issues of psychopathol­
ogy and interventions with psychiatric pa­
tients. 

Since then, the situation has gradually 
changed, with relatively independent psycho­
logical services established in Veterans Admin-

Linas A. Bieliauskas • Veterans Administration Medi­
cal Center and University of Michigan, Ann Arbor, Michi­
gan 48105. 

istration (VA) hospitals, the establishment of 
semiautonomous sections of psychology in de­
partments of psychiatry, the establishment of 
appointments for psychologists in medical de­
partments other than psychiatry (such as fam­
ily practice, neurology, and obstetrics-gynecol­
ogy), the provision of specialized services (such 
as neuropsychology and pain management), 
and even the establishment of independent de­
partments of psychology in medical schools 
and on hospital staffs. 

It is particularly appropriate to focus on criti­
cal issues in psychological consultation in these 
changed relationships in medical settings be­
cause it then becomes clear that the research 
component of psychology has played at least as 
important a role as the clinical service compo­
nent in fostering the developments outlined 
above. Our medical colleagues have come to 
recognize the important role of psychological 
factors in illness for understanding etiology, 
symptom presentation, and effective treatment, 
through a demonstration that careful research 
design and the effective measurement of be­
havior provide evidence that was previously 
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unattainable by an exclusive reliance on theo­
retical notions that would occasionally seem 
fanciful or inextricably complex. It is my thesis 
that it is the development of psychology within 
the scientist-practitioner model that has fos­
tered the growth of its involvement in medical 
settings. 

Though the practice of traditional clinical 
psychology still makes a strong and valuable 
contribution in medical settings, psychology 
has evolved much more into a role better de­
scribed as behavioral science, in the context of 
studying and providing solutions to specific 
problems defined by particular medical ap­
proaches, illnesses, and specialty practice. To 
identify general critical issues in psychological 
consultation, one should ask, "What is needed 
and desired by the medical practitioner re­
questing consultation and how can this best be 
provided?" An outline developed by Weinman 
(1981) provides a good framework of reference. 
He divided psychological involvement in medi­
cine into five areas: 

1. Changes in behavior associated with such 
factors as aging, psychiatric illness, and 
neurological impairment. 

2. The role of psychological factors in the 
etiology of medical problems. 

3. Doctor-patient relationships. 
4. The patient's response to illness and treat­

ment. 
5. Psychological approaches to treatment. 

Because these areas no longer involve only tra­
ditional issues for clinical psychologists, in­
volvement frequently requires reeducation in 
the types of entities that are the subjects of 
inquiry, and often, there is a need to become 
familiar with methodological procedures that 
are not traditionally learned in psychological 
training. As this chapter is designed to address 
practical day-to-day issues in consultation, I 
will draw on examples from our own clinical 
and research practice to illustrate specific ques­
tions and the approaches used to solve them, 
rather than survey the voluminous literature 
available. I will touch briefly on each of the 
points of the outline, with attention to the clini­
cal and scientific issues raised. 

Changes in Behavior Associated with 
Factors Such as Aging, Psychiatric 

Illness, or Neurological Impairment 

The contributions of clinical psychology to 
understanding psychiatric illness and its treat­
ment are well known, and I will not dwell on 
them here. Psychological contributions to the 
understanding of the behavioral changes in 
aging have ranged from understanding how 
the prevalence and appearance of psychopa­
thology change in the elderly to how age-re­
lated changes in the functioning of the brain 
affect various behaviors. Because many of the 
latter contributions interrelate with neurologi­
cal illnesses, let me focus on the types of re­
search about patients with neurological im­
pairment by citing examples of some of our 
own research, which uses psychological knowl­
edge to elucidate the course of neurological 
disease. 

It is clear that patients with Parkinson's disease 
(PO), a not uncommon degenerative neurological 
disease among the aged, have a high prevalence 
of psychological depression, ranging from 39% 
to 90% in different studies (Bieliauskas, Kla­
wans, & Glantz, 1987). Some researchers also 
feel that this depression is related to changes in 
cognitive function associated with dementia in 
these patients (Passafiume, Boller, & Keefe, 
1986). If such a relationship exists, it has signifi­
cant implications for psychological consulta­
tion; that is, identification of the onset of de­
pression may also be an indication of a more 
precipitous decline in cognitive abilities with 
an untoward prognosis. 

We developed a protocol for cognitive eval­
uation and evaluation for depression in order to 
investigate the link between the two. I cannot 
overstate the importance of traditional psycho­
logical knowledge in the identification of the 
appopriate tests of clinical depression as well 
as more contemporary knowledge and meas­
urement of the cognitive deficits typical in pa­
tients with PO, or elderly patients in general, as 
well as the importance of incorporating a re­
spectable research design to answer questions 
that may be of critical clinical importance. We 
measured depression in these patients using 



CHAPTER U • ADULT CONSULTATION AND LIAISON 189 

the Minnesota Multiphasic Personality Inven­
tory (MMPI) D scale, one that we felt was far 
superior to obvious self-report measures of de­
pression, and we measured a variety of cogni­
tive functions. We found that approximately 
75% of our patients were depressed (a finding 
confirming earlier reports), but that the depres­
sion did not relate to cognitive impairment (a 
finding disconfirming earlier speculation that 
depression and dementia in PD were signifi­
cantly related) (Bieliauskas & Glantz, 1989). In 
the course of this investigation, we also found 
that the MMPI D scale could be accurately ap­
proximated by the use of a shortened 20-item 
depression scale (Bieliauskas & Glantz, 1987). 
Finally, it is also known that many patients 
with PD who are undergoing standard medica­
tion treatment incur hallucinations after about 
four years. Using relatively standard MMPI­
like measures, we developed a protocol that 
was able to predict accurately those patients 
who were at risk for hallucinations in the short 
run (Glantz, Bieliauskas, & Paleologos, 1986; 
also see Figures 1 and 2). 

On a referral basis, when we are asked for 
consultation by neurology for patients with PD, 
we can now render a rapid assessment of 

psychological depression and the risk of hallu­
cinosis within the context of the measurement 
of cognitive abilities. The development of the 
ability to provide such information, based on 
evidence, required an education in principles 
of neuropsychology, a knowledge of the cogni­
tive aspects of PD, and a familiarity with tradi­
tional psychological information. 

Whereas this is an example of the systematic 
development of a consultative information base, 
let me give a case example in which a spe­
cialized cognitive assessment, along with more 
traditional clinical psychological measurement, 
provided information crucial to consultation 
for a patient with neurological disease. A neu­
rologist had a patient with amyotrophic lateral 
sclerosis (ALS), which, in its later stages, fre­
quently involves the central nervous system. 
This young woman came to him complaining 
of memory problems. Cognitive testing docu­
mented the memory deficit-in this case, low­
ered subtest scores on the Wechsler Memory 
Scale. A year later, the patient complained that 
her memory was getting worse. Cognitive reeval­
uation documented the same memory prob­
lems as before, but with no progression (see 
Table 1). MMPI data, however, in addition to 
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Figure 1. MMPI mini-mult profiles for patients with PO with (Hall/Del) and without (No HalllDel) evidence of hallucina­
tions/delusions. 
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Figure 2. MMPI mini-mult profiles for patients with PO with subsequent (Fut. HID), concurrent (Now HID), and no (No 
HID) hallucinations/delusions. 

other tests such as the Rorschach, revealed the 
presence of significant distress and possible 
contributing interpersonal relationship diffi­
culties (Figure 3). An interview then confirmed 
that there were significant marital relationship 
problems and that the patient's memory diffi­
culties could be seen not as increasing but as 
reflecting her subjective impressions of inter­
personal strife. A recommendation for referral 
for marital counseling was made. Consultation 
with the neurologist thus provided both reas­
surance about the possible progression of cen­
tral nervous system involvement and a referral 
source for aiding the patient in dealing with her 
symptomatic complaints. 

In terms of consultation regarding changes 
related to aging, psychiatric illness, or neuro­
logical impairment, the above examples em­
phasize the need for medical-specialty-based 
evaluations (in this case, neuropsychological 
assessment) that can document cognitive defi­
cits and can compare levels of cognitive func­
tioning over time, can evaluate the presence or 
development of psychopathology by means of 
traditional clinical psychology instruments, 
and can employ research protocols to develop 
evidence-based information that will enable 
the referring phYSician to provide optimal pa­
tient treatment. 

The Role of Psychological Factors 
in the Etiology of Medical Problems 

This is a controversial area of service and 
research. Psychological influences on tradi­
tional risk factors such as smoking and alcohol 
consumption are well accepted as contributory 
to diseases such as cancer or heart disease. 
However, direct psychological influence on dis­
ease etiology is not widely accepted by physi­
cians and is often viewed with considerable 
skepticism. Nevertheless, the use of psycho­
logical approaches has begun to make mean­
ingful contributions to questions of the etiol­
ogy of physical changes. 

Some time ago, we participated in a study 
that was designed to test the hypothesis that 
depression is a precursor of cancer. It was nec­
essary to know that cancer frequently requires 
long incubation periods, that its occurrence can 
influence psychological responses, and that 
other risk factors may obscure any psychologi­
cal roles. Which comes first, then, depression 
or cancer, and are they related? A review of the 
literature to date suggested that there was no 
good evidence that cancer patients were more 
depressed than anyone else (Bieliauskas & 
Garron, 1982), despite popular notions to the 
contrary. It also indicated that case control de-
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Table 1. Cognitive Data for a 27-Year-Old Female with ALSa 

Testing one 
Initial testing year later 

PPVT IQ (100 ± 15) 131 134 
Wechsler Memory Scale Memory Quotient (100 ± 15) 87 89 

I. Information (6) 6 6 
II. Orientation (5) 5 5 

III. Mental Control (9) 5 6 
IV Logical Memory (13) 2.5 3.5 
V Digit Span (10) 8 9 

VI. Visual Memory (13) 10 16 
VII. Associate Language (21) 16 16 

A. Associate Recognition (4) 4 4 
B. Object Memory 

Naming (10) 10 10 
Recall (10) 6 5 
Recognition (10) 10 10 

C. Social Judgment (7) 7 7 
D. Sentences (7) 7 7 
E. Stereognosis 

Right (3) 3 3 
Left (3) 3 3 

F. Praxis 
Right (3) 3 3 
Left (3) 3 3 

G. Reading (2) 2 2 
Comprehension (2) 2 2 
Dictation (2) 2 2 

H. Figure Copying (3) 3 3 
I. Finger Tapping 

Right (45) 57 51 
Left (40) 46 45 

J. Right-Left (12) 12 12 

'PPVT and Wechsler Memory Scale tests indicate norms in parentheses; remaining tests indicate maximum 
expected performance in parentheses. 

signs were inappropriate to answer the ques­
tion of etiology. Instead, it was appropriate to 
use a prospective research design that, de­
scribed remote pre morbid data if that were pos­
sible. Luckily, we had such a sample available 
from a long-term study of heart disease, which 
included early psychological data and medical 
follow-up over a 17-year period. Using a high­
point 0 profile on the MMPI as an indicator of 
depression, we found approximately a dou­
bling of risk of death from cancer over the 17-
year period associated with initially measured 
depression (Shekelle, Raynor, Ostfeld, Garron, 
Bieliauskas, Liu, Maliza, & Paul, 1981). Further 
analysis revealed that this doubling of risk did 

not change when the intervening years were 
divided into tertiles, a finding suggesting that 
the depression predated the cancer, rather than 
being a simultaneous state. Age, smoking, and 
alcohol consumption did not change this risk 
ratio. Subsequent analyses of the same data 
revealed that the doubling of risk applied to 
cancer morbidity as well as mortality (Persky, 
Kempthorne-Rowe, & Shekelle, 1987). It should 
be added that such a design required the use of 
odds ratios, as well as measures of prevalence 
that are not the same as the traditional statistics 
used in case control studies. In fact, our pa­
tients who died of cancer, as opposed to those 
who did not or who died of other causes, had a 
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Figure 3. MMPI data for a 27-year-old female with ALS. 

statistically higher score on the MMPI D scale 
at only the p < .05 level, a result that would 
hardly be meaningful in such a design. In fact, 
the depression measured seemed to apply to a 
state of chronic distress rather than clinically 
significant depression (Bieliauskas & Shekelle, 
1983). 

From a more traditional point of view, psy­
chological conflict has been regarded as po­
tentially etiological for various symptoms and 
patient complaints. Though perhaps not as 
prevalent as described during the zenith of 
psychoanalytic thought, such cases continue to 
occur. The example I will use here is a patient 
who presented with multiple physical com­
plaints, including heart problems, breathing 
difficulties, skin irritation, and difficulties with 
memory and concentration. The patient was a 
strong, muscular man who felt that his symp­
toms were caused by exposure to a drain-clean­
ing chemical compound. The written list of 
symptoms he presented filled five pages of 
single-spaced text. A medical examination was 
inconclusive, and a psychological evaluation 
was requested. The neuropsychological proto­
cols revealed no noticeable cognitive impair­
ment. However, traditional personality test in­
struments such as the MMPI (see Figure 4) and 
the Rorschach revealed a hypochondriacal com­
ponent in the patient's symptoms, which sug­
gested a strong psychological etiology, well be-

Figure 4. MMPI data for a 50-year-old male with multiple 
somatic complaints. 

yond that which might be expected from any 
physical cause. The patient was treated primar­
ily on a psychological basis rather than sub­
jected to an endless variety of medical tests 
searching for elusive physiological changes. It 
should be emphasized here that the absence of 
hard medical findings or the ambiguous medi­
cal findings that may be found in any segment 
of the general population is not sufficient to 
attribute causation to psychological-emotional 
factors alone. Psychometric assessment can 
provide the appropriate "rule-in" evidence that 
prevents mistakes made simply on the basis of 
an absence of medical findings, while simul­
taneously offering a rationale for psychological 
intervention. 

It is thus emphasized that appropriate de­
sign and analysis methodologies are crucial in 
various aspects of studying medical disease 
and in arriving at clinically meaningful conclu­
sions. It is also emphasized that the design 
approach was paired with traditional psycho­
logical assessment instruments in the examples 
I have given. The application of psychological 
techniques alone, without the pursuit of a 
meaningful question in an appropriate design, 
would not have provided the answers sought. 
In a clinical sense, it certainly made a differ­
ence in terms of how patients with cancer or 
ambiguous somatic symptoms were treated; 
instead of viewing depression as an inevitable 
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consequence of disease, it can be viewed as a 
treatable entity. Somatic symptoms may also be 
viewed, in a more chronic sense, as a lifestyle 
component that may predispose one to health 
risk. In either case, the psychological contribu­
tion to physical change was clarified and pro­
vided useful tools that had not previously been 
available in consultation services. 

Doctor-Patient Relationships 

Great detail isn't necessary here, as many 
research strategies have been used to demon­
strate that certain variables in the relationship 
of the physician to the patient are crucial to 
patient attitudes, to compliance with medical 
regimens, and even to patient desires. For ex­
ample, in one of our studies, we found that, in 
patients with multiple sclerosis, attitudes such 
as personal life satisfaction, self-addressed 
coping effectiveness, and satisfaction with 
treatment and personnel facilities were related 
to life events and illness symptom stressors, 
but that this relationship varied by various de­
mographic and psychological moderating fac­
tors, such as increased knowledge of the dis­
ease, decreased general anxiety, and aging 
(Counte, Bieliauskas, & Pavlou, 1983). The mea­
sures used were the Social Readjustment Rat­
ing Scale (Holmes & Rahe, 1967), the State-Trait 
Anxiety Scale (Spielberger, Gorsuch, & Lushene, 
1970), and self-developed indexes. Beyond the 
use of traditional psychological tests and new 
ones, the number of variables was great enough 
and complex enough so that stepwise multiple­
regression techniques needed to be used to 
define the relationships that were present. The 
techniques were selected because they offered 
both an estimate of the combined influence of 
all independent variables and the relative con­
tribution of each independent variable, statis­
tically controlling for the association of other 
variables. Though the study was descriptive, 
all the factors of design, a knowledge of the 
disease, the traditional and innovative use of 
psychological tests, and the use of appropriate 
statistical analysis were crucial in obtaining an­
swers. 

To discuss briefly several other general issues 
regarding physician-patient relationships, 
studies have found that, when physicians are 
surveyed about whether to tell a dying patient 
of the terminal nature of an illness, the major­
ity of them feel that the patient should not be 
told. When patients are similarly surveyed, the 
overwhelming majority of them wish to be 
told. This is an example of research contribu­
tions that explore commonly held beliefs and 
that provide a clear illustration of how physi­
cians relate to their patients. Similarly, studies 
of compliance with medical regimens have 
found that the application of operant condi­
tioning paradigms significantly affects compli­
ance with regimens. These kinds of research 
contributions augur well for the impact of psy­
chological consultation on maximizing the bene­
fits of patient care. 

The Patient's Response 
to Illness and Treatment 

The psychological effect of an illness on a 
patient and thus on the course of the illness is 
an important consideration in effective medical 
care. For example, Pancheri, Ballaterra, Mat­
teoli, Cristofari, Polizzi, and Puletti (1978) re­
ported that patients who present for treatment 
of myocardial infarction have significantly dif­
ferent (elevated) MMPI profiles if they are con­
sidered "well" 10 days later than if they are "not 
improved" 10 days later. Such approaches can 
yield significant data on which patients are at 
risk for medical complications on a psychologi­
cal basis. On a case example level, let me illus­
trate how such an approach can be used. Figure 
5 shows the MMPI profile of a 57-year-old male 
who was evaluated before a cardiac catheteriza­
tion procedure. The MMPI suggested a consid­
erable potential for distress and anxiety. When 
placed in the coronary intensive care unit after 
the procedure, the patient decompensated and 
caused considerable medical problems for him­
self and for the caring staff, such as tearing out 
intravenous lines and trying to jump out of his 
bed. Fortunately, the staff had been prewarned 
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Figure 5. MMPI data for a 57-year-old male before cardiac 
catheterization. 

and had the personnel and equipment avail­
able to handle the problem. 

Let me also touch on the development of new 
instruments that measure patients' responses 
to illness and treatment. At our medical center, 
Leavitt, Garron, Whisler, and Sheinkop (1978) 
developed a questionnaire designed to meas­
ure lower back pain. This instrument consists 
of verbal descriptors of pain and is a much 
extended version of the well-known Melzack­
Torgerson Pain Questionnaire (Melzack & Tor­
gerson, 1971). As pain is a purely subjective 
phenomenon, such an instrument provides a 
reliable way to measure an entity that is quite 
ineffectively addressed by designations as gross 
as "mild," "moderate," or "severe." Patients 
with organic findings can be assessed pre- and 
postsurgery, for example, so that the success of 
the operation can be ascertained. Patients whom 
physicians elect to treat medically or pallia­
tively can also be assessed at different points in 
time for the effectiveness of the intervention. 
The scale of Leavitt and Garron has been shown 
to differentiate patients with and without de­
monstrable organic disease (Leavitt, Garron, 
DJ\ngelo, & McNeill, 1979), to differentiate pa­
tients with genuine versus simulated pain (Lea­
vitt, 1985), and to aid in assessing the contribu­
tions of stressing life events and psychological 
disturbance in patients with low back pain 
(Leavitt, Garron, & Bieliauskas, 1980). The clin­
ical impact of developing such instruments is 

obvious in determining and evaluating various 
treatment approaches and illustrates, again, 
how psychological measures can be used in 
treating medical or pseudomedical disease. 

Approaches such as these are extremely im­
portant to effective medical care as they help to 
make subjective patient behaviors less ambig­
uous. Traditional instruments have their place, 
whereas in other cases, new, innovative meas­
ures need to be developed. Consulting psy­
chologists, with their traditional and research 
skills, remain in the forefront of meeting these 
real needs in the medical setting. 

Psychological Approaches 
to Treatment 

This is perhaps the best currently known 
aspect of psychology's consultative role in medi­
cal care. The impact of biofeedback treatment 
for headache, back pain, neuromuscular re­
education following stroke, and syndromes 
such as spastic dysphonia are well documented. 
Approaches to modifying behavioral risk pat­
terns for heart disease, asthma, obesity, and 
possibly hypertension are strong areas of cur­
rent research. Psychologists are also involved 
in providing special support services to pa­
tients with disabling diseases such as Parkin­
son's disease, multiple sclerosis, and cancer, 
and to families of patients with Alzheimer's 
disease. Patient protocols are generally part of 
any such treatment and are amenable to data 
analysis to determine the effectiveness or inef­
fectiveness of intervention methods. 

Let me give just one example of how specific 
clinical methods can be used to ameliorate 
symptoms. A 45-year-old radiologist who had 
undergone a right temporal lobectomy to re­
move a tumor sought treatment for difficulties 
with attention and scanning, sustained concen­
tration, leisure reading, driving, and self-mon­
itoring in social situations. A neuropsychologi­
cal evaluation conducted 2.5 years postsurgery 
revealed impaired visual-spatial memory, inef­
ficiency in general visual scanning, a mild left­
sided neglect, and diminished social perception. 
This pattern of deficits was seriously debilitat­
ing to an individual whose primary work de-
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pended on reading and interpreting brain scans. 
At this time, the radiologist also underwent an 
independent evaluation of his abilities at another 
medical center and was found to have approx­
imatelya 20% error rate in reading such scans. 
We initiated a four-month cognitive retraining 
program that was tailored to his specific neuro­
psychological deficits, using a pre- and post­
test protocol, much as I described earlier, and 
tasks that we devised, based on the evaluation 
of his deficits. These included specific methods 
to improve attention and the substitution of 
verbal cues for visual ones in ensuring a com­
plete scanning of radiological photographs. At 
the termination of treatment, improvements 
were observed in follow-up neuropsychologi­
cal data, behavioral observations made by the 
patient's wife, and efficiency on work-related 
tasks. An independent follow-up evaluation of 
the patient's ability to read brain scans showed 
a 0% error rate (Rao & Bieliauskas, 1983; see 
Table 2). 

This is only one example of detailed patient 
protocols, based on knowledge of cognitive as­
pects of the patient's dysfunction, and their 
effective use for the individual patient. I should 
add that the systematic collection of individual 
patient data not only provided the necessary 
information for treatment but gave evidence of 
the degree of change that had occurred. The 
variety of situations in which similar approaches 
can be used can be listed indefinitely, and simi­
lar approaches for a number of other specific 
medical conditions, such as diabetes, asthma, 
and sleep disorders, can be found in other 
chapters in this book. 

Conclusions and Some Final Thoughts 

I hope that the coverage of these five areas of 
interface between psychology and medicine in 
the consultation-liaison setting gives a flavor 
of the current picture. I have chosen to use 
examples in each area that we have found use­
ful in our own work setting, but comprehen­
sive descriptions of the many approaches used 
can be found in numerous books on this field, 
as well as within this book. 

In conclusion, I would like to reemphasize 

Table 2. Results of Pre- and Posttreatment 
Neuropsychological Evaluations 

Variables 

1. Intelligence 
Wechsler Adult Intelligence Scale" 
Full Scale IQ 
VerbalIQ 
Information (age-corrected) 
Comprehension 
Arithmetic 
Similarities 
Digit Span 
Vocabulary 

Performance IQ 
Digit Symbol 
Picture Completion 
Block Design 
Picture Arrangement 
Object Assembly 

Progressive Matricesb 

Total score (centile) 
2. Memory 

Wechsler Memory Scalec,d 
Memory Quotient (100 :!: 15) 
Information 
Orientation 
Mental Control 
Logical Memory 
Digit Span 
Visual Reproduction 
Associate Learning 

Visual Retention Testd,e 
Number correct (8 expected) 
Number of errors (2 expected) 

Memory for Faces Test f 
Number correct (perfect score = 
12) 

3. Visual Scanning and Sustained 
Attention 
Cancellation Taskg 
Total number of omissions 

Left side omissions 
Right side omissions 

4. Visual-Spatial Functions 
Facial Recognition Testd,h 
Score (centile) 

Bender-Gestalt Figure Drawingsi 
Number correct (perfect score = 

3) 
5, Motor Speed 

Index Finger Tapping (1FT) 
Number of tapsllO sec, (centile) 
Right hand 
Left hand 

Pre 

119 
124 

14 
15 
14 

Post 

133 
132 
17 
16 
15 

15 15 
14 14 
12 13 

110 131 
11 17 
15 19 
12 17 
11 11 
9 9 

40 (75) 53 (95) 

140 136 
6 6 
5 
7 

17 
13 
8 

19 

5 
7 

9 

5 
9 

13 
13 
10 
18 

7 
4 

10 

17 0 
10 0 
7 0 

39 (8) 40 (11) 

3 3 

58 (90) NAj 
42 (22) NAj 

'Wechsler (1955). "Raven (1960). cWechsler (1945). d Alternate 
forms used for each testing session. eBenton (1974), !Milner 
(1968). gOiller et al. (1974), hBenton and Van Allen (1973), 'Bender 
(1938). INA = not administered. 
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basic themes that extend throughout the effec­
tive application of psychology in medical set­
tings as it is practiced today. These themes are 
heavily research-based. They include a solid 
grounding in traditional psychological theo­
retical content and methodology, a necessary 
knowledge of the specific medical entity with 
which one is dealing, the use and development 
of appropriate instruments to measure behav­
ior, the consistent use of reliable patient proto­
cols, and familiarity with the design and analy­
sis te~hniques appropriate to the problem, for 
research and/or for clinical intervention. These 

purposes tend not to be mutually exclusive in 
medical settings. 

As a final note, the clinician involved in med­
ical consultation and liaison may be faced with 
numerous abbreviations or acronyms in read­
ing patient charts or medical literature . A list of 
commonly used medical abbreviations is pro­
vided in Table 3 to aid in the consulting psy­
chologist's understanding and integration of 
medical and psychological information. 

I look forward to the continued and exciting 
growth of the role of psychology in providing 
optimal care to medical patients. 

Table 3. Medical Abbreviations· 

This is a list of commonly used medical abbreviations. Although abbreviations tend to be standard across settings, when 
comparing approved lists from different hospitals we have sometimes noted different usages. It is imperative that the 
practitioner obtain the accepted abbreviations before writing in any hospital's medical records. It is also important to 
know the conditions under which these abbreviations are used (e.g., usually not in discharge summaries). 

A-assessment 
a-before 
AB-abortion 
AD-right ear 
ADL-activities'of daily living 
ad lib-at pleasure 
AF-atrial fibrillation 
AK-above knee 
AL-left ear 
AMA-against medical advice 
ANA-antinuclear factor 
ANS-autonomic nervous system 
A&P-auscultation and percussion 
ASA-aspirin 
ASCVD-arteriosclerotic heart disease 
AU-both ears 
A&W-alive and well 
BAE, BE-barium enema 
B/C-birth control 
BCP-birth control pills 
bid-twice a day 
BF-black female 
BK-below knee 
BM-bowel movement 
BMR-basal metabolic rate 
BO-bowel obstruction 
BOM-bilateral otitis media 
BP-blood pressure 
BPH-benign prostatic hypertrophy 
BS-breath sounds 
bs-bowel sounds 
BSO-bilateral salpingo-oophorectomy 
BUN-blood urea nitrogen 

Bx-biopsy 
c-with 
CA-carcinoma 
Ca-calcium 
CAT-computerized axial tomogram 
CBC-complete blood count 
CC-chief complaint 
CCU-coronary care unit 
CHF-congestive heart failure 
CNS-central nervous system 
GO-complaints of 
COPO-chronic obstructive pulmonary disease 
CP-cerebral palsy 
CPR-cardiopulmonary resuscitation 
CrN-cranial nerve 
CS, GS-cesarean section 
CSF-cerebrospinal fluid 
CVA-cerebrovascular accident 
CVD-cardiovascular disease 
Cx-cervix 
CXR-chest X ray 
d-diastolic 
D-dorsal spine 
D&C-dilation and curettage 
D/C'D-discontinued 
DIFF-differential blood count 
DM-diabetes mellitus 
DOA-dead on arrival 
DOB-date of birth 
DOE-dyspnea on exertion 
DTRs-deep tendon reflexes 
Ox-diagnosis 
EA-emergency area 

Continued 
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ECG-electrocardiogram 
EEG-electroencephalogram 
EENT-eyes, ears, nose, throat 
EMG-electromyogram 
ENT-ears, nose, throat 
EOM-extraocular movements 
ESR-erythrocyte sedimentation rate 
EUA-examination under anesthesia 
FB-foreign body 
FBS-fasting blood sugar 
FH-family history 
FlU-follow-up 
FUO-fever of unknown origin 
FVC-forced vital capacity 
Fx-fracture 
G, Gr-gravida 
GB-gallbladder 
GC-gonococcus 
GE-gastroenterology 
GG-gamma globulin 
GI-gastrointestinal 
gr-grain 
GSW-gunshot wound 
gt-drop 
gtt-drops 
GU-genitourinary 
HA-headache 
HBP-high blood pressure 
HEENT-head, ears, eyes, nose, throat 
H&L-heart and lungs 
NHP-hemiated nucleus pulposus 
H&P-history and physical 
HPI-history of present illness 
htn-hypertension 
hs-at bedtime 
Hx-history 
ICU-intensive care unit 
ID-intradermal 
I&D-incision and drainage 
IH-infectious hepatitis 
1M-intramuscular 
IMP-impression 
imp-improved 
In situ-in normal position 
lOP-intermittent positive-pressure breathing 
IUP-intrauterine pregnancy 
IV-intravenous 
IVP-intravenous pyelogram 
JRA-juvenile rheumatoid arthritis 
KJ-knee jerk 
KUB-kidney, ureter, bladder 
L&A-Iight and accommodation 
LAB-laboratory results 
LAP-laparotomy 
LLE-left lower extremity 
LLL-left lower lobe 

Table 3. (Continued) 

LLQ-left lower quadrant 
LMD-local medical doctor 
LMP-last menstrual period 
LOC-level of consciousness 
LP-lumbar puncture 
LS-lumbosacral 
LSK-Iiver, spleen, kidney 
MH-marital history 
MI-myocardial infarction 
MM-malignant melanoma 
MMR-measles, mumps, and rubella immunization 
MOD-medical officer of the day 
NA-not applicable 
NAA-no apparent abnormalities 
NB-newbom 
NC-no change 
N/C-no complaints 
NK-not known 
NL-normal 
NPO-nothing by mouth 
NR-nonreactive 
NSD-no significant difference 
NSR-normal sinus rhythm 
NSSP-normal size, shape, position 
N&V-nausea and vomiting 
O-objective 
OB-obstetrics 
OBS-organic brain syndrome 
Od-overdose 
od-right eye 
OM-otitis media 
OPC-outpatient clinic 
OS-left eye 
ou-both eyes 
p-after 
p-pulse 
p-plan 
PARA-number of pregnancies 
PE-physical examination 
PERLA-pupils equal, react to light and accommodation 
PH-past history 
PI-present illness 
PID-pelvic inflammatory disease 
PM-postmortem 
PMH-past medical history 
PMT -premenstrual tension 
PNS-peripheral nervous system 
po-by mouth 
pm-as needed 
PS-prescription 
PTA-prior to admission 
PVC -premature ventricular contraction 
Px-physical examination 
Q-every 
qd-every day 
qh-every hour 

Continued 
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Table 3. (Continued) 

qid-four times a day 
qm-every morning 
qn-every night 
QNS-quantity not sufficient 
qod-every other day 
qs-enough 
R-respiration 
RBC-red blood count 
REM-rapid eye movement 
RIO-rule out 
ROM-range of motion 
ROS-review of systems 
RR-recovery room 
RIC-return to clinic 
RfW-retum to work 
Rx-prescription, treatment 
s-without 
S-subjective 
SB-stillbirth 
SCC-squamous cell carcinoma 
S&O-salpingo-oophorectomy 
SOB-shortness of breath 
SPP-suprapubic prostatectomy 
SP-spinal 
SIP-status post 
SUBQ-subcutaneous 
SRG-surgery 
SX-symptoms 
Sx-signs 
T -temperature 

T&A-tonsillectomy and adenoidectomy 
TAB-therapeutic abortion 
TAH-total abdominal hysterectomy 
TBLC-term birth, living child 
TC-throat culture 
TIA-transient ischemic attack 
tid-three times a day 
TL-tuballigation 
TPR-temperature, pulse, respiration 
TURP-transurethral resection of prostate 
TVH-total vaginal hysterectomy 
UA-urinalysis 
U&C-usual and customary 
UCHD-usual childhood diseases 
UK-unknown 
URI-upper respiratory infection 
UTI-urinary tract infection 
V-vein 
VDRL-venereal disease research laboratory (syphilis) 
VS-vital signs 
VSS-vital signs stable 
W-widowed 
WBC-white blood cells 
WDWN-well developed, well nourished 
WF-white female 
WM-white male 
WNL-within normallirnits 
XM-crossmatch 
YO-year old 
?-question of 

• From C. Belar, W. Deardorff, and K. Kelly (1987). The practice of clinical health psychology (pp. 151-154). New York: Pergamon Press. Reprinted 
by permission. 
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CHAPTER 13 

Emerging Issues in Women's 
Health 

Mary P. Koss and W. Joy Woodruff 

Introduction 

Women represent 51.3% of the total U.S. popu­
lation: 123.8 million people (Bureau of the 
Census, 1987). They are the predominant con­
sumers of health care in the United States, but 
they are a minority of health care providers 
(Bartuska, 1988; Davis, 1988; Weisman & Tei­
telbaum, 1989). This chapter explores the anat­
omy of women's health and health care. By 
considering data on life expectancy, mortality, 
morbidity, and lifestyle among different groups 
of American women, we gain information on 
the nature of women's health care needs. By 
examining the statistics on poverty and vio­
lence against women, we identify social con­
ditions that engender poor health and create 
obstacles to effective health care. By docu­
menting the status of women doctoral-level 
providers in medical schools, we raise concerns 
about the ability of these institutions to provide 
gender-sensitive health care and education. 

Several limitations governed the preparation 
of this chapter. First, it addresses women's 
physical health and excludes issues directly 
related to mental health, which is an artificial 

Mary P. Koss and W. Joy Woodruff • Department of 
Psychiatry, University of Arizona, Tucson, Arizona 85724. 

distinction in practice. Readers interested in 
women's mental health should consult the re­
port of the American Psychological Associa­
tion's Task Force on Depression (1989), the 
Women's Mental Health Agenda (National In­
stitute of Mental Health, 1987; Russo, 1985) 
and recent reviews (Klerman & Weissman, 
1989; Nolen-Hoeksema, 1987). Second, the ma­
terial is focused on adult women because issues 
related to adolescent and geriatric populations 
are considered elsewhere in this handbook. 
Although we have tried to highlight the most 
important health differences between minority 
and nonminority women and among the ethnic 
groups, a comprehensive review of ethnicity 
and health was beyond the scope of the chap­
ter. In choosing material to include, we have 
used the definition of a women's health issue 
developed by the Public Health Service Task 
Force on Women's Health (Department of Health 
and Human Services [DHHS], 1985). Their cri­
teria for defining health problems, conditions, 
or diseases as "women's issues" include the 
following: 

1. diseases or conditions unique to women or 
some subgroups of women; 

2. diseases or conditions nwre prevalent in women 
or some subgroups of women; 

3. diseases or conditions more serious among 
women or some subgroups of women; 

201 
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4. diseases or conditions for which the risk factors 
are different for women or some subgroups of 
women; and 

5. diseases or conditions for which the interven­
tions are different for women or some sub­
groups of women. (p. 3) 

An Epidemiologic Profile 
of Women's Health 

Mortality 

Women live longer than men (Cassell & Neu­
garten, 1988; DHHS, 1985; Strickland, 1988; 
Verbrugge, 1985). White female infants born in 
1986 can be expected to outlive their same-aged 
male cohorts by seven years (Department of 
Commerce [DOC], 1989). The ratio of men to 
women is 68:100 for persons over 65 years (Cas­
sell & Neugarten, 1988). At every point of de­
velopment, girls and women live longer and 
maintain a biological advantage over males 
(Strickland, 1988). But life expectancy is shorter 
for minority women than for white women 
(DHHS, 1985). A black female infant born in 
1986 can be expected to die five years earlier 
than a white infant born the same year (DOC, 
1989). The divergence in life expectancies has 
been viewed as a critical social change that 
affects the health of women (DHHS, 1985). 

Major Causes of Mortality 

The top 10 leading causes of death for all 
women and for the general population are listed 
in Table 1. These rankings are based on age­
adjusted mortality rates, which are the num­
bers of deaths from each condition per each 
100,000 persons aged 17 to 65 (CDC, 1989g; 
Verbrugge, 1985). It can be seen from this table 
that the leading causes of women's deaths are 
almost identical to those for the population 
as a whole, although the rank ordering varies 
slightly. The major differences are childbirth­
related fatalities, which are obviously limited 
to women, and AIDS, which has not yet en­
tered the top 10 causes of death among women. 
The major causes of death remain the same in 
non-age-adjusted data, but the ordering changes 
somewhat. Among women, diabetes and sui­
cide or homicide exchange places with pneu­
monia and COPD, declining to the seventh and 
eighth causes of death, respectively (DOC, 
1989). 

The number of deaths in 1986 for each cause 
of mortality among men and women is illus­
trated in Figure 1 (data from DOC, 1989, Table 
117, p. 92). Examination of this figure imme­
diately reveals that the deaths among women 
are lower for all conditions except cerebrovas­
cular diseases, pneumonia or influenza, and 

Table 1. Leading Causes of Death Based on Age-Adjusted Data 
for Women and for the General Population" 

Women Total population 

1. Coronary disease 1. Coronary disease 
2. Cancer 2. Cancer 
3. Cerebrovascular diseases 3. Cerebrovascular diseases 
4. Accidents/adverse effects 4. Accidents/adverse effects 
5. Suicidelhomicide 5. Chronic obstructive pulmonary disease (COPD) 
6. Diabetes mellitus 6. Pneumonia/influenza 
7. Pneumonia/influenza 7. Suicide/homicide 
8. Chronic obstructive pulmonary disease 8. Diabetes mellitus 
9. Reproductive events 9. Chronic liver disease/cirrhosis 

10. Chronic liver disease/cirrhosis 10. Acquired immune deficiency syndrome (AIDS) 

'Sources: CDC (1989g); Verbrugge (1985). 
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Figure 1. Leading causes of mortality by sex. 

diabetes mellitus. In fact, women's death rates 
for COPD, accidents, suicides, homicides, and 
chronic liver disease are about half of men's. 

Approximately one third of all deaths in 
women are from heart disease, but the mortal­
ity rate for this condition in women has de­
clined at least 20% over the past 30 years (CDC, 
1989b; DHHS, 1988; Leaf, 1988; Strickland, 
1988; Wenger, 1985). Nevertheless, it is the lead­
ing cause of death for all women over 40 and the 
leading cause of death for black women under 
40. Symptom onset occurs 10-15 years later 
among women than among men. Both the risk 
and the incidence of coronary disease rise 
among women after menopause (Collins, 1988; 
DHHS, 1988). 

Almost half of the women's cancer deaths are 
accounted for by two types of malignant neo­
plasms: lung and breast (DOC, 1989). Lung 
cancer has now edged out breast cancer as the 
leading cause of cancer death in women (DHHS, 
1988). It is dubbed an "equal opportunity trag­
edy," because women's smoking patterns, and 
hence their cancer rates, are now virtually iden­
tical to men's. Mortality from lung cancer among 
women has increased 600% over the past 30 
years. In contrast, the number of breast cancer 

deaths among women has remained relatively 
constant for the past 15 years (DHHS, 1988). 
About 10% of the u.s. female population is 
stricken with breast cancer during their life­
time (Carter, Jones, Schatzkin, & Brinton, 1989), 
with approximately 100,000 cases diagnosed 
each year (Grady, 1988). Another smoking-re­
lated cause of death is chronic obstructive pul­
monary disease (COPD), which ranks as the 
eighth cause of death for women. Like lung 
cancer, the prevalence of COPD is increasing 
dramatically in women. Mortality rates for 
COPD in women rose one third between 1979 
and 1986 (CDC, 1989b). 

Several conditions kill more women than 
men. They include cerebrovascular diseases 
(the third leading killers of U.S. women), pneu­
monia or influenza (the seventh cause of death), 
and diabetes mellitus (the sixth cause of death). 
Over the past decade, fatalities from cerebro­
vascular diseases, especially stroke, have di­
minished by one-half among female patients, 
primarily because of decreased mortality among 
black women (Bankhead, 1989; CDC, 1989b; 
Garraway & Whisnant, 1987; Klag, Whelton, & 
Seidler, 1989). Pneumonia deaths occur most 
frequently among immunocompromised pa-
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tients and the elderly; approximately 80%-
90% of the victims are over 65 (Lui & Kendal, 
1987). Diabetes is a condition that significantly 
affects life expectancy (Hartman-Stein & Reu­
ter, 1988). In addition to the deaths directly 
attributed to diabetes, 100,000 lives are claimed 
annually by complications of diabetes (DHHS, 
1985). Although death rates from diabetes have 
decreased slightly over the past decade, the 
lethality of the disease is twice as high for 
women as it is for men (CDC, 1989b; DHHS, 
1985; Leaf, 1988; Nelson, Everhart, Knowler, & 
Bennett, 1988). 

In contrast, women's mortality rates are ap­
proximately half of men's for three additional 
causes of mortality: accidents and adverse ef­
fects, suicide and homicide, and chronic liver 
disease and cirrhosis. Accidents include un­
intentional injuries such as motor vehicle acci­
dents, falls, drownings, fires and bums, poi­
sonings, chokings, firearm mishaps, and the 
adverse effects of medical and surgical proce­
dures (American Medical Association Council 
on Scientific Affairs [AMA], 1989; CDC, 1989g). 
Auto accidents are the most frequent cause of 
accidental death. Although accidents are the 
fourth leading cause of death among women 
overall, they are the major cause of death for 
persons under age 45 (CDC, 1989g; Lichten­
stein, Bolton, & Wade, 1989). Suicide, when 
combined with homicide, ranks fifth as a cause 
of death in women. Women make more suicide 
attempts than men, but the number of com­
pleted suicides is almost four times higher in 
men (CDC, 1986a). During the past 15 years, 
suicide rates among all young adults aged 20-
24 have increased by one third (CDC, 1988d). 
However, the developmental apex for female 
suicides has remained at midlife (ages 35-54) 
(CDC, 1986a; Smith, Mercy, & Conn, 1988). 
Homicide deaths among women also are half 
of men's, although in some areas of the country 
firearms are the leading cause of death of young 
black females (aged 18-24) (AMA, 1989). Spouse 
homicides have constituted, on the average, 9% 
of all homicides since the mid-1970s (Mercy & 
Saltzman, 1989). In roughly 60% of case fatal­
ities, the victim is the wife (Mercy & Saltzman, 
1989). Since the mid-1970s, deaths from spouse 
homicide have decreased 17% for women; this 

trend is attributable to a 46% reduction in the 
deaths of black wives (Mercy & Saltzman, 
1989). Finally, mortality rates for chronic liver 
disease and cirrhosis among women are half of 
men's. However, the disease progression is faster 
and life expectancy is shorter among women 
with alcoholic liver disease than among men; 
approximately 90% of cirrhosis patients aged 
40-59 are women (Sherlock, 1988). Since the 
late 1970s, case fatalities attributable to cir­
rhosis have declined (CDC, 1989b). 

Conditions originating in the perinatal pe­
riod occur frequently enough to constitute the 
ninth leading cause in women overall; 18,400 
such deaths occurred in 1986 (DOC, 1989). The 
leading cause of maternal death for all women 
during the first trimester is ectopic pregnancy 
(CDC, 1988c; DHHS, 1985). Other leading causes 
of maternal death are embolism, hypertension, 
hemorrhage, cerebrovascular accidents and in­
juries, and anesthesia complications (CDC, 
1988c; Koonin, Ellerbrock, Atrash, Rogers, 
Smith, Hogue, Harris, Chavkin, Parker, & 
Halpin, 1989). 

Ethnic Trends in Mortality 

In any discussion of women's health, it is 
important to recognize that they are a hetero­
geneous group. An epidemiological proftle of 
"women" actually conceals a number of differ­
ences in mortality among the major ethnic 
groups in the United States. The outstanding 
instances are summarized in Table 2. It can be 
seen from this table that minority group status 
is associated with higher death rates for many 
conditions, including coronary disease, AIDS, 
endometrial and cervical cancer, and cirrhosis. 
The only conditions with lower death rates 
among minority groups are COPO and lung 
cancer, which claim fewer lives because minor­
ity women do not smoke as much as white 
women. 

Gender Differences in Health­
Related Behaviors 

Examination of the leading causes of death 
reveals that many of them are related to indi­
vidual choices in behavior or lifestyle, such as 
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Table 2. Ethnic Differences in Women's Mortality and Morbiditya 

Disease Risk compared to white women 

1. AIDS 52% of women AIDS patients are black, 20% are Hispanic; deaths 13.6 times 

2. Cervical/endometrial cancer 
higher in black women, 10.2 times higher in Hispanic women 

Deaths 2 times higher in minority women 
3. Childbirth/maternal mortality 
4. Cirrhosis 

Deaths 4 times higher in blacks; 3 times higher in Hispanics 
Deaths almost 2 times higher in nonwhites 

5. COPO Less prevalent in nonwhites because of lower smoking 
6. Diabetes mellitus Prevalence is 25.4% of black women aged 55-66; 14.6% among whites; death 

7. Digestive tract cancer 
rates are elevated among Native Americans and Hispanics 

More prevalent in Asian women 
8. Gallbladder cancer 
9. Gallstones 

More prevalent in Native American and Mexican-American women 
Prevalence twice as high in Latinas 

10. Homicide 
11. Hypertension 

Elevated rates for both black and Native American women 
Prevalence is 2 times higher in black women 

12. Lung cancer 
13. Pneumonia 

Less prevalent in nonwhites because of lower smoking rates 
Excess mortality in Native Americans 

14. Rheumatic fever Excess mortality in Native Americans 
15. Suicide Incidence has risen 11.9% in whites and decreased 23.9% among nonwhites; 

nonwhite incidence is half the white rate 

"Sources: Amaro (1988); CDC (1986a, 1989d,e,f); Cochran and Mays (1989); Cornoni-Huntley, La Croix, and Havlik (1989); Davis (1988); 
Diehl and Stern (1989); DHHS (1985,1988); Doebbert, Riedmiller, and Kizer (1988); Haffner, Diehl, Stern, and Hazuda (1989); Mahoney, 
Michalek, Cummings, Nasca, and Emrich (1989); Makuc, Freid, and Kleinman (1989); Nelson, Becker, Wiggins, Key, and Samet (1989). 

smoking, alcohol use, high-fat diets, and expo­
sure to occupational stress (DHHS, 1988; Mata­
razzo, 1984; Monsen, 1989; Strickland, 1988). 
We now examine health-related behavior among 
women. 

Smoking. Although more men than women 
smoke (34 % versus 28 % ), the rate of decline has 
been more rapid for men than for women (Ber­
man, 1989; Fiore, Novotny, Pierce, Hatrzian­
dreu, Patel, & Davis, 1989). The group with the 
highest rate of smoking (40%) is young adult 
white women, whereas the lowest rate is among 
Hispanic women (DHHS, 1988). A prominent 
contributor to the volume of smoking appears 
to be the degree of acculturation among ethnic 
minorities; more assimilation leads to more 
consumption for both men and women (Marin, 
Perez-Stable, & Marin, 1989). Smoking ciga­
rettes as a dieting strategy is still very much in 
vogue among women (Klesges & Klesges, 1988; 
Ockene, Sorensen, Kabat-Zinn, Ockene, & 
Donnelly, 1988; Rigotti, 1989). Some people also 
smoke cigarettes to buffer the CNS depressant 
effects of alcohol (Michel & Battig, 1989). Women 
who smoke have two to four times the risk of 

heart attack of nonsmoking women (DHHS, 
1988). Further, the risk factors for coronary dis­
ease (lipid disorders, hypertension, diabetes, 
and smoking) tend to cluster in the same pa­
tients (Sebastian, McKinney, & Young, 1989). 
Even passive smoke exposure negatively af­
fects health by placing women at increased risk 
of both coronary disease and cervical cancer 
(Byrd, Shapiro, & Schiedermayer, 1989; Sand­
ler, Comstock, Helsing, & Shore, 1989; Slattery, 
Robison, Schuman, French, Abbott, Overall, 
& Gardner, 1989; Tell, Howard, McKinney, & 
Toole, 1989). 

Eating. Obesity in women is generally de­
fined as body fat content greater than 30% 
(Ganley, 1989; Gray, 1989). Approximately 12% 
of men and 14% of women are obese (DOC, 
1989). The prevalence of obesity is increasing in 
the United States (Kissebah, Freedman, & 
Peiris, 1989). Obesity is a health hazard be­
cause it is linked to an increased likelihood of 
hypertension, atherosclerosis, and diabetes, 
which are major risk factors for coronary dis­
ease (DHHS, 1988). In addition, the risk of both 
breast and colon cancer are increased with food 
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intakes low in fiber and high in fat (DHHS, 
1988; Monsen, 1989). 

Also very evident in American culture are 
women who are preoccupied with weight con­
trol (Brehm, Kassin, & Gibbons, 1981; Schwartz, 
Thompson, & Johnson, 1982; van Strien & Ber­
gers, 1988). Exercise and dieting are the com­
mon means of weight reduction (Hill, 1987; 
Polivy & Herman, 1987; Segal & Pi-Sunyer, 
1989). But calorie-restricted diets that don't ac­
count for a woman's nutritional needs, coupled 
with excessive exercise, pose serious health 
risks to women (Dazzi & Dwyer, 1984; DHHS, 
1988; Higgins, 1988; Mitchell, Pomeroy, & Hu­
ber, 1988; Owen, Kavle, Owen, Polansky, Ca­
prio, Mozzoli, Kendrick, Bushman, & Boden, 
1986; Philipp, Pirke, Siedl, Tuschi, Fichter, 
Eckert, & Wolfram, 1988; Schocken, Holloway, 
& Powers, 1989). The mortality rate among 
those women who adhere to extreme calorie 
restriction (anorexia nervosa) is 2%-8% (Her­
zog, Keller, & Lavori, 1988). 

Alcohol and Drug Abuse. Alcohol is the Num­
ber 1 drug abused in the United States (Cook, 
Garvey, & Shukla, 1987; Moskowitz, 1989). The 
proportion of people who report that they had 
five or more drinks in one day during the pre­
vious year is 49% among men compared with 
23% among women (DOC, 1989). This differ­
ence explains the overall lower rates of alcoholic 
liver disease in women. However, women ap­
pear to have an increased risk of multiple ad­
dictions, in which alcohol is combined with 
prescription drugs (DHHS, 1988; Matteo, 1988; 
Portans, White, & Staiger, 1989; Unge~ 1988). 
Among those women who drink during preg­
nancy, fetal alcohol syndrome is a significant 
concern (CDC, 1988b; Keith, MacGregor, Frie­
dell, Rosner, Chasnoff, & Sciarra, 1989; Zucker­
man, Frank, Hingson, Amaro, Levenson, 
Kayne, Parker, Vinci, Aboagye, Fried, Cabral, 
Timperi, & Bauchner, 1989). 

Occupational Stress. Women, including mothers 
with small children, have entered the labor 
force in unprecented numbers in recent years 
(Ford Foundation, 1989). In 1987, 72% of women 
between the ages of 25 and 54 were gainfully 
employed (Courtless & Lowe, 1989). Often, the 

working woman performs multiple roles in life, 
including wife, mother, worker, maintainer of 
extended-family ties, and caretaker of elderly 
relatives (DHHS, 1988; Doty, 1986; Jacobs & 
McDermott, 1989; NIMH, 1986; Reisine & Fi­
field, 1988). This trend has raised questions of 
whether women's rates of heart disease would 
begin to rise as a response to their exposure to 
occupational stress and multiple-role tensions 
(Verbrugge & Madans, 1985). However, data 
indicate that women with multiple roles have 
fewer illness risks; working women have a 
slight health advantage over housewives (Kot­
ler & Wingard, 1989). 

Contrary to the notion that executive jobs 
produce high stress, heart disease is more com­
mon among women in clerical or low-status 
jobs. Clerical workers who reported having an 
unsupportive boss were at increased risk of 
developing coronary heart disease in an eight­
year prospective study (Eaker, 1989). Finally, 
meta-analyses of studies of job involvement 
among women have indicated that it is unre­
lated to the Type A personality (a constellation 
of personality traits that has been linked to 
heart disease in men) (Booth-Kewley & Fried­
man, 1987). 

Morbidity 

Unfortunately, increased life expectancy has 
resulted in women's having more time than 
men to get sick because the onset age of physi­
cal disability is approximately the same for 
both sexes (Cassel & Neugarten, 1988). 

Chronic Conditions 

Chronic conditions include heart disease, 
arthritis, diabetes, and sensory impairment. 
These conditions can lead to functionallimita­
tions in activities and can create a need for long­
term health care. The prevalence of chronic 
conditions in men and women is summarized 
in Figure 2 (data from DOC, 1989, Table 183, p. 
114). Whereas it was shown earlier that mortal­
ity is generally higher among men, chronic 
conditions are more prevalent in women. Among 
the debilitating chronic conditions, only hear­
ing and visual impairment (excluding cata-
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Figure 2. Prevalence of chronic conditions by sex. 

racts) are found more frequently among men. 
Not shown in the figure are several less preva­
lent conditions that are far more likely to affect 
women than men. These include rheumatoid 
arthritis (3 times more common in women), sys­
temic lupus (10 times more common in women), 
autoimmune liver disease (8 times more com­
mon in women), and chronic fatigue syndrome 
(Anderson, Bradley, Young, McDaniel, & Wise, 
1985; Kaufman, Gomez-Reino, Heinicke, & 
Gorevic, 1989; Koo, 1989; Lerman, 1987; Schou­
sboe, Koch, & Chang, 1988; Sherlock, 1988). 

Acute Conditions 

In addition to chronic conditions, people 
also experience acute illness, including infec­
tious diseases, upper respiratory disease, di­
gestive disease, and injuries. The rates at which 
acute conditions are reported are summarized 
in Figure 3 (data from DOC, 1989, Table 182, p. 
114). This figure illustrates that all of the acute 
conditions except injuries, occur at higher rates 
among women. The possibility exists that 
women experience more respiratory and diges­
tive conditions because of their close contact 
with children and their roles as health care 
workers and caretakers (DHHS, 1985, 1988). 

Men have higher injury rates partly because of 
occupational and recreational exposure to dan­
gerous situations. However, the injury rate for 
men and women is approximately equal after 
age 45 (DOC, 1989). 

Conditions Unique to Women 

Not included in the acute and chronic condi­
tions reviewed above were the gynecological 
conditions, which are unique to women. In 
this section, we briefly review the status in 
several areas of gynecological health. 

From 10% to 20% of women describe a de­
bilitating level of symptoms premenstrually 
(DHHS, 1988; Wickes, 1988; York, Freeman, 
Lowery, & Strauss, 1989). The prevalence of 
endometriosis in the general population of pre­
menopausal women is from 10% to 15% (Metz­
ger & Haney, 1989). However, in gynecological 
surgery patients, 26.1% of women manifested 
signs of endometriosis (Guzick, 1989). Fatality 
rates for menstrual-related toxic shock syn­
drome are approximately 3% of reported cases 
(Markowitz, Hightower, Broome, & Reingold, 
1987). 

Likewise, between 10% and 15% of women 
suffer disabling symptoms at menopause; how-
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Figure 3. Prevalence of acute conditions by sex. 

ever, it is unknown whether this group sub­
stantially overlaps with the group who expe­
rienced symptoms premenstrually (Collins, 
1988). Though the onset of the menses in pu­
berty has occurred earlier and earlier over the 
decades, the average age of menopause-51.4 
years-has remained relatively stable over time 
(Morokoff, 1988). Most women spend one third 
of their lives in a postmenopausal state (Mo­
rokoff, 1988; Walsh & Schiff, 1989). Decreased 
estrogens affect the regularity of the menstrual 
cycle and the retention of calcium in bone tis­
sue (DHHS, 1988). In addition to natural or 
surgical menopause, excessive exercise, smok­
ing, and eating disorders (such as anorexia ner­
vosa and bulimia nervosa) are common causes 
of lowered levels of estrogen production in 
women (DHHS, 1988; Hall, Hoffman, Beres­
ford, Wooley, Hall, & Kubasek, 1989). Osteo­
porosis is expected to affect almost half of post­
menopausal women (Cassel & Neugarten, 1988; 
Collins, 1988; DHHS, 1988; Lobo & Whitehead, 
1989; Resnick & Greenspan, 1989; Walsch & 
Schiff, 1989). Long-term maintenance of physi­
ological levels of estrogen remains the only 
proven effective way of reducing bone loss and 
the risk of fracture due to osteoporosis associ-

ated with menopause (Ettinger, 1988). How­
ever, the risk of endometrial cancer is two to four 
times greater in postmenopausal women re­
ceiving estrogen replacement therapy (Walsh & 
Schiff, 1989). This elevated risk may be reduced 
when estrogen is used with progestin, al­
though the treatment remains controversial 
(DHHS, 1988). 

Incidence rates for sexually transmitted dis­
eases (excluding AIDS) in heterosexual women 
are skyrocketing. These diseases include syph­
ilis, drug-resistant strains of gonorrhea, chan­
croid bacterial disease, chlamydia, genital 
warts, and genital herpes (Egerter, 1988; Ke­
meny, Cohen, Zegans, & Conant, 1989; Van­
derplate, Aral, & Magder, 1988). Thus, it is not 
surprising that vaginitis is the presenting com­
plaint for 10% of all the physician visits made 
by women in the United States (McCue, 1989). 
Women constitute 8% of the total AIDS popu­
lation (Amaro, 1988; CDC, 1989f; Cochran & 
Mays, 1989). Heterosexual transmission of AIDS 
to the victim by an infected intravenous drug 
user or through intravenous drug use by the 
infected patient accounts for most cases in 
women (CDC, 1988a, 1989a; Glaser, Strange, & 
Rosati, 1989; Pollner, 1988). 
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Medical Utilization 

Given the data on chronic and acute condi­
tions, it is not surprising that women reported 
slightly more days than men during which 
their activities were restricted (mean of 17 
versus 13 per year) or during which they stayed 
in bed (mean of 8 versus 5 per year) (DOC, 
1989). 

Physician, Hospita~ and Nursing-Home 
Utilization 

Women between the ages of 17 and 44 have 
twice as many physician visits as men (Ver­
brugge, 1985). Even after accounting for visits 
attributed to childbirth services, women's mean 
number of visits is 30% higher than men's; after 
age 45, women's outpatient physician visits 
still exceed men's by 10%-20% (Verbrugge, 
1985). Because women live longer than men, 
their greater physician utilization could be in­
terpreted as evidence of adaptive, self-protec­
tive health behavior. 

Hospital utilization rates do not show the 
patterns seen in physician visits. Overall, 
women received more days of hospital care in 
1986 than men did (849 days per 1,000 men 
compared with 1,003 days per 1,000 women) 
(DOC,1989). However, the highest hospitaliza­
tion rates for women occurred between the 
ages of 15 and 44 (the childbearing years). Both 
before age 15 and after age 44, men record 
higher rates of hospital care. In addition, the 
average length of stay in the hospital is shorter 
for women than for men at virtually every age. 

So, although women have more chronic con­
ditions and visit physicians more frequently, 
there is no suggestion that their rate of hospi­
talization is higher than that of men. Still, the 
absolute amount of hospital care used by women 
is greater after age 65 because there are 100 
women alive at this point compared to 68 men 
(Cassel & Neugarten, 1988). Likewise, women 
constitute 75% of the persons who have resi­
ded in a nursing home longer than one month 
(DOC, 1989). On the basis of these data on 
medical utilization, women can be considered 
the predominant consumers of health care 
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(Davis, 1988). We now turn to the treatments 
women receive from the medical care system. 

Gender Differences in Treatments 
Rendered and Received 

Physicians distinguish the characteristics of 
II difficult patients" along gender lines (Schwenk, 
Marquez, Lefever, & Cohen, 1989). Physicians' 
perceptions of difficult patients involve two fac­
tors: medical uncertainty (undifferentiated medi­
cal problems with vague, difficult-to-describe 
symptoms) and interpersonal difficulty (abra­
sive patient style) (Schwenk et al., 1989). Diffi­
cult patient-physician relationships result in 
poor health care delivery as well as in patient 
dissatisfaction (Schwenk et al., 1989). Difficult 
male patients are characterized as seeking dis­
ability or undeserved compensation, or as pur­
suing quack remedies. Difficult female patients 
are described as having a religious or personal 
belief system that interferes with treatment, as 
being too emotional, and as presenting a fre­
quently changing symptom picture. 

In some important respects, women receive 
different care from physicians than do men. 
Past data suggest that women's medical com­
plaints have more often been attributed to psy­
chogenic etiology and that male physicians 
have typically ordered less rigorous workups in 
response to common complaints than for men 
(Greer, Dickerson, Scheiderman, Atkins, & 
Bass, 1986). However, current data suggest that 
these practices are disappearing among younger 
physicians. Women at all ages obtain more pre­
scription medications per year than do men 
(Verbrugge, 1985), especially between the ages 
of 19 and 34. Two thirds of the prescriptions for 
psychotropic drugs such as Valium and Xanax 
are for women. Some diagnostic and surgical 
interventions are performed exclusively for 
women: 30% of women over the age of 40 report 
having had a hysterectomy, for example (CDC, 
1986b; Makuc, Freid, & Kleinman, 1989). In 
fact, of the 25 most common operative proce­
dures, 11 are done only on women (Friedman, 
1988). 

Certain diagnostic and surgical interven­
tions may be less effective with women than 



210 PARr IV • PRACTICAL ISSUES: GENERAL CLINICAL ISSUES 

with men (Hertzer, Young, Beven, O'Hara, 
Graor, Ruschhaupt, & Maljovec, 1986; Pratt, 
Francis, Divine, & Young, 1989). For example, 
some angiography studies have shown that 
fewer than half of women presenting with typi­
cal anginal pain have significant occlusion of 
their coronary arteries, a finding that suggests 
that this test may be inappropriately prescribed 
for women (Eaker, 1989). Likewise, the propor­
tion of negative abdominal explorations for fe­
males under age 40 years is consistently about 
twice the proportion for males (Luckmann, 
1989). 

Sometimes, these differences in response to 
medical treatments can be traced to initial em­
pirical work that excluded women (Leaf, 1988). 
Causes of mortality that are more common in 
men tend to be rarely studied in women. Thus, 
most of the recommendations given to women 
to reduce the risk of coronary artery disease 
have been based on studies that involved only 
male subjects (Denmark, Russo, Frieze, & 
Sechzer, 1988). Likewise, techniques for meas­
uring psychological hardiness as a barometer 
of health status and as a buffer against illness 
were developed without including female sub­
jects (Allred & Smith, 1989; Funk & Houston, 
1987; Hull, Van Treuren, & Virnelli, 1987). 
Women have also been conspicuously absent 
from or underrepresented in drug trial studies 
(Hamilton, Lloyd, Alagna, Phillips, & Pinkel, 
1984; Kinney, Trautmann, Gold, Vesell, &Zelis, 
1981). Even at the present time, there are no 
specific guidelines for drug testing on women 
(Miller & Young, 1989). Only since 1987 have 
principal investigators been required to justify 
any decision to exclude women from a pro­
posed research study submitted for funding to 
the National Institutes of Health. 

Women's Satisfaction with Medical Care 

The information and instructions provided 
by physicians have been shown to affect pa­
tient satisfaction directly and to effect compli­
ance with medical recommendations indirectly 
(Stoffelmayr, Hoppe, & Weber, 1989). Never­
theless, this is the area in which the most pa­
tient dissatisfaction is expressed (Adamson, 
Tschann, Gullion, & Oppenberg, 1989). Behav-

ioral observation of physician-patient contacts 
has revealed that explanations consume an av­
erage of 1 minute during the typical20-minute 
consultation (Stoffelmayr et al., 1989). 

Older, better-educated female patients gen­
erally are more satisfied with their medical care 
than are younger, less-educated male patients 
(Adamson et al., 1989). Female medical patients 
who saw female internists were more satisfied 
with their care than any other gender mix of 
physicians and patients (Comstock, Hooper, 
Goodwin, & Goodwin, 1982). Women patients, 
if asked, express a preference for women physi­
cians. Evidence has emerged from the National 
Ambulatory Care Survey data that documents 
greater sensitivity of women physicians as a 
group than of male physicians in the delivery 
of health services. Across all medical spe­
cialties, women physicians were found to spend 
more time with their patients (17 minutes per 
visit versus 13 minutes), to have a greater pro­
portion of visits that lasted 16 minutes or more 
(55% versus 38% for internists), and to be more 
likely to engage in therapeutic listening and 
counseling (Arnold, Martin, & Parker, 1988). 

Two areas of medicine where improvements 
have been suggested to address the needs of 
American women are the accessibility of health 
information and the sensitivity with which 
medical care is provided (DHHS, 1985). While 
the technical skills of physicians do not seem 
to differ by gender, women physicians seem 
better able to communicate sensitivity and car­
ing to patients, and to listen without interrupt­
ing (Arnold et al., 1988). Some writers have 
concluded that the challenge confronting med­
icine in the coming decades is to learn from 
women phYSicians how to integrate better the 
art and science of medicine to improve patient 
satisfaction and care (Arnold et al., 1988). 

Social Context of Women's Health 

We now proceed to the social factors that may 
engender poor health and influence women's 
access to health care: poverty and violence. 
Although neither of these factors affects only 
women, they both affect women dispropor­
tionately. 
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The Feminization of Poverty 

Women and children are the majority (78%) 
of the poor in the United States (Braveman, 
Oliva, Miller, Schaff, & Reiter, 1988; DHHS, 
1985). Two trends account for the economic dis­
advantage of women: the increasing number of 
female-headed households and pay inequity. 
During the past 20 years, the number of single­
parent families has doubled, and most of them 
(84 %) are headed by a woman. Female-headed 
families represent 1 in every 5 families with 
children overall, 1 in 3 black families, and 1 in 4 
Hispanic families (Braveman et al., 1988; Court­
less & Lowe, 1989). 

Pay Inequity 

The primary source of income for female­
headed families is wages (78% of income); how­
ever, in 1987, the year-round, full-time median 
earnings of female workers were $16,909, com­
pared with $26,008 for male workers (Courtless 
& Lowe, 1989). The before-tax income of female 
heads of households was less than one half that 
of men who were single parents: $16,620 versus 
$34,700. Further, minority individuals working 
full time to support a family earn one half the 
wages of their white counterparts (Courtless & 
Lowe, 1989). The financial stability of single­
parent households has declined over the past 
20 years because of the combination of eroding 
income and the rising costs of such necessities 
as food, housing, clothing, transportation, child 
care, and health care. Cases of expenditures 
exceeding income rose in the 1980s, particu­
larly for those in poor health (Freeman, Blen­
don, Aiken, Sudman, Mullunix, & Corey, 1987). 

There are a number of avenues by which 
poverty is related to poor health. Low socio­
economic status is usually associated with less 
healthy physical and social environments, al­
tered self-perceptions and group identity, and 
altered capacity to adapt psychologically and 
behaviorally (Rodin & Salovey, 1989). The poor 
individual may lack the funds or knowledge to 
obtain preventive care and may face cultural 
barriers to understanding the importance of 
screening, diagnostic services, and follow­
through (Rodin & Salovey, 1989). Three times as 
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many low-income adults (17-64 years of age) 
report unfavorable health status when com­
pared to higher-income persons (Freeman et 
ai., 1987). 

Employment-Linked Insurance System 

Because of women's greater longevity, pen­
sions and Social Security benefits are impor­
tant sources of income for longer periods of 
time than they are for men. Yet women are 
often at a disadvantage within the benefit sys­
tem, which is linked to employment and is 
thus biased against persons who are not in the 
paid labor force or who have had intermittent 
employment (DHHS, 1985). The problem of un­
paid work illustrates the difficulties women 
face in gaining access to insurance benefits. 
The dominant mode of caregiving for the func­
tionally disabled in this country occurs infor­
mally through family and friends (DHHS, 1988; 
Doty, 1986; Jacobs & McDermott, 1989; Reisine 
& Fifield, 1988). These caretakers are virtually 
all women, and they may work full time yet live 
in poverty (Ford Foundation, 1989). As a result, 
three times as many men receive income from 
private pensions and annuities as do women, 
and the pension revenues received by men are 
twice those of women. Through the year 2055, 
women's Social Security benefits will be two 
thirds those of men. Finally, the amount of 
worker's compensation received, which is based 
on wage rates, is influenced by entrenched pay 
inequity between women and men, minorities 
and nonminorities (DHHS, 1985). 

The United States also has embraced a health 
insurance system that is linked to employ­
ment; health insurance is expensive and diffi­
cult to obtain unless it is received as a benefit of 
employment. Furthermore, the quality of health 
benefits is directly linked to the income level of 
the insured. Thus, occupational pay inequity 
translates into less comprehensive insurance 
benefits in female-headed households. In ad­
dition, many women lose their insurance cov­
erage when they divorce. 

It is often assumed that a "social safety net" 
exists to provide medical care for the poor. This 
is only true for the poorest of the poor. Left 
uncovered are 11 million people (50% of the 
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povery population) whose incomes are below 
the federal poverty level but are too high to 
qualify them for Medicaid (Tallon, 1989; Thorpe, 
Siegel, & Dailey, 1989; Women's Research and 
Education Institute [WREI], 1987). Between 31 
and 37 million Americans, almost all under 65 
years old, have no health coverage at all (Ford 
Foundation, 1989; Thorpe et al., 1989). Seven­
teen percent of the female population is unin­
sured (Braveman et ai., 1988). According to one 
conservative estimate, 13.5 million Americans 
(6 %) reported forgoing medical treatment be­
cause of cost; care was denied to another 1 
million because of their inability to pay (Free­
man et al., 1987; Tallon, 1989; WREI, 1987). 

Women's health is directly related to their 
access to sound information and high-quality 
medical care (DHHS, 1985). One measure of 
unmet health care needs compares the number 
of physician visits made by insured persons 
with the number made by the uninsured. The 
gap between the two groups grew during the 
1980s (Freeman et al., 1987). One out of six Amer­
icans with a chronic disease (diabetes, cancer, 
heart disease, cerebrovascular disease) does 
not see a physician at all in a year's time. Of 
them, 18% are low-income, 25% are black, 22% 
are Hispanic, and 20% are uninsured (Free­
man et al., 1987). Although hospitalization 
rates have declined in the general population, 
the poor are more likely than the nonpoor to be 
hospitalized; this circumstance suggests a lack 
of access to appropriate preventive medicine. 

Violence against llOmen 

We have seen how poverty, which dispropor­
tionately impacts on women and children, both 
creates greater health care needs and at the 
same time limits access to quality health care. 
We now examine the impact of violence on 
women's health. 

The Scope of Violence 

The scope of violence against women is of 
stunning magnitude when crimes by both inti­
mate and stranger perpetrators are considered: 
1 in 2 women recalls sexual abuse before age 18, 

1 in 5 women has been the victim of completed 
rape, and 1 in 4 women has been physically 
battered, according to the results of recent com­
munity-based studies (Kilpatrick, Saunders, 
Veronen, Best, & Von, 1987; Koss, Woodruff, & 
Koss, in press; Russell, 1982, 1983; Sorenson, 
Stein, Siegel, Golding, & Burnam, 1988; Strauss, 
Gelles, & Steinmetz, 1980; Wyatt, 1985). Many 
people, citizens and public officials alike,are 
unable to accept the fact that this amount of 
violence can exist without coming to public 
attention. Cover-up may be facilitated by the 
forced secrecy that is almost uniformly de­
manded by perpetrators of abuse. That the vic­
tims were silent is attested to by the small 
proportion of victims who informed authori­
ties. In fact, only 2% of intrafamilial child sex­
ual abuse, 6% of extrafamilial child sexual 
abuse, and 12%-25% of adult sexual assault 
cases were reported to police according to re­
cent studies (Kilpatrick et al., 1987; Koss et al., 
in press; Russell, 1982, 1983). 

More disturbing than the overall prevalence 
rates is the proportion of incidents that were 
perpetrated by close friends or family mem­
bers. Acquaintances of the victim were impli­
cated in up to 49% of child sexual assaults; 
romantic partners were implicated in 50%-
57% of sexual assaults reported by adult women 
(Kilpatrick et al., 1987; Koss et al., in press; 
Russell, 1982). Family members perpetrated 
90% of the physical and sexual assaults re­
called by psychiatric patients (Carmen, Rieker, 
& Mills, 1984). Furthermore, the burden of vio­
lence falls disproportionately on women. For 
example, 78% of the substantiated cases of 
child sexual abuse involved girls, and more 
than 90% of the rape victims uncovered in the 
National Crime Survey were women (Flanagan 
& McGarrell, 1986; Wyatt & Powell, 1988). 

The Impact of Violence on Health 

Victimization by violence is a diagnosis 
that physicians are increasingly expected to 
make: both the Surgeon General's Workshop 
on Violence and Public Health and the Attor­
ney General's Task Force on Family Violence 
recommended that the medical school curric-



CHAPTER 13 • WOMEN'S HEALTH 

ula include education about domestic violence 
(DHHS, 1986; Department of Justice, 1984). The 
American College of Obstetricians and Gyne­
cologists (ACOG) recently mailed information 
about battered women to its 28,000 members 
(ACOG, 1989). Victimization by violence has 
been shown to affect women's perceptions of 
their health as well as their utilization of medi­
cal services. Among women with a history of 
severe victimization, current medical utiliza­
tion (in index year) was 33%-100% higher than 
nonvictims (Koss, Koss, & Woodruff, in press). 
In the year following rape, victims' physician 
visits increased 56% over preassault baseline 
(Koss et ai., in press). 

Unfortunately, the likelihood is low that phy­
sicians currently realize their potential to initi­
ate service provision for traumatized victims. 
The medical literature is mute on the long-term 
health impact of victimization. Instead, emer­
gency and forensic treatment needs are empha­
sized (Hicks, 1988; Hochbaum, 1987; Martin, 
Warfield, & Braen, 1983). Further, only 53% of 
medical school curricula include teaching about 
domestic violence; an average of 1% hours is 
devoted to the topic (CDC, 1989c). Nor do ac­
cepted clincial practices reflect a recognition of 
the significance of criminal violence in women's 
lives. Specifically, exposure to sexual violence 
fails to be included in the standard sexual his­
tory in clinical medicine (Ende, Rockwell, & 
Glasgow, 1984; Lewis & Freeman, 1987; Smith, 
1989). Using current diagnostic techniques, 
personnel in a large metropolitan hospital cor­
rectly identified fewer than 5% of the episodes 
of domestic violence involving adult female pa­
tients (Stark, Flitcraft, Zuckerman, Grey, Ro­
bison, & Frazier, 1981). Standard psychiatric 
assessments also routinely fail to detect histo­
ries of sexual assault among inpatients ijacob­
son & Richardson, 1987; Jacobson, Koehler, & 
Jones-Brown, 1987). 

The failure to screen for victimization by vio­
lence communicates a lack of permission to 
discuss these issues in the medical setting. 
When psychosocial variables are ignored in 
diagnosis, somatic complaints, which are the 
ticket of admission to the medical system, may 
be inaccurately or inappropriately diagnosed 
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and treated as organic in etiology; this treat­
ment, in turn, places an undue burden on the 
health services delivery system (Katon, Ries, & 
Kleinman, 1984). As well, opportunities are 
missed to facilitate simple confiding in a caring 
person, which has demonstrated therapeutic 
effects on the immune response (Pennebaker, 
Kiecolt-Glaser, & Glaser, 1988). 

Providing Health Care for Women: 
Institutional Barriers 

We have made considerable progress in draw­
ing a picture of women's health status and their 
ability to gain access to needed health care. We 
now turn to the provision of gender-sensitive 
health care within medical school settings. 
Gender-sensitive health care and education in­
clude the following components: (1) didactic 
content about women's health receives proper 
emphasis in medical school curricula; (2) the 
strengths that women bring to health care pro­
vision are valued and rewarded; (3) women's 
unique experiences and needs are considered 
in the planning of treatment; and (4) women's 
health problems are considered as viable re­
search specializations. We strongly believe that 
gender sensitivity ensues only when there is 
adequate representation of and institutional 
support for women faculty; these are uncharac­
teristic of predominantly male institutions. By 
considering the experiences of women profes­
sionals within medical schools in hiring, pro­
motion, tenure, and pay equity, we estimate 
women providers' power within these institu­
tions and the extent to which their contribu­
tions have been valued and rewarded. 

Supply of Doctoral-Level \lUmen 

The American Psychological Association 
(1988) census found that 53% of doctoral-level 
psychologists are women (including 7% who 
are Asian, black, or Hispanic); this percentage 
reflects nearly a sixfold increase in female 
Ph.D.'s since 1950. In 1987, 54% of all Ph.D.'s 
awarded in clinical psychology went to female 
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candidates. Roughly 5% of persons with doctor­
ates in psychology work in academic medicine 
(Pion, Bramblett, & Wicherski, 1987). Nearly 
half of new doctoral recipients accept jobs in 
health care settings of some kind (Howard, 
Pion, Gottfredson, Flattau, Oskamp, Pfafflin, 
Bray, & Burstein, 1986). 

The trend toward increasing the representa­
tion of women is more recent in medicine than 
in psychology. First-year female medical stu­
dents in 1950 constituted 5% of the class; fe­
male enrollment today has increased to 37% 
(Bickel, 1988; Friedman, 1988; Nadelson, 1989). 
Residency programs are now 28% female; the 
proportion of female residents is highest in pe­
diatrics (52%), obstetrics/gynecology (45%), 
psychiatry (41%), dermatology (40%), and pa­
thology (37%) (Bickel, 1988; Martin, Parker, & 
Arnold, 1988). By contrast, less than 5% of sur­
gical residents are women. Among the medical 
residents on duty on September I, 1987, 4.8% 
were black and 5.1 % were Hispanic (Crowley & 
Etzel, 1988). 

Only 15% of active practicing physicians are 
women, compared with half of the practicing 
psychologists (Friedman, 1988; Weisman & 
Teitelbaum, 1989). In addition, the paucity of 
flexible work settings has resulted in the major­
ity of female physicians being concentrated in 
part-time employment in institutional settings 
(Nadelson, 1989). 

Hiring, Tenure, and Promotion 

Total female medical school faculty member­
ship grew from 13% in 1967 to 19% 1987 (Bar­
tuska, 1988; Bickel, 1988). Among medical school 
faculty holding Ph.D.'s (and other health de­
grees), 21% are women. Among faculty holding 
M. D's, 15% are women, a figure which was 9% 
in 1967 (Bickel, 1988; Nadelson, 1989). The 
number of women with assistant professor­
ships increased from 41% in 1978 to 49% in 
1988, but the proportion of female full pro­
fessors has remained relatively constant at 8%-
9% (Bickel, 1988). These data suggest that avail­
ability and affirmative action hiring are not the 
major culprits in the underrepresentation of 

women in the upper ranks; instead, the blame 
lies in the retelltion and promotion of women 
once hired. 

The average number of years required to as­
cend in rank is consistently higher for female 
faculty than for male faculty (Dickstein & Ste­
phenson, 1987; Martin et al., 1988; Wallis, Gilde~ 
& Thaler, 1981). Studies of career progression 
among medical school faculty hired in 1976 
revealed that, by 1986,25% of men compared 
with 19% of women were tenured or on a ten­
ured-track appointment; 12 % of men versus 3% 
of women had achieved the rank of full pro­
fessor (Bickel, 1988). Fewer than one third of 
female academic physicians aged 47 years or 
older have attained the rank of full professor 
(Nadelson, 1989). Nadelson (1989) postulated 
that female physicians typically do not attain 
high academic status because they frequently 
prefer combined teaching, clinical, and admin­
istrative positions. Humanistic contributions 
to the academic medical environment do not 
result in a direct payoff for promotion (Bickel, 
1988; Racy, Smith, & Ferry, 1989). 

In the administration of academic medicine, 
the paucity of women is even more notable than 
among the upper ranks of faculty. In total, 
women represent 3% of the medical school aca­
demic administrative structure (Bickel, 1988). 
There are only 2 female deans in the 127 medi­
cal schools in the United States. Only one chair 
of a psychiatry department is filled by a woman, 
and psychiatry is a field with a relatively large 
pool of available women candidates (Bartuska, 
1988; Nadelson, 1989). The grave underrepre­
sentation of women in senior ranks and in ad­
ministrative positions is difficult to explain 
when one recognizes that, since 1960, women 
have been more likely than men to enter aca­
demic medicine (Martin et al., 1988). 

Pay Equity 

Academic women, like other working women, 
receive less compensation and fewer other ben­
efits than their male counterparts, even when 
they are in comparable positions (Nadelson, 
1989). Specifically, the most recent biennial sur-
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vey of doctorates in the United States, which is 
conducted by the National Research Council, 
reported that women scientists continue to be 
paid less than men in the same field and at the 
same experience level (Vetter, 1989). Women are 
offered lower starting salaries, and the gap 
widens with time. Over a 30-year professional 
lifetime, the differential totals $227,500 in 1987 
dollars (Vetter, 1989). The field with the highest 
level of parity is psychology (women make 
86% of men's salaries) and the field with the 
lowest level of parity is medical science (women 
make less than 75% of men's salaries) (Howard 
et al., 1986; Vetter, 1989). Women also report 
more career obstacles, including less institu­
tional or federal support for their education, 
more difficulty finding work, and less likeli­
hood of finding full-time work. In the early 
1970s, these trends were attributed to the re­
cency of women's entry into the work force. But 
today, 40% of the women in the professional 
work force have more than 10 years of experi­
ence (Vetter, 1989). 

Conclusions 

The goal of this chapter was to review the 
anatomy of women's health. To recap the major 
points, it was concluded that women are quite 
healthy compared with men. They live longer 
and have lower mortality rates for many con­
ditions. These differences are accounted for 
by sex-linked biological advantages faVOring 
women, as well as lower levels of injurious 
health behaviors including smoking and drink­
ing. In spite of greater longevity, women, not 
men, have a higher prevalence of both acute 
and chronic causes of morbidity, and health 
profiles on all dimensions are less favorable for 
minority women. Two important trends affect­
ing women's health and the availablility of 
health care are the increasing rates of poverty, 
especially in female-headed households, and 
the staggering amount of violence perpetrated 
on women, often by offenders who are intimate 
acquaintances. Violence and poverty both in­
crease women's needs for health services and at 
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the same time create obstacles to obtaining 
care. Women emerge as major consumers of 
health services primarily because of their greater 
longevity; their rates of hospitalization exceed 
those of men only during the childbearing 
years. If given the opportunity, women pa­
tients often express a preference for female 
health practitioners, who have been widely 
praised for their empathy and their ability to 
meld the art and science of healing. 

In closing, we would like to identify some 
specific areas for action that offer the potential 
to improve women's health and their access to 
health care. 

1. Pay inequity. Women are underpaid relative 
to men and increasingly must provide care to 
dependent children who are abandoned by 
their fathers. Other countries and various lo­
calities within the United States have adopted 
proposals to create pay equity. The absence of 
pay equity as a national policy promotes poor 
health among women. 

2. Employment-linked benefits and insurance 
system. Both pension benefits and insurance 
coverage are linked to employment in the United 
States. This public policy affects women's ac­
cess to adequate health care because it allows 
pay inequity, unpaid dependent care, and in­
termittent employment history to affect retire­
ment and disability income and the quality of 
insurance coverage that is available. These in­
equities are especially troublesome for women, 
who must plan for a longer life span than men. 
Other countries have found methods by which 
to fund universal health care and pension ben­
efits that are not linked to paid employment. 
Continuation of the status quo in the United 
States places women at a disadvantage in ob­
taining health care. 

3. Interpersonal violence. Insidious effects en­
sue from the violence perpetrated on women 
within the American family. Strong cultural 
forces favor secrecy and foster illusions about 
the nature of the family. They have resulted in a 
long-term cover-up of intimate violence. Women 
do not need to have the aftereffects of violence 
turned into diseases; they need help to address 
the violence. 
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4. Avoidance of women in research. It has been 
demonstrated that women's physiology is not 
the same as men's. Thus, the present practices 
by which drugs reach the clinical trial stage 
before ever being tested on women is highly 
inappropriate. Yet, the restrictive testing guide­
lines currently in effect have not been revised 
since 1977. It is no longer allowable, according 
to federal policy, to exclude women from funded 
research studies in health (excluding drug 
studies) without explanation. But informed 
oversight is needed to ensure that this policy 
will become more than lip service; funding 
agencies must be expected to present research 
portfolios that address women's health issues. 

5. Obstacles for women providers. The woman 
practitioner who chooses to work within a 
medical school faces several serious challenges. 
Women practitioners, regardless of specializa­
tion, face a longer, harder road to tenure and 
promotions, with far less likelihood of ever 
reaching full professorship or the administra­
tive ranks. Without urgent attention to the 
mentoring and retention of women candidates, 
medical schools will find their faculty increas­
ingly at odds with both health care consumers 
and the medical student body, which is fast 
approaching gender parity. The major consola­
tion for the women currently on medical school 
faculties is that they may outlast the obstacles 
and live long enough to see significant changes. 
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CHAPTER 14 

Emerging Issues in the Care 
of the Elderly 

Asenath La Rue and Charles McCreary 

Introduction 

Older adults comprise the largest subgroup of 
patients seen in general medical settings. Yet, 
most health care professionals, including psy­
chologists, have had little or no training in nor­
mal aging or in diseases that affect the aged. 
According to an American Psychological Asso­
ciation survey conducted in 1982, less than 5% 
of psychological services were delivered to el­
derly clients, and only a fraction of a percent­
age of psychologists in health settings reported 
a primary focus on aging (VandenBos & Stapp, 
1983). This pattern is changing to a degree, 
through improvements in graduate curricula 
and in clinical experience provided by intern­
ship and postdoctoral programs. However, there 
continues to be a need to integrate expertise in 
rapidly growing subspecialties such as neuro­
psychology, health psychology, and behavioral 
medicine, with an understanding of the psy­
chology of aging. 

This chapter is a combined effort of a gero­
psychologist and a health psychologist. Most 
of our work has been in a university-based 

Asenath La Rue and Charles McCreary • Department 
of Psychiatry and Biobehavioral Sciences, University of 
California at Los Angeles, Los Angeles, California 90024-
1759. 

neuropsychiatric hospital with inpatient, out­
patient, and day-treatment programs for older 
adults. Collectively, however, we have also had 
experience in behavioral medicine programs in 
medical hospitals and in consultation to geria­
tric long-term-care facilities. Our first aim in 
the chapter is to highlight some of the basic 
issues that are influencing health care for older 
patients, including demographic patterns, 
health care needs and utilization, and attitudi­
nal barriers to quality care. The second aim is 
to identify the most common reasons that older 
patients might be referred to a psychologist in 
a medical setting, and to outline basic strate­
gies that we have found useful in responding to 
these referrals. 

Older Adults and Health Care: 
Some Widely Recognized Trends 

Demography and Medical Morbidity 

Older adults, especially the very old, are 
rapidly increasing in number. People 65 years 
or older now comprise 12% of the US. popula­
tion, and those 55 and above account for 21% 
(US. Bureau of the Census, 1987). By 2030, one 
in five Americans will be 65 or older, and one in 
three will be at least 55 (Spencer, 1984). The 
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ratio of old to young people has shifted signifi­
cantly since 1900, and by the year 2030, the 
proportion of children and elderly adults is 
expected to be nearly equal (Spencer, 1984). 
Very old people (more than 85 years) are one of 
the fastest growing subgroups within our pop­
ulation; the life expectancy for this group has 
increased 24 % since 1960, and people who are 
85 and older are expected to increase propor­
tionally from about 1% of the population to 
more than 5 % between 1986 and 2050 (Spencer, 
1984). 

The likelihood of suffering from a chronic or 
disabling medical condition increases rapidly 
with age. More than four out of five people 
over the age of 65 have at least one chronic 
medical illness, and many have multiple condi­
tions. According to data provided by the Na­
tional Center for Health Statistics (1987a), the 
five most prevalent categories of illness, and 
their rates per 1,000 for people aged 65 and 
older versus age 45-64, are arthritis (480 vs. 
285); hypertension (394 vs. 251); hearing im­
pairment (296 vs. 136); heart conditions (277 vs. 
123); and orthopedic conditions (277 vs. 123). 
The difference in prevalence rates is striking for 
these conditions; for example, the odds of suf­
fering from arthritis are 68% higher and of 
suffering from hypertension are 57% higher in 
the older group. 

Older people use medical personnel and fa­
cilities more often than younger adults. People 
aged 65 and over are hospitalized twice as of­
ten as the younger population, stay 50% longer, 
and use twice as many prescription drugs (Na­
tional Center for Health Statistics, 1987b). El­
derly patients also exceed younger adults in 
outpatient physician visits, by a ratio of about 
three to two (US. Senate Special Committee on 
Aging, 1987-1988). 

In 1985, persons over the age of 65 accounted 
for 30% of all hospital discharges and 41 % of all 
short-stay hospital days of care. People aged 75 
and above, who constitute only 5% of the cur­
rent population, accounted for 16% of hospital 
discharges and 22% of short-stay hospital days 
(National Center for Health Statistics, 1987b). 
Most older people come to hospitals because of 
an acute episode of a chronic condition. The 
most common categories of discharge diag-

noses for elderly patients are diseases of the 
circulatory system (31%); heart disease (20%); 
digestive diseases (12%), respiratory disease 
(11%); neoplasms (19%) and pneumonia (4%). 
On average, 4 diagnoses are assigned to el­
derly patients, as opposed to only 2.4 diag­
noses per younger patient (National Center for 
Health Statistics, 1987c). 

Although older people make frequent use of 
medical facilities and personnel, many of their 
day-to-day needs for assistance are met by rela­
tives and friends. For disabled older people 
living in the community, relatives provide 84% 
of the care; about 80% of these caregivers pro­
vide assistance on a daily basis, and 64 % do so 
for at least a year (US. Senate Special Commit­
tee on Aging, 1987-1988). 

Those with chronic needs that cannot be met 
at home generally receive care within nursing 
homes. At any given time, only about 5% of 
the elderly population are residing in nursing 
homes, but the lifetime risk for this type of 
institutionalization is much higher (estimated 
at 52% for women and 30% for men who have 
reached the age of 65; US. Senate Special Com­
mittee on Aging, 1987-1988). Residents of nurs­
ing homes are most often very old (22% ;385 
years vs. 1% aged 65-74 years). There are more 
women than men in these settings (75% vs. 
35%), and more people without children (37% 
vs. 19% for older people in the community; 
U. S. Senate Special Committee on Aging, 
1987-1988). 

People over the age of 65 account for one 
third of the country's total personal health care 
expenditures. Per capita health care spending 
in 1984 was $4,200 per old adult, of which 45% 
was spent for hospitalization, nearly 21% for 
physician services, and an additional 21% for 
nursing-home care (US. Senate Special Com­
mittee on Aging, 1987-1988). Medicare pro­
vides the largest single source of funding for 
the health care costs of older people, and the 
greatest proportion (69%) of the Medicare funds 
is spent on short-stay hospital care. For older 
people in nursing homes, one of the primary 
funding sources is Medicaid, which covered 
42% of the costs of long-term care in 1985. It is 
also important to note that the elderly paid one 
third of their own medical costs in 1984 through 
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direct payments or through insurance pre­
miums, and that more than one half (52%) of 
nursing-home costs in 1985 had to be covered 
by direct patient payments (u. S. Senate Special 
Committee on Aging, 1987-1988). 

Aging and Mental Disorders 

Data on mental disorders in older adults run 
counter to the trends for physical disease; that 
is, most forms of mental illness are no more 
prevalent in the aged than in younger adults, 
and for a variety of reasons, the old are receiv­
ing fewer mental health services than younger 
age groups. 

Information provided by the National Insti­
tute of Mental Health (NIMH) Epidemiologic 
Catchment Area Survey suggests that commu­
nity-resident older adults may have slightly 
lower rates of diagnosable mental disorder 
than younger people. For example, the one­
month prevalence rate for all forms of mental 
disorder was reported to be 12.3% for people 
aged 65 years and older, compared to 16.9%, 
17.3%, and 13.3% for people of the ages 18-24, 
25-44, and 45-64, respectively (Regier, Boyd, 
Burke, Rae, Myers, Kramer, Robins, George, 
Karno, & Locke, 1988). Only one category of 
illness (i.e., severe cognitive impairment) was 
observed significantly more often in the old 
than in the young (4.9% for the ;:.65 group vs. 
0.6% to 1.2% for younger groups). 

Although one in every eight older people 
suffers from mental disorder, only a small pro­
portion of older adults receive any community­
based mental health services. For example, el­
derly people have been estimated to account 
for only 2% of the patients seen by private 
therapists, and for only 6% of those served 
by community mental health centers (Roybal, 
1988). The gap between mental health needs 
and service utilization has been attributed to 
several factors. The most tangible, and proba­
bly the most important, are limited reimburse­
ment, limited access, and staffing patterns 
(Gatz & Pearson, 1988; Knight, 1986). Attitudes 
may also playa role, among both professionals 
and older patients. Although there is little evi­
dence that mental health service providers, or 
Americans in general, are strongly or per-
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vasively ageist (see review by Gatz & Pearson, 
1988), more specific types of biases (e.g., over­
diagnosis of organic conditions or less frequent 
referrals for psychotherapy) are sometimes 
present. There is also growing concern that 
ageism may be assuming new forms. Braith­
waite (1986) described an "antidiscrimination 
response" among health care professionals, in 
which a specific older person's problems are 
ignored or minimized because professionals 
have lowered expectations of elderly people in 
general; in effect, by "going out of their way not 
to denigrate the aged" (Gatz & Pearson, 1988), 
professionals may be failing to recognize legiti­
mate psychological problems with potential for 
remeditation. A second area of concern is that 
both the general public and health care profes­
sionals may be forging too strong a mental 
association between old age and possible Al­
zheimer's disease. Gatz and Pearson (1988) 
cited evidence that older adults, college stu­
dents, and caregivers of patients with demen­
tia all greatly overestimated the prevalence of 
Alzheimer's in the aged. 

Older patients themselves contribute to un­
derutilization of mental health services. It is 
clear that contemporary old people are more 
likely to consult medical specialists, such as 
their family doctor, a general practitioner, or an 
internist, than they are to seek out the services 
of a mental health professional (Gatz, Popkin, 
Pino, & VandenBos, 1985). Many older people 
focus heavily on the reporting of physical phe­
nomena, as opposed to psychological events, 
and if psychological complaints are raised, 
these, too, are most often communicated to a 
primary-care physician (e.g., Shapiro, Skin­
ner, Kessler, Von Korff, German, Tischler, Leaf, 
Benham, CottIer, & Regier, 1984). 

These observations suggest that psycholo­
gists who work in medical settings are more 
likely to encounter older patients and their 
mental health problems than are those who 
work in private practice or in community facili­
ties. The exact prevalence of mental illness in 
older medical patients is difficult to estimate 
because of the lack of large-scale investigations 
with adequate methodology. Studies often focus 
on a single category of illness (e.g., delirium), 
provide little information about methods for 
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case identification, or report prevalence only 
within series of patients who have already been 
referred for psychiatric evaluation (e.g., Small 
& Fawzy, 1988). However, a recent study by 
Rapp and colleagues (Rapp, Parisi, & Walsh, 
1988; Rapp, Parisi, Walsh, & Wallace, 1988) 
with a medically-ill aged sample can be used to 
illustrate how often mental problems are likely 
to be encountered. The subjects were a random 
sample of more than 300 inpatients over the age 
of 65 who had been admitted to the medical­
surgical services of a Veterans Administration 
hospital. Nearly a third of these patients had 
signs of cognitive impairment, and more than 
a quarter without such deficits were found to 
have other psychiatric disorders when the re­
search diagnostic criteria (RDC) were used 
(Spitzer, Endicott, & Robbins, 1978). These esti­
mates are in line with those provided by the 
literature on psychiatric consultations in medi­
cal settings, where 37%-54% of aged patients 
are diagnosed as having cognitive disorder and 
23%-27% as having affective disorder (see 
Small & Fawzy, 1988, for a review). 

When input from mental health professionals 
is not available, the literature suggests that 
mental disorders are typically overlooked in 
medical settings. German, Shapiro, Skinner, 
Von Korff, Klein, Turner, Teitelbaum, Burke, 
and Burns (1987), who studied an ambulatory 
care population of more than 1,200 patients of 
varying ages, found that physicians assigned 
psychiatric diagnoses or made note of emo­
tional distress for only 41% of the elderly pa­
tients who had scored in the critical range on a 
mental health screening questionnaire; attempts 
at treatment (counseling, contact with human 
services agencies, referral to a mental health 
specialist, or the prescription of psychoactive 
medications) were observed for only 32% of the 
emotionally distressed older patients. These 
investigators and many others (e.g., Lipowski, 
1987; Small & Fawzy, 1988) have emphasized 
that underrecognition of mental illness is a par­
ticularly serious problem for older medical pa­
tients. There are many reasons why this may 
be so: compared to younger patients, the el­
derly tend to rely more heavily on primary-care 
physicians; their multiple medical illnesses 
may divert physicians' attention away from 

psychiatric signs and symptoms; depression 
and anxiety may be viewed as unremarkable in 
people with serious medical illness; and those 
without specific geriatrics training may find it 
hard to distinguish normal aging changes from 
those that result from illness. 

Common Referral Questions for Older 
Patients in Medical Settings 

Psychologists most often consult on medical 
cases when staff suspect that major mental ill­
ness is present, or when there are specific be­
havioral management problems (Small & Fawzy, 
1988). Because cognitive problems and depres­
sion predominate as reasons for referral, much 
of our discussion pertains to procedures for 
improving the identification and treatment of 
these conditions. Pain management and sleep 
disturbance are also discussed because they 
are particularly promising areas for psycho­
logical consultation and intervention with older 
patients. 

Cognitive Impairment: 
Identification and 1reatment 

When an older medical patient is evaluated 
for confusion or memory disturbance, the de­
sired outcome is likely to be a specific diagnos­
tic impression (e.g., Alzheimer-type dementia 
or multi-infarct dementia). However, in acute 
care settings, the ability to make specific diag­
nostic statements is limited by many practical 
considerations. Patients generally stay in the 
hospital for only a few days and may be too 
fatigued or in too much pain to participate in a 
thorough assessment. Often, an adequate his­
tory is lacking, and without such information, 
it may be impossible to reasonably evaluate the 
relative contributions of active systemic illness 
or medical treatment to current cognitive prob­
lems. Ambulatory care provides a better set­
ting for neuropsychological testing, but here, 
too, the likelihood of completing thorough 
evaluations is restricted for geriatric patients. 
Many older patients are discharged to nursing 
homes, where further evaluation of mental sta­
tus is unlikely, and even those who return to 
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their own or their families' homes may have 
financial or transportation limitations that will 
interfere with outpatient evaluations. 

Medical psychologists' most positive contri­
butions to cognitively impaired elderly pa­
tients are likely to come in three areas: (1) pro­
viding reliable and valid indications of the 
extent of global cognitive dysfunction, in par­
ticular, indicating whether current problems 
exceed those expected with normal aging; (2) 
providing input on the temporal and topical 
pattern of cognitive dysfunction that may con­
tribute to the detection of delirium; and (3) 
educating staff and family members about en­
vironmental and behavioral management tech­
niques that can minimize the excess disabilities 
that so often accompany cognitive impair­
ment. To fill these roles, we need to be in­
formed about the broad range of disorders that 
may present with cognitive impairment, to 
have an excellent working knowledge of the 
distinctions between dementia and delirium, 
and to be realistically aware of the prognosis 
for cognitive-impairment syndromes. 

Common Forms of Cognitive Impairment 

Next to normal aging, which often results in 
the mild compromise of fluid intellectual abili­
ties and the learning and recall of new informa­
tion, dementia is by far the most common form 
of old-age cognitive impairment. Of people 
over the age of 65,10%-15% have at least mild 
dementia, and 4 % -6% have moderate to severe 
impairment (Terry & Davies, 1980). The pri­
mary risk factor for dementia is advancing age, 
and in people who are 80 years old or older, 
prevalence estimates generally exceed 20%. In 
hospitals and in long-term care, delirium is 
also a common disorder in elderly patients. 
Liston (1982) cited several studies with elderly 
patients on medical-surgical wards in which 
the rates of delirium were reported to range 
from 14% to 30%. Lipowski (1987) described 
two additional investigations in which 30%-
50% of medically hospitalized patients aged 70 
years or older displayed symptoms of delirium 
either initially or at some point in the hospital 
stay. Delirium is often underdiagnosed, and 
problems in its recognition and management 
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are more common for elderly than for younger 
patients (Lipowski, 1987). 

Diagnostic Criteria for Dementia. The term de­
mentia denotes a state of generalized and persis­
tent cognitive decline, with prominent memory 
impairment, that is severe enough to interfere 
with important everyday activities. Such cog­
nitive incapacity was once called senility and 
was attributed to old age or to attendant condi­
tions such as "hardening of the arteries." Cur­
rently, dementia is regarded as an illness, dis­
tinct from normal aging, that may have a variety 
of specific causes, as discussed below. 

It is important to recognize that dementia is 
a behavioral syndrome. When correctly applied, 
a diagnosis of dementia indicates that certain 
types of cognitive disturbance are present. In 
the revised third edition of the American Psy­
chiatric Association's Diagnostic and Statistical 
Manual of Mental Disorders (DSM-III-Ri APA, 
1987), the positive criteria for dementia are (1) 
demonstrable evidence of impairment in short­
and long-term memory; (2) at least one of the 
following: impairment of abstract thinking, im­
paired judgment, personality change, or other 
disturbance of higher cortical function, such as 
aphasia, apraxia, agnosia, and constructional 
difficulty; and (3) significant interference of the 
disturbance with work or usual social activities 
or relationships with others. 

Certain exclusionary criteria must also be 
met before the label of dementia can be ap­
plied. In the DSM-III-R, the primary basis for 
exclusion is that dementia cannot be diagnosed 
when cognitive disturbance occurs exclusively 
during the course of delirium. One of two con­
ditions pertaining to etiology must also obtain: 
(1) there is evidence from history, physical ex­
amination, or laboratory tests of a specific or­
ganic factor judged to be etiologically related to 
the disturbance; or (2) in the absence of such 
evidence, an etiological organic factor can be 
presumed, if the disturbance cannot be ac­
counted for by any nonorganic mental disorder 
(e.g., major depression). 

Although the DSM-III-R criteria for demen­
tia leave much to be desired, they do address 
some issues of importance in evaluations tak­
ing place in medical settings. These criteria 
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place restraints on the type and extent of defi­
cits that can be considered sufficient to raise 
the question of dementia and to prompt the 
clinician to consider certain explanations. Ex­
plicit recognition is given to the fact that "de­
mentia is not synonymous with aging" (APA, 
1987, p. 106) and that a diagnosis of dementia is 
warranted only when the cognitive deficits are 
quite severe. 

Delirium. Like dementia, delirium results in 
a general compromise of intellectual functions, 
but the core deficit is in attention, and the 
symptoms have a more abrupt onset and fluc­
tuating course. In the DSM-III-R, the behav­
ioral features necessary for a diagnosis of delir­
ium consist of the following: (I). reduced ability 
to maintain attention to external stimuli and to 
shift attention appropriately; (2) disorganized 
thinking, demonstrated by rambling, irrele­
vant, or incoherent speech; and (3) two or more 
of the following problems: reduced level of 
consciousness, perceptional disturbances, in­
creased or decreased psychomotor activity, dis­
orientation, and memory impairment, either 
recent or remote. 

An additional criterion is that the clinical 
features develop over a short period of time and 
tend to fluctuate. Also, there must be evidence 
of a specific organic factor judged to be the 
cause of the mental disturbance, or all reason­
able nonorganic causes (e. g., mania) must have 
been ruled out. 

An important aspect of these criteria is that 
they preclude the diagnosis of dementia in the 
presence of significant delirium, except in the 
case where there is a clear history of preexisting 
dementia. When in doubt as to the differentia­
tion of dementia and delirium, the recommen­
dation is to assign a provisional diagnosis of 
delirium, which "should lead to a more active 
therapeutic approach" (APA, 1987, p. 102). 

"Reversible" and "Currently 
Irreversible" Causes 

At one time, the term dementia was used to 
connote an irreversible organic mental disor­
der, whereas delirium (or acute organic brain syn-

drome) was used to designate reversible organic 
conditions. As indicated above, the current di­
agnostic criteria make no assumptions regard­
ing the reversibility of cognitive impairment 
symptoms, partly because clinical research has 
found that either dementia or delirium can 
sometimes result from specific, potentially 
treatable conditions. Table 1 lists some of the 
conditions that have been associated in the lit­
erature with dementia, delirium, or both (Na­
tional Insitute on Aging Task Force, 1980). In 
many instances, the evidence that a condition 
is a causative factor is largely anecdotal, or is 
based on a few case examples; also, both demen­
tia and delirium are terms that are used quite 
loosely, the former referring to relatively perva­
sive cognitive problems that have a gradual 
onset, and the latter to more transient, rapidly 
developing states in which confusion is a promi­
nent feature. The original aim of this listing 
was simply to raise practitioners' conscious­
ness to the fact that generalized cognitive im­
pairments may have a specific cause and, at 
times, a specific treatment. 

It is noteworthy that therapeutic drug in­
toxication is at the top of the list. The list of 
nonpsychiatric medications that can produce 
psychiatric symptoms, either alone or in inter­
action, is daunting (see The Medical Letter on 
Drugs and Therapeutics, 1984, 1986, for some 
useful listings ), and psychoactive medications 
are among the most common precipitants of 
adverse reactions. Drug effects are of particu­
lar concern in the elderly because older people 
consume more physician-prescribed medica­
tions than younger adults and many take multi­
ple medications (Ousland~ 1981). The increased 
potential for drug toxicity in older individuals 
is well documented, as is the heightened possi­
bility of drug-drug interactions (Hicks, Dys­
ken, Davis, Lesser, Ripeckyj, & Lazarus, 1981). 
Acute toxicity is the most common cause of 
delirium, as discussed below, but adverse medi­
cation reactions can also present as dementia. 
This dementia may result when an individual 
has been taking a medication at a fixed dose for 
many years but is no longer metabolizing it 
with the same degree of efficiency, or when a 
new drug is added without adequate consid-
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Table 1. Reversible Causes of Mental Impainnenta,b 

Therapeutic drug intoxicationd,D 
Depressiond 
Metabolic 

a. Azotemia or renal failured,D 
b. Hyponatremiad,D 
c. HypernatremiaD 
d. Volume depletiond,D 
e. Acid-base disturbanceD 
f. Hypoglycemiad,D 
g. HyperglycemiaD 

Infection, fever, or both 
a. Virald,D 
b. Bacterial 

PneumoniaD 
PyelonephritisD 
CholecystitisD 

Brain disorders 
a. Vascular insufficiency 

Transient ischemiaD 
Stroked,D 

b. 'frauma 
Subdural hematomad,D 
ConcussionlcontusionD 
Intracerebral hemorrhageD 
Epidural hematomaD 

Cardiovascular 
a. Acute myocardial infarctD 
b. Congestive heart failured,D 
c. Arrhythmiad,D 

Pain 
a. Fecal impactiond,D 
b. Urinary retentionD 

Sensory deprivation states such as blindness or deafnessd,D 
Hospitalization 

a. Anesthesia or surgeryd,D 

Alcohol toxic reactions 

h. Hepatic failured,D 
i. Hypothyroidismd,D 
j. Hyperthyroidismd,D 
k. Hypercalcemiad,D 
I. Cushing's syndromed 
m. Hypopituitarismd,D 

DiverticulitisD 
Tuberculosisd,D 
Endocarditisd,D 

c. Infection 
Acute meningitisD 
Chronic meningitisd,D 
Neurosyphilisd,D 
Subdural empyemad,D 
Brain abscessd,D 

d. Tumors 
Metastatic to braind,D 
Primary in braind,D 

e. Normal pressure hydrocephalusd 

d. Vascular occ1usiond,D 
e. Pulmonary embolusd,D 

c. FractureD 
d. Surgical abdomenD 

b. Environmental change and isolationd,D 
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a. Lifelong alcoholismd 
b. Alcoholism new in old aged,D 

c. Decreased tolerance with age, producing increas­
ing intoxicationd,D 

d. Acute hallucinosisD 
e. Delirium tremensD 

Anemiad,D 
Tumor-Systemic effects of nonmetastic malignant neoplasmd,D 
Chronic lung disease with hypoxia or hypercapniad,D 
Deficiencies of nutrients such as vitamin B, folic acid, or niacind 
Accidental hypothermiaD 
Chemical intoxications 

a. Heavy metals such as arsenic, lead, or mercuryd,D b. Consciousness-altering agentsd,D 
c. Carbon monoxided,D 

• Adapted from "Senility Reconsidered" by the National Institute of Aging Task Force, 1980, Journal of the American Medical Association, 244, 
pp. 261-262. 

bd = dementia; 0 = delirium; d,D = either or both. 
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eration of the set of medications that the indi­
vidual is already taking. 

Depression is placed second on the list. The 
fact that a substantial minority of older de­
pressed people experience severe cognitive 
deficits is well known among geriatric profes­
sionals, but the extent of the cognitive prob­
lems that can result from depression may be 
hard for clinicians to appreciate if they are not 
experienced in treating depression in older pa­
tients. 

The list also includes sensory deprivation, 
pain, and hospitalization as possible primary 
causes of either dementia or delirium. The fact 
that these conditions can result in global (and 
sometimes persistent) cognitive problems may 
be an example of what Roth (1971) and Roth­
child (1942) have referred to as altered compen­
sation or "threshold" effects, in which an older 
person's brain function is viewed as less adap­
tive than that of a younger person, so that the 
old are more vulnerable to precipitous losses in 
function when faced with abrupt environmen­
tal changes. This is a common experience for 
older patients with a prior history of brain im­
pairment, but it can also occur in individuals 
without signs of cognitive decline before hos­
pitalization. It is important to plan for this pos­
sibility when discussing elective hospitaliza­
tion with an older person and his or her family, 
and to minimize the amQUnt of relocation when­
ever possible. 

How often can dementia be attributed to 
specific medical, psychiatric, or environmental 
conditions? A commonly cited figure, based on 
autopsy and clinical studies, is that 10%-20% 
of older demented patients have potentially re­
versible disorders (e.g., National Institute on 
Aging Task Force, 1980). These estimates are 
being reexamined in prospective studies, such 
as the one conducted at the University of Wash­
ington, Seattle (Larson, Reifler, Sumi, Can­
field, & Chinn, 1985). The subjects were 200 
individuals aged 60 or older who represented 
consecutive referrals to a geropsychiatry out­
patient program specializing in the diagnosis 
and treatment of cognitive impairment. Clin­
cial diagnoses were assigned by a multidisci­
plinary team, supplemented by neuropsycho­
logical evaluation and a medical diagnostic 

work-up. In this carefully evaluated series, 9% 
had no dementia or had only age-associated 
forgetfulness, and 17% had specific medical 
causes other than Alzheimer-type or multi-in­
farct dementia. Relatively common specific 
causes were dementia due to drugs (5%), alco­
hol-related dementias (4%), hypothyroidism 
(1.5%), and other metabolic disorders (2.5%). 
Of the individuals judged to be without de­
mentia, two thirds (5% of the total sample) 
were diagnosed as having depression. 

As these statistics illustrate, even when com­
plete diagnostic evaluations are performed, the 
specific causes of dementia are likely to remain 
unidentified for a majority of patients. Under 
these circumstances, the diagnosis of exclu­
sion-Alzheimer-type dementia-becomes ap­
propriate. This disorder is the most common of 
the Hcurrently irreversibleu dementias, although 
careful attention to medical and psychosocial 
problems can attenuate some of the symptoms 
(see below). In medical settings, emphasis is 
understandably placed on the evaluation of the 
presenting systemic problem, and a thorough 
diagnostic examination for specific causes of 
dementia may not be performed. In addition, 
many patients also have acute mental status 
changes that complicate the evaluation of base­
line cognitive ability. For these reasons, great 
caution is recommended in the use of the label 
of Alzheimer-type dementia in medically ill 
individuals. 

Structured Assessment Techniques 

Clinical interview supplemented by a struc­
tured mental status exam is the most useful 
procedure for assessing cognitive deficit in 
medically ill aged patients. The results of these 
procedures can provide a valuable baseline for 
assessing treatment-related cognitive changes 
and can also be used to determine if a referral for 
neuropsychological assessment is desirable or 
feasible (see Chapter 18 by Sweet, in this book). 
Many cognitive mental status examinations are 
available, and several, including the Information­
Memory-Concentration Test (Blessed, Tomlin­
son, & Roth, 1968), the Mini-Mental State Exam­
ination (Folstein, Folstein, & McHugh, 1975), 
the Mattis Dementia Rating Scale (Mattis, 1976), 
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the Kahn-Goldfarb Mental Status Question­
naire (Kahn, Goldfarb, Pollack, & Peck, 1960), 
and the Short Portable Mental Status Question­
naire (Pfeiffer, 1975), have been widely used 
with geriatric patients (see Kane & Kane, 1981; 
Poon, 1986; Roca, 1987 for additional examples 
and critiques). Two such instruments, the Mini­
Mental State and a newer scale, the Neuro­
behavioral Cognitive Status Examination (Kier­
nan, Mueller, Langston, & Van Dyke, 1987), are 
discussed in detail below. 

The Mini-Mental State Examination (MMSE). 
The MMSE was developed as II a practical guide 
for grading the cognitive state of patients" 
(Folstein et al., 1975). It is a 30-point scale that 
includes orientation items and brief tests of 
memory, concentration, language, and motor 
skills. 

The original work on the MMSE (Folstein et 
al., 1975) was based on a study of 206 hospi­
talized patients diagnosed as having dementia 
syndromes, affective disorder, affective disor­
der with cognitive impairment (" pseudode­
mentia"), mania, schizophrenia, and person­
ality disorders, as well as 63 normal older 
subjects. The mean score for elderly normal 
subjects was 27.6 (SD = 1.7, range = 24-30), 
whereas the mean score for patients with de­
mentia was only 9.6 (SD = 5.8, range = 0-22). 
Age-matched groups with affective disorder 
scored in between these two extremes. Those 
with uncomplicated depressive disorder had a 
mean score of 26.1 (SD = 4.4, range = 17-30), 
and those judged to have depression with cog­
nitive impairment averaged 18.4 correct (SO = 

5.7, range = 9-27). These preliminary data led 
to the recommendation that scores of 0-23 be 
used to raise the question of cognitive impair­
ment (i.e., none of the normal older adults had 
scored less than 24). 

The MMSE has generally been found to have 
adequate reliability, and some concurrent val­
idation studies have been reported (see Roca, 
1987, for a review). However, several studies 
have underscored the point that "the MMSE 
does not make a diagnosis. Rather, a low MMSE 
score indicates a need for further evaluation" 
(Folstein, Anthony, Parhad, Duffy, & Gruen­
berg, 1985, p. 232). For example, Anthony and 
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others (Anthony, Le Resche, Niaz, Von Korff, & 
Folstein, 1982) administered the MMSE to 99 
patients consecutively admitted to a general 
medical ward at a university hospital; each pa­
tient was independently evaluated by a psychi­
atrist who judged the presence or absence of 
mental disorder. Although the MMSE was found 
to have an overall sensitivity of 87% and a 
specificity of 82% relative to clinical diagnosis, 
the specificity was found to be particularly low 
for patients with an eighth-grade education or 
less (63% vs. 100% for those with more educa­
tion) and for individuals aged 60 years and 
above (65% vs. 92% for younger adult sub­
jects). As a result, these investigators con­
cluded, "If the MMSE is to be used as a screen 
for delirium and dementia in the general popu­
lation ... a second stage procedure may be 
necessary for a definitive diagnosis ... , partic­
ularly in persons who have less than an eighth­
grade education, or who are elderly" (p. 406). 
Unacceptably high rates of false-negative er­
rors have also been reported for the MMSE, 
generally when it has been used with younger 
and less globally impaired neurological and 
neurosurgical patients (Schwamm, Van Dyke, 
Kiernan, Merrin, & Mueller, 1987). 

These findings suggest both substantial 
strengths and significant weaknesses in the 
use of the MMSE as a screening test for older 
adults. The primary advantages are that it 
probes a broad range of cognitive functions in a 
brief and reliable manner, and that it is sensi­
tive to the gross impairments in cognitive state 
that are observed in older patients with demen­
tia, delirium, and depression. In addition, be­
cause the MMSE is now commonly used in 
clinical settings where geriatric patients are 
treated, its findings are interpretable by a rela­
tively wide audience of health care profes­
sionals. However, the absence of age- and edu­
cation-adjusted cutting scores is an important 
limitation, as is the insensitivity of the scale to 
focal brain impairment. 

The Neurobehavioral Cognitive Status Examina­
tion. Because brief tests such as the MMSE have 
sometimes yielded high false-negative rates, 
especially for individuals with mild or focal 
brain impairment, several new tests have been 
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developed that attempt to provide a differenti­
ated index of various cognitive domains while 
still retaining brevity. The most recent of these 
measures is the Neurobehavioral Cognitive 
Screening Examination (NCSE) developed by 
Kiernan et al. (1987), based on their experience 
with patients in a general medical hospital. 

An examiner first rates a patient's conscious­
ness, attention, and orientation. Then, graded 
series of questions are asked in five areas: lan­
guage (assessing fluency, comprehension, repe­
tition, and naming); constructional ability; 
memory (recall of four words at 10 minutes 
with category prompts, followed by multiple 
choices); calculation; and verbal reasoning (simi­
larities and comprehension items). Each of the 
sections begins with a difficult item (called the 
screen); if the subject passes this item, no other 
questions of this type are given. If the screen is 
failed (as is reported to be the case with 20% of 
normal subjects), the remaining items in that 
section (the metric) are administered. Because 
normal subjects often need to be given only the 
screens for most sections, the test is said to take 
less than 5 minutes to administer to these indi­
viduals. For patients with impairment, admin­
istration time ranges from 10 to 20 minutes. The 
results are summarized in profile format, with 
separate points plotted for alertness, orienta­
tion, and attention, and for language, memory, 
calculation, visuoconstruction, and reasoning 
performance. Preliminary standardization data 
have been reported for several groups, includ­
ing older adult volunteers (aged 70-92). Lower 
mean scores were observed in the older adult 
group in three areas (constructions, memory, 
and similarities), and cutoffs for clinical inter­
pretation are adjusted downward on these 
scales for elderly patients. 

The NCSE shows some promise as a screen­
ing instrument for medically ill older patients. 
The profIle of outcomes is potentially useful, as 
a single summary score may mask important 
individual areas of weakness. No independent 
validation studies have been published as yet, 
and there are no data on reliability. It will be 
important for performance on this test to be 
separately examined in elderly patients with 
psychiatric disorder or medical illness before 

abnormal scores are considered suggestive of 
neurological impairment. 

In a preliminary examination of the NCSE in 
an inpatient geropsychiatric sample (Osato, 
Yang, & La Rue, 1988), we found that the NCSE 
was effective in distinguishing individuals with 
organic brain disorders from those with affec­
tive disorder, based on the number of clinical 
subscales yielding scores in the impaired range. 
However, even in depressed patients with no 
history or indication of neurological disorder, 
only a small proportion (4 of 14) scored within 
the limits recommended for normal aged sub­
jects on all of the clinical scales. At present, a 
reasonable procedure would be to use the 
NCSE in conjunction with some more estab­
lished mental status measure, or as an ante­
cedent tp more complete neuropsychological 
testing. 

A Delirium Rating Scale. Although specific 
structured mental status exams may help to 
elicit cognitive and attentional deficits, scores 
on these exams do not distinguish delirium 
and dementia (e.g., Folstein et al., 1985; Li­
powski, 1987). Lipowski's recommended diag­
nostic procedure (1987) is an informal bedside 
mental status evaluation designed to elicit key 
symptoms of delirium, such as inconsisten­
cies, disorganization, and distractibility. He 
emphasized that "acute onset of cognitive and 
attentional deficits and abnormalities, whose 
severity fluctuates during the day and tends to 
worsen at night, is practically diagnostic" (p. 
1791). 

For an experienced clinician familiar with 
elderly patients, these procedures may well 
prove adequate. However, many physicians 
and psychologists working in medical settings 
lack specialized experience with the aged and 
may work under severe time constraints that 
limit their ability to elicit and identify the in­
consistencies and performance failures to which 
Lipowski (1987) referred. More objective screen­
ing measures would be of great assistance in 
ensuring that delirium will not be overlooked. 

A step toward the development of such a 
measure has recently been published by ITze­
pacz, Bak~ and Greenhouse (1988). These inves-
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tigators reported data for 20 medical-surgical 
patients with delirium and 9 control subjects in 
each of three groups (dementia, schizophrenia, 
and affective or personality disorder) on a 10-
item Delirium Rating Scale (DRS). The items 
pertain to the temporal onset of the symptoms, 
perceptual disturbance, the hallucination type, 
delusions, psychomotor behavior, cognitive 
status during formal testing, the physical dis­
order, sleep-wake cycle disturbance, lability of 
mood, and the variability of symptoms. Each is 
introduced by a brief statement of rationale for 
its selection and some rough guidelines for the 
differentiation of the symptoms produced by 
different types of disorders (e.g., affective dis­
orders or schizophrenia vs. delirium). Mean 
DRS scores were found to be markedly elevated 
for the delirium group relative to any of the 
comparison groups, with no overlap in scores. 
Scores on the DRS correlated significantly with 
MMSE and Trails B scores in the delirium 
group, and there were no significant correla­
tions between DRS scores and age in any of the 
patient groups. The interrater reliability be­
tween two independent raters familiar with the 
scale's use was high (r = 0.97). 
. Independent replication studies and an ex­

amination of the scale's psychometric proper­
ties are needed before its use can be recom­
mended, but the DRS at least provides a list of 
potentially relevant clinical features to evaluate 
when delirium is suspected. Other diagnostic 
observations were reported by Weicker (1987), 
who compared the performance of elderly pa­
tients diagnosed with delirium, dementia, or 
depression on an objective mental status exam­
ination. Mental control items (e.g., counting 
backward from 20 or reciting the months or the 
alphabet) and clock-drawing tasks were found 
to be particularly useful in distinguishing de­
mentia and delirium, with delirious patients 
more often losing track or perseverating on 
these simple tasks. 

Treating Cognitive Impairment 

Dementia. How often does detection of the 
specific medical and environmental causes of 
dementia lead to a reversal of or an improve-
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ment in the symptoms? In the prospective 
study by Larson and colleagues (1985), the sub­
jects were followed clinically over a one-year 
period. Of the 200 patients, 55 (27.5%) im­
proved in cognitive function for a month or 
more, as determined by clinical assessment 
and/or improvement in psychometric and func­
tional ratings. Most of the positive changes 
were attributed to the effective treatment of 
coexisting illnesses, such as depression or con­
gestive heart failure. In 28 patients (14%), the 
improvement was sustained over the year, but 
in 27 (13.5%), it was transient. In only 2 cases 
was a completely reversible dementia observed 
(i.e., where the patient improved from a de­
mented state to normal mental function). 

Patients with dementia and their family mem­
bers are often sustained by the small positive 
changes that can result from the effective treat­
ment of coexisting conditions; as in other chronic 
or progressive illnesses, even a little improve­
ment can make the difference between hope 
and despair. By attending to the total picture of 
a patient's problems, medical as well as behav­
ioral, psychologists can strengthen their cred­
ibility and effectiveness in therapeutic work 
with caregivers. Contributing to support groups 
for family caregivers and starting such a group 
for staff who deal with demented patients on a 
daily basis are roles that psychologists are well 
prepared to take. Training family caregivers in 
behavioral management techniques can also be 
beneficial (Zarit, Anthony, & Boutselis, 1987). If 
time constraints make such involvement im­
possible, psychologists can at least be prepared 
to provide information about relevant resources 
in the community, such as the Alzheimer's Dis­
ease and Related Disorders Association. 

Delirium. The importance of prompt treat­
ment for delirium is underscored by the high 
mortality rates associated with this condition. 
For elderly patients, death has been reported to 
occur within the first month of illness for 17%-
25 % of patients (Liston, 1982). Younger patients 
appear to have a better chance of recovery from 
delirium than the elderly, and a more positive 
prognosis is observed if the episode is brief 
(Liston, 1982). 
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Lipowski (1983, 1987) emphasized the fre­
quency with which delirious states in the el­
derly are induced by medications and recom­
mended that current medications be stopped, 
or dosages reduced, to determine if these are 
the cause of the delirium. Identifying and treat­
ing systemic illnesses that may be etiologically 
related is also obviously an immediate priority. 
The categories of the physical illnesses that are 
most often associated with delirium in the el­
derly include cardiovascular disorders (e.g., 
congestive heart failure, myocardial infarction, 
and cardiac arrhythmias), infections (e.g., pneu­
monia and urinary tract infection), metabolic 
encephalopathies (e.g., electrolyte and fluid 
imbalance, diabetes, and hepatic, renal, and 
pulmonary failure), cerebrovascular disorders, 
and cancer (Lipowski, 1983; also see Table 1). 

There are important environmental and psy­
chological components of treatment that can 
affect the course of recovery. Having a familiar 
person such as a relative stay with the patient, 
providing a modest and consistent amount of 
stimulation, and providing frequent reorienta­
tion have all been recommended as useful (Lis­
ton, 1982). Skilled nursing care or supervision 
by family caregivers is crucial for preventing 
falls and injuries that may result from disor­
ganized and agitated behavior. Low doses of 
major tranquilizers such as haloperidol may be 
useful in controlling extreme agitation (Li­
powski, 1987), but it is often crucial to avoid 
psychoactive medications, particularly if the 
original delirium was drug-induced. It can be 
helpful to inform family members that the 
symptoms of delirium may resolve slowly, the 
acute phase being followed by a transitional 
phase in which there are residual problems 
with cognition, affect, or behavior, even when 
attention appears to have returned to normal. 

Depression in Elderly Medical Patients 

The shades of gray that differentiate normal 
and abnormal mood in a young adult persist, 
and may even be amplified, in old age. Partic­
ularly among the medically ill elderly, it is easy 
to come to expect some degree of depression 
and, perhaps, to underestimate the worth of 

formal evaluation. Without such evaluation, 
however, it appears likely that serious depres­
sion will be overlooked. Research indicates 
that many middle-aged patients seen in gen­
eral medical settings have significant symp­
toms of depression that are not detected or 
treated by primary-care physicians (e.g., Ka­
ton, Berg, Robins, & Risse, 1986), and current 
cohorts of older people are believed to be at an 
even greater risk of misdiagnosis, as they may 
be especially predisposed to view affective ill­
ness in somatic terms (e.g., Katon, Kleinman, 
& Rosen, 1982). 

Rapp et al. 's recent study (1988) with aged, 
medically ill veterans gives some indication of 
the prevalence of depression in geriatric medi­
cal patients and of the underrecognition of this 
disorder on general medical services. Several 
self-report scales of depression were adminis­
tered to 150 elderly patients (>65 years) who 
were randomly selected from consecutive ad­
missions to medical-surgical units. After dis­
charge, the medical charts were reviewed for 
indications of depression as recognized by the 
treating physicians (e.g., diagnosis of depres­
sion, use of the word depressed or related words 
such as despondent, or orders for psychiatric 
treatment or consultation). Based on ROC diag­
noses, 27% of the patients received diagnoses 
of current mental disord~ and 15% were found 
to have depression. Nane of these patients was 
assigned a psychiatric diagnosis by house staff; 
only 2 of 23 were des-cribed in terms suggestive 
of depression; and 6 false positives were ob­
served, most of whom had some notation about 
depression in their chart from previous admis­
sions. Consistent with the underrecognition of 
depression, none of the patients was treated 
with antidepressant medications during the 
hospital stay. 

Age Differences in Depressive Symptoms 

The OSM-III-R does not provide separate cri­
teria for diagnosing depression in older adults. 
However, under the heading of age-specific 
features of mood disorders, the manual notes, 
"In elderly adults some of the symptoms of 
depression, e.g., disorientation, memory loss, 
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and distractibility, may suggest Dementia" 
(APA, 1987, p. 220). As many as one in every 
five older depressed patients has significant 
cognitive problems, but as discussed in greater 
detail below, these problems often improve 
substantially with treatment or time. 

There is also a substantial literature suggest­
ing that somatic complaints are more promi­
nent in older depressed patients than in younger 
ones. In part, this finding results from the ob­
jectively higher rates of illness in the aged. On 
occasion, however, somatic complaints may 
serve as depressive equivalents, taking the 
place of mood disturbance, or these complaints 
may be amplified out of proportion to the un­
derlying physical state. In both of these cir­
cumstances, a diagnosis of depression may be 
appropriate even if an actual medical illness 
complicates the picture, particularly when the 
depressive symptoms exceed age-adjusted cut­
offs on depression rating scales (see below). 

Physical Illness as a Risk Factor 
jor Depression in Old Age 

Many studies suggest that physical disease 
may affect the development and persistence of 
depressive disorders in older people. Blazer 
and Williams (1980) reported that almost 15% 
of a large, stratified random sample of older 
adults in the community had "substantial de­
pressive symptomatology," and in nearly one 
half of this subgroup, the depressive symp­
toms were judged to be related to medical ill­
nesses. When community-resident elderly are 
followed longitudinally, those who are in poorer 
initial health or who become ill in the interim 
are more likely to develop depression than 
those whose health is better (Phifer & Murrell, 
1986). In a one-year naturalistic follow-up of 
older adults who had been hospitalized for 
depression, Murphy (1983) observed that pa­
tients with major chronic physical health prob­
lems were significantly more likely to relapse 
or to remain continuously ill than elderly de­
pressives with minimal or less severe health 
problems. 

Physical illness can be considered a risk fac­
tor for depression at any age, but there are 
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suggestions in the literature that the link be­
tween medical illness and depression may be 
stronger in the old than in the young. In a 
longitudinal investigation, Turner and Noh 
(1988) compared predictors of depression among 
three adult age groups (18-44 years, 45-64 
years, and 65 years and above). Physical dis­
ability measures (pain and functionallimita­
tion) were significantly related to depression in 
the oldest age group, but not in the two younger 
groups. By contrast, stressful life events were 
more closely linked to depression in the young 
than in the old, and social support and a sense 
of mastery were significant contributors at all 
ages. 

Depression Rating Scales 

Although several studies have shown that 
elderly subjects' total scores on depression rat­
ing scales are inflated by their responses to 
somatic items, recent investigations indicate 
that depression rating scales can be effectively 
used with the medically ill elderly (e.g., Nor­
ris, Gallagher, Wilson, & Winograd, 1987; Rapp 
et al., 1988a). 

The Beck Depression Inventory (BDl). The BDI 
(Beck, Ward, Mendelson, Mock, & Erbaugh, 
1961) is a 21-item, multiple-choice survey that 
includes items evaluating mood, sense of 
pessimism and guilt, social withdrawal, sleep 
disturbance, loss of energy, and weight and 
appetite. Like most standardized assessment 
instruments, it was initially developed for use 
with younger adults, and good normative data 
for elderly populations are lacking. However, 
the BDI has been used in several studies with 
elderly depressives, where it appears to meet 
the minimum standards for reliability and valid­
ity. For example, Gallagher, Nies, and Thomp­
son (1982) administered the BDI to both normal 
and depressed older adults and obtained values 
of .90, .84, and .91, respectively, for test-retest, 
split-half, and alpha reliabilities. Satisfactory 
validity relative to RDC diagnoses were ob­
served in a second study (Gallagher, Brecken­
ridge, Steinmetz, & Thompson, 1983). 

A 13-item short form of the BDI is available 
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that may be particularly useful in medical set­
tings (Beck & Beck, 1972). Scogin, Beutler, Cor­
bishley, and Hamblin (1987) obtained Spear­
man-Brown split-half and alpha coefficient 
reliabilities of .84 and .90, respectively, for the 
short form in a sample of depressed and nor­
mal older adults. Using a cutoff score of 5, 
these authors found the BDI short form to cor­
rectly identify 97% of the depressed sample 
and 77% of the nonpatient sample. 

The Geriatric Depression Scale (CDS). Devel­
oped by Yesavage, Brink, Rose, Lum, Huang, 
Adey, and Leirer (1983), the GDS consists of 30 
items selected for their "appropriateness and 
performance with the aged population" (p. 
154). A yes-no answer format is used to sim­
plify the self-rating procedure. Mood is most 
extensively surveyed, and there are items as­
sessing cognitive complaints and social behav­
ior. The GDS has eliminated most somatic 
items ("Do you often get restless and fidgety?" 
and "00 you feel full of energy?" are the closest 
approximations). 

Norris et al. (1987) recently validated the BDI 
and the GDS against ROC and clinical diag­
noses of depressive disorders in a geriatric 
medical outpatient population. When the BDI 
was used, the proportion of patients correctly 
diagnosed was .84 for both a conservative and a 
more lenient BDI cutoff score (17 and 10, respec­
tively). When the GDS was used, the accuracy 
of diagnosis was .77 and .84 for lenient and 
more conservative cutoff scores (10 and 14, re­
spectively). 

Further support for the use of these scales in 
general medical settings was provided in Rapp 
and colleagues' research (1988) with patients 
on medical-surgical units. Both the BDI and the 
GDS were found to have moderately high sen­
sitivity (83% and 70%) and specificity (65% 
and 89%) relative to ROC diagnoses using cut­
offs of 10 on each scale; near-perfect sensitivity 
to major depression, as opposed to minor or 
intermittent depression, was observed for both 
scales. To increase specificity, Rapp et al. rec­
ommended raising the cutoff on the GDS to 13 
or using the BDI Psychological subscale, with a 
cutoff of 5. These investigators underscored the 

fact that such screening instruments were much 
more sensitive to depression than the proce­
du~ being used by medical house staff (which 
resulted, as discussed above, in the overlook­
ing of nearly all cases of depression). 

The Hamilton Rating Scale for Depression 
(HAMD). Self-rating scales may not be appro­
priate for some elderly patients, particularly 
those with visual deficits, limited education, 
and poor English-language proficiency. For ex­
ample, Toner, Gurland, and Teresi (1988) used 
the Zung Self-Rating Depression Scale (Zung, 
1965) with older patients at a general internal 
medical group practice and found that 35% 
were unable to complete the scale because of 
visual problems, illiteracy, lack of motivation, 
or other reasons. Self-rating scales may also be 
insensitive to "masked depressions," where 
subjective dysphoria is minimal and somatic 
symptoms predominate, or where an individ­
ual wishes deliberately to minimize the report­
ing of psychological distress. 

An observer-rated depression scale, such as 
the HAMD (Hamilton, 1960), is likely to be 
most useful in these situations. This 23-item 
instrument was originally designed as an out­
come measure for drug studies of depression in 
the general adult population. As such, it is 
weighted for the type of variables that medica­
tions are able to alter (Le., sleep, weight change, 
psychomotor speed, and other biological con­
cerns), although it also taps depressive mood, 
anxiety, guilt, loss of libido, paranoia, obses­
sional symptoms, and suicidal ideation. 

Kochansky (1979) noted that normative stud­
ies of the HAMD with elderly populations are 
lacking and indicated that this and other de­
pression rating scales may fail to distinguish 
between dementia and depression as a basis for 
certain symptoms (e.g., changes in work and 
everyday activities and difficulties sleeping). 
However, the HAMD has been used exten­
sively in clinical research investigations with 
older adults, where it has been shown to be 
sensitive to changes in depressive symptoms 
(e.g., Jarvik, Mintz, Steuer, & Gerner, 1982), 
and some rough normative reference points are 
provided in studies such as that of Yesavage 
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and colleagues (1983). Concerns have also been 
raised about the need to train raters in order to 
ensure adequate reliability and validity. Re­
cently, a structured interview guide has been 
developed for the HAMD (Williams, 1988), 
which may be of some help in increasing re­
liability in busy clinical settings. 

Distinguishing Depression and Dementia 

Problems with concentration, memory, and 
psychomotor slowing are common in major de­
pression (Weingartner & Silberman, 1982), but 
these deficits are usually mild in severity and 
less striking clinically than disturbances in 
mood or vegetative symptoms such as poor 
appetite or sleep (Friedman, 1964). However, in 
elderly depressed patients, cognitive deficits 
induced by depression are superimposed on 
age-related changes, increasing the odds that 
intellectual function will be significantly com­
promised (Siegfried, 1985). 

Between 10% and 20% of depressed older 
adults have cognitive problems severe enough 
to rival the deficits produced by organic demen­
tia (McAllister, 1983; Rabins, 1983). This combi­
nation of cognitive and affective symptoms has 
been referred to as depressive pseudodementia 
(Caine, 1981; Wells, 1979) or, more accurately, 
as dementia syndrome of depression (Folstein & 
McHugh, 1979). The correct diagnosis of the 
dementia syndrome of depression is compli­
cated by the fact that many patients with Alz­
heimer-type or multi-infarct dementia develop 
depressive symptoms (e.g., Liston, 1977; Reif­
ler, Larson, & Hanley, 1982). Thus, combina­
tionsof cognitive and depressive symptoms 
can have different underlying causes. 

The dementia syndrome of depression can 
be clearly identified only on a post hoc basis, 
that is, when cognitive performance returns to 
normal as depression lifts. However, a monitor­
ing of certain clinical features may facilitate the 
prospective identification of patients with this 
condition. According to Wells (1979), depres­
sive pseudodementia is likely to be charac­
terized by some or all of the following features: 
a history of prior depressive episodes, mood 
disturbance antedating cognitive problems in 
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the current episode, abrupt onset and rapid 
progression of cognitive deficits, circumscribed 
as opposed to global impairment on mental 
status examinations, frequent "don't know" 
answers in cognitive testing, and incongruity 
between performance on testing and everyday 
cognitive function. 

These guidelines for detecting depressive 
pseudodementia have not been validated in 
any large-scale longitudinal investigations. 
However, Reynolds, Hoch, Kupfer, Buysse, 
Houck, Stack, and Campbell (1988) recently 
described the pretreatment clinical presenta­
tions of 14 patients diagnosed with depressive 
pseudodementia and of 28 diagnosed with pri­
mary degenerative dementia (PDD). The pseu­
dodemented subjects were selected on the 
basis of several criteria, including a positive 
response to treatment with antidepressant 
medication, with parallel cognitive benefits. 
Compared to the patients with PDD, those with 
pseudodementia had initially presented with a 
milder level of global cognitive impairment (a 
mean MMSE score of 23 as opposed to 17), 
more severe depressive symptomatology (a 
mean HAMD score of 20 as opposed to 16), and 
fewer problems with everyday activities such 
as finding one's way around familiar streets. 
On the MMSE, the pseudodemented patients 
had as many problems as the PDD patients on 
delayed recall, the repetition of a phrase, and 
following the three-stage command, but they 
outperformed the demented group on orienta­
tion, registration, calculations, and the lan­
guage and visuographic items. The pattern of 
cognitive test findings lends some support to 
Caine's suggestion (1981) that depressive pseu­
dodementia may impair "subcortical" functions 
to a greater extent than it impairs "cortical" 
abilities. On the HAMD, the pseudodemented 
patients were rated as having more anxiety, 
insomnia, and loss of libido than the PDD pa­
tients. 

This study and many others show that some 
patients with mixed symptoms of depression 
and dementia improve substantially with treat­
ment and maintain these gains for at least a 
year or two (e.g., La Rue, Spar, & Hill, 1986; 
Post, 1966; Rabins, Merchant, & Nestadt, 1984). 
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However, it is unlikely that brief screening in­
struments will prove sufficient to distinguish 
patients with the dementia syndrome of de­
pression from those who have depressive symp­
toms in addition to mild dementia of the Al­
zheimer or multi'-infarct type. More extensive 
neuropsychological evaluation can be helpful 
in this differentiation in some cases. Often, 
however, the best course is to treat the depres­
sive symptoms and to carefully monitor the 
treatment response. In our own research in this 
area, we found that cognitively impaired de­
pressed patients benefited as much from treat­
ment as those who were cognitively intact, but 
that a longer and more aggressive course of 
treatment was required to achieve a positive 
outcome in the patients with -cognitive prob­
lems (La Rue et al., 1986). 

Treating Geriatric Depression 

Psychologists working in medical settings 
often find themselves in a position of needing 
to advocate treatment for depression in an el­
derly patient. Older patients may be viewed as 
poor psychotherapy candidates, and antide­
pressant medications may be withheld because 
of concern about possible side effects. The as­
sumption may also be made that if the medical 
illness is eliminated, or its effects ameliorated, 
the depressive symptoms will disappear with­
out specific intervention. 

Psychotherapy. Recent studies of psychother­
apy outcome in geriatric depression have pro­
duced encouraging results. Thompson, Gal­
lagher, and Breckenridge (1987) studied the 
effects of individual behavioral, brief psycho­
dynamic, and cognitive therapies for older 
adults diagnosed as having major depressive 
disorder according to the ROC. At a six-week 
interim evaluation using an extensive battery 
of symptom rating scales, induding the BOI, 
the GOS, and the HAMQ the treated patients 
had improved significantly relative to wait-list 
controls; there was no indication of sponta­
neous improvement in the untreated control 
condition. At the end of three to four months of 
active therapy, 70% of the treated subjects had 

improved substantially, and 52% were judged 
to be in remission relative to the ROC. No 
significant differences were obtained between 
the therapy modalities. The investigators con­
duded that professionals should encourage 
older patients to seek psychotherapy, even if 
they are initially reluctant, as there was little 
evidence of spontaneous improvement in un­
treated older patients. 

Thompson and colleagues did not provide 
information about the medical status of the par­
ticipants in their study, and it is reasonable to 
question whether this high degree of efficacy 
would be obtained in physically ill depressed 
individuals. Jarvik et al. (1982) studied the ef­
fectiveness of two forms of group psycho­
therapy-cognitive-behavioral and psychody­
namic-for elderly depressed patients who 
had medical contraindications for antidepres­
sant medication. At 26 weeks of treatment, an 
average improvement in HAMO scores of 30% 
was observed, compared with a 19% decre­
ment on this symptom index in a placebo con­
trol condition. Twelve percent of these patients 
were in remission from depression at this point 
in treatment. 

The differences in psychotherapy efficacy in 
these two studies may have resulted from pro­
cedural differences or from sampling differ­
ences unrelated to physical health. Although 
Jarvik and colleagues observed less dramatic 
results, both studies found that psychotherapy 
was successful in reducing depressive symp­
toms compared to an absence of specific inter­
vention. 

Drug Treatment. Antidepressant medications 
have also been found to be effective in treating 
geriatric depression. For example, in a compan­
ion investigation of the psychotherapy study 
noted above, Jarvik and colleagues (1982) studied 
the efficacy of two tricyclic antidepressants­
imipramine and doxepin-in a double-blind 
placebo-controlled study of elderly outpa­
tients. A 50% improvement in HAMD scores 
was observed at 26- weeks for the drug-treated 
patients, and 45% of the subjects were in remis­
sion at this treatment point. A bimodal distri­
bution was observed, with subjects either re-
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sponding well to the drug early in treatment or 
failing to show an appreciable response at any 
point in the investigation. 

Much attention has been paid to the negative 
effects of tricyclic antidepressants, including 
possible orthostatic hypotension, anticholin­
ergic effects, and cardiac conduction distur­
bances. However, if careful monitoring is avail­
able, evidence is accumulating that this class of 
drugs can be successfully used to treat depres­
sion in older patients, even if chronic heart 
disease is present (e.g., Veith, Raskind, Cald­
well, Barnes, Gumbrecht, & Ritchie, 1982). 
Concern has also been expressed about the 
long-term use of antidepressants by older pa­
tients. Georgotas, McCue, Cooper, Nagachan­
dran, and Chang (1988) recently examined the 
effectiveness and safety of antidepressant medi­
cations as maintenance therapy for elderly de­
pressed patients who had initially shown a 
positive response to these drugs. Over 70% of 
the patients followed over four to eight months 
remained well; 18% had relapses, and 5% dis­
continued therapy because of side effects. For 
some older patients, therefore, even long-term 
drug therapy may prove to be an effective treat­
ment option. 

Pain Problems in the Elderly 

Even though there is a lack of representative 
and well-documented studies, there is evi­
dence to suggest a high prevalence of pain 
problems in older people. In one study of a 
psychiatric sample, the patients reported that 
they had spent about one quarter of their aver­
age waking time during the past week in pain 
(Hyer, Gouveia, Harrison, Warsaw, & Cout­
souridis, 1987), rating their usual pain intensity 
levels at around 3.2 on a 10-point scale. The 
authors found that the pain measures were cor­
related with levels of psychosocial distress, so 
that higher pain intensity was related to more 
somatic concern, depression, and anxiety. 

There are more degenerative changes and 
pain-related illnesses in higher age groups (disc 
disease, arthritis, diabetic peripheral neuropa­
thy, cancer, and neurological disorders), but 
the incidence of older patients requesting treat-
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ment in interdisciplinary pain clinics is unex­
pectedly low: fewer than 10% of the patients 
seen in pain clinics are 65 or older (Kwentus, 
Harkins, Lignon, & Silverman, 1985). There is 
no clear explanation for older patients' not 
using pain treatment facilities as readily as 
younger patients even though they suffer from 
more pain-producing illnesses; however, use 
may be affected by some of the same factors 
(e.g., limited access, limited referrals, and neg­
ative attitudes) that result in the underutiliza­
tion of mental health services. 

There is some controversy about whether 
there are decreases in sensitivity to painful 
stimuli as one ages. The commonly accepted 
stereotype that pain is a relatively natural con­
sequence of aging may lead older patients to 
endure more pain before reporting it to health 
professionals for treatment (Butler & Gastel, 
1980). This stereotype may also lead physicians 
and other health practitioners to neglect the 
emotional and physical discomforts of older 
patients in comparison to younger age groups. 
The lack of attention to pain symptoms in the 
aged has lead to conditions such as appen­
dicitis not being readily diagnosed in the older 
population (K wentus et al., 1985). 

Types of Pain Problems 

Arthritis and Other Degenerative Conditions. 
Chronic joint disease is common in the elderly, 
and many people experience some type of joint 
pain soon after middle age. Two of the more 
frequently occurring pain disorders are osteo­
arthritis and rheumatoid arthritis. Osteoarth­
ritis is a wear-and-tear disease characterized 
by a loss of joint cartilage and hypertrophy of 
bone. Although the majority of patients over 
the age of 50 show radiological evidence of 
osteoarthritis, particularly in weight-bearing 
areas of the knees and ankles, many persons 
with such evidence do not report pain (Sturgis, 
Dolce, & Dickerson, 1987). Rheumatoid ar­
thritis is often more widespread and disabling 
than osteoarthritis and typically has a more 
significant life impact on the older person. 

Another degenerative condition causing 
chronic pain in the older person is osteoporo-
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sis. This entails a reduction in the density and 
weight of bone throughout the body. Eventu­
ally, bones can no longer tolerate mechanical 
forces, and the result is fractures in areas such 
as the lumbar spine, the hip, the wrists, and the 
long bones. Women seem to be at a specially 
great risk for osteoporosis; 50% of women over 
the age of 65 show evidence of bone mass loss. 
It should also be noted that many patients 
show multiple diseases and painful combina­
tions of degenerative conditions (Sturgis et al., 
1987). 

Cancer. Cancer occurs more frequently in 
people 65 and older than in the younger adult 
populations. For example, the risk of dying 
from breast cancer dramatically increases with 
age (Hassell, Guiliano, Thompson, & Zarem, 
1985). Pain is a very frequent complaint found 
in the older cancer patient. It may be associated 
with the disease itself, as when tumors press 
on nerves. In addition, the pain may result 
from treatment for cancer. Certain chemothera­
pies lead to intense discomfort (Redd, 1982), 
and there is a high incidence of postsurgical 
pain in cancer patients. Finally, the progression 
of metastatic disease accounts for a high inci­
dence of pain complaints in patients with can­
cer (McGivney & Crooks, 1984). Chapter 20 by 
Tovian in this book provides additional infor­
mation on cancer-related problems and treat­
ment. 

Headaches. Headaches are another common 
pain problem in the elderly. Tension headaches 
may be the most frequent type of head pain in 
the elderly patient, the significant contributing 
factors including cervical osteoarthritis, psy­
chological stress, and depression (Sturgis et al., 
1987). Although migraine headaches are less 
common in the elderly, other vascular head­
aches do exist, and these disorders are often 
related to conditions such as congestive heart 
failure, transient ischemia, and various meta­
bolic disturbances (Sturgis et al., 1987). The 
accurate diagnosis of headache in the elderly 
person is very important because head pain 
complaints may be related to a complex interac­
tion of psychological and physical findings. 

Treatment Considerations 

In general, many of the same treatments that 
work for the younger patient with pain prob­
lems also work for the older patient (see Chap­
ter 23 by Chapman in this book); however, 
certain changes may be necessary that take 
into account the special needs of the older per­
son. Some of the reviews of headache problems 
have suggested that there is a negative relation­
ship between increases in age and the response 
to treatments such as relaxation training and 
biofeedback (Holroyd & Penzien, 1986). How­
ever, there have been very few prospective 
studies on the relaxation training of geriatric 
headache sufferers. The one study that could 
be identified (Arena, Hightower, & Chong, 
1988) showed that relaxation therapy for ten­
sion headache in the elderly was effective. The 
subjects were men and women between the 
ages of 62 and 80 who had had tension head­
aches for at least 10 years. The treatment con­
sisted of seven sessions of a modified progres­
sive relaxation therapy. The patients were asked 
to keep a diary of headache activity and to note 
the number of headache-free days. Retrospec­
tive studies may not have found· that relaxation 
training and other similar treatments were as 
effective in the elderly because the treatments 
were not specifically designed to make sure 
that the older person could understand the 
treatment instructions and comply with the 
prescribed exercises. 

The treatment of pain problems in the elderly 
is often complicated by a number of special 
problems. Some patients have failing memory, 
which may interfere with their ability to give 
an accurate history of the onset and progres­
sion of their pain problem or to comply with 
complicated pain treatments. Another problem 
that affects the treatment of pain in the elderly 
is the high incidence of depression (Fordyce, 
1978; Romano & Turner, 1985). Depression in­
creases the intensity of the pain and may lead 
to decreased socialization and activity, which, 
in turn, can influence coping with chronic pain 
problems. Older persons who are neglected by 
family and friends may obtain attention only 
when they report pain problems or other medi­
cal difficulties. 
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Another problem is that pain medications 
affect older people differently than younger pa­
tients. The elderly are significantly more sensi­
tive to the pain-relieving effects of narcotics 
because of alterations of receptors, changes in 
plasma protein binding, and the longer time it 
takes the system to clear these medications 
(Kaiko, Wallenstein, Rogers, Brabinski, & 
Houda, 1982). Also, older patients may experi­
ence more side effects from medication, and 
close monitoring of drug levels is important in 
order to ensure proper therapeutic concentra­
tions and to prevent toxic side effects (Hall & 
Beresford, 1984). Aspirin, the most commonly 
used drug for pain in the treatment of arthritis, 
is responsible for a large number of adverse 
drug reactions that can result in hospitalization 
(Pfeiffer, 1982). Older patients may take large 
amounts of aspirin and may experience side 
effects such as gastric bleeding, bronchospasm, 
and coagulation difficulties (Sturgis et ai., 1987). 
Finally, the narcotics, as well as some nonnar­
cotic pain medications such as the benzodiaze­
pines, may lead to problems with depression 
and drug dependence, all of which can have a 
negative impact on the proper management of 
a chronic pain problem (Sturgis et ai., 1987). 

Sleep Problems 

Many older people report a variety of dif­
ficulties in sleeping, including problems in fall­
ing asleep, frequent awakenings during the 
night, excessive daytime tiredness, and the 
overall subjective experience of poor sleep. In­
somnia, or the group of disorders of the initia­
tion and maintenance of sleep, is the most com­
mon sleep disorder and is especially prevalent 
in the elderly and in women (Nino-Murcia & 
Keenan, 1988). The prevalence of serious in­
somnia has been found to increase from about 
14% in 18- to 34-year-olds to about 25% for 65-
to 79-year-olds (Bootzin & Engle-Friedman, 
1987). Almost one half of persons aged 65-79 
were reported to have some difficulty with in­
somnia in the previous 12 months. Survey re­
sults also show a disproportionately high use 
of sleep medications in older adults. Sixty-nine 
percent of those taking prescription medica­
tions for sleep were persons between the ages 
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of 50 and 79 (Mellinger, Balter, & Uhlenhuth, 
1985). 

The use of hypnotic or sedative medications 
is even greater among the institutionalized el­
derly. In a careful study of 180 nursing-home 
residents, almost 40% received hypnotics daily 
(Cohen, Eisdorfer, Prinz, Breen, Davis, & 
Gadsby, 1983). There was some evidence that 
these older persons were consuming dispro­
portionate amounts of sleep medications, even 
though they may not have had specific sleep 
disturbances. 

Despite the heavy use of such sleep medica­
tions, there is evidence that their use not only is 
ineffective but also may be potentially dan­
gerous for the person with a chronic sleep diffi­
culty (Bootzin & Engle-Friedman, 1987). Toler­
ance of hypnotics develops quickly, so that 
larger and larger doses are needed to induce 
sleep, and continuous use eventually results 
in less deep sleep, more fragmented sleep, 
and reduced rapid-eye-movement (REM) sleep 
(Bootzin & Engle-Friedman, 1987). Furthennore, 
hypnotics may lead to serious problems of de­
pendency (Kales, Scharf, & Kales, 1978). Be­
cause hypnotics are central nervous system de­
pressants, they can have other deleterious side 
effects; they may impair respiration and motor 
and intellectual functioning, and they may lead 
to depression. Daytime sleepiness is also re­
ported as a side effect of the inappropriate use 
of hypnotics (Bootzin & Engle-Friedman, 1987). 
The daytime side effects of hangover, sleepi­
ness, impaired motor and intellectual function­
ing, and dysphoric mood seem to be related to 
the continued pharmacological actions of these 
medications, working as central nervous sys­
tem depressants. The relatively long-lasting ef­
fects of these drugs may be observed for sev­
eral days after the older person has stopped 
taking them (Bootzin & Engle-Friedman, 1987). 
The elderly seem to be particularly susceptible 
to adverse side effects because they may have 
more serious medical disorders, such as liver 
disease, kidney disease, and cardiac or respira­
tory diseases. The elderly person also seems to 
be more likely to have problems with toxic 
drug interactions following multiple drug uses, 
as when hypnotics are combined with other 
prescribed drugs (Miles & Dement, 1980). 
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Cause of Sleep Problems in the Elderly 

There are a variety of causes of sleep prob­
lems in the elderly. Many problems are related 
to the above-mentioned difficulties with the 
overuse of sleep medications. Many of the el­
derly use over-the-counter medications that 
have an antihistamine as an active ingredient. 
A frequent side effect of antihistamines is 
drowsiness. Howeve~ carefully controlled stud­
ies of these medications have not found them to 
be more effective than placebos (Kales, Tan, 
Swearingen, & Kales, 1971). There are also po­
tential side effects with these over-the-counter 
medications, such as memory disturbances 
and confusion, and if they are combined with 
alcohol or prescribed medications, they may 
create even more problems (Bootzin & Engle­
Friedman, 1987). 

Other chemical substances that can create 
problems with sleep are alcohol, caffeine, and 
nicotine. Alcohol is a depressant and it can 
decrease REM sleep. Heavy drinkers have been 
found to have fragmented sleep with frequent 
awakenings. In addition, withdrawal from al­
cohol often produces REM rebound, night­
mares, and poor-quality sleep (Bootzin & Engle­
Friedman, 1987). Although there is no evidence 
that the moderate use of alcohol presents a 
problem, heavy drinking before sleep does 
lead to sleep disturbances rather than to im­
provement in the quality of sleep. Another prob­
lem with alcohol is that it may potentiate the 
effects of hypnotics or other sleep medications. 
Both caffeine and nicotine are central nervous 
system stimulants that produce lighter and more 
fragmented sleep. Complaints of sleep difficul­
ties may be related to an excessive use of these 
substances. Because caffeine has a blood half­
life of approximately six hours, the older per­
son may experience sleep difficulties through­
out the night after eating or drinking foods or 
beverages that contain caffeine. Reducing or 
eliminating the intake of caffeine and stopping 
smoking may lead to major improvements in 
sleep (Bootzin & Engle-Friedman, 1987). 

Sleep-related respiratory difficulties can also 
result in insomnia. The most critical of these 
disorders is sleep apnea, which affects approx­
imately 40% of the older patients seen in sleep 

disorder clinics (Coleman, Miles, Guillemi­
nault, Zarcone, van den Hoed, & Dement, 
1981). Apnea is considered a problem when 
there are five or more episodes per hour of 
reduction of airflow for 10 seconds or longer 
that disrupt sleep. Sleep apnea difficulties in­
crease with age and are associated with obesity 
(Jamieson, 1988). 

Poor sleep habits can also contribute to sleep 
difficulties. A major problem in the older per­
son is a generally inactive lifestyle. This seems 
to be especially true of older persons in institu­
tions. In addition to inactivity, the older person 
may frequently take naps during the day, and 
because afternoon and evening naps may con­
tain more deep sleep and less REM sleep, the 
sleep during the night may consist of more 
light sleep and more frequent awakenings. Per­
sons who fall into the habit of sleeping late in 
the morning or taking naps whenever fatigue 
overwhelms them are also likely to develop 
circadian rhythm disturbances. This happens 
when the sleep cycle is desynchronized and 
when there is difficulty in falling asleep (Boot­
zin & Engle-Friedman, 1987). There may be a 
tendency for older adults to return to the more 
polyphasic alteration of sleep and wakefulness 
that is characteristic of early life. 

Sleep difficulties can reflect emotional con­
cerns accompanied by anxiety and worry. Older 
persons may worry about losses, health, and 
finances, and these worries'may precipitate a 
temporary sleep problem; the situation may be 
further compounded by a worry about getting 
to sleep in itself. The bedroom then becomes a 
cue for the anxiety and depression associated 
with frustrated attempts to fall asleep. Some­
times, this reaction is noted in persons who say 
that they can fall asleep in places other than 
their own beds. These sleeping difficulties are 
a special problem because they can continue 
long after the initial temporary stresses have 
been alleviated. Finally, more serious psycho­
pathology, such as major depression, is often 
related to a significant sleep disturbance. 

Treatment of Sleep Problems in the Elderly 

Some studies have evaluated psychological 
interventions that seem to be quite helpful in 
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treating sleep problems in the elderly (Bootzin, 
Engle-Friedman, & Hazelwood, 1983; see also 
Chapter 25 by Cartwright in this book). These 
studies suggest that one important aspect of 
effective treatment is providing good informa­
tion and reassurance. It is especially important 
to try to help people avoid excessive worry 
about why they cannot sleep. Specific sleep 
information can also be helpful. This informa­
tion includes the possible disruptive effects of 
nonprescription medications, alcohol, caffeine, 
nicotine, stress, inactivity, daytime naps, and 
other environmental factors (Bootzin & Engle­
Friedman, 1987). Patients are told that, in gen­
eral, people get the amount of sleep that they 
need, that there are great individual differ­
ences in sleep needs, that a few nights of sleep 
deprivation do not produce serious impair­
ments, and that some people who have lived 
long, productive, satisfying lives report less 
than two hours of sleep a night (Meddis, 1977). 

Sometimes, specific training in relaxation 
skills helps an older person achieve better 
sleep. One method is progressive muscle relax­
ation, which involves teaching people how to 
tense and then relax various muscle groups in 
order to learn to induce a state of comfort and 
calm. A potential difficulty in using progres­
sive muscle relaxation with an older person is 
that those with arthritis may experience in­
creased pain as a result of tensing and releasing 
various muscle groups (Bootzin et al., 1983), 
and specific instruction should be given not to 
tense muscle groups that produce discomfort. 
In general, relaxation strategies, with some of 
the other procedures, have been found to bene­
fit older patients significantly in achieving a 
better quality of sleep. 

Bootzin and Engle-Friedman (1987) proposed 
some stimulus control instructions to help pa­
tients develop a consistent sleep rhythm, to 
strengthen the idea of the bedroom as a place 
for sleep, and to eliminate unhealthy sleep 
habits: 

1. Lie down intending to go to sleep only 
when you are sleepy. 

2. Do not use your bed for anything except 
sleep; that is, do not read, watch TV, eat, 
or worry in bed. Sexual activity is the only 
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exception to this rule. On such occasions, 
the instructions are to be followed after­
ward, when you intend to go to sleep. 

3. If you find yourself unable to fall asleep, 
get up and go into another room. Stay up 
as long as you wish, and then return to 
the bedroom to sleep. Although we do not 
want you to watch the clock, we want you 
to get out of bed if you do not fall asleep 
immediately. Remember, the goal is to 
associate your bed with falling asleep 
quickly. If you are in bed more than about 
10 minutes without falling asleep and 
have not got up, you are not following this 
instruction. 

4. If you still cannot fall asleep, repeat Step 3. 
Do this as often as is necessary through­
out the night. 

5. Set your alarm and get up at the same 
time each morning irrespective of how 
much sleep you got during the night. Fol­
lowing this rule will help your body ac­
quire a consistent sleep rhythm. 

6. Do not nap during the day. 

Finally, some older persons with serious 
emotional and interpersonal difficulties also 
have interrelated sleep problems. Psychother­
apy for these difficulties is often necessary in 
addition to the specific treatment of the sleep 
problem. 

Some Issues of Special Concern 
for Medical Psychologists 

Older adults' multiple medical illnesses and 
their predilection for medical services make it 
difficult to provide effective mental health care. 
For psychologists who work in medical set­
tings, these drawbacks present challenges as 
well as opportunities. Older patients are avail­
able in abundance, and they are likely to have a 
variety of problems in which psychological ex­
pertise may be helpful. One challenge is to 
adapt what we know to the preferences and 
abilities of older patients. Another is to arrange 
to be paid for our services. 

There is growing evidence that contempor­
ary older adults cope with illness in different 
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ways than younger patients and have different 
expectations of health care professionals. A 
number of studies have suggested that today's 
elderly patients desire less control over their 
health care than younger individuals, and that 
they frequently prefer that professionals make 
decisions for them (e.g., Smith, Woodward, 
Wallston, Wallston, Rye, & Zylstra, 1988; Wood­
ward & Wallston, 1987). Age differences in 
styles of coping with chronic illness have also 
been documented: older adults, particularly 
those with serious illness, make greater use of 
minimization and less use of information seek­
ing and emotional expression in coming to 
grips with sickness (Felton & Revenson, 1987). 
Whether these differences are due to cohort 
influences or aging effects is not clear, as the 
pertinent studies have all been cross-sectional. 
However, the finding is a robust one, having 
been observed across samples differing in edu­
cation, health status, and involvement with the 
medical establishment (Smith et al., 1988). 

Woodward and Wallston (1987) found that 
lowered desire for control in health care situa­
tions is mediated by older adults' diminished 
sense of self-efficacy, whereas their desire for 
control in other situations is not so clearly 
linked to self-perceptions. These investigators 
emphasized the complexity of the medical sys­
tem to the layperson and the potential costli­
ness of making a mistake in explaining why 
older people may be particularly lacking in 
confidence in health-related situations. The 
possibility that comprehension and decision 
making may be compromised by age-related 
cognitive changes was also noted as a poten­
tially important factor. 

There are many implications of these find­
ings for psychologists in medical settings. Be­
cause older patients may not initiate requests 
for information about different treatment op­
tions, psychologists need to take the respon­
sibility for educating older patients and their 
families about behaviorally oriented treatments. 
Also, because many of the most effective be­
havioral interventions involve increasing the 
patient's sense of control over physical func­
tions, these techniques may need to be adapted 
for people whose preferred coping style is to 

vest control in others. What this amounts to is 
harder work, and more clinical research is 
needed to help to define how adaptations in 
treatment may best be accomplished. 

Psychologists also need to be more active 
politically if they hope to be adequately reim­
bursed for their work with older patients (Carr, 
1987). Medicare's coverage for mental health 
services has been poor from its inception, and 
improvements have been negligible (Roybal, 
1988). Therefore, for psychologists who see a 
wide range of patients, and whose salaries de­
rive in whole or in part from fee collection (e.g., 
in pain clinics or on consultation-liaison ser­
vices), there is little incentive to see older pa­
tients whose only health coverage is Medicare. 
Obviously, without improvement in funding 
patterns, the aged will continue to receive less 
mental health care than they need, and few will 
have recourse to treatments other than medica­
tions or somatic therapies. 

Summary and Conclusions 

The upward shift in this country's age dis­
tribution, the correlation between aging and 
chronic illness, and the escalating costs of med­
ical care are prompting close scrutiny of the 
types of health programs made available to 
older people and of the funding for these pro­
grams. Some benefit may eventually accrue to 
clinical psychologists from these revisions, as 
increasing emphasis is placed on cost reduc­
tion and on preventive interventions. At pres­
ent, however, comparatively few psychologists 
are able to specialize in work with the aged in 
medical settings. Priority must therefore be 
placed on increasing the level of knowledge of 
old-age disorders within the larger group of 
medical psychologists who come in contact 
with older patients, and on identifying roles 
that can be uniquely complemented by psy­
chological training. 

Psychologists can contribute significantly to 
the assessment and treatment of cognitive im­
pairment and depression, the two most preva­
lent forms of mental disorder in older people. 
Cognitive disorders and depression are both 
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often overlooked in the medically ill aged, and 
particularly for delirium and depression, de­
tection is a crucial first step in ensuring that 
treatment will be given. Psychotherapy is clearly 
effective in alleviating depression for many 
older people, and in delirium, management of 
the environment can playa key role in prompt 
recovery. Even when dementia is present, psy­
chologists in medical settings need to be aware 
that some cases of apparent dementia can be 
completely reversed with appropriate treat­
ment, and that currently irreversible dement­
ing illnesses can be compounded by adverse 
coexisting conditions, either medical, psychi­
atric, or environmental. 

Pain and sleep problems are very common in 
older adults, and in both of these areas, effec­
tive behavioral interventions have been devel­
oped. Elderly patients commonly take medica­
tions for pain and insomnia, but drugs may 
have limited long-term effectiveness and often 
lead to adverse side effects. The literature on 
treating older patients with behavioral and psy­
chotherapeutic interventions is still quite lim­
ited, and we do not know how best to adapt 
these techniques to older patients, whose style 
of coping with health problems may be more 
passive and other-directed than that of younger 
patients. Procedures also need to be varied 
depending on memory difficulties, physical 
limitations, lower energy level, and social diffi­
culties, as well as transportation and financial 
limitations. Yet, the overall goal of psychologi­
cal approaches to the management of pain, sleep 
difficulties, and other psychological problems 
is similar to the goals for younger persons, that 
is, to increase independence, to maximize pa­
tients' ability to control their problems, and to 
increase their quality of life. 
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CHAPTER 15 

Adherence to Self-Care Regimens 
The Patient's Perspective 

Dennis C. Turk and Donald Meichenbaum 

Introduction 

Early in the history of medicine, Hippocrates 
(On Decorum, 1923 translation) cautioned against 
relying on patient's self-reports of their compli­
ance with medical regimens because he be­
lieved that patients typically do not tell the 
truth. He suggested that patients try to avoid 
recriminations, embarrassment, or rejection by 
the practitioner by responding in a socially de­
sirable manner. 

Despite the admonition of Hippocrates, pa­
tients' acceptance of the health care provider's 
recommendations and their performance of 
recommended sets of prescribed behaviors did 
not received much serious empirical attention 
until the 1970s. Before this time, the failure 
of patients to behave in accordance with the 
health care provider's advice was noted, and 
bemoaned, but not systemically evaluated, nor 
were there many attempts to improve patients' 
adherence to recommendations. Before the ad-
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tute, University of Pittsburgh School of Medicine, Baum 
Boulevard at Craig Street, Pittsburgh, Pennsylvania 15213. 
Donald Meichenbaum • Department of Psychology, 
University of Waterloo, Waterloo, Ontario N2L 3Gt, Can­
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vent of "modem" medicine and the availability 
of active medications for infectious diseases, 
adherence was perhaps less of a concern. Fail­
ure to ingest preparations with few active, or 
even sometimes pernicious, ingredients (e.g., 
oil of ants and ground sheep gall stones) would 
not lead to harmful consequences and was per­
haps even a wise course. With the availability 
of expanded scientific knowledge and the ad­
vancement of pharmacological knowledge, ad­
herence became, and continues to be, a major 
concern in the provision of health care. 

To illustrate the magnitude of the problem, 
we can note some rather sobering statistics re­
garding adherence rates. For example, it has 
been estimated that 50%-60% of patients do 
not adhere to appointments for preventive pro­
grams (DiMatteo & DiNicola, 1982). It has been 
noted that 20%-80% of participants drop out 
of various lifestyle change programs designed 
to treat obesity, smoking, or stress (Dunbar & 
Agras, 1980). Buckalew and Sallis (1986) esti­
mated that, out of the 750 million new prescrip­
tions written each year in the United States and 
England, there are over 250 million cases of 
partial or total nonadherence. In one study, 
Boyd, Covington, Stanaszek, and Coussons 
(1974) found that18% of134 patients in a hospi­
tal outpatient clinic never filled their prescrip-
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tions and that 56% of those-who filled the pre­
scription used improper dosage intervals. In 
another study Ma~ Markello, and Yaffe (1975) 
reported that only 5 of 100 parents of children 
with otitis media fully adhered to the pre­
scribed 10-day medication regimen. Among 
hypertensive patients, up to 50% of patients 
failed to follow referral advice; over 50% 
dropped out of care within one year. These 
statistics, which indicate that the incidence of 
nonadherence is high, may actually be an un­
derstimate because studies of adherence are 
often based on those who volunteer to partici­
pate. This group of volunteers is probably more 
likely to adhere to medical regimens than 
those who decide not to participate in the 
studies. 

Beyond illustrating the magnitude of the 
problem, the statistics above note the range of 
areas in which adherence is a concern, that is, 
from recommendations that promote or main­
tain health, to following treatment plans for 
acute conditions, to the performance of diverse 
self-care behaviors in chronic illnesses. But the 
concerns about patient adherence are not lim­
ited to the medical domain. Phillips (1988) 
noted that adherence problems affect clients 
attending mental health clinics as well. From 
about 40% to 55% of those clients undergoing 
intake in a mental health clinic do not return for 
the first (agreed-upon) interview. In outpatient 
psychotherapy, 70% to 80% of the cases drop 
out by the fifth session. Put in other words, 
about 10% of the remaining number of persons 
after each session, from Session 1 onward, leave 
the system on their own. The flow through the 
delivery system of both medical and mental 
health can be considered one of the best predic­
tors of the level of patient adherence. 

The skeptic might retort that nonadherence 
is the patient's problem, not that of the health 
care provider, and that, if patients choose not to 
follow the "sage advice" of the health care pro­
vider, the consequences will be on their head 
alone. From this perspective, the responsibility 
for compliance rests solely with the individual 
patient who has sought treatment. Yet, the con­
sequences of nonadherence with prescribed 
medical treatment may be grave, including the 

exacerbation and progression of disability, the 
development of secondary complications, more 
frequent medical emergencies, the unnecess­
ary prescription of more potent and/or toxic 
drugs, and the failure of the treatment. Taking 
drugs in an inappropriate manner may lead to 
medical problems, toxic or otherwise. For exam­
ple, consider some of the consequences attrib­
uted to nonadherence. Anderson (1974) noted 
that 7% of hospital admissions are due to drug 
reactions. One seventh of all hospital days are 
reportedly devoted to the care of drug toxicity 
at an estimated cost of $3 billion annually (Kayne 
& Cheung, 1973). Hurwitz (1969) found ad­
verse drug reaction to be 10.2%. A high per­
centage of these illnesses arise from improper 
use and not from inherent drug toxicity (Ste­
ward, Cluff, & Leighton, 1972). These adverse 
reactions are largely due to patients' deciding 
to take medications other than those prescribed, 
or to take them in ways other than prescribed. 

The assumption seems to be that the failure 
of a prescribed treatment regimen is solely the 
patient's decision-this being a version of health 
care providers' ''blaming the victim." Although 
it is true that the effectiveness of treatment 
depends in large part on the efficacy of the 
treatment and the extent of patient adherence, 
even full compliance does not always guaran­
tee symptom relief or illness recovery. Because 
many factors other than medication influence 
the clinical course, treatment adherence or 
nonadherence does not always correlate with 
clinical outcome. A few examples will high­
light the challenge both for health care pro­
viders and especially for patients, who may 
come to believe that nonadherence will not lead 
to negative consequences, and that compliance 
does not invariably lead to favorable conse­
quences. For chronic illnesses such as diabetes, 
with complex management requirements, the 
relationship between full adherence and dis­
ease control is modest at best (e.g., Becker, 
Radius, Rosenstock, Drachman, Shuberth, & 
Teets, 1978). Maintaining good diabetic control, 
for example, may help prevent or forestall se­
rious disease complications such as retinopa­
thy, renal disease, or vascular difficulties, al­
though good control is not a guarantee of 
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future health (Cahill, Etzwiler, & Freinkel, 
1976; Drash & Becker, 1978). Similarly, Glasgow, 
McCaul, and Schafer (1987) found no clear rela­
tionship between adherence and glycemic con­
trol in insulin-dependent diabetics. 

Thus, even sticking tightly to the health care 
providers' recommendations is no guarantee of 
therapeutic success. And as we shall see, many 
factors affect an individual's adherence to rec­
ommendations that are not a direct result of the 
patients' capricious disregard of expert advice. 
In fact, Haynes (1979) implicated some 250 fac­
tors in patient nonadherence. 

Initial considerations of nonadherent behav­
ior were focused on the so-called defective or 
deviant behavior of the patient or the indi­
vidual seeking information about health care, 
disease, or illness. A host of individual demo­
graphic and individual difference measures 
were examined in order to identify those pa­
tient factors that could possibly be used to pre­
dict noncompliance. Many health care pro­
viders believed that they could determine who 
was likely to be noncompliant; however, these 
efforts proved not to be accurate. Neither age, 
nor socioeconomic status, education level, mar­
ital status, religion, and so on proved to be 
good predictors (Dunbar & Stunkard, 1979). 
Similarly, no personality variables have been 
identified that can accurately predict lack of 
motivation and consequently noncompliance 
behaviors (Meichenbaum & Turk, 1987). Roth 
(1987) noted that health care providers are 
quite poor at estimating the level of their pa­
tients' adherence, usually overestimating the 
level of compliance. 

When patient factors could not be identified 
as predictors of nonadherence, the search turned 
to other factors, including those that character­
ize the patient's disease or disorder, the nature 
and demands of the treatment regimen, the 
characteristics of health care providers, the na­
ture of the relationship between providers and 
patients, and the features of the health care 
system. Table 1 summarizes the many factors 
that have been implicated in patient noncom­
pliance. 

Before we consider the influence of these 
factors on treatment nonadherence, especially 

from a patient perspective, we need to consider 
what is meant by the terms compliance and ad­
herence, and how they are measured. 

What Is Adherence? 

Up to this point, we have used the terms 
adherence and compliance interchangeably. These 
two terms, however, have different connota­
tions and implications. Compliance usually re­
fers to the extent to which patients are obedient 
and faithfully follow health care providers' in­
structions, proscriptions, and prescriptions. A 
number of authors (Eisenthal, Emery, Lazare, 
& Udin, 1979; Kristeller & Rodin, 1984) have 
argued that the term compliance connotes a pas­
sive patient role. The term noncompliance con­
tains an evaluative component that implies a 
negative or prejudicial attitude toward the pa­
tient and often presumes that failure to comply 
is the patient's fault. 

In contrast, the term adherence implies a more 
active, voluntary collaborative involvement of 
the patient in a mutually acceptable course of 
behavior that produces a desired preventive or 
therapeutic result (Meichenbaum & Turk, 1987). 
The term adherence implies choice and mutu­
ality in treatment planning and implementa­
tion. Patients who are adherent are viewed as 
acting on a consensually agreed-upon plan 
that they have had a part in designing, or at 
least as accepting the importance of perform­
ing the specific recommended treatment ac­
tions (DiMatteo & DiNicola, 1982). Because our 
perspective emphasizes active patient partici­
pation that enhances and facilitates the perfor­
mance of appropriate and recommended be­
havior, we will use the term adherence throughout 
the remainder of this chapter. 

In considering the concept of adherence, it is 
important not to impose a dichotomy of "ad­
herers" versus "nonadherers." Such a dichot­
omy is an oversimplification because patients 
may exhibit different adherence rates for differ­
ent aspects of treatment, or they manifest vari­
able adherence at different times. As Blackwell 
(1979) observed, patients may exhibit different 
adherence rates for different reasons for each 
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Table 1. Factors Related to Treatment Nonadherence" 

Patient variables 
Characteristics of the individual 
Type and severity of psychiatric diagnosis (in particular, diagnosis of schizophrenia, bipolar affective disorder, 

paranoia, or personality disorder) 
Sensory disabilities 
Lack of understanding 
Inappropirate or conflicting health beliefs (e.g., misconceptions about the disorder, lack of understanding of pro-

phylaxis, and beliefs that medicine is necessary only when symptoms are present) 
Inappropriate expectations about treatment 
Competing sociocultural and ethnic folk concepts of disease and treatment 
Implicit models of illness 
Apathy and pessimism 
Failure to recognize that one is ill or in need of medication 
Previous or present history of nonadherence to other regimens 
Dissatisfaction with practitioner or treatment 
Characteristics of individual's social situation 
Lack of social supports 
Family instability or disharmony 
Environment that supports nonadherent behavior (e.g., residential instability) 
Competing or conflicting demands (e.g., poverty or unemployment) 
Lack of resources (e.g., transportation, money; or child care) 

Disease or disorder variables 
Chronic condition with lack of overt symptomatology 
Stability of symptoms 
Disorder-related characteristics (e.g., confusion, visual distortion, or psychological reactions) 

Treatment variables 
Complexity of treatment regimen (e.g., multiple medications) 
Long duration of treatment . 
Degree of behavioral change required (e .g., interference with typical behavior patterns or major alterations in lifestyle) 
Side effects of medication or medication that alters behavior (e.g., sedation or extrapyramidal involvement) 
Expense 
Preparation, form, and mode of administration (e.g., capsule, tablet, or injection) 
Color and size of pill 
Inadequate labels 
Awkward container design 

Setting variables 
Absence of continuity of care 
Long waiting time 
Long elapsed time between referral and actual appointment 
Absence of individual appointment times (i.e., mass scheduling) 
Lack of cohesiveness of treatment delivery system 
Inconvenience associated with operation of clinic (e.g., hours, location relative to public transportation, or parking 

availability) 
Poor reputation of treatment facility 
Inadequate supervision by professionals 
Expense 

Relationship variables: Patient-health-care-provider interactions 
Inadequate or inappropriate communication 
Attitudinal and behavioral (verbal and nonverbal) faults on the part of either provider or patient 
Failure of provider to elicit patient concerns and negative feelings 
Patient dissatisfaction 
Inadequate supervision 

aAdapted from D. Meichenbaum and D. Turk. (1987). Facilitating Treatment Adherence: A Practiticmer's Guidebook. New York: Plenum Press. 
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component of a complex regimen. For example, 
consider insulin-dependent diabetic patients, 
who not only must take medication in the pre­
scribed manner (i.e., the regular injection of 
insulin) but must also carefully control their 
diet, modify their exercise patterns, regularly 
check their levels of sugar by urine or blood 
testing, be vigilant for signs of hyperglycemia 
and hypoglycemia and know what actions to 
take for either, monitor their feet for signs of 
infection, and so forth (Turk & Speers, 1983). 
Moreover, the diabetic is responsible for self­
care 24 hours a day, 365 days a year for the 
remainder of his or her life. 

There are few strong relationships between 
the diabetic patient's adherence to one aspect of 
the self-care regimen and the extent to which 
they adhere to other regimen tasks (Glasgow et 
al., 1987). Moreover, there is no one-to-one rela­
tionship between glycemic control and patient 
adherence. In fact, regimen adherence may be 
only one of several factors influencing glycemic 
control (e.g., the diabetic patient's stress level, 
his or her individual metabolic rate, and the 
appropriateness of the treatment regimen). Such 
complexities are poorly summarized by dichot­
omous judgments of "adherers" versus "non­
adherers," or by arithmetic means of level of 
adherence, or by arbitrarily weighted averages 
of adherence assigned to various treatment 
components. These complexities underscore 
the challenging task not only of how to concep­
tualize adherence, but also of how to assess 
adherence. 

Assessment of Adherence 

Following from the preceding paragraphs, 
when studies report on the prevalence of non­
adherence, it is important to ask what criteria 
are being used to make this determination. As 
Epstein and Cluss (1982) noted, it is not known 
what constitutes an adequate level of adher­
ence for most medical problems. For example, 
is 100% of the prescribed medication for a par­
ticular illness necessary for recovery, or will 
80% or 50% be sufficient for a positive thera­
peutic outcome? 

In some studies, investigators have noted 
that less than 100% adherence was adequate to 
bring about the desired health effects. For ex­
ample, Luscher, Vetter, Siegenthaler, and Vet­
ter (1985) reported that 80% adherence to a 
medication regimen for hypertensives resulted 
in the normalization of blood pressure, whereas 
50% or less of adherence proved ineffective. 
Olson, Zimmerman, and Reyes de la Rocha 
(1985) reported that children diagnosed as hav­
ing streptococcal pharyngitis required an ad­
herence rate of 80% to achieved therapeutic 
results, whereas children taking oral penicillin 
as a prophylactic for rheumatic fever required 
only 33% of the medication to reduce the rate 
of streptococcal infection. Thus, it is important 
to determine the minimum standards neces­
sary to achieve the desired health benefits. 
Given the lack of precision in much of health 
care delivery, investigators have recommended 
the use of multiple indicators of adherence 
(e.g., patient self-report, pill counts, medica­
tion monitoring, appointment keeping, and 
clinical outcome). Each of these measures has 
its own unique set of advantages and disad­
vantages. Each of the existing methods suffers 
from various levels of imprecision, sensitiza­
tion, and oversimplification. The imprecision 
reflects primarily the use of static averages 
rather than dynamic measurement. We review 
some of the merits and problems inherent in 
each of these approaches below. 

Patient Self-Report 

The most easily obtained and most frequently 
used method for assessing adherence is asking 
patients directly whether they have taken their 
medication or asking them to record the fre­
quency, duration, and number of specific be­
haviors performed (e.g., the practice of relax­
ation exercises). Patients' subjective self-reports 
have been challenged because they are often 
inaccurate and are likely to be biased in a so­
cially desirable direction. Moreover, the simple 
act of self-monitoring may serve as a cue and 
may thus alter the behavior. 

Evidence of the validity of patient self-report 
of adherence is quite mixed. Roth (1987) sum-
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marized several studies with such diverse 
groups as ulcer patients, psychiatric patients, 
and mothers who administered penicillin to 
their children, and in each case, self-reports of 
adherence were not corroborated by other ob­
jective indicators of adherence. Based on these 
and other related studies, Roth concluded: 

Thus, when a patient states that the medication is 
being taken regularly, it often is not. When a patient 
states that occasional doses are being missed, that is 
usually an understatement of the extent of deviation 
from the regimen. However, when a patient states 
that the drug is not being taken, this is usually 
corroborated. (p. 110) 

Although there are clear limitations to pa­
tient self-reports, a number of authors have 
noted that they can often predict actual adher­
ence behavior with a fair degree of accuracy 
(e.g., Dunbar & Agras, 1980; Morisky, Green, 
& Levine, 1986). For example, Tebbi, Cum­
mings, Zevon, Smith, Richards, and Mallon 
(1986) reported that levels of serum corticoste­
roids measured by bioassay "corroborated in 
every case" self-reports of medication adher­
ence of pediatric and adolescent cancer pa­
tients. 

Sackett (1976) used the following question 
when working with hypertensive patients: 
"Most people have trouble remembering to 
take their medication. Do you have trouble re­
membering to take yours?" The individuals 
who admitted to low adherence demonstrated 
greater response to adherence-improving strat­
egies (in terms of achieving treatment goals). 
Sackett concluded that the busy health care 
provider can identify at least 50% of the pa­
tients who will benefit most from adherence 
enhancement strategies and can target their 
efforts appropriately without having to resort 
to pill counts, chemical markers, or other time­
consuming techniques. 

In sum, despite limitations, self-report has 
the important advantage of being easy to im­
plement, and it may actually enhance adher­
ence by encouraging a discussion of adherence 
difficulties between the health care provider 
and the patient. Thus, patient self-reports of 
adherence may be of particular use in clinical 
practice. In research, it is most appropriate to 

combine self-report with the other more objec­
tive assessment procedures discussed below. 

Pill Counts 

The behavioral method most commonly used 
to measure adherence to taking medication is 
the pill or bottle count. In this case, the physi­
cian may provide for an oversupply of medica­
tion, and patients are asked to return the un­
used portion at specific time periods. The 
physician subtracts the quantity returned from 
the prescribed dosage to determine the degree 
of adherence. However, the number of pills 
present does not guarantee that those missing 
were actually ingested. Thus, like self-report, 
pill counts are subject to distortion. 

There are other problems with pill counts as 
well. For example, a pill count revealing that 
75% of the prescribed doses are missing at the 
end of an observation period can be interpreted 
in various ways: (1) 75% of the doses each day 
were taken as prescribed; (2) all of the doses on 
75% of the days were taken as prescribed; (3) 
some intermediate combination of 1 and 2; or 
(4) frank patient duplicity in removing the 
doses before the appointment. Quite often, the 
75% represents only an average, obscuring po­
tentially important patterns. Roth (1987) rec­
ommended that, in order to obtain more pre­
cise information, physicians ask their patients 
to maintain a record of the amounts of medica­
tion taken and the times when it was taken. 

Physiological and Biochemical 
Monitoring 

Biochemical markers are useful in measur­
ing adherence because they are less subject to 
bias than self-reports and pill counts. Chemical 
tracers incorporated into medication are not 
discernible to patients but are readily detected 
by chemical assay of blood or urine. Another 
biochemical procedure involves the bioassay of 
medication or its mdabolites in urine or blood. 

Although this procedure is more objective 
and thus less subject to bias than other proce­
dures, a variety of factors unrelated to treat-
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ment adherence may be significant determi­
nants of assay values, including total daily 
dose, dosage schedule, and age. For example, 
urine tests are sensitive only to pill taking two 
to three days before the test and are affected by 
individual variations in the metabolism of the 
drug. Moreover, even biological assays or tracer 
compounds may measure only the last, or the 
last several, doses, which may be atypical of 
the entire treatment interval since the last visit. 

These measurement problems in biological 
assays are compounded by their high cost, 
their limited practicality in clinical practice, 
their limited availability, and their vulnerabil­
ity to variations in drug half-life and metabolic 
conditions. Estimates of the extent of adher­
ence based on the results of biological assays 
may produce misleading results because of 
such factors as individual variations in serum 
levels of absorbed drugs and difficulty in speci­
fying the optimum serum levels (Soutter & 
Kennedy, 1974). Additionally, if the marker, 
metabolite, or drug is rapidly excreted, bio­
chemical assessment will provide information 
only about recent doses. It does not measure 
adherence over time. Problems are also posed 
by food and medication combinations that af­
fect nutrient absorption, drug absorption or 
excretion, and electrolyte balance (Hartshorne, 
1977). Thus, the validity of the results regard­
ing the patient's adherence is open to question. 

Clinical Outcome 

On the surface, it may seem that the best way 
to assess adherence is to consider the treatment 
outcome. Treatment outcome may be used as a 
criterion measure, but as we noted earlier, and 
as has been noted by others, "there is often not 
a straightforward link between health outcome 
and compliance" (Eraker, Kirscht, & Becker, 
1984, p. 259). 

Because of the many factors other than the 
medication that may be operative, it is difficult 
to draw conclusions about adherence from clin­
ical course. For example, Inui, Carter, and 
Pecoraro (1981) reported that 40%, of well-con­
trolled hypertensives were nonadherent by pill 
count. Clinical course can be affected bv a 

change in behaviors other than the use of pre­
scribed medications. Moreover, treatment pro­
tocols are largely based on patients' typical re­
sponse to a regimen and do not take into 
account individual variability (Dunbar, 1983). 
When patients in a treatment program are get­
ting better, the tendency is to assume high rates 
of adherence; when they are not doing well, 
adherence problems mayor may not be in­
voked as explanations (Dunbar & Stunkard, 
1979). But the fact is that patients may get better 
despite low rates of adherence and may not 
improve despite high rates of adherence. The 
Sackett, Haynes, Gibson, Hackett, Taylor, Ro­
berts, and Johnson (1975) study of 134 steel­
workers treated for hypertension found that 
only 54 % of the subjects fell within the cells of 
high-adherence good blood pressure control 
and low-adherence low blood pressure control, 
whereas over 33% of those with low rates of 
adherence achieved control equivalent to those 
who had high levels of adherence. 

In a related study, Fontana, Kerns, Rosen­
berg, Marcus, and Colonese (1986) attempted 
to explain the relationships between adherence 
and fitness; they reported that "neither the ex­
tent of participation in exercise (beyond 6 weeks 
of the 12 week program), nor the continuation 
of exercise activity was related significantly 
to improvement in fitness" (p. 13). DeBusk, 
Haskell, Miller, Berra, and Taylor (1985) dem­
onstrated a spontaneous increase in exercise 
tolerance after discharge from the hospital in 
low-risk patients with myocardial infarcts (MI), 
a finding suggesting that the degree of im­
provement ascribed to supervised rehabilita­
tion may be exaggerated. The real benefit of 
exercise rehabilitation may in fact be related 
less to changes in exercise tolerance than to 
improvements in psychological well-being and 
quality of life (Fontana et al., 1986; Oldridge, 
1986). 

The occurrence or nonoccurrence of physi­
ological changes may be due to a number of 
factors other than a prescribed exercise pro­
gram (Haynes, 1984). For example, Kavanaugh, 
Shephard, Pandit, and Doney (1970) found a 
change in physical fitness in groups who par­
ticipated in exercise treatment equal to the 
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changes in groups that practiced meditation 
control. In addition, outcome research involv­
ing other medical treatments has sometimes 
shown that patients who do not comply with 
either treatment or placebo show improvement, 
whereas a substantial number of those who do 
comply with treatment fail to show improve­
ment (Sackett, Haynes, Gibson, & Johnson, 
1976). Finally, the physiological effects of train­
ing may not be linearly related to exercise par­
ticipation (moderate levels of exercise may pro­
duce changes no greater than low levels). Thus, 
the degree of adherence may not be related to 
the degree of change in fitness. 

Kavanaugh et al. (1970) randomized post-MI 
subjects into groups taking one of two treat­
ments: aerobic exercise or meditation. Although 
very different changes in fitness would be ex­
pected, the results showed equivalent effects 
for each procedure on fitness and cardiovascu­
lar end points. It is plausible that components 
common to both exercise and meditation­
namely, the credibility of the procedure, exper­
imenter attention, and social support-had 
more significant effects on the end points than 
the procedure itself. Rechnitizer, Cunning­
ham, Andrew, Buck, Jones, et al. (1983) showed 
no difference in reinfarction rates between pa­
tients taking high-intensity and low-intensity 
exercise, dt:!spite significant improvements in 
fitness for only the high-intensity group. Fi­
nally, Epstein, Wing, Koeske, and Valoski 
(1985) showed that aerobic and calisthenics 
groups matched for therapist attention did not 
differ in weight loss over a two-year period 
even though there were significant differences 
in energy expenditure in the two groups. 

Even if there were a known isomorphic rela­
tionship between medication or a set of pre­
scribed behaviors and positive health outcome, 
a number of problems would have to be ac­
knowledged before accepting the results as in­
dicating treatment adherence. Consider the 
recommendation to lose weight. A patient may 
lose weight while gorging one day and starv­
ing for the rest of the week. Although the pa­
tient may weigh less at the end of the week, this 
health outcome will not accurately reflect the 
extent to which he or she has adopted the 

dietitian's recommendations. On the other hand, 
hypertensive patients may adhere strictly to a 
low-sodium diet, but if they fail to take their 
medicine, modify their exercise pattern, and 
reduce their smoking, the clinical outcome of 
their dietary adherence may be difficult to de­
tect. 

It is important to separate the degree of 
health change due to increased exercise per se 
from that due to concurrent changes in other 
health behaviors that may influence the target 
health outcome (Blair, Jacobs, & Powell, 1985; 
Sallis, Haskell, Wood, Fortmann, & Vranizan, 
1986). For example, adherence interventions 
with cardiac patients may be successful in in­
creasing exercise behavior, but they may also 
lead to decreased smoking, changes in diet, or 
increased adherence to the taking of previously 
prescribed medications. Therefore, the ob­
served change in health cannot be attributed 
solely to the increased exercise behavior, and 
one would have to monitor changes in these 
other health behaviors in order to separate their 
effects. 

The search for a "gold standard" method of 
assessing adherence is still in progress. As we 
have previously noted (Meichenbaum & Turk, 
1987): 

The absence of reliable, valid, clinically sensitive 
indices of adherence is an important problem be­
cause it can compromise clinical trials, lead to order­
ing of unnecessary diagnostic test or use of alterna­
tive medications, inhibit the identification of reliable 
determinants, and consequently, hinder attempts to 
establish appropriate treatment regimens. (p. 38) 

Individual Patient's Perspective 

It is quite evident that medical and health 
care advice is not simply accepted and carried 
out as ordered. In one study, Davis (1968) asked 
her patients their intention of following their 
physicians advice; 15% indicated that they did 
not plan to, and 45% who said they intended to 
follow their physician's advice did not. We 
have suggested that demographic and patient 
background variables do not appear to predict 
adherence to a range of recommended behav-
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iors, some with such serious consequences that 
nonperformance seems irrational. For exam­
ple, Vincent (1971) reported that only 42% of 
patients being treated for glaucoma, who had 
been informed that, if they did not administer 
eye drops three times a day, they "would go 
blind," actually adhered to the recommended 
regimen. Moreover, even when these patients 
were at the point of becoming legally blind 
in one eye, their rates of adherence improved 
to only 58%. In another study, Strelzer and 
Hassell (1988) noted that, even when dialysis 
patients knew they would ultimately suffer 
congestive heart failure as a result of fluid over­
loading, only 25%-50% continued the pattern 
of adherence. Faberow (1986) suggested that, 
in some instances, such nonadherence should 
be viewed as indirect self-destructive behavior. 
Although self-destruction may account for non­
adherence on some occasions, it hardly seems 
likely that this explanation is sufficient to ex­
plain the majority of the instances of reported 
nonadherence. 

How can a person who has paid the money 
and taken the time to consult a health care 
professional not comply with the treatment rec­
ommendations? This behavior appears to be 
irrational-or is it? Health care providers need 
to consider the self-care regimen and the dis­
ease itself from the patient's perspective. Pa­
tients do not define themselves exclusively as 
patients when they are not in direct contact 
with the health care system. People with dia­
betes or hypertension do not identify them­
selves by the presence of the disease. If they 
did, we might be concerned about their preoc­
cupation with their bodies or the disease. 

Individuals who happen to have a disease 
define themselves by many different roles and 
responsibilities. The coauthors of this chapter 
both wear glasses, being myopic, but they do 
not define themselves as patients; rather, they 
view myopia and the wearing of corrective 
lens, although inconvenient, as only a part of 
their lives. Their ophthalmologists view them 
primarily from the perspective of myopia. Sim­
ilarly, a diabetologist sees a person with dia­
betes as a "diabetic," and an internist views a 
person with hypertension as a "hypertensive," 

but they lose sight of the patients in the context 
of their concerns as parents, employed per­
sons, marital partners, homeowners, and so 
on. Each role makes demands, some of which 
may compete with the self-care demands of 
being a "diabetic," a "hypertensive," and the 
like. 

Health care advice is received in a specific 
psychosocial context, evaluated according to 
personal estimates of appropriateness and po­
tential efficacy, and implemented in varying 
levels and degrees within a particular socio­
cultural setting. Many external factors impinge 
on the original prescriptions and recommenda­
tions until they are adjusted to each individ­
ual's needs and situation. Clinicians apply a 
"structural" definition founded on physical 
function and damage, basing their therapy rec­
ommendations on these findings, whereas pa­
tients use a "functional" measure of health 
based on school attendance, athletic participa­
tion, activity level, and the presence or absence 
of symptoms to decide whether they will ad­
here to the prescribed regimen. 

Patients often have their own ideas about 
taking medication, which comes only in part 
from physicians; these ideas affect their level of 
adherence. Patients evaluate both the physi­
cian's actions and the prescribed drugs in com­
parison to what they themselves know about 
illness and medication. For example, in a study 
of arthritis patients, Arluke (1980) found that 
they evaluated the therapeutic efficacy of drugs 
against the achievement of specific outcomes. 
Medicines were judged ineffective when a sa­
lient outcome was not achieved, usually in terms 
of the patient's expected time frames. The very 
nature of arthritis, howeve~ can militate against 
adherence. For instance, in rheumatoid ar­
thritis, the natural course of the disease in most 
patients is characterized by exacerbations and 
remissions. These may occur regardless of the 
level of adherence to the treatment regimen. 
Therefore, if a patient suffers an exacerbation of 
symptoms despite adherence to a prescribed 
regimen or, conversely, improves when not ad­
hering, subsequent adherence may be adver­
sely affected. 

Consider the self-care regimens recom-
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mended for people with various chronic disor­
ders, such as arthritis. Arthritis treatment regi­
mens demand that patients perform multiple, 
complex procedures of unknown efficacy that 
must be carried out over an extended period. 
Often, there is little immediate effect on the 
patient's symptoms, and some medications 
produce unpleasant or even life-threatening 
side effects. Similarly, think of the patient with 
diabetes. The self-care regimen makes major 
demands on the individual's life, and there is 
no guarantee that careful adherence to all as­
pects of the proposed regimen will have any 
long-term beneficial effect. Moreover, 90% of 
diabetic patients, while in the hospital, have 
unexplained blood glucose fluctuations. Thus, 
even the tight adherence program maintained 
in the hospital cannot control fluctuations; the 
resulting feelings of frustration and discour­
agement undermine adherence. Families in 
which there is a member with cystic fibrosis 
are in an even more serious situation. Strict 
adherence to the prescribed regimen can take 
many hours of time and greatly impact family 
functioning, yet adherence only prolongs the 
inevitable death. 

Thus, in the case of most chronic illness, 
patients can often expect only an amelioration 
of the symptoms, or a delay of the inevitable 
fatal outcome, rather than cure and a return to 
healthy functioning. In these cases, the small 
benefits of adherence may not justify the large 
costs of inconvenience and discomfort. Be­
cause even total adherence cannot guarantee 
symptom relief or illness recovery, many pa­
tients must decide how to balance their health 
needs delicately with their needs to achieve 
near-normal behavioral and psychological func­
tioning for themselves and their families. 

Nonadherence may very well be the most 
logical, rational response to professional in­
struction in such cases (Bellasari, 1988), and it 
may reflect what Deaton (1985) labeled "adap­
tive noncompliance." Weintraub (1976) distin­
guished between capricious adherence, which in­
volves "irregular therapeutic behavior based 
on false theory and misinformation" (p. 129), 
from intelligent nonadherence, in which patients 
have valid, although not necessarily the medi­
cally most appropriate, reasons for not adher-

ing, such as possible unpleasant side effects, 
confusion about dosage, or concerns about in­
gesting too much prescribed medicine. The 
"intelligent nonadherer" may reject medica­
tions because of concerns about a deterioration 
in the quality of his or her life. In the patient's 
frame of reference, treatment nonadherence is 
a decision based on judgment. For example, 
Cooper, Love, and Raffoul (1982) indicated that 
73% of nonadherence was intentional. The 
most common reason given for intentional non­
adherence was that the patient did not believe 
that the drug was needed in the dosage pre­
scribed by the physician. Only 15% indicated 
that they took less of the drug because of side 
effects or other negative consequences. To the 
patient, when a medication is no longer seen as 
efficacious, it is likely to be stopped. The logic 
is that, if there are no symptoms and the medi­
cation makes no difference, there is no reason 
to continue to take it. 

Given the disheartening failures of the treat­
ment to control negative effects, is it surprising 
that patients with diverse diseases conclude, 
"What's the use?" Add to this the sense of 
helplessness and the demands and disruptions 
created by adhering to the treatment regimen, 
and we can more fully appreciate the implicit 
calculation by patients of the ratio of the per­
ceived benefits of adherence to its perceived 
inconvenience (i.e., disruption of lifestyle). 

On a somewhat more positive note, the pa­
tient's decision to stop taking medications may 
sometimes be a rational-empirical method of 
determining the efficacy of the prescribed treat­
ment. Patients with chronic disorders tend to 
be nonadherent in the taking of medications, 
especially when they are asymptomatic most of 
the time, and when the consequences of non­
compliance are delayed in appearance. From 
the patient's perspective, the issue is more one 
of self-control than of adherence. From a medi­
cal perspective, the issue is one of finding the 
"right" treatment for the "right" patient. In 
short, the patient understands the regimen in 
terms of the way it will affect his or her life. The 
health professional understands the regimen 
in terms of the way it will affect the patient's 
health. 

Let us consider some of the research that has 
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examined the rationales that patients offer in 
making decisions not to adhere to recommen­
dations. Medication nonadherence is a major 
concern in psychiatry, as well as in all other 
areas of medicine. Jamison, Gerner, and Good­
win (1979) asked 42 manic-depressive patients 
to rank in importance the factors in potentially 
stopping treatment. The three highest rank­
ings were given to discomfort in having mood 
controlled by medication, distress about hav­
ing a chronic illness, and side effects. These 
concerns inhibited adherence to the prescribed 
psychotropic medication. 

In a study of nonadherence among epileptic 
patients, Conrad (1985) examined the rationales 
used by patients in making the decision not to 
adhere. Physicians typically alter doses of anti­
convulsive medication in times of increased sei­
zure activity or troublesome drug side effects. 
It is difficult to strike the optimum level of 
anticonvulsive medications. To people with ep­
ilepsy, it seems as if physicians engage in a 
certain amount of trial-and-error behavior. Medi­
cations are viewed, both by doctors and by 
patients, as an indicator of the degree of disor­
der. If seizure activity is not controlled or if it 
increases, patients see doctors respond by rais­
ing dosage or changing medications. The more 
medicine prescribed, the "worse" the epilepsy, 
and conversely, reduction in the dosage is 
taken as a sign of "improvement" in the epi­
leptic condition. 

If the epilepsy is getting worse, patients may 
take more medication; if it is getting better, they 
may take less medication. This is the pattern of 
physician behavior that the epileptics have ob­
served. Thus, if the physician reduces or raises 
the dose or the strength of the medication, 
patients may take the liberty of experimenting 
with the dosage themselves. Epileptics may 
reduce their dosage in order to determine if 
they are able to get along on a lowered amount 
of medication, or to determine whether they 
have improved and no longer need the drug. 

For most people with epilepsy, there is not a 
one-to-one correspondence between taking or 
missing medication and seizure activity. Peo­
ple who take medication regularly may have 
seizures, and some people who discontinue 
their medication may be seizure-free for months 

or longer. Medical experts say that a patient 
may well miss a whole day's medication, yet 
still have enough of the drug in the blood­
stream to prevent a seizure during this period 
(Conrad, 1985). 

How can one know whether a period with­
out seizures is the result of medication or of a 
spontaneous remission of the disorder? How 
can one know if epilepsy is "getting better," 
while still taking medication? In order to test to 
see if epilepsy is "still there," people may take 
themselves off medication as an experiment to 
see "if anything will happen." Thus, regulat­
ing medication may represent an attempt to 
assert some degree of control over a condition 
that appears at times to be completely beyond 
control. What appears to be nonadherence 
from a medical perspective may actually be a 
form of the patient's asserting control over his 
or her disorder. The issue is more clearly one of 
responding to the meaning of medications in 
everyday life than of adherence to physicians' 
orders and recommended medical regimens. 

In a study of pediatric asthma patients, it was 
found that patient and parent nonadherence to 
medication schedules may actually be a posi­
tive, adaptive response (Deaton, 1985). Based 
on parents' knowledge of their child's disease 
severity, the seasonal variability in asthma 
symptoms, concerns about limited effective­
ness and potentially severe side effects of pre­
scribed medication, and consideration of the 
therapeutic costs in the family'S quality of life, 
nonadherence decisions were part of the pa­
tient's strategy for coping with chronic illness. 
In this particular study, adaptive nonadher­
ence was found to be significantly correlated 
with better asthma control, whereas stricter 
adherence to the medical regimen was not: '~ 
conscious decision which is based on adequate 
information about the regimen and intimate 
knowledge of the child may in fact be superior 
to passive compliance with the regimen" (p. 12). 

Health care providers need to ask them­
selves several questions in thinking about the 
likelihood of a patient's adhering to a particular 
regimen. Does the health care provider believe 
that the patient will be susceptible to continu­
ing problems if the recommended behavior is 
not adopted? Does the patient perceive the 
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benefits of adopting the recommended behav­
ior to be greater than the perceived risks, costs, 
side effects, barriers, and hassles? These ques­
tions form the basis of the influential health 
belief model as applied to adherence behavior 
(Becker & Maiman, 1975). 

Where incongruity or dissonance arises be­
tween different aspects of a disease-for exam­
ple, between the elimination of concrete signs 
of disease (symptoms) and the necessity for 
continuing distressing treatment (Nerenz, Le­
venthal, Love, & Ringler, 1984), or between the 
diagnostic symptoms experienced and the side 
effects of the treatment (Ringler, 1981)-indi­
viduals attempt to resolve the conflict. How 
patients resolve such incongruities influences 
treatment adherence. For instance, the match 
between the etiological explanations offered by 
health workers and the extent to which such 
explanations agree or conflict with patients' 
causal attributions may modify patient attribu­
tions, may generate or resolve dissonance, and 
may thereby influence adherence behaviors. 

Patients with a chronic illness such as rheuma­
toid arthritis, diabetes, or epilepsy frequently 
get discouraged by extended treatment that 
may produce limited therapeutic results, and 
some consequently become less adherent over 
time. 

In sum, if health care providers hope to facil­
itate adherence rather than simply to bemoan 
its occurrence, they need to consider the pa­
tient's perspective and expectations, such as 
the patient's (1) expectations about the clinical 
encounter; (2) beliefs and misconceptions about 
the cause, severity, or symptoms of the illness 
and susceptibility to complications or exacerba­
tions; (3) perceptions of the goals of the treat­
ment; (4) perception of the cost and risks versus 
the benefits of the treatment; (5) existing health­
related knowledge, skills, and practices; (6) de­
gree of adaptation to the disease; (7) sense of 
hopelessness or lack of self-efficacy; (8) learn­
ing limitations; and (9) family involvement. 

Health Care Provider Perspective 

A survey of physicians conducted by Stone 
(1979) revealed that only 25% acknowledged 

that they might in any way contribute to their 
patients' treatment nonadherence. The small 
proportion of physicians who acknowledged 
their important role runs counter to the avail­
able data. In a study conducted by Cochran 
(1984), patients with bipolar affective disorders 
expressed several common concerns in the 
course of intervention, including discomfort 
with the psychosocial changes produced by 
lithium treatment, worries about the future 
course of the illness, distress over being a 
chronic mental patient, and concern about the 
safety of long-term lithium treatment. In this 
study, the patients' normative beliefs about 
their psychiatrists' expectations predicted ad­
herence to lithium treatment. The most appro­
priate targets for such interventions may be a 
patient's normative beliefs-that is, a belief that 
relevant individuals (family and friends), par­
ticularly the psychiatrist, want the patient to 
adhere to the lithium regimen-and the pa­
tient's desire to do as the physician wishes (see 
Cochran & Getlin, 1988). 

A number of studies have underscored the 
discrepancy between physicians' and patients' 
understanding and appraisal of physician-pa­
tient interactions. In one study, Taylor, Bur­
dette, and Edwards (1980) askeq patients and 
phYSicians, after an interview, to indicate the 
main purpose of the visit. Even though the 
categories were broad (e.g., the continuation of 
health maintenance and the care of a physical 
problem), there was disagreement in one third 
of the encounters. Waitzkin and Stoeckle (1976) 
recorded the interactions of more than 300 pa­
tients and their physicians in both offices and 
hospitals. They found that, during a visit aver­
aging 20 minutes, little more than 1 minute was 
actually spent by the physician in giving·infor­
mation. But when asked to estimate the time 
they spent giving information, the physicians 
estimated nearly one quarter to one half of the 
visit. Later, when asked to estimate their pa­
tients' desire for information, 65% of them un­
derestimated how much information the pa­
tients wanted. In addition, Merkel, Rudisill, 
and Nierenberg (1983) found a correlation of.1 
between patients' satisfaction with a consulta­
tion and physicians' perceptions of their satis­
faction. 
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The discrepancy between physicians and 
patients when it comes to reasons for nonad­
herence is illustrated in another set of studies. 
House, Pendelton, and Parker (1986) found a 
major discrepancy between patients' and phy­
sicians' views of the reasons for non-insulin­
dependent diabetic patients' dietary adherence 
difficulties. The physicians overwhelmingly 
(80%) perceived motivational problems as the 
source of dietary nonadherence. The patients, 
on the other hand, mentioned environmental 
causes (e.g., life circumstances such as family, 
job, or economic conditions, 38%) slightly more 
frequently than they did motivational causes 
(lack of incentive or desire, 34%) and also 
placed considerable emphasis (26%) on so­
matic and physiological factors (physical lim­
itations such as visual or ambulatory restric­
tions that interfered with food preparation). 
These results strongly indicate that the physi­
cians perceived dietary nonadherence as being 
largely under the patient's control, whereas the 
patients maintained that their nonadherence 
was out of their control to a large extent. For 
physicians to have maximum impact in increas­
ing patient adherence, they must be aware that 
patients have a strong tendency to disclaim per­
sonal responsibility for the failure to adhere. 

Svarstad (1976) found that 50% of patients 
could not correctly report how long they were 
supposed to continue taking their medication. 
Two high-blood-pressure surveys (Bohnstedt, 
Leonard, Trudeau, & Bal, 1985; Levine, Mo­
risky, Bone, Lewis, Ward, & Green, 1982) indi­
cate that the major reason that patients stopped 
taking their antihypertensive medications was 
that "the doctor told me to stop." Further prob­
ing in to what the doctor had actually said 
suggested problems of misunderstanding and 
confusion, such as "The doctor said my blood 
pressure was normal," or "The doctor said my 
blood pressure was under control." Often, 
what the patient hears is not what the health 
care provider says or intends to say. 

Svarstad (1986) proposed a human commu­
nication model of treatment adherence. This 
model assumes that adherence requires com­
prehension and recall of the regimen, as well as 
motivation to follow it. The model suggests 
that patients experience a variety of problems 

and concerns that undermine their willingness 
and ability to adhere, and health care providers 
need to ask patients specifically about the prob­
lems they are having. Attention to patients' 
understanding should help to identify likely 
problem areas, fears, doubts, and hesitations 
about the diagnosis and treatment and should 
enable the practitioner to individualize the reg­
imen and resolve whatever problems or con­
cerns are undermining patients' desire to ad­
here. 

Rarely do health care professionals provide 
patients with specific information or practical 
advice regarding such factors as what the pa­
tient should do if side effects occur, if doses are 
forgotten, or if symptoms disappear. Health 
care providers often assume that patients un­
derstand what might seem to the provider to 
be simple instructions. However, Massullo, La­
sagna, and Grinar (1974) asked patients to in­
terpret 10 prescription labels and found that 
many patients made errors when interpreting 
common instructions. What is the physician's 
intent when the prescription indicates that the 
medication should be taken every six hours? 
Should the patient set an alarm to wake him or 
her up to take the medication? Should the pa­
tient take a double dose if he or she misses one? 
There are many other examples of confusion 
in apparently simple instructions as well as 
cryptic and insufficient information regarding 
proscribed behaviors. 

Adherence of Health Care Providers 

Despite the knowledge that sound investiga­
tions have produced during the last two de­
cades concerning the enhancement of adher­
ence, many practitioners remain unaware of 
basic adherence management principles (Lo­
gan & Haynes, 1986). For example, in a survey 
of general practitioners, Logan (1978) found 
that 59% never called patients who missed 
scheduled appointments, and that only 20% 
claimed that they always did. 

Although the literature has focused on the 
adherence of patients, attention also needs to 
be directed to adherence by health care pro­
viders. For example, in a study conducted by 
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the American Society of Internal Medicine, Hare 
and Barnoon (1973) found little association be­
tween the established criteria for the delivery 
of treatment and physicians' performance. 

It has been noted that, even in facilities 
where the supervision of medication taking is 
left to professionals, the issue of adherence to 
medication regimens is a problem. A study 
conducted by the University of Southern Cali­
fornia School of Pharmacy (Kayne & Cheung, 
1973) evaluated the drug preparation and ad­
ministration system in three extended-care fa­
cilities that provide skilled-nursing care after 
discharge from an acute-care hospital. In 2,001 
doses of medications that were administered to 
275 patients, 397 medication errors were ob­
served (an error rate of 20%). Missed doses 
accounted for 53 % of all medication errors. Of 
the 397 errors, 47 were the wrong drug, 47 were 
the wrong dose of the drug, 20 were the wrong 
route of administration, and 69 were inap­
propriate dosing intervals. 

Meichenbaum and Turk (1987) reviewed the 
literature on the adherence behaviors of health 
care providers, and although somewhat pessi­
mistic in their conclusion, they provided an 
analysis of the likely causes of health care pro­
vider nonadherence and some suggestions to 
reduce these. 

What Can Be Done to Facilitate 
Adherence? 

Health care providers who adopt an authori­
tarian approach generally assume that patients' 
underlying fears, anxieties, and hesitations 
about clinical treatment are misdirected or triv­
ial, and that patients should either accept the 
recommended treatment regimen or find an­
other practitioner. Thus, they respond by ignor­
ing or dismissing many of the patient's com­
plaints, demanding adherence, and becoming 
angry or hostile (Danziger, 1981; Davis, 1966; 
Svarstad, 1976). Ignoring patients' fears and 
concerns about the regimen does not make 
them go away, and coercive tactics eventually 
lead to patient concealment and dissatisfaction, 
errors in clinical judgment, and higher dropout 
rates (Svarstad, 1976). 

Clinicians who adopt the collaborative pa­
tient participatory approach take a broader 
view of patient feedback and its role in the 
treatment process. They assume not only that 
patients have the right to question and com­
plain, but that negative feedback is a critical 
part of the communication and treatment pro­
cesses because it allows the practitioner to indi­
vidualize or adjust the regimen and to resolve 
whatever physical, psychological, or social 
problems are interfering with the patient's ad­
herence. 

The practitioner may ask whether the amount 
of attention needed to facilitate adherence is 
cost-effective. Weinstein and Stason (1976) de­
veloped the first quantitative evidence of the 
importance of adherence to medical regi­
mens (for hypertensives). They showed quite 
convincingly that funds expended on improv­
ing adherence to antihypertensive regimens 
produce a greater impact on disability and 
death than does an equal amount spent on the 
detection of new cases and the initiation of 
treatment. Thus, efforts to enhance treatment 
adherence were economical, as well as benefi­
cial to health. Several recent books and papers 
have described adherence enhancement strate­
gies in some detail. Because we have recently 
reviewed and critiqued these strategies in 
some detail elsewhere (see Meichenbaum & 
Turk, 1987), we have merely listed them in 
Table 2 and will highlight some of the general 
adherence enhancement intervention guide­
lines. 

Common to many of the successful adher­
ence enhancement intervention programs is 
the observation that patients should be encour­
aged to participate actively in their own health 
care. They should be involved in treatment 
planning and in decisions through the use of 
mutual goal-setting techniques to ensure that 
their priorities, lifestyle, resources, and possi­
ble adherence barriers will be considered. In 
addition to these general guidelines, Haynes, 
Wang, and Da Mota Gomes (1987) provided a 
short list of adherence-improving actions based 
on their review of the adherence literature. This 
straightforward list provides a checklist that 
health care providers to can use to evaluate 
their clinical practice: 
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Table 2. Summary of Adherence 
Enhancement Interventions" 

Keeping appointments 
Give specific appointment time with name of specific 

health care professional to be seen 
Use reminders (mail, telephone) 
Use efficient clinic scheduling to minimize waiting time 
Use short referral time 
Ensure continuity of care 
Keep an active follow-up appointment file 
Discuss reasons for previously missed appointments 

Following acute medical regimens 
Improve patient-professional communication by involv­

ing patient in planning and implementation of treat­
ment program 

Customize treatment plan 
Simplify treatment regimens 
Use patient education and evaluate patient understand-

ing 
Anticipate management of side effects 
Use special reminders and special medication packaging 
Use adjunctive services (e.g., health educator, pharma-

cist counseling) 
Be aware of medication engineering and packaging (e. g., 

color or shape of a pill can transmit a specific message 
both in general and to different ethnic groups) 

Following chronic medical regimens 
Improve patient-provider communication, and pick up 

on any negative feedback 
Use behavior modification procedures (e.g., self-mon­

itoring, goal setting, behavioral contracting, commit­
ment and reinforcement procedures) 

Teach self-management skills (e.g., problem solving, de­
cisional balance sheet construction, relapse preven­
tion, attribution training) 

Use graduated regimen implementation 
Involve significant others (e.g., spouse, children, rela­

tives, neighbors) 
Use supervision (e.g., home visits, brief hospitalization) 
Use adjunctive services (e.g., health educators, psycho­

therapeutic services) 
Integrate treatment regimen into normal life 
Use role playing, and paradoxical techniques when ap­

propriate 

'Adapted from D. Meichenbaum and D. Turk. (1987). Facilitating 
Treatment Adherence: A Practitioner's Guidebook. New York: Plenum 
Press. Table organization based on Haynes (1979) 

1. Listen to the patient. 
2. Ask the patient to repeat what has to be 

done. 
3. Keep the prescription as simple as pos­

sible. 
4. Give clear instructions on the exact treat­

ment regimen, preferably in writing. 

5. Make use of special reminder pill con­
tainers and calendars. 

6. Call if an appointment is missed. 
7. Prescribe a self-care regimen that takes 

into account the patient's daily schedule. 
8. Emphasize the importance of adherence 

at each visit. 
9. Titrate the frequency of visits to the pa­

tient's adherence needs. 
10. Acknowledge the patient's efforts to ad­

here at each visit. 
11. Involve the patient's spouse or other 

partner. 

Adherence to long-term treatments is more 
difficult to achieve: no single intervention has 
been shown to be useful on its own to date. 
Studies of self-monitoring (Johnson, Taylor, 
Sackett, Dunnett, & Shimizu, 1977; Shepard, 
Foster, Stason, Solomon, McArdle, & Galla­
gher, 1979), home visits ijohnson, 1977), tangi­
ble rewards (Shepard et aI., 1979), peer group 
discussion (Shepard et al., 1979), counseling by 
a health educator (Levine, 1982) or a nurse 
(Shepard et aI., 1979), and special-unit dose­
reminder pill-packaging (Becker, Glanz, Sobel, 
Mossey, Zinn, & Knott, 1986) have shown no 
benefit when these maneuvers have been ap­
plied in isolation. Rather, enhancing long-term 
adherence require combinations of the follow­
ing: clear instructions; recalling nonattenders; 
patient self-monitoring of adherence and/or 
treatment outcomes; enhancement of social 
support; contingency contracting and rewards 
or reinforcement for high adherence; and group 
discussion and supervised self-management. 
None of these interventions is self-sustaining: 
they must continue to be applied as long as 
adherence is required, especially in the in­
stance of permanent lifestyle changes (see 
Cameron & Best, 1987). 

A Final Note 

Changing the long-term behavior of health 
care providers to manage adherence success­
fully cannot be done by simply informing or 
instructing practitioners about efficacious in­
terventions (Evans, Block, Steinberg, & Pen-
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rose, 1986). As Haynes et al. (1987) noted, to 
overcome these barriers will require the appli­
cation of proven techniques of continuing edu­
cation, including an audit of performance, 
feedback on deviations from expected stan­
dards of care, apprenticeship programs for 
practitioners, and targeted training by practi­
tioners who are regarded by their peers as the 
source of innovations. In the future, computer­
ization of health records may become wide­
spread enough to automate some aspects of 
adherence monitoring and reminder systems, 
thus reducing the burden on practitioners. 
This chapter has argued that what is also re­
quired is that health care providers take the 
patient's perspective as well as develop more 
effective interventions. 
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PART V 

Practical Issues 
Research 

Psychologists are trained as scientists, as well as clinicians. Not only can they 
conduct meaningful research, but clinical psychologists tend to have a critical, 
empirical perspective of their clinical work. As one of many professions providing 
service in the medical setting, only clinical psychology makes research training a 
core feature of its discipline. James Malec (Chapter 16) outlines the steps that can 
be taken to develop and implement psychological research in medical settings, 
including writing proposals, funding projects, conducting research, and publish­
ing the results. Malec also discusses the important "products" of clinical psychol­
ogy research in medical settings. 
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CHAPTER 16 

Research in the Medical Setting 
Implementing the Scientist­
Practitioner Model 

James Malec 

Introduction 

Clinical psychology has been unique among 
the health care professions in adopting a model 
of training that requires competency in both 
research methodology and clinical practice 
(Strickland, 1988). Clinical psychologists are 
most often trained in university-based gradu­
ate schools and receive a Ph.D. to signify the 
attainment of journeyman skills in the profes­
sion. The Ph.D. requires the completion of a 
doctoral dissertation. The satisfactory comple­
tion of dissertation research requires knowl­
edge in the fundamentals of research: experi­
mental methodology, design, and statistical 
analysis. A Ph.D. in clinical psychology also 
requires competency in the basic skills of the 
profession and additional development of these 
skills during a one year full-time clinical intern­
ship. This model of training, which combines 
research and clinical training, has come to be 
known as the scientist-practitioner model. 

The scientist-practitioner model first received 

James Malec • Department of Psychiatry and Psychol­
ogy, Mayo Clinic and Foundation, Rochester, Minnesota 
55905. 

official sanction from the academic community 
in clinical psychology at a meeting in Boulder, 
Colorado, in 1949 sponsored by the National 
Institute of Mental Health and the American 
Psychological Association (Raimy, 1950). Bar­
low, Hayes, and Nelson (1984, pp. 7-8) spe­
cified five reasons identified in the Boulder 
conference that support this model of training: 
(1) to develop graduate trainees' interest in both 
research and practice; (2) to encourage re­
search that will expand the limited knowledge 
base of clinical psychology; (3) because the 
number of applicants exceeds the number of 
positions in clinical psychology graduate train­
ing programs, to give preference to those can­
didates who show potential for both research 
and clinical practice; (4) to alert researchers, 
through their involvement in clinical practice, 
to important clinical issues for investigation; 
and (5) to provide financial support for re­
search through clinical activities. 

In the aftermath of the Boulder Conference, 
the scientist-practitioner model has experi­
enced considerable criticism and controversy 
(Frank, 1984; Goldfried, 1984). Most Ph.D.'s in 
clinical psychology make a clear decision to 
engage almost exclusively in clinical practice 
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(Norcross & Prochaska, 1982), and research 
productivity among clinical psychology practi­
tioners is low (Conway, 1988). Such evidence 
suggests that research training is unduly em­
phasized in clinical psychology training pro­
grams, given the career choices of most gradu­
ates. Such observations led to the development 
of professional schools for training clinical psy­
chologists. Professional schools emphasize clini­
cal as opposed to research training for the com­
pletion of a doctor of psychology degree (Psy. D. ). 
It is interesting, however, that most profes­
sional schools in clinical psychology continued 
to require some demonstration of research 
competencies of their graduates, and some 
even require a formal dissertation Oones, 1987). 

In response to the threat posed by profes­
sional schools, traditional clinical psychology 
graduate programs increased preinternship 
clinical training and have shown some move­
ment toward accepting nontraditional disserta­
tion projects, that is, projects that consist of a 
series of single-case designs or that focus on 
program evaluation. This has been a healthy 
movement in traditional graduate programs. 
As Barlow et al. (1984) pointed out, the most 
critical threat to the scientist-practitioner model 
may be the lack of relevance of the results of 
standard experimental group designs to the 
clinical practice of psychology. These authors 
supported the use of single-case designs in 
clinical research, citing E C. Thorne's ideal de­
scription of each patient's clinical care as a "sin­
gle and well-controlled experiment" (Barlow et 
al., 1984, p. 5). 

Thus, with professional schools in psychol­
ogy requiring research training and graduate 
schools emphasizing applied research and in­
creased training relevant to clinical practice, 
the scientist-practitioner model survives and 
continues to be the most accepted model for 
training in clinical psychology. In surveying 
groups of psychologists who were primarily 
scientists, primarily practitioners, or scientist­
practitioners, Conway (1988) found that the ma­
jority of each group basically supported the 
scientist-practitioner model. 

Controversy regarding the scientist-practi­
tioner model may also find a basis in the over-
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lapping, but distinct, value systems held by 
professionals whose careers are devoted mainly 
to scientific research as compared to those de­
voted mainly to clinical service (Conway, 1988; 
Frank, 1984). Few would argue that the pri­
mary goal of research is the expansion of scien­
tific knowledge. For most scientific researchers, 
this primary goal also serves as a fundamental 
value. The pursuit of scientific knowledge is a 
very long-term goal and, consequently, a highly 
abstract value. Realistically, the expansion of 
scientific knowledge is a goal that must extend 
across generations. Historically, the most im­
portant scientific discoveries have resulted in 
entire new agendas for scientific investigation. 
The most significant answers in the history of 
science have created large numbers of new 
questions. In integrating extant knowledge in 
the physical sciences, Einstein created work for 
generations of new scientists in subatomic phys­
ics and astrophysics. Crick and Watson an­
swered a fundamental question about the na­
ture ofllie in describing DNA structure, only to 
find a list of additional questions currently be­
ing pursued in the fields of molecular biology, 
immunology, and genetics. 

Short of this primary long-term goal of ex­
panding knowledge, good scientific research is 
also distinguished by the creation of more tan­
gible and immediate products and by-prod­
ucts. Einstein's theories have allowed for the 
harnessing of atomic power. Crick and Wat­
son's discovery has led to tests for birth defects 
and the development of new drugs whose ef­
fectiveness is based on knowledge of the ge­
netic structure of the pathogenic organism. 

The creation of valuable products is likewise 
a characteristic of good applied b~havioral re­
search in the medical setting. The introduction 
of behavioral research into medical settings 
can result in many products, only one of which 
is the expansion of scientific knowledge. For 
many medical practitioners, these products 
have more salience in terms of their value sys­
tem than the pursuit of scientific knowledge. 
Historically, medical practice has been devoted 
to arriving at beneficial short-term outcomes 
for patients. Medical knowledge has been ac­
quired, in part, through scientific discipline, 
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but just as substantially through systematic 
practice and case analysis. 

The immediacy of the positive outcome is 
paramount in the value system of the medical 
practitioner. Whether or not the partial removal 
of a tumor affects five-year survival rates, such 
surgery has been highly valued in American 
medical practice if the short-term positive con­
sequences of decreased pain and suffering for 
the patient result from the surgery. In contrast, 
the impact on five-year survival rates of a surgi­
cal procedure is of primary importance to the 
medical researcher. A moment's reflection re­
veals that the basic value system of the medical 
practitioner is not scientific, but humanistic. 

These two value systems, that of the scientist 
and that of the humanistic practitioner, are not 
mutually exclusive. In fact, the scientist-practi­
tioner subscribes to the values of both by iden­
tifying mechanisms for obtaining good out­
comes for patients in the context of a larger 
effort to expand scientific knowledge. 

Although the scientist-practitioner model is 
not the primary model for medical school train­
ing, a contingent of physicians with a particu­
lar interest in medical research implicitly, and 
sometimes explicitly, espouse the scientist­
practitioner model. In his presidential address 
to the American Society of Clinical Investiga­
tion, William N. Kelley (1984) advised young 
physician researchers to actively protect their 
time allocated to both research and clinical ser­
vice. Kelley stressed that involvement in pa­
tient care is essential for physician researchers 
to be able to Hthink creatively about clinical 
problems" (p. 1122). 

The production of some positive short-term 
outcomes is also critical for the survival of a 
training model. As a model of training, the 
scientist-practitioner model ineffably melds 
into a model of professional life. However, the 
ideal of the scientist-practitioner will not be 
maintained following training if this model 
does not result in more immediate and concrete 
products and rewards for those who embrace 
it, in addition to advancing scientific knowl­
edge. The next section of this chapter explores 
the unique fruits of profeSSional practice as a 
behavioral scientist-practitioner in medical set-

tings, giving examples of each. At least four 
major categories of products. of research related 
to the practice of clinical psychology in medical 
settings can be identified: 

1. Demonstration of the effects of treatment. 
2. Demonstration of individual ,treatment ef­

fects in collaborating with patients for be­
havior change. 

3. Definition of need for clinical services. 
4. Acquisition of knowledge not otherwise 

obtainable. 

Products of the Scientist­
Practitioner Approach 

Demonstration of the IUfects 
of 7reatment 

Gaining acceptance of behavioral interven­
tions for medical patients through the scientific 
demonstration of treatment effectiveness has 
been an important role for the behavioral scien­
tist-practitioner. Keefe's review (1984) of re­
search in behavioral medicine communicates a 
sense of the broad scope of treatment studies in 
behavioral health psychology. These types of 
studies also provide a clear example of the 
blend of values characterized by the scientist­
practitioner model. Hence, treatment outcome 
studies have focused not only on the short­
term outcome valued by the practitioner, but on 
long-term outcomes that demonstrate the spec­
ificity of a treatment effect. Positive short-term 
outcomes may result for nonspecific reasons, 
including the placebo phenomenon, the fo­
cused motivation of the patient, patient expec­
tations, and social influences. Positive out­
comes that are maintained for a substantial 
period of time are typically associated with 
interventions that have specific value in chang­
ing a pathological process. 

Recall that the primary value of the practi­
tioner is a short-term positive outcome for the 
patient. Consequently, gaining acceptance for a 
given treatment will depend primarily on its 
short-term outcome. The scientist, conversely, 
has most confidence in treatments that offer 
positive outcomes that are maintained in the 
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long run. The scientist side of the scientist­
practitioner may experience considerable frus­
tration when the treatments that have the best 
track record on the long-term side fail to gain 
acceptance because their short-term outcomes 
are not distinguished or are perhaps even neg­
ative. 

This type of scenario has been evident in the 
history of research in smoking cessation. After 
six months to one year, most smoking-cessa­
tion interventions show only a 15%-20% suc­
cess rate of individuals who continue to abstain 
from smoking. Although no intervention has 
been extremely effective in helping people stop 
smoking, interventions that have included an 
aversive behavioral technique, called rapid smok­
ing, have typically achieved a success rate that 
is at least twice the norm, that is 30%-40% 
(Hall & Hall, 1987; Lichtenstein, 1982). 

In rapid smoking, the smoker is asked to 
puff cigarettes at a regular rate that is much 
more frequent· than is normal in his or her 
smoking pattern. A typical program requires 
the smoker to puff a cigarette every 5 seconds 
for 10 minutes. With short breaks in between, 
three 10-minute rapid-smoking periods would 
be included in a treatment session. 

Despite strong research evidence of the su­
perior long-term effectiveness of rapid smok­
ing, this technique has not gained broad accep­
tance. From the practitioner's point of view, it 
has a number of negative short-term conse­
quences. First, it is aversive. Second, it is coun­
terintuitive: people are encouraged to smoke 
more, in order to end up smoking less. Third, it 
runs counter to common sense in another way; 
that is, for a period of time, people who should 
quit smoking for health reasons are asked to 
take in more smoke than they normally would. 
In fact, this last concern has been addressed by 
additional research, which indicates that rapid 
smoking can be safely used with healthy indi­
viduals and even with patients with a history 
of myocardial infarction (Hall & Hall, 1987). 
Instead of rapid smoking, practitioners con­
tinue to direct their patients to self-help groups 
or educational programs, to use other behav­
ioral techniques, or simply to go "cold turkey." 

The lack of acceptance of a technique of 
proven effectiveness may appall the scientist 
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side of the scientist-practitioner. Nonetheless 
there is an inherent wisdom in the humanism 
of the practitioner side that should not be over­
looked in the focus of scientific research. Clini­
cal work on smoking cessation has suggested 
to many that there are subgroups of smokers 
who respond differently to different interven­
tion strategies. Schachter (1982) suggested that 
the subgroup of smokers who have shown the 
poorest long-term outcome (and the best re­
sults for rapid smoking) appears to be a group 
that has a chronic history of failure in attempts 
to quit smoking. It is the smoker who has been 
most frustrated in quitting who is most likely 
to volunteer for studies of new stop-smoking 
techniques, particularly aversive ones like rapid 
smoking. There appear to be other smokers 
who benefit from much less intense or aversive 
interventions. In fact, the American Cancer So­
ciety (1986) reported that 90% of smokers who 
quit do so unaided. 

The saga of smoking cessation thus offers an 
example of the benefits of the balance of the 
scientific-practitioner model in identifying ef­
fective treatments for clinical problems. The 
Scientist-practitioner learns from the results of 
experimental research as well from experiential 
knowledge gained from humanistic clinical 
practice. This combination of knowledge bases 
maximizes the probability of the development 
and validation of effective treatments. 

Demonstration of Individual 
7reatment Effects 

As mentioned before, the scientific perspec­
tive is a long-term perspective. Establishing 
confidence in a behavioral treatment technique 
through scientific research requires multiple 
studies conducted in different settings with a 
range of appropriate subjects. If the treatment 
technique is robust enough to prove effective 
despite variations in settings and subjects, 
confidence is established. Finding that a treat­
ment will survive the gamut of repeated inves­
tigation may take a lifetime. Even then, the 
question remains whether the treatment will be 
as effective in a particular case as it is in the 
majority of cases. 

In day-to-day practice, the scientist-practi-
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tioner has the opportunity to evaluate the effec­
tiveness of a treatment in the individual case. 
One example of this type of treatment monitor­
ing occurs in the context of serial cognitive or 
behavioral assessments of patients involved in 
medical treatments: 

M.G. is a young woman who sustained a severe 
traumatic brain injury. To monitor her recovery of 
attentional and memory abilities, I ordered the ad­
ministration of a brief battery of neuropsychological 
tests for M.G. every two to four weeks: As part of 
the rehabilitative treatment, M.G. was given baclo­
fen, a drug that can help to reduce spasticity. The 
introduction of baclofen appeared to affect M.G.'s 
performance on a simple test of focused attention, a 
digit span task that requires the repetition of pro­
gressively longer series of numbers in a forward 
sequence and then in a backward sequence. Over a 
period of 45 days, M.G.'s performance on the digit 
span task increased to normal limits. Baclofen, intro­
duced at Day 43, did not have an immediate effect. 
However, with the continued administration of ba­
clofen, M. G.'s digit span performance decreased, as 
assessed at Day 57 and Day 67. 

Independent of the neuropsychological data, physi­
cal medicine therapists had begun to report in­
creased inattentiveness in M.G. following the intro­
duction of baclofen. Therapists also reported only 
minimal effects of the drug in terms of reduced 
spasticity and muscle tone. NeuropsycholOgical 
data provided more objective evidence of the re­
duced capacity to focus attention reported by the 
therapists. Baclofen was discontinued and subse­
quent neuropsycholOgical testing showed improve­
ment in M.G.'s digit span performance, offering 
support for the hypothesis that baclofen had indeed 
resulted in decreased attention in this particular 
case. 

The scientist-practitioner model presents it­
self in an even clearer light in clinical settings in 
which a scientific approach is used to monitor 
the effects of a behavioral treatment. In the 
tradition described by E C. Thome, the scien­
tist-practitioner considers each clinical case a 
IIsingle and well-controlled experiment" (Bar­
low et al., 1984, p. 5). Data are collected that 
show the diagnostic problem. Additional data 
are collected to show that the treatment has 
been effective in diminishing the problem. Ide­
ally, further evidence is acquired to show that 

the treatment effects generalize beyond the 
treatment setting, that is, that the problem re­
mains under control after the patient leaves 
treatment and returns to his or her daily activ­
ities. 

Biofeedback treatment offers a good example 
of this"n of I" experimental approach to clini­
cal treatment: 

H. L. is a 44-year-old male who had been referred to 
the Mayo Clinic Behavioral Medicine Service with a 
diagnosis of tension headaches exacerbated by stress. 
He had no history of other medical or psychological 
problems. His history was also negative for sub­
stance abuse. He was on no medications. 

H.L. was first oriented to behavioral treatment 
and to the biofeedback procedure. Then baseline 
biofeedback trials were conducted. EMG surface 
electrodes that monitor electrical activity in muscle 
were placed on the skin over the frontalis (forehead) 
muscles and in an occipital placement on the back of 
the head. The skin temperature in the fingertip (an 
indication of more generalized arousal and activa­
tion) was also monitored. During baseline, H. L. was 
given no feedback or information about levels of 
muscle tension. At the start of baseline recording, 
H. L. reported headache pain of 3 to 4 on a scale of 5 
of increasing intensity. 

Figure 1 shows surface EMG levels in microvolts as 
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Figure 1. Physiological data for H.L. during initial bio­
feedback session. 
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recorded from the frontalis and occipital electrode 
placements. The recorded levels during baseline (in­
dicated by the trials labeled liB" in Figure 1) show 
abnormally high muscle activity; compared to that of 
other individuals. For the next series of trials (labeled 
"R" in Figure 1), H. L. was instructed to relax with his 
eyes closed. As Figure 1 illustrates, relaxation in­
structions without feedback had no effect on the 
levels of muscle tension. 

In the last phase (trials labeled "F"), H.L. was· 
given auditory feedback about his levels of head 
muscle tension. With the addition of feedback, H.L. 
was rapidly able to obtain control of these muscles 
and to reduce his levels of tension as Figure 1 shows. 
Figure 1 also shows little change in finger tempera­
ture over the course of the baseline and treatment 
trials. (To allow finger temperature to be placed on 
the same graph as EMG levels, degrees Fahrenheit 
minus a constant of 69 are reported in Figure 1.) At 
the end of the session, H.L. reported a subjective 
level of headache pain of 1 to 2 on a scale of 5. 

Thus, a reduction in head muscle tension coin­
cided with a decrease in head pain in this case, even 
though a relationship between frontalis EMG levels 
and headache pain has not been reliably observed in 
group studies (Blanchard, 1979). Furthermore, in the 
case of H. L., a reduction in head pain appeared to be 
specifically associated with a reduction in head mus­
cle tension and not to be dependent on a more gener­
alized relaxation response, as would have been indi­
cated by a simultaneous increase in skin temperature. 

Data indicating that he was able to control head 
muscle tension and that the reduction of head mus­
cle tension reduced headache pain was shared with 
H.L. This evidence increased H.L.'s confidence in 
biofeedback training as an effective method for him 
to use in reducing headache pain. ueatment contin­
ued with H.L. until he was proficient in regulating 
his head muscle tension (and associated headaches) 
without the assistance of biofeedback monitoring. 

This case illustrates how the clinical psychol­
ogist who is both scientist and practitioner can 
use the scientific method to monitor the effec­
tiveness of her or his clinical practice in the 
individual case. In the process, the patient also 
becomes a scientist and practitioner, learning to 
use technical data (EMG biofeedback data and 
self-report data) to appreciate when his or her 
efforts at self-control are effective. 

This approach to treatment stands in con­
trast to traditional medical practice, in which 
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the patient puts complete confidence in the 
doctor to offer effective remedies that may be 
beyond the patient's understanding. In the sci­
entist-practitioner model of patient care, the 
patient is asked only to have enough confi­
dence in the care provider to participate in 
treatment according to the provider's recom­
mendations. After that, the patient is given 
clear evidence of treatment effectiveness (or 
lack thereof). There is no need for the patient to 
take the provider's word for it. The provider­
patient relationship becomes increasingly colle­
gial as the two scientist-practitioners (provider 
and patient) investigate the patient's problem 
and discover effective solutions. Ultimately, 
the junior colleague (the patient) gains suffi­
cient experience and confidence to continue the 
management of the problem independently. 

Compliance with medical treatments is criti­
cal for the effectiveness of many treatments. A 
doctor can prescribe a drug regimen, but it will 
not be effective if the patient does not take the 
drug as prescribed. The preceding example of 
biofeedback treatment illustrates how the sci­
entist-practitioner approach to clinical treat­
ment elicits patient compliance by engaging 
the patient as a collaborator and colleague in 
investigating the problem and its solution. 

Although the creation of a collaborative treat­
ment atmosphere enhances treatment compli­
ance in many cases, the effects of this approach 
are not universally positive. The collegial, col­
laborative atmosphere created by the scientist­
practitioner model of assessment and treat­
ment is most effective in eliciting compliance 
from individuals who highly value their own 
ability to manage themselves and who tend to 
resist advice from authority figures, partic­
ularly when it is given with little rationale. 

On the other hand, behavioral clinicians 
practicing in this model have all been frus­
trated by more dependent patients who resist 
taking personal responsibility in their own care 
and who may indeed be more comfortable in 
treatments where they can passively accept the 
prescribed intervention, be it medication or 
surgery, recommended by a respected author­
ity. When behavioral interventions are the only 
appropriate form of treatment for these latter 
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types of personalities, these interventions may 
be delivered in a more directive fashion. Self­
monitoring techniques and behavioral practice 
are prescribed authoritatively, and collabora­
tive sharing of data with the patient is deem­
phasized. Williams, Thompson, Haber, and 
Raczynski (1986) described in greater detail 
how behavioral interventions for headache can 
be adapted to the specific needs dictated by 
characteristics of the patient's personality and 
emotional status. 

In practice, modifying the basic scientist­
practitioner approach to be more authoritative 
must occur only in a minority of cases, very 
likely because of the basic consistency of this 
approach with fundamental and traditional 
cultural values in the United States of personal 
independence, self-reliance, and self-deter­
mination. 

Definition of Need for Clinical Seroices 

A scientific approach to clinical practice of­
fers a methodology for documenting needs for 
clinical services. I am now involved with an 
institutional committee in developing a re­
search protocol to evaluate the need for more 
extensive follow-up of patients with very mild 
head injury. The committee includes a physi­
atrist, a psychiatrist, an anaesthesiologist, a 
behavioral neurologist, a neurosurgeon, an 
emergency medicine specialist, a nursing su­
pervisor, and a neuropsychologist. The patient 
group in question are patients who have had a 
concussion with brief loss of consciousness or 
amnesia, but no structural evidence of brain 
injury (e.g., no evidence of intracranial bleed­
ing or swelling, normal CT scan). 

Although the literature has raised concern 
regarding possible long-term cognitive and/or 
behavioral problems resulting from this type of 
injury, this possibility remains controversial 
(Colohan, Dacey, Alves, Rimel, & Jane, 1986; 
Levin, Mattis, Ruff, Eisenberg, Marshall, Ta­
baddor, High, & Frankowski, 1987). Some clini­
cians feel that behavioral sequelae of this mild 
type of head trauma occur very infrequently, 
and then only in cases where emotional prob­
lems have preceded the injury or where the 

possibility of an advantageous legal settlement 
is present after the injury (McMordie, 1988). In 
our setting, where most patients are from rural 
or small-town communities, the possibility of 
an additional factor is raised. Most of the 
studies documenting problems after mild head 
injury have been done in urban settings, where 
life stress may be higher and family and com­
munity support less reliable. It may be that our 
patients show sequelae of mild head injury 
even less frequently because of the excellent 
support that they typically receive from family, 
friends, and employers in their home commu­
nities. 

In this atmosphere of controversy, it is diffi­
cult to justify implementing a program of con­
sistent follow-up for patients with mild head 
injury, many of whom may not need these 
services or who cannot afford the additional 
expense of these services. After months of 
committee meetings that focused on diverse 
indiviudal clinical experiences relevant to the 
need for follow-up services for this patient 
group, the committee ultimately arrived at a 
rational solution: to conduct a research study. 
The proposed study would seek to determine 
the frequency of sequelae of mild head injury 
and also to document any premorbid psychi­
atric or substance abuse problems that might 
be associated with problems in the aftermath of 
mild head trauma. Whether or not the results 
of this project will be of interest to the scientific 
community on a national basis, the implemen­
tation of this project will allow practitioners in 
our setting to plan clinical service for a given 
patient population on a rational basis derived 
from a carefully planned research study. 

Another example of needs assessment 
through scientific investigation has been our 
work at the University of Wisconsin-Madison 
(Malec, Romsaas, & Trump, 1985; Wolberg, 
Tanner, Romsaas, Trump, & Malec, 1989) exam­
ining mood and psychopathology associated 
with curable cancers (Le., testis cancer and 
breast cancer). In the planning of this research 
some years ago, controversy characterized esti­
mates of the frequency of psychological prob­
lems associated with testis or breast cancer. 
Opinions based on individual clinical experi-
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ences ranged from feelings that nearly every 
patient with testis or breast cancer experiences 
severe psychological distress to beliefs that 
most of these patients cope satisfactorily. Our 
studies of these patient groups indicated that, 
of both breast cancer patients and testis cancer 
patients, most experienced very minimal or 
transient distress. Twenty to twenty-five per­
cent of both groups experienced mild distress 
of a type that would be expected to respond to 
one of a number of interventions, such as brief 
individual or group counseling, relaxation or 
stress management training, or participation in 
an organized support group. The frequency of 
this type of mild distress appeared to be greater 
for patients while they were involved in chemo­
therapeutic treatment. Only a small percentage 
(5%-10%) demonstrated severe psychiatric dis­
orders. 

These studies have offered data that should 
be useful in rational planning to meet the emo­
tional needs of patients with curable cancer. 
Additional research will of course be needed to 
verify the effectiveness of the recommended 
referral and treatment approaches to patients 
showing specified degrees of emotional prob­
lems associated with curable cancer. 

Acquisition of Knowledge 
Not Otherwise Obtainable 

Introducing scientific methodology into clin­
ical practice offers an opportunity to learn 
about human capacities and functions. In some 
instances, this knowledge cannot be acquired 
in any other fashion. The history of neuropsy­
chology-the study of relationships between 
brain function and behavior-is the history of 
a discipline that has relied heavily on the study 
of clinical cases (Grant & Adams, 1986; Walsh, 
1978). These cases (studied individually or in 
series) have provided experiments of a nature 
that cannot be replicated in a laboratory set­
ting. 

Although animal studies have provided some 
hypotheses about relationships between the 
function of specific brain regions and behavior, 
it is inconceivable to conduct similar experi­
ments with humans. Naturally occurring brain 
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trauma and disease, however, have created op­
portunities to examine the effects of specific 
brain lesions on human behavior. The case of 
Phineas Gage, for instance, provided a classic 
illustration of the frontal lobe syndrome, and 
that of H.M. provided a classic illustration of 
the dissociation between motor skill learning 
and memory in an amnestic patient. (The inter­
ested reader will find more detailed descrip­
tions of the cases of Gage and H.M. in Walsh, 
1978.) These experiments of nature form the 
backbone of the science and practice of neuro­
psychology. 

A particularly current and exciting area in 
which scientific investigation focuses on natu­
rally occurring disease states and their associa­
tion with psychological states is that of psycho­
immunology. As described by Jemmott and 
Locke (1984, p. 78), the field of psychoim­
munology subscribes to a "complex and holis­
tic model" that examines interrelationships 
among psychological, social,. and biological 
factors in disease and the treatment of disease. 

Like neuropsychology, psychoimmunology 
has a basis in animal models. Evaluation of 
these animal models in the human species de­
pends on the study of psychological and social 
factors in naturally occurring disease states. 
Some experiments have been conducted in 
which relatively benign disease factors (e.g., 
rhinovirus, the /I cold"virus) have been intro­
duced into human volunteers who have been 
randomly assigned to conditions of high or low 
psychological stress Gemmott & Locke, 1984). 
However, the evaluation of psychological fac­
tors in more virulent diseases requires a careful 
investigation of the natural course of these dis­
eases. Both experimental and naturalistic ob­
servation have provided substantial evidence 
of psychological mediation in immune system 
competency. 

The importance of naturalistic investigation 
in psychoimmunology is exemplified by the 
psychoimmunological study of AIDS. Prelimi­
nary evidence suggests that psychological dis­
tress and loss of social support result in a di­
minished immune respone and are associated 
with the more rapid progression of AIDS (Kie­
colt-Glaser & Glaser, 1988). Other studies re-
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viewed by Kiecolt-Glaser and Glaser (1988) 
suggest that psychological interventions, par­
ticularly conditioning paradigms, may be use­
ful in enhancing the immune response to the 
AIDS virus. If the immune function can be 
bolstered through classical conditioning, this 
offers a means for prolonging life after HIV 
infection. Psychological treatments may offer 
an adjunct to pharmacological treatments that 
have significant side effects and may allow che­
motherapeutic treatments to be delivered over 
longer periods of times at lower doses. 

Relationships between behavior, illness, and 
immune function have also become clear in 
studies of cancer patients (Levy, 1985). Levy, 
Herberman, Lippman, and d)\ngelo (1987), for 
example, showed that general psychological 
adjustment, lack of social support, and symp­
toms of fatigue and depression are related to 
the function of one aspect of the immune sys­
tem: natural killer cell activity. These same au­
thors also reported that natural killer cell activ­
ity, in tum, is related to tumor activity, as 
evidenced by the presence of positive lymph 
nodes. 

An Additional Product 

One product of the scientist-practitioner ap­
proach in a medical setting that has not been 
mentioned is perhaps the most concrete: jobs. 
As the practice of medicine becomes more Hcom­
plex and holistic," the job market will increase 
for scientist-practitioners who are able to simul­
taneously offer methods of diagnosis and treat­
ment of the psychological components of health 
and illness as well as to evaluate the validity of 
these methods. Jobs for psychologists working 
in the fields of health psychology and behav­
ioral medicine, neuropsychology and neuro­
science, rehabilitation psychology, and pedi­
atric health psychology have been on a growth 
gradient since the late 1970s, and this trend is 
expected to continue (Altman & Cahn, 1987). 
Since 1976, employment for psychologists in 
university settings has declined, whereas em­
ployment in hospitals has increased (Stapp & 
Fulcher, 1983). A survey of the Health Psychol­
ogy division of the American Psychological 

Association indicated that psychologists prac­
ticing in health care settings typically function 
as scientist-practitioners, sharing time among 
clinical and research activities as well as ad­
ministrative and teaching duties (Morrow, Car­
pente~ & Clayman, 1983). In a paraphrase of 
William N. Kelley's advice (1984) to young phy­
sicians considering a career in clinical investi­
gation, employment as a scientist-practitioner 
in a health care environment can be recom­
mended to young clinical psychologists for (1) 
the challenge of reducing human suffering di­
rectly through clinical practice and indirectly 
through research; (2) the opportunity of work­
ing with bright, creative people at the frontiers 
of the science and the profession; and (3) the 
prospect of a reasonable financial livelihood for 
oneself and one's family. 

Developing and Implementing 
Behavioral Research 
in Medical Settings 

1be Proposal 

The written research proposal is a giant step 
toward making your project a reality. The act of 
translating your research idea into written 
form requires you to begin to address the con­
crete operations of the project. Methodology 
must be defined. Measurement techniques, data 
collection procedures, and proposed statistical 
analyses must be outlined. The realities of the 
costs of the project are recognized as a budget 
is developed. Subject availability and recruit­
ment must be considered. The proposal in­
volves you in the process of finding solutions to 
the problems posed by the selected method­
ology and the projected costs. Finally, the pro­
posal opens your project to peer review and 
critique. 

The precise form of the research proposal 
will vary from institution to institution. Save 
yourself time by determining beforehand what 
the standard form for a proposal is in your 
institution and by writing the proposal in this 
format. A different format is likely to be re­
quired if the proposal is to be submitted to an 



278 

external funding agency for review. It is partic­
ularly important to follow the format required 
by external funding agencies carefully to be 
competitive for funding. 

Most formats for proposals emphasize an 
elaboration of the significance of the study, that 
is, the unique contribution that the study will 
make to the advance of scientific knowledge 
and/or clinical practice. Careful elaboration of 
methodology, data collection, and statistical 
analyses is also typiCally requested. The litera­
ture review is usually of less importance and 
need not be exhaustive. Nonetheless, a strong 
proposal presents enough of a literature review 
to clarify the contribution of the proposed 
study to the field. A review of your own studies 
and/or case analyses done preliminary to the 
proposed research results in a particularly 
strong presentation. 

Writing the proposal also offers an oppor­
tunity to clarify items like authorship. Studies 
done in medical settings are notorious for hav­
ing numbers of authors that rival the numbers 
of subjects. Individuals are sometimes included 
in the list of authors simply as a Hthank you" for 
referring patients to the study. In recent years, 
many institutions, particularly those with uni­
versity affiliations, have adopted more rig­
orous rules of authorship, which discourage 
the use of authorship as a quid pro quo for pa­
tient referral. An example of formal guidelines 
for authorship can be found in the most recent 
edition of the Publication Manual of the American 
Psychological Association (American Psychologi­
cal Association, 1983, p. 20). 

It seems reasonable and ethical to expect that 
an author on a paper will participate in a study 
at least to the degree of reviewing and com­
menting on the proposal and of reviewing and 
commenting on the final report of the com­
pleted project. Such minimal expectations can 
be set at the time of the written proposal. Some 
of the coinvestigators will, of course, make 
more substantial contributions. This is also a 
good time to negotiate the order of authorship 
for the fmal paper, which then will be the same 
as for the proposal. 

Even though some expectations for partici­
pation need to be set for all authors of a pro-
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posal for professional and ethical reasons, do 
not expect large amounts of reasonableness, 
fairness, and collegiality in accomplishing ap­
plied research. If you are sincere about pursu­
ing a line of research, be prepared to do the 
lion's share of the work in writing the proposal, 
realizing the project, and writing th~ final pa­
per. You may find one or two collaborators who 
are of much help, but it is naive and self-defeat­
ing to think that a viable research project can 
be effected by committee with everyone doing 
their fair share. So be prepared to do the work 
and share the credit. If over time you are typ­
ically the one who is sharing the credit, rest 
assured that this will be at least implicitly rec­
ognized by your colleagues. 

Funding the Project 

Very respectable research can be conducted 
on a shoestring budget by careful data collec­
tion in the course of clinical practice. The lin of 
1" model for scientific clinical practice dis­
cussed previously can result in significant, 
publishable reports of single cases or series of 
cases. Indeed, some would argue that docu­
menting effective treatments through repli­
cated positive results in a series of cases is a 
more viable approach to clinical research than 
experimental designs with randomized assign­
ment to treatment groups, which may result in 
statistically, but not clinically, significant find­
ings (Barlow & Hersen, 1984). Retrospective or 
prospective studies of patient groups with dis­
tinguishing characteristics can also be accom­
plished with meager budgets through a careful 
collection of relevant data in the course of clini­
cal practice. 

Nonetheless, a funded research project has a 
special worth. Obtaining funding for a project 
means that the project has entered a competi­
tion with other studies and won. A funded 
study is one in which you have the resources to 
collect the data carefully and analyze them 
completely. A funded study requires no expla­
nations to administrators (who may believe 
that your research interests are somehow inter­
fering with your commitment to generating 
revenue, even though the time you spend in 
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analyzing data and writing is coming out of 
your social life, not patient care hours). When 
your project is funded, your time is paid for. No 
apologies are necessary. 

Funding, particularly federal (i.e., National 
Institutes of Health) funding, is becoming in­
creasingly scarce. More and more federal money 
appears to be diverted into ostensibly saving 
and (with enthusiastic paranoia) monitoring 
money. Despite these unfortunate, but oh-so­
predictable, cultural changes as the pendulum 
continues to swing from a liberal to a conserva­
tive mentality, federal money is still accessible 
if you have a great project and your interests 
coincide with hot areas of investigation (e.g., 
AIDS). 

Often overlooked are other sources of poten­
tial funding. There are a number of private 
funding agencies for projects exploring the in­
terface between medicine and behavior. The 
Robert Wood Johnson Foundation is one of the 
better known of such organizations. Get your 
name on the mailing list of research bulletins, 
such as the Science Agenda published by the 
American Psychological Association Science 
Directorate, which will alert you to new fund­
ing sources. If you have a computer and a mo­
dem, you can access the Science Directorate's 
bulletin board ofRFPs (requests for proposals). 

Look close to home as well. Your own insti­
tution may have funds available to support re­
search projects of merit. If you are a recent 
graduate, explore the possibility of special small 
grants for new researchers offered through pri­
vate and public agencies. If you are an experi­
enced clinician who has established a reputa­
tion in a particular area of treatment, do not 
overlook the possibility of establishing a re­
search fund from the donations of grateful pa­
tients. 

Individuals who have benefited from your 
services may sincerely, but indirectly, search 
for some way to repay you. To respond that no 
repayment (other than the standard fee) is nec­
essary may actually disappoint some patients 
who feel that your standard fee does not begin 
to compensate you for the dramatic changes 
that you have helped them make in their lives. 
Establishing a research fund where donations 

from grateful patients can be directed meets a 
dual purpose of supporting your research and 
allowing your patients to express their sincere 
appreciation in a culturally acceptable manner. 
It should go without saying that ethical stan­
dards need to be maintained scrupulously in 
working with patients who may be potential 
contributors to your research fund. Contribu­
tions cannot be overtly encouraged. Any sug­
gestion that the quality of treatment is con­
tingent on contributions would be grossly 
unethical. In some cases, you may choose to 
discourage contributions by intepreting these 
in terms of therapeutic transference. Ethical 
dilemmas are minimized if there is an adminis­
trative section in your institution that can man­
age the research fund for you and to whom you 
can direct interested patrons for information. 

Committee Review 

Your institution will require a committee re­
view of experimental and prospective research. 
At a minimum, an institutional committee 
(typically called the institutional review board 
or the human subjects committee) with the 
legal mandate to protect the rights of human 
subjects will review the proposal. Often, a de­
partmental research committee will additionally 
review the quality of the proposal. If you are 
seeking funding from the institution, another 
committee, which establishes priorities for 
funding, may review the project. 

Each of these committees reviews the pro­
posal with a specific focus. The human sub­
jects committee is primarily concerned with 
ensuring that the research will not violate the 
rights of human volunteers. Rights of human 
subjects and ethical concerns in the conduct of 
research with human subjects are elucidated 
in the Ethical Principles of Psychologists (Ameri­
can Psychological Association, 1981). This com­
mittee will make sure that appropriate consent 
is obtained from research subjects, that the 
subjects are appropriately apprised of any 
risks involved in their participation in the ex­
periments and that the subjects experience no 
degree of coercion to participate. The overall 
merit of the study is of less concern to this 
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committee than simply whether the experi­
mental protocol includes appropriate protec­
tions for human volunteers. In many institu­
tions, a streamlined procedure for review by 
the human subjects committee is available to 
minimal risk protocols .. Minimal risk protocols 
are those in which the experimental interven­
tions are not physically invasive and pose no 
risk of physical harm or severe psychological 
harm to the subject. Many behavioral studies 
fall into the minimal risk category. Institutions 
vary regarding the necessity of a review by the 
human subjects committee of retrospective or 
history review studies, and most institutions 
do not require such a review. Whether human 
subjects review is required or not, the funda­
mental ethical and legal concern in retrospec­
tive studies is that the confidentiality and the 
anonymity of subjects are maintained. 

A departmental research committee that re­
views all research conducted in your depart­
ment may review your protocol. Such commit­
tees may make some suggestions about human 
subjects considerations but can be expected to 
focus on the scientific merit and the meth­
odological integrity of the proposal. Psycho­
logically, this is probably the most anxiety-pro­
ducing review, as the spotlight really is on the 
quality of the proposal. Criticisms of the pro­
posal may, of course, be arbitrary and may be 
based on a lack of knowledge of the field by the 
reviewers. On the other hand, many times 
good suggestions for improving the methodol­
ogy will come from the departmental research 
committee. Once the departmental review is 
complete, the primary investigator has the job 
of nondefensively considering the criticisms 
and suggestions offered and revising the proto­
col to capitalize on the good suggestions. 

If a funding committee also reviews the pro­
posal, this committee will also be concerned 
with the quality of the project. However, it is 
important to keep in mind that this committee 
will be concerned only with the scientific merit 
of the project vis-a-vis other projects that it has 
before it. The funding committee has a finite 
budget with which to sponsor projects. If your 
project does not get funding, the reason may be 
that it is not as good as it could have been. 
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Alternatively, nonfunding may mean that other 
projects were given priority because they were 
of better quality or were directed at research 
questions perceived to be of greater value in 
terms of current institutional objectives or soci~ 
etal needs. 

Conducting the Research 

With your approved proposal as a blueprint, 
actually conducting the research should be 
straightforward. Take a little time to set up a 
system for making sure the research protocol is 
followed precisely. A few well-constructed forms 
can be very helpful in making sure that exclu­
sion criteria are examined and that data are 
collected systematically. Your preliminary in­
vestigation at the time of the proposal to ensure 
the availability of appropriate subjects should 
obviate problems in subject recruitment. 

Publication 

A primary goal of scientific investigation is 
sharing the results with colleagues in the scien­
tific community. Of course, findings need to be 
presented in an objective fashion, and the style 
of the writing should adhere to the standards 
for scientific publication. Scientific or not, writ­
ing is always directed at an identifiable audi­
ence. Professional journals tend to have a spe­
cific readership. The readership or audience of 
each journal varies in terms of its background, 
interest, and sophistication in your field of in­
quiry. No matter how significant your research 
findings, these findings will be rejected if they 
are not addressed to an audience that has the 
background, interest, and sophistication to ap­
preciate your results. 

Do some investigation of journals in which 
your results might be published. Ask colleagues 
for suggestions about where to find a receptive 
audience for your results. Examine the journals 
themselves. Has the journal published other 
articles similar to yours? Is the methodology of 
the studies published in the journal similar to 
yours? Look at the reference list that you col­
lected for your literature review. Where have 
the studies been published that preceded yours? 
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No audience will have as great a familiarity 
with the focus of your research as you do. To 
find acceptance for your research, you will 
need to communicate your findings in a way 
that assists your audience's understanding of 
and enthusiasm for your efforts. Tie your find­
ings into prior research that is familiar to your 
audience. Build some suspense in your intro­
duction by presenting the critical questions 
that your project addresses. Pique interest with 
figures and tables that clearly present your 
most significant findings. Carefully explain 
methodology or analyses that may be unfamil­
iar to your audience. Allow for a convincing 
climax by answering your research questions 
with straightforward conclusions. Offer clear 
conclusions-even though, in scientific writing, 
the statement of your conclusions will almost 
always need to be followed by a series of ca­
veats indicating the limitations of your study 
and possible alternative interpretations of your 
data. Use this opportunity to build suspense 
regarding your next project that will address 
the controversies left unanswered by the study 
you are reporting. 

Give yourself some time to think about your 
next project. This should come naturally be­
cause, as a rule, good research presents more 
questions than it answers. And above all, enjoy 
the process. It is not that science can be fun. 
Science is fun. It's basically the same process­
taken to a higher degree of complexity and 
sophistication-that led us at the age of 3 to 
poke at a puddle with a stick to see the reaction 
of the water. Gil French, the retired chairperson 
of psychology at the University of South Da­
kota, would say that, in order to be creative, 
scientists need to be allowed to play. In allocat­
ing resources for science, society perennially 
faces the problem of determining which pur­
ported scientists play productively and which 
tend to play in a gratuitous and nonproductive 
manner. Assuming that you are, or are in the 
process of becoming, a conscientious, produc­
tive scientist-practitioner: enjoy. Have some 
fun in your work. Allow yourself some awe, 
wonder, and surprise. And in this way, keep 
your conscientiousness from restricting your 
creativity. 
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PART VI 

Templates for 
Program 
Development 

Thus far, the reader has been provided with the foundations of clinical psychology 
in medical settings with chapters on education, politics, professionalism, practice 
management, and general c1inical issues. The reader is now presented with the 
clinical core of the handbook: specific programmatic development as applied to 
specific medical disorders. Medical areas were chosen on the basis of extant work 
done by psychologists in those areas. This section has many chapters reflecting the 
breadth and scope of psychologists' involvement in medical settings. Each clinical 
chapter is divided into reviews of the literature on psychological problems second­
ary to the specific medical disorder. Assessment and intervention procedures 
follow in an effort to provide the c1inician with guidelines for patient involvement. 
Finally, programmatic guidelines are offered by each of the authors that integrate 
psychological services into the existing medical system. These guidelines can serve 
as templates for future program development and can provide suggestions for the 
modification and expansion of existing programs. 

The editors (Chapter 17) begin by integrating the science and the service of 
psychology in medical settings and by demonstrating that psychologically based 
programs have developed to meet a multiplicity of patient care and institutional 
needs. Diagnostic evaluations and psychometric testing have long been a basic 
clinical function of the psychologist. Jerry J. Sweet (Chapter 18) discusses the 
development of a psychological evaluation and testing service in a medical setting. 
The subsequent chapters relate to specific medical problems. David 1. Tobin, Craig 
Johnson, and Kevin Franke (Chapter 19) present their ideas for program develop­
ment for the complex issue of eating disorders. Steven M. Tovian (Chapter 20) 
integrates clinical psychology into both adult and pediatric oncology programs. 
Stephen M. Weiss, Roger T. Anderson, and Sharlene M. Weiss (Chapter 21) develop 
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programs for cardiovascular disorders and hypertension. The development of 
rehabilitation programs for patients with brain and spinal cord injuries is discussed 
by Joseph Bleiberg, Robert Ciulla, and Bonnie L. Katz (Chapter 22). Pain and 
headache programs are the focus of Stanley L. Chapman (Chapter 23). Jean c. 
Elbert and Diane J. Willis (Chapter 24) address specific pediatric populations as 
they discuss programs for behavioral and learning disorders. Rosalind D. Cart­
wright (Chapter 25) presents program developments involving sleep disorders. 
DanielJ. Cox, Linda Gonder-Frederick, andJ. Terry Saunders (Chapter 26) integrate 
clinical psychology programs into the treatment of diabetes. Thomas L. Creer, 
Russ V. Reynolds, and Harry Kotses (Chapter 27) apply cognitive-behavioral ap­
proaches to the problems of adult and pediatric asthma. Harry S. Shabsin and 
William E. Whitehead (Chapter 28) discuss clinical psychology programs for 
gastrointestinal disorders. Barbara G. Melamed and David J. Williamson (Chapter 
29) discuss psychological programs for the treatment of dental disorders. Daniel S. 
Kirschenbaum (Chapter 30) integrates clinical psychology into hemodialysis pro­
grams. Finally, Kathleen Sheridan (Chapter 31) focuses on psychological services 
for people with AIDS. 



CHAPTER 17 

Toward Program Development 
An Integration of Science and Service 
in Medical Settings 

Ronald H. Rozensky, Jerry J. Sweet, 
and Steven M. Tovian 

Introduction: The Genius Loci of the 
Hospital and Clinical Psychology 

Hospitals and medical settings, like any orga­
nization or institution, are made of innumer­
able spokes that emanate from the hub and 
support the structure of the wheel. The hub is 
the philosophy or mission, the spokes the pro-

Ronald H. Rozensky, Jerry}. Sweet, and Steven M. 
Tovian • The Evanston Hospital and Northwestern 
University and Medical School, Evanston, Illinois 60201. 

Great Hospitals, with their Schools, are something more 
than blocks of buildings where patients are doctored, and 
students and nurses are taught. I do believe in the spirit of 
a place. To me, the genius loci is really there: and the Religion 
Discipuli, the student's obedience to the spirit of Hospital 
life, is a very important part of his education .... Or will 
anybody say that the genius loci is all nonsense, and that a 
great Hospital is only a big machine? My answer is, that I 
know what I am talking about. Sickness, as Lucretius says 
of impending death, shows us things as they are: the mask 
is tom off, the facts remain. That is the spiritual method of 
the Hospital: it makes use of sickness, to show us things as 
they are . . . this plunge into the actual flood of lives is a 
fme experience. 

-Confessio Medici, 1908, pp. 19-20 

fessional people within the hospital. As the 
wheel moves forward, the spokes blend in the 
eye of the observer into a solid that carries the 
momentum of the hub forward to its goal, in 
this case, quality patient care, the genius loci. 
Modem clinical psychology in the medical set­
ting has become a strong spoke in that organi­
zational wheel. The clinical psychologist and 
psychological programs can play an integral 
part in carrying out the mission of each hospi­
tal or medical setting. 

As we study the role of clinical psychologists 
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and how they bear their share of the hospital's 
mission and momentum, we can see from the 
first 16 chapters of this text that the profession 
has its own history and philosophy as well as 
its own educational, professional, research, 
and general clinical activities within the health 
care system. The economic pressures, quality 
of care, and political issues presented in those 
chapters also help define the complexity of the 
medical environment in which so many clinical 
psychologists now work. As we shall see from 
the second half of this text, psychologically 
based programs have developed to meet a mul­
tiplicity of patient care and institutional needs. 

The Structure of Knowledge 
and Psychology 

Our identity as clinical psychologists in medi­
cal settings and the relationships and commu­
nications that we have with others (physicians, 
other psychologists, nurses, social workers, 
ancillary service personnel, administrators, 
and our patients and their families) must be 
founded on some definitions from our field's 
knowledge base as they are applied to both 
science and practice. The historical, political, 
economic, and emotional arguments regarding 
the scientist-practitioner or professional models 
of training and practice (Boulder or Vail) have 
been addressed elsewhere (Frank, 1984; Stern, 
1984; Strickland, 1985; Tyler & Spiesman, 1967). 
Conway (1988) detailed the personal charac­
teristics, personality and cognitive variables, 
and critical incidents that have influenced the 
development of psychologists oriented to the 
scientist, practitioner and scientist-practitioner 
models. Finally, Mittelstaedt and Tasca (1988) 
offered a constructive, collaborative model for 
the blend of scientist and practitioner. 

The present discussion focuses on a philoso­
phy concerned with the presentation of profes­
sional communications. The structure of knowl­
edge on which that communication is based 
has a practical utility for the clinical psycholo­
gist in the medical setting. Psychology, accord­
ing to Piaget and Kamii (1978), is a science that 
presupposes the rules of the other natural sci-

ences and, like them, continues to look for 
explanations. The clinical psychologist, through 
both training and experience, combines the 
nomothetic and idiographic approaches within 
the questioning attitude of the scientist, tem­
pered by the sensitivity of the humanist (Sha­
kow, 1976). Matarazzo's definition (1987) of 
health psychology helps in summarizing the 
present description of clinical psychology in 
the medical setting as "the application of the 
common body of knowledge of psychology 
. . . to any number of venues in the arena of 
health" (p. 899). Such (clinical) applications of 
the science of psychology should be based on 
explanations and formulations that are "clear, 
coherent, and parsimonious" (Fiegl, 1959, p. 
122). Additionally, it is the clinical psycholo­
gist's comfort with the scientific model and 
hypothesis testing in general that allows for the 
accurate presentation of both research data and 
clinical hypotheses (either diagnoses or treat­
ment plans). The clinical psychologist's com­
fort with the probabilistic nature of the rela­
tionship between the true state and the judged 
states of nature is most likely maximized by 
those individuals with the "mathematical where­
withal to reason quantitatively" (Kleinmuntz, 
1984, p. 122). 

The Application of Scientific Method 
to Clinical Data 

The direct logic of the scientific method can 
be translated clinically in the medical setting by 
the use of the presentation of information via 
the problem-oriented medical record (POMR) 
concept and methodology (Sandlow, Hammet, 
& Bashook, 1974; Weed, 1970). Platt's rules 
(1964) of strong inference in the scientific method 
can be seen in Figure 1 (adapted from Sandlow 
et al., 1974), illustrating the importance of hy­
pothesis testing. Further, that same figure pre­
sents the translation of scientific methodology 
to the structured logic of the hypothesis testing 
carried out by the clinician who uses the prob­
lem-oriented method. 

With the POMR, the clinician is asked to 
view his or her lists of patient problems or 
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Figure 1. The application of scientific method to clinical 
data: A. the scientific method; B. the problem-oriented 
record. From L. Sandlow, W. Hammet, & P. Bashook (1974), 
Problem Oriented Medical Records: Guidelines far Farmat and 
Farms (p. 2). Chicago: Michael Reese Medical Center. Re­
printed by permission. 

diagnoses as "hypotheses" whose purpose is 
to guide the formulation of "experiments," or 
clinical treatments. Those treatments then bring 
about changes or "results." Results are then 
charted as part of the clinical record as "pro­
gress notes" and thus become part of the" data 
base" on which future hypotheses are formu­
lated. 

It is the discipline of the scientific method, 
the "better monitoring by a system that mobil­
izes criticism" (Weed, 1970, p. 4), and the prep­
aration of the research-based thesis that pre­
pare the scientist in developing a respect for 
order, logic, and consistency (Weed, 1970). In 
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the clinical environment, there is, in effect, not 
a single thesis, according to Weed, but thou­
sands of hypotheses with "variables that are 
exceptionally difficult to enumerate and con­
trol" (p. 5). It is the disciplined thinking, trained 
by the scientific method, and the inherent com­
fort with being a hypothesis tester that pre­
pares the clinician to organize and challenge 
his or her own clinical thinking. 

CUnical Data and the Medical Setting 

In a survey of 80 physicians (family practice, 
internal medicine, pediatrics, and psychiatry), 
Liese (1986) found that physicians were as 
likely to seek consultation from psychologists 
as they were from psychiatrists and social 
workers. Meyer, Fink, and Carey (1988) re­
ported that the 139 of 500 physicians returning 
their survey viewed psychological consulta­
tions as helpful and generally available, al­
though they did express concern about the ade­
quacy of psychologists' training to provide 
such consultations. They also noted that physi­
cians frequently commented on not receiving 
feedback from psychologists regarding pa­
tients referred for consultation. 

Given the usefulness and availability of psy­
chological consultation and treatment, Wright 
(1982) offered some suggestions to the psychol­
ogist working within the medical environment: 

Nonpsychiatric physicians respect critical thinking 
more than exotic intuition. They find it difficult to 
carryon discussions around third-level constructs 
such as "object cathexis" or "'infantile sexuality." 
. . . psychologists are seldom found making state­
ments about which there is only say a 55% level of 
confidence as though they were 95%-99% confi­
dent. All of this serves to make for a more natural 
union of psychology with nonpsychiatric medicine. 
(p.3) 

As a result, can we make a case for the natural 
interplay between clinical medicine and clinical 
psychology in the medical setting? 

The perceptive student will notice certain sim­
ilarities between the clinical method and the scien­
tific method. Each begins with observational data 
which suggest a series of hypotheses. These latter 
are tested in the light of further observations, some 
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clinical, other contrived laboratory procedures. Fi­
nally, a conclusion is reached, which in science is 
called a theory and in medicine a working diagnosis. 
The modus operandi of the clinical method, like that 
of the scientific method, cannot be reduced to a 
single principle or a type of inductive or deductive 
reasoning. It involves both analysis and synthesis, 
the essential parts of Cartesian logic. The physician 
does not start with an open mind any more than 
does the scientist, but with one prejudiced from 
knowledge of recent cases; and the patient's first 
statement directs his thinking in certain channels. 
He must struggle constantly to avoid the bias occa­
sioned by his own attitude, mood, irritability, and 
interest. (Wintrobe, Thorn, Adams, Bennett, Braun­
wald, Isselbacher, & Peterdordf, 1970, p. 5) 

In discussing the mathematical concepts of 
Bayesian conditional probabilities and clinical 
decision-making, Wulff (1981) reminded the 
reader that" diagnosis is not an end in itself; it 
is only a mental resting-place for prognostic 
considerations and therapeutic decisions" (p. 80). 

Scientifically trained clinical psychologists 
might remember that 

frequently the hypothesis that is tested is stated in 
such a way that, when data tend to contradict it, the 
experimenter is actually demonstrating what it is 
that he is trying to establish. In such cases the 
experimenter is interested in being able to reject or 
nullify the hypothesis being tested .... Rejection 
of the hypothesis being tested is equivalent to sup­
porting one of the possible alternative hypotheses 
which are not contradicted. (Winer, 1971, p. 11) 

The working diagnosis described by Wintrobe 
et al. (1970) above is often stated in the medical 
record as a "rule out" of some stated diagnosis. 
The scientifically minded clinician, with the 
training and comfort with the null hypothesis, 
Ho' can function more scientifically as a diag­
nostician within the medical environment. Af­
ter a series of studies, Lehman, Lempert, and 
Nisbett (1988) concluded that the statistical and 
methodological training received by graduate­
level psychologists increases their ability to 
reason about problems of a conditional or bi­
conditional nature and that statistical training 
affects thinking about everyday-life events. 
Medical students studied by Lehman et al. 
were taught that "the confounded variable 
principle underlies much medical'sleuthing'" 
(p. 440) and were found to have an improved 

ability to solve conditional and biconditional 
problems as well. 

Wickramasekera (1989) discussed the role of 
the psychologist functioning as a psychophysi­
ological therapist in concert (both philosophi­
cally and geographically) with physicians: "the 
clinical health psychologist can function as a 
peer and expert consultant to the MD on issues 
of mind-body interaction. The psychologist's 
role is that of an expert who does not duplicate 
the physician's training but has a different and 
useful set of psychosocial investigative skills" 
(p. 109). 

The Scientifically Minded Clinician 

The clear presentation of organized clinical 
data, diagnostic impressions, treatment plans, 
and ultimately, positive treatment outcomes is 
the product offered by the clinical psychologist 
within the medical milieu. It is training as a 
hypothesis tester, or what Sheridan and Choca 
refer to in this book as a scientifically minded 
clinician, with an orientation to accountability, 
comfort with and training in measuring the 
effectiveness of interventions, and an objec­
tivity in presenting data, that forms the foun­
dation of the field of clinical psychology in 
medical settings. 

Summary 

Data to be shared and used clinically must be 
gathered via a clinical relationship with the 
patient, the patient's family, and other care pro­
viders. The professionalism of the clinical psy­
chologist plus the genuineness, warmth, em­
pathy, and acceptance of the patient by the 
clinician, combined with his or her scientific­
mindedness, forms the art of the practice of 
clinical psychology. 

While discussing the growth role of psychol­
ogy within the medical environment, Sterling 
(1982) cautioned that we not "lose sight of our 
own area [of competence as psychologists]" (p. 
793). Further, he warned that "if we lose our 
uniqueness, the patients suffer for lack of a 
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champion who is aware of their (psychological) 
needs, and we are in danger of losing a sense of 
who we are" (p. 793). 

The following chapters, each detailing an 
area of practice of clinical psychologists in 
medical settings, illustrate this unique relation­
ship between science and service. As the early 
Gestalt psychologists would remind us, the 
whole is different (and in this case greater) than 
the sum of the parts. 
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CHAPTER 18 

Psychological Evaluation 
and Testing Services in 
Medical Settings 

Jerry J. Sweet 

Introduction 

Psychological testing has been an integral part 
of the history of clinical psychology and plays 
an increasingly important role in the lives of 
individuals in our society (Dahlstrom, 1985; 
Klopfer, 1983). Within medical settings, psy­
chological testing has grown rapidly in recent 
years and remains one of the most common 
practices of psychologists. The growth of such 
assessment-oriented specialties as clinical neu­
ropsychology has even outdistanced the enor­
mous growth in the treatment-oriented field of 
behavioral medicine (Wedding & Williams, 
1983). Although more traditional personality 
assessment (especially projective testing) expe­
rienced some disfavor among clinicians and 
subsequent decreased use in the 1960s ijackson 
& Wohl, 1966; Shemberg & Keeley, 1970), such 
testing again achieved widespread acceptabil­
ity and emphasis in clinical training in the 

Jerry J. Sweet • The Evanston Hospital and North­
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1970s and 1980s (RitzIer & Alter, 1986). In fact, 
based on a survey of practicing clinical psychol­
ogists, (Wade & Baker, 1977; Wade, Baker, Mor­
ton, & Baker, 1978), it has been reported that 
the Rorschach ranks first among the tests most 
frequently recommended for clinical psychol­
ogy students to learn. 

This chapter focuses on the historical and 
current importance, as well as the practical as­
pects, of clinical psychologists' performing for­
mal testing with medical and psychiatric pa­
tients. It is not possible in this single chapter to 
detail or critically evaluate the specific methods, 
interpretations, and decisions involved in indi­
vidual evaluations of patients. Rather, guide­
lines and recommendations for establishing 
and maintaining a psychological evaluation 
and testing service within a medical setting are 
provided. This discussion includes definitions 
of assessment, a historical overview, the impor­
tance of clinical interviews, descriptions of rel­
evant training, important characteristics of cli­
nicians, typical referral questions, the common 
tests in use today, and specific considerations 
in establishing and maintaining an evaluation 
service in a medical setting. 
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What Is Psychological Assessment? 

A number of definitions exist concerning 
psychological tests. Consider the following: 

As used in psychology, the term test denotes a set of 
stimulus materials, together with both explicit pro­
cedures about the circumstances, manner, and se­
quence in which they are to be presented to a test 
subject, and detailed instructions that the subject is 
to be given about what he or she is to do with these 
materials, in order to draw from the subject a series 
of actions or reactions by means of which he or she 
may be typified or characterized in regard to the 
attribute(s) under consideration. (Dahlstrom, 1985, 
p.63) 

A test is a systematic procedure for observing be­
havior and describing it with the aid of numerical 
scales or fixed categories, while a standardized test is 
one in which the tester's words and acts, the appa­
ratus, and the scoring have been fixed so that the 
scores collected at different times and places are 
fully comparable. (Cronbach, 1984, pp. 26-27) 

A psychological test is essentially an objective and 
standardized measure of a sample of behavior. 
(Anastasi, 1988, p. 23) 

Although varying in amount of detail, the 
above definitions by well-known experts in the 
field are consistent in describing the nature of 
psychological testing. As is readily evident 
from these definitions, the intent is to measure 
behavior objectively and reliably by using pro­
cedures and materials that are standardized. In 
this respect, psychological measurement fol­
lows the assumptions and goals of measure­
ment in the physical sciences, with the same 
attendant concerns regarding reliability and 
validity. Cronbach (1984) noted that the univer­
sal assumption of all areas of measurement is 
captured in the old pronouncement, "If a thing 
exists, it exists in some amount. If it exists in 
some amount, it can be measured" (p. 41). 

Many diagnostic medical tests are highly 
reliable. Interestingly, many have simply as­
sumed psychological measurement to be in­
herently fraught with much greater difficulty 
than diagnostic medical studies (e.g., radiol­
ogy). However, one need only observe a group 
of physicians trying to determine a consensual 
diagnosis from a set of spinal studies or from 
the results of a physical exam to realize that 
this is not necessarily the case. Indeed, because 

psychologists have perceived a need to prove 
their assessment field sound by being more 
rigorous than other health professionals, most 
commonly used psychological test procedures 
are at least as clinically reliable and objective as 
many medical measures, especially when one 
also recognizes that interpretation of both sets of 
data must take place before the data that have 
been collected are of any value. One reason is 
that psychologists have always assumed that 
different observers may not view the same in­
formation in the same way; hence, there has 
been an emphasis on ensuring interrater re­
liability, which is not evident in most areas of 
medical practice. 

Psychological assessment is more than just 
psychological testing. As described by Gold­
stein and Hersen (1984), other approaches to 
evaluating individual differences include inter­
viewing, behavioral observations, and physio­
logical recordings. Further; the clinical psycholo­
gist engaging in psychological assessment is 
not narrowly focused on test scores. Instead, 
he or she typically attempts to understand the 
individual within the broad context of his or 
her social and cultural environment, family 
system, psychological and medical history, 
and educational and vocational attainment. 

Historical Overview 
of Psychological Assessment 

Several detailed histories of psychological 
testing are available in the literature (d. Ana­
stasi, 1988; Dahlstrom, 1985; Dubois, 1970). A 
brief summary here may provide a useful con­
text within which to consider the other topics 
covered in this chapter. 

The available historical evidence suggests 
that, for thousands of years, civilized societies 
have had a deep interest in and have made 
repeated attempts toward the formal evaluation 
of individual differences in abilities and per­
sonal characteristics. Efforts to identify, through 
rigorous mental and physical examinations, in­
dividuals with the best vocational qualifica­
tions for government positions within the Chi­
nese empire date back to 2200 B.C. However, 
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more influential in the early development of 
evaluation and selection methods in Western 
cultures were the beliefs of the early greek 
writers, such as Aristotle, Hippocrates, Py­
thagoras, and Galen, who attempted to under­
stand individual differences through "various 
anatomic, physiognomic, or physiologic indi­
cators" (Dahlstrom, 1985). In response to in­
creased knowledge about human bodily func­
tions and an increased interest in understanding 
mental functions (particularly, mental capa­
bility and mental retardation as they related to 
the results of educational efforts), anthropo­
metric testing and sensorimotor testing by the 
English biologist Francis Galton and the Amer­
ican psychologist James Mckeen Cattell set the 
stage for modem-day psychological testing. 

At the International Exposition of 1884, Gal­
ton set an interesting precedent in charging 
people threepence to have their reaction times 
and their physical and sensorimotor functions 
measured, believing that sensory discrimina­
tive capacity would be higher among the most 
intellectually capable and impaired among the 
intellectually deficient. In 1890, Cattell first 
coined the term mental test in the psychological 
literature. In 1896, Lightner Witmer, the father 
of clinical psychology, established the first psy­
chological clinic (essentially a clinic for chil­
dren with learning problems). In this clinic, 
Witmer established a major precedent in the 
use of, but not complete reliance upon, formal 
assessment instruments in the practice of clini­
cal psychology (McReynolds, 1987). Further ad­
vances occurred at the tum of the century, 
when experimental psychologists, such as Cat­
tell, Thorndike, and Spearman, began to de­
velop psychometric theory and technique, and 
others, such as Ebbinghaus, Binet, Simon, and 
Terman, began constructing intellectual mea­
sures for use with school-aged children. In 
1916, Terman's revision of Binet's work led to 
the first major '~mericanized" individual test 
of intelligence, the Stanford-Binet. World War I 
soon created a need for group testing instru­
ments, to which the American Psychological 
Association (APA) responded by assigning 
members, under the direction of APA presi­
dent Robert Yerkes, to construct such instru-

ments. The tests eventually developed by army 
psychologists were known as the Army Alpha 
and Beta tests. After the war, the army tests, in 
modified forms, became available for public 
use and led to an era of IQ consciousness in 
school systems and colleges. 

Experience with the processing of recruits 
during World War I also brought about the 
beginnings of objective personality assess­
ment in the form of Woodworth's Personal Data 
Sheet, which was used to identify seriously 
neurotic men. In 1921, apparently realizing the 
enormous growth and influence of psychologi­
cal testing, Cattell and 200 other psychologists 
founded the Psychological Corporation. This 
corporation had a strong influence in the then 
young field, which at that time had little in the 
way of established test development, distribu­
tion, and use guidelines. David Wechsler, a 
student of both Cattell and Thorndike, found 
the intellectual tests of the day to be lacking 
and, beginning in 1939, published his impor­
tant series of individual intellectual tests with 
this company. 

Additional important historical events in­
clude the development, and eventual release in 
1940, of the Minnesota Multiphasic Personality 
Inventory by Starke and Hathaway and, in 
1935, the beginning of neuropsychological as­
sessment in the United States, beginning in 
Halstead's University of Chicago laboratory. 
Both of these events continue to have a pro­
found impact on current assessment practic~s. 
More recently, the application of computer 
technology to the administration, scoring, and 
interpretation of psychological and neurop­
sychological instruments has become a major 
influence on clinical practice (see Chapter 10 in 
this book, by Hartman and Kleinmuntz). 

For the first 30 or so years of the current 
century, clinical psychologists were almost ex­
clusively engaged in performing psychological 
assessments, with virtually no involvement in 
treatment. However, by the beginning of World 
War II, one third of clinical psychologists listed 
psychotherapy among their clinical activities 
(Kirsch & Winter, 1983). Immediately after the 
war, government funding of clinical psychol­
ogy training programs through the Veterans 
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Administration greatly increased the numbers 
of clinicians engaging in psychotherapy. Even 
though treatment is currently a major focus of 
both training and practice, psychological tes~­
ing also remains an important activity of clini­
cal psychologists, and one that continues to 
have an increasing impact on society. 

Although the emphasis thus far in this chap­
ter has been on formal testing, in practice the 
role of the individual clinician in gathering in­
formation has always been essential. Observa­
tions and information obtained by the clinician 
provide an important part of the context within 
which test data can be understood. 

Clinical Interviewing 

Keeping in mind that psychological assess­
ment consists of more than the use of psycho­
logical tests, the importance of clinical inter­
viewing needs to be underscored. In contrast 
to the psychometric approach, described earlier, 
the emphasis on interviewing as a means of 
gathering important patient information largely 
comes from the impressionistic approach to men­
tal health evaluation. The impressionistic ap­
proach is based on the belief that an under­
standing of the patient can be achieved by a 
sensitive observer who looks for significant 
cues and integrates them into a total impres­
sion that attempts to appreciate the often pre­
sumed relationship of the individual's history 
to the current presentation (Cronbach, 1984). 
An analog to these very different approaches to 
assessment can be found in comparing placing 
the back of the hand to the forehead versus 
using a thermometer to determine an individ­
ual's body temperature. Although one can 
sometimes obtain a general subjective impres­
sion of whether body temperature is elevated 
on the basis of touch alone, this impression will 
not be precise. 

With regard to evaluations of cognitive sta­
tus these two approaches can be illustrated in 
the use of a mental status examination versus 
the use of neuropsychological measures. How­
ever, this comparison should not be interpreted 
as suggesting that psychologists do not use or 

rely on clinical interviews. Indeed, the use of 
psychological tests in a "blind" manner, with­
out either interview or other historical informa­
tion, is an undertaking fraught with peril. This 
type of practice is perhaps acceptable only to 
clinicians with either an excessively high index 
of trust in test scores or a high threshold for the 
acceptance of mistakes both in clinical decision 
making and in the subsequent negative profes­
sional consequences that stem from incorrect 
diagnoses and recommendations. It is difficult 
to imagine a situation in which a psychologist, 
using the approach that a radiologist may use 
in examining an X ray of the leg for evidence of 
fracture, can expect routinely to draw conclu­
sions from test scores alone. Even in neuro­
psychological assessment, which is often pre­
sumed to be a more objective, straightforward 
type of assessment and in which a seemingly 
higher reliance on technicians may reduce 
face-to-face contact with the patient in ques­
tion, it is not commonplace for the test scores to 
speak so loudly and clearly that the need for 
further information to provide a context for 
interpretation is obviated (cf. Adams & Jen­
kins, 1981). In fact, when technicians are used 
to gather data, the interview becomes even 
more important because it may be the only 
contact that the clinician has with the patient. 
In teaching assessment to our graduate stu­
dents, we explicitly attempt to provide a model 
of practice that does not elevate test scores to a 
level of importance where they supercede un­
derstanding the larger picture of what the pa­
tient is all about. Because we are sampling be­
havior, the more information available to shed 
light on the meaning of the behavior the better, 
including observations of the patient during 
the gathering of the test data and while interact­
ing with significant others. 

Clinical interviewing is beginning to attain a 
more esteemed status throughout the mental 
health field, in part because there has been a 
deliberate attempt to change the basic approach 
to gathering interview information in order to 
make the results less subjective and more reli­
able (Goldstein & Hersen, 1984). Particularly 
for clinicians who do not use formal testing, 
whether psychologists, psychiatrists, social 
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workers, nurses, or others, a number of struc­
tured interview formats for particular settings 
or patient populations now exist. For example, 
the Schedule for Affective Disorders and Schizo­
phrenia (SADS) (Spitzer & Endicott, 1977) and 
the SCID-II, which is designed to facilitate di­
agnosis of Axis II disorders (see Frances, 1987), 
and others have become relatively popular for 
gathering information relevant to diagnosis in 
psychiatric settings. 

Types of Tests in Use 

Both the type of tests used and the frequency 
of testing vary with the type of practice setting 
(Lubin, Larsen, Matarazzo, & Seever, 1986). In 
considering the various types of tests currently 
in use by clinical psychologists, a discussion of 
each may be easier if they are categorized by 
purpose. Accordingly, we can consider formal: 
intellectual, academic (achievement and learn­
ing-disability), vocational interest, personality, 
and neuropsychological measures. Each of these 
categories of tests is important to psychologists 
performing assessments of patients in medical 
settings. A brief description of the nature of 
these tests, examples of instruments within 
each of these categories, and estimates of fre­
quency of usage by clinicians, where available, 
are all that current space limitations will allow. 
Table 1 contains an address listing of most of 

the major companies publishing psychological 
test materials. 

Physiological measures are not discussed in 
this chapter, as traditionally they have not been 
considered "psychological tests" and are con­
sidered elsewhere in discussions of clinical bio­
feedback in this book (see Part VI). Aptitude 
tests, which can be described as measures of 
specialized vocational or academic skills or 
abilities, are not included here because of their 
low frequency of use by clinical psychologists. 

Intellectual 

As can be inferred from the brief historical 
comments earlier in this chapter, the assess­
ment of intellectual abilities has been a major 
activity of clinical psychologists since the field 
began. Although many instruments exist that 
attempt to estimate levels of intellectual func­
tioning, the sine qua non of this area of assess­
ment is the Wechsler Adult Intelligence Scale­
Revised (WAIS-R) (Wechsler, 1981) and the 
Wechsler Intelligence Scale for Children-Re­
vised (WISC-R) (Wechsler, 1974). Before the 
publication of the Wechsler series, the standard 
against which all other intelligence measures 
were evaluated was the Stanford-Binet. Al­
though it is still in existence in the form of a 
fourth edition (Thorndike, Hagen, & Sattler, 
1986), relatively few clinical internships, even 
among those specializing in child clinical train-

Table 1. A Partial Listing of Major Psychological Test Publishers and Distributors 

American Guidance Service 
Publishers' Building 
p.o. Box 99 
Circle Pines, MN 55014-1796 

DLM Teaching Resources 
p. 0. Box 4000 
One DLM Park 
Allen, TX 75002-1302 

Jastak Assessment Systems 
P. 0. Box 4460 
Wilmington, DE 19807 

National Computer Systems 
p.o. Box 1416 
Minneapolis, MN 55440 

PRO-ED 
5341 Industrial Oaks Blvd. 
Austin, TX 78735 

Psychological Assessment Resources 
p.o. Box 998 
Odessa, FL 33556 

The Psychological Corporation 
p. 0. Box 9954 
San Antonio, TX 78204-0954 

Reitan Neuropsychology Laboratory 
1338 E. Edison St. 
Tucson, AZ 85719 

Riverside Publishing Company 
8420 Bryn Mawr Ave. 
Chicago, IL 60631 

Stoelting Company 
1350 S. Kostner Ave. 
Chicago, IL 60623 

Western Psychological Services 
12031 Wilshire Blvd. 
Los Angeles, CA 90025 
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ing, offer substantial exposure to a version of 
this instrument (Elbert & Holden, 1987). An 
examination of survey data on psychological 
test usage since 1935 (Lubin, Larsen, & Mata­
razzo, 1984) indicates that the Stanford-Binet 
was ranked Number 1 in 1935 and in 1946, follow­
ing which it has steadily declined to the point 
of relative obscurity today. In contrast, the pre­
decessor of the adult version of the Wechsler 
(the Wechsler-Bellevue) was ranked Number 2 
in 1935 and subsequently, in the form of the 
WAIS beginning in 1955 and in revised form as 
the WAIS-R beginning in 1981, had risen to 
Number 1 in 1969 and 1982 surveys. 

Basically, the WAIS-R elicits measures of in­
tellectual abilities through an evaluation of 
specific skills primarily related to (1) verbal 
comprehension and reasoning and (2) visual­
spatial reasoning and organization. A concise 
discussion of the WAIS-R literature can be 
found in Matarazzo and Matarazzo (1984). Al­
though also relevant to other areas of psycho­
logical assessment, nowhere in the field do 
concerns regarding minority bias in testing get 
as much deserved attention as in the WAIS-R 
literature. Because tests are designed to deter­
mine what a person can or cannot do, but do 
not necessarily help us understand why, fac­
tors such as cultural background, motivation, 
and emotional state need to be considered 
carefully (Anastasi, 1988). 

Academic 

Testing specific to learning experiences in 
the classroom typically involves achievement 
testing or, in some instances, learning-dis­
ability testing. In the overall evaluation of 
school and academic performance, test proce­
dures from many other areas (e.g., intellectual, 
personality, and neuropsychological) are also 
used frequently. In contrast to the group-ad­
ministered achievement tests which at a given 
academic level have been popular in school 
systems over the years (e.g., California Achieve­
ment Tests, Iowa Tests of Basic Skills), the tests 
used for individual evaluations by clinical psy­
chologists have tended to be brief and less com­
prehensive. Such tests typically provide stan-

dard scores for basic academic abilities such as 
reading recognition, reading comprehension, 
arithmetic, and spelling, rather than specific 
information learned in science or other curricu­
lum areas. Intended primarily for screening 
purposes, these measures include the Wide 
Range Achievement Test-Revised (Jastak 
& Jastak, 1984) and the Peabody Individual 
Achievement-Revised (Markwardt, 1989). 
More specific and detailed diagnostic tests are 
typically used when one is attempting to iden­
tify or rule out specific learning disabilities. 
Numerous tests with narrow scope, such as the 
Woodcock Reading Mastery Test (Woodcock, 
1973) and the Key Math Test (Connolly, Nacht­
man, & Pritchett, 1976), as well as a few broader 
tests such as the Woodcock Johnson Psycho­
educational Battery (Woodcock & Johnson, 
1977), have been developed for thi~ purpose 
and are now well known to school psycholo­
gists and learning-disability specialists. A few 
of these tests with sound psychometric proper­
ties seem to be growing in popularity among 
clinical psychologists as well. As with intellec­
tual measures, it is only with a careful consid­
eration of multiple factors (e.g., background, 
motivation, and emotional state) that the rea­
sons for performance at a given academic level 
can be understood. It should also be noted 
that some neuropsychologists support the use 
of traditional neuropsychological measures, 
rather than "psychoeducational" measures for 
an understanding oflearning disabilities (e.g., 
Rourke, Fisk, & Strang, 1986). 

Vocational Interest 

Clinical psychologists may be asked to pro­
vide information relevant to career choice and 
the pursuit of vocational alternatives. Although 
such tests are used less frequently than other 
types of testing within medical settings, this 
need for vocational interest assessment may be 
identified in the course of counseling an in­
jured worker, a college student, or a disen­
chanted employee who lacks direction; voca­
tional interest may also be a presenting referral 
question. As might be expected, the tests used 
to assess vocational interests have been self-
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report measures. A few tests have dominated 
this area, so that, at present, this area is per­
haps best represented by the Strong-Campbell 
Interest Inventory (SCII) (Campbell & Hansen, 
1981) and the very similar Career Assessment 
Inventory (CAl) (Johannson, 1982). Both of 
these measures provide (via computer scoring, 
which is a must because of the amount of 
"number crunching") descriptions of relevant 
job characteristics and broad categories of in­
terest, as well as extensive comparisons of the 
individual's degree of interest in specific occupa­
tions with that of actual individuals successfully 
employed in those specific occupations. Al­
though not a guarantee that an individual will 
find happiness in or be capable of performing a 
specific job, the type of assessment of voca­
tional interest represented by the SCII appears 
promising and psychometrically sound (Ana­
stasi, 1988). 

Personality 

Traditional Testing Originally Intended 
for Psychiatric Patients 

Among the tests used in clinical evaluation, 
the prototypical examples of objective and pro­
jective personality tests are easy to identify. 
For decades, the single most frequently used 
objective personality measure has been the 
Minnesota Multiphasic Personality Inventory 
(MMPI). The MMPI consists of 566 questions in 
a true-false format. The responses produce nu­
merous scales, subscales, and critical item lists 
that assess mood, psychotic experience, per­
ception of health problems, interpersonal diffi­
culties, and other clinical domains. The sheer 
number of the scales that can be derived has 
caused many users to rely on computers to 
score, and to even interpret, the results of the 
MMPI. The test was originally devised by 
Hathaway and McKinley in 1940 and first dis­
tributed for use in 1947, and by 1975, approx­
imately 6,000 reference citations had appeared 
in the literature (Greene, 1980). Given the growth 
of the profession since that time, the number of 
published research studies today could easily 
be double the 1975 figure. Dahlstrom (1985) 

compared the universal acceptance and world­
wide use of the MMPI to the spread of the Binet 
scales as measures of intelligence in the early 
20th century. Although currently under revi­
sion, the MMPI has to date been used in the 
same basic form since being released. The es­
tablishment in 1984 of a new normative data 
base from which t scores (standardized scores 
with a mean of 50 and a standard deviation of 
10) could be derived is the only major alteration 
of the psychometric properties of the scale that 
has taken place. However, dramatic changes 
have taken place through the years with regard 
to interpretation of MMPI responses. For exam­
ple, Scale 5 (Masculinity-Femininity) is no 
longer used to identify individuals engaging in 
homosexual behavior or having homosexual 
concerns (Greene, 1980), and Scales 1 (Hypo­
chondriasis) and 3 (Hysteria) are no longer 
used to discriminate between so-called organic 
and functional pain (Strassberg, Reimherr, 
Ward, Russell, & Cole, 1981; Sweet, 1981). 

The extensive research data base of the MMPI 
has been one of the reasons it has remained in 
favor for so long. Effective validity scales that 
can detect patient response styles, such as de­
fensiveness and exaggeration of symptoms, 
have no doubt also played a major role in the 
continued use of the MMPI in psychiatric, 
medical, and legal cases. Frequent current uses 
include the evaluation of personality charac­
teristics, mood, and adjustment to medical 
conditions. 

The Rorschach has been synonymous with 
projective testing for decades, although other 
measures, such as the Thematic Apperception 
Test (TAT), are also used frequently. The elicita­
tion of responses in an unstructured manner to 
ambiguous stimuli (inkblots in the case of the 
Rorschach) is the basis of all true projective 
assessment. As mentioned earlier, the Ror­
schach was viewed negatively in the 1960s and 
the early 1970s but has currently been returned 
to good favor within the field. At present, 88% 
of APA clinical psychology training programs 
have at least one course emphasizing the Ror­
schach, and the majority of course instructors 
teach the Exner Comprehensive System. In 
fact, the resurgence of the Rorschach has been 
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largely due to the works of John Exner and his 
colleagues (Exner, 1978, 1986; Exner & Weiner, 
1982), who established an empirically based 
scoring and interpretive system. This system 
has essentially replaced the various diverse 
scoring systems, which previously had not 
been accepted uniformly. As a result, the re­
search interest in and the clinical use of the Ror­
schach in the United States have been quite high 
in recent years (Lubin et al., 1984; Sweeney, 
Clarkin, & Fitzgibbon, 1987). Exner's scoring 
system is extensive and complex, but allows 
experienced users to make sound inferences 
with regard to the presence of psychotic pro­
cess, personality dynamics, interpersonal style, 
mood, and coping ability. 

Of course, as is true of the MMPI, few diag­
nostic conclusions can be derived solely on the 
basis of the personality or psychological test 
data alone. Rather, a specific diagnosis such as 
that found within the revised third edition of 
the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-III-R) of the American Psychi­
atric Association (1987) typically requires care­
ful interviewing, observation, and review of 
the patient's history. 

Specialized Testing Intended for Use 
with Medical Patients 

Although tests such as the MMPI, originally 
intended for use with psychiatric patients, 
have also been used with medical patients with 
some degree of success, some tests have been 
specifically designed for use with medical pa­
tients. These typically have the advantage of 
greater brevity and a more carefully selected 
normative data base. Conversely, their disad­
vantages include an inability to answer broad 
questions involving psychiatric disorder and 
potential inappropriateness for other than the 
narrow band of medical patients for which the 
specific instrument was designed. 

Along these lines, Gatchel and Baum (1983) 
concisely summarized a few of the measures 
relevant to clinical health psychology in gen­
eral. These measures consist primarily of self­
report rating scales, including: 

1. The SClr90, a 90-item self-report rating 
scale designed to measure psychopathol­
ogy in medical outpatients (Derogatis, 
Lipman, & Covi, 1973). The scale pro­
duces nine dimensions of primary psy­
chopathology and three global indices of 
pathology. 

2. The Schedule of Recent Experiences by 
Holmes and Rahe (1967), a self-report 
checklist of recent stressors. 

3. The Life Experiences Survey (Sarason, 
Johnson, & Siegel, 1978), a 57-item self­
report rating of significant recent life 
events. 

4. The Behavior Pattern Interview (Fried­
man & Rosenman, 1974), a structured in­
terview intended to identify personality 
characteristics associated with heart dis­
ease. 

5. The Jenkins Activity Survey (Jenkins, 
Rosenman, & Friedman, 1967), a self-re­
port inventory designed to provide a mea­
sure of behavioral characteristics associ­
ated with Type A behavior. 

Although measures such as the above can be 
useful in the efficient gathering of helpful clini­
cal information, such instruments typically 
have very little to offer in the way of psycho­
metric properties. One of the few psychologi­
cal measures that was specifically designed for 
medical patients and that also strives to fulfill 
basic psychometric requirements is the Millon 
Behavioral Health Inventory (MBHI-Millon, 
Green, & Meagher, 1969). The MBHI is a 150-
item self-report inventory fashioned along the 
lines of the MMPI. The intent of the authors 
was to provide a description of personality 
style, psychogenic attitudes, psychosomatic 
correlates, and prognostic indices specifically 
normed on and intended for use with various 
medical populations, such as chronic pain pa­
tients. Despite the attractive premise in the 
stated purpose of the MBHI, there has been 
relatively little validation research to date in 
which the MBHI has been used with specific 
clinical populations. Reviews by Allen (1985) 
and Lanyon (1985) have been critical of the initial 



CHAPTER 18 • EVALUATION AND TESTING SERVICES 299 

validation research and the psychometric prop­
erties of the MBHI. 

In the area of chronic pain (see also the dis­
cussion in Chapter 23 by Chapman, in this 
book), an initial validation study of the MBHI 
in an outpatient multidisciplinary pain center 
by Sweet, Breuer, Hazlewood, Toye, and Pawl 
(1985) suggested the following areas of diffi­
culty: (1) a lack of specificity of the MBHI 
scales, in that most intercorrelations were ex­
tremely high; (2) the failure of the Pain Treat­
ment Responsivity scale of the MBHI to predict 
the outcome of pain treatment better than the 
MMPI D Scale or the MBHI Allergic Inclination 
Scale; (3) the high degree of correlations be­
tween MBHI scales and either admission or 
denial of psychopathology on the MMPI; (4) 
the absence of strong relationships between 
MBHI scales and the hypochondriasis and hys­
teria scales of the MMPI; and (5) the relative 
absence of sensitive indicators of validity with 
regard to patient response style in completing 
the MBHI (i.e., because only three items are 
considered for a "reliability check," a number 
of response biases and random profiles are con­
sidered "valid"). A study by WIlcoxson, Zook, 
and Zarski (1988) reported results very similar 
to the Sweet et al. (1985) findings with regard to 
the prediction of pain treatment outcome and 
statistical overlap between MBHI scales. Lee­
Riordan and Sweet (1990) have also found 
problems in the statistical relationships be­
tween the MMPI and the MBHI, as well as high 
MBHI intracorrelations. 

A variety of questionnaires and rating scales 
currently exist for use with specific clinical 
populations within medical settings. These mea­
sures are too numerous to mention here and, 
again, often are without psychometric founda­
tion, even though they can provide an efficient 
means of gathering very relevant information. 
The interested reader will find mention of some 
specific informative nonpsychometric methods 
of obtaining information within the clinical 
program chapters in this book. Readers inter­
ested in a further discussion of psychometric 
issues as applied to medical settings might 
consult the special supplemental issue of Can­
cer (Vol. 53, No. 10, May IS, 1984). 

Neuropsychological 

In recent years, interest in and demand for 
clinical neuropsychological assessment have 
grown rapidly (D~mato, Dean, & Holloway, 
1987; Wedding & Williams, 1983), especially in 
medical settings. Although some measures 
commonly used in neuropsychological evalua­
tions are actually tests of intellectual ability, 
academic achievement, and personality such 
as the WAIS-R, the WRAT-R, and the MMPI, 
respectively (Seretny, Dean, Gray, & Hartlage, 
1986), the number of specific neuropsychologi­
cal measures available to the practicing clini­
cian has grown enormously as the field has 
expanded. Because of limited space, only the 
major batteries are discussed here (see Lezak, 
1983, for a compendium of tests and tech­
niques). 

The Halstead-Reitan Neuropsychological 
Battery dates back to the first systematic neuro­
psychological research in the United States, 
initiated by Halstead in 1935 and culminating 
in a relatively intact battery first described in 
the literature in 1947 (Parsons, 1986). The Hal­
stead-Reitan remains a popular assessment 
tool today (Seretny et al., 1986). The Luria-Ne­
braska Neuropsychological Battery was devel­
oped more recently (Golden, Hammeke, & Pu­
risch, 1978) and has been available for clinical 
use since about 1979. Since that time, the Luria­
Nebraska has become the second most fre­
quently used neuropsychological battery. Dif­
ferences between these two batteries in terms 
of content, length of administration, and rele­
vance to a theory of brain function led to a 
number of comparative clinical and statistical 
studies beginning in 1981 (Golden, Kane, Sweet, 
Moses, Cardellino, Templeton, Vicente, Ken­
nelly, & Graber, 1981; Kane, Sweet, Golden, 
Parsons, & Moses, 1981). All empirical compara­
tive studies to date have reported comparable 
diagnostic accuracy and strong statistical rela­
tionships between these batteries. 

In order to be considered truly comprehen­
sive, a neuropsychological battery must include 
an evaluation of such important neuropsycho­
logical functions as: verbal and nonverbal rea­
soning, expressive and receptive language, 
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cognitive efficiency, sustained attention, learn­
ing and memory, visual-spatial abilities, sen­
sory processes, and motor abilities. Although 
meant to be comprehensive, both the Halstead­
Reitan and the Luria-Nebraska batteries have 
weaknesses that typically require the use of 
complementary measures (e.g., of learning 
and memory, complex reasoning, complex mo­
tor, and sustained attention with the Luria­
Nebraska; of learning and memory, language, 
and academic with the Halstead-Reitan). Ex­
cellent descriptions of both of these extensive 
batteries, as well as reviews of published clini­
cal and research comparisons, can be found in 
Incagnoli, Goldstein, and Golden (1986). Clini­
cians experienced with both batteries can begin 
to identify case situations in which a compre­
hensive evaluation is indicated that favors one 
or the other battery (e.g., the Halstead-Reitan 
with alcoholics, who may have significant sub­
clinical deficits, and the Luria-Nebraska with 
elderly, potentially demented patients). 

It is noteworthy that Seretny, Dean, and Se­
retny (1985) reported that the percentage of 
~urveyed neuropsychologists using portions of 
the Halstead-Reitan was higher (59%) than the 
number using the entire battery (37%). In keep­
ing with this finding, Sweet, Tal, and Shain 
(1985) found that, among a sample of 52 neuro­
psychologists, 33% used standardized bat­
teries routinely, 43% endorsed the use of flexible 
batteries (i.e., variable but routine groupings of 
tests for different types of patients: head-in­
jured, alcoholic, elderly, etc.), and 23% en­
dorsed a completely individualized, flexible 
test selection without any uniformity of data 
collection across patients. A larger survey of 184 
American Board of Professional Psychology 
(ABPP) Diplomates in clinical neuropsychol­
ogy and non-ABPP clinical neuropsychologists 
found that, given the same three alternatives, 
approximately 18% endorsed the routine use of 
standardized batteries, 54% endorsed flexible 
batteries, and 29% endorsed an individualized 
flexible approach (Sweet & Moberg, 1990). In a 
hospital-based general testing service in which 
a broad range of patients is seen for an equally 
broad range of reasons, and in which the refer­
ral sources have very different needs, we have 

found the flexible battery position to be the 
most satisfactory. 

A time-worn expression suggests that, when 
one has only a hammer to work with, the world 
looks like a nail. In the not too distant past, the 
tools of psycholOgical assessment were the "big 
three" (WAIS, Rorschach, and Bender-Gestalt). 
Nearly all referral questions (psychological and 
neuropsychological) were answered on the 
basis of these few measures. Certainly, with the 
various excellent "tools" available today, a:n.d 
with ever more diverse clinical opportunities 
opening up, neuropsychologists have been 
able to make more and more sophisticated con­
tributions in their practices. 

Although there are also clinical advantages 
to the completely individualized, flexible ap­
proach, with the trend in the health market 
toward accountability and the increasing de­
mand within the profession and in society in 
general for scientific bases for practice methods, 
it is difficult to feel comfortable with this ap­
proach. Unfortunately, there is insufficient 
space here to discuss further the practical im­
plications of different philosophical approaches 
to neuropsychological testing. 

A note of explicit caution with regard to the 
interpretation of neuropsychological tests is in 
order. Despite the enormous information value 
of these measures, poor scores are not synony­
mous with brain dysfunction. Numerous alter­
native hypotheses need to be considered and 
discarded before brain dysfunction is diag­
nosed (d. Newman & Sweet, 1986; Puente & 
McCaffrey, 1992; Sweet, 1983). In this regard, 
the concept of camorbidity (Feinstein, 1985) is 
extremely relevant to the work of psychological 
diagnosticians. 

Essentials in ES1ablishing 
and Main1aining a Hospital.Based 

Testing Service 

Schenkenberg, Peterson, Wood, and DaBell 
(1981) determined the positive characteristics 
looked for by 112 physicians who used psycholo­
gists for consultation-liaison services. Among 
the personal characteristics that these physi-
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cians deemed important for psychologists to 
have were a pleasant demeanor, compassion, 
interest, availability, effective communication, 
cooperation, intelligence, openness, and com­
mon sense. Among the professional qualifica­
tions of a psychologist rated highly by the phy­
sicians were knowledge, background in medical 
illness, verbal and written communication skills, 
knowledge of local psychological resources, 
and diagnostic acumen. Clearly, a number of 
these characteristics would also describe the 
successful psychologist providing formal eval­
uation and testing services. 

Belar, Deardorff, and Kelly (1987) suggested 
a number of excellent points that may aid psy­
chologists working in medical settings: do not 
overidentify with the traditional medical model; 
provide prompt follow-through in providing 
service to' the patient and communication back 
to the referral source; and understand local 
referral customs (e.g., who is allowed to refer 
and when patients are to be given feedback by 
the consultant). These and other salient points 
are elaborated below. 

Establishing Professional Relationships 

As the profession and the number of clinical 
psychology practitioners have grown, and as 
the health care environment has changed, the 
importance of professional relationships in 
one's practice has increased. As described by 
Sweet and Rozensky (1991), the changes in the 
health care marketplace appear to be increas­
ing competitiveness both within and between 
disciplines, an increased monitoring of both 
practice and economics by colleagues and third­
party payers, and the provision of incentives for 
group and institutional practice. One net effect 
of these changes is the need for clinicians to be 
ever mindful of the importance of interpersonal 
relationships in their practice. A hospital-based 
testing service is truly a person-oriented en­
deavor in which professional relationships with 
consumers (i.e., referral sources, patients and 
their families, and the general public), clinical 
and research colleagues, employees, and third­
party payers are among our most important 
commodities. 

In practical terms, the establishment and 
maintenance of professional relationships re­
quire both clinical skill and good common 
sense. In medical settings that do not have 
established clinical psychological services, the 
first step is to discern the needs of the potential 
referral base. Typically, this is best done in the 
course of making initial contacts (i. e., at time of 
personal introductions, usually with the help 
of someone you know on the staff, state your 
intention of establishing an evaluation service). 
At this point, one's skills as a good listener and 
a sensitive interviewer are extremely impor­
tant. Typical referral questions from different 
medical specialists are listed in Table 2. Having 
found out the needs of at least the primary 
potential referral sources, one can provide real­
istic expectations, educate potential referral 
sources, describe the planned service, and 
seek feedback regarding the plans from those 
who would use the service. 

In the event that the medical setting already 
has established psychological services, find out 
directly whether the services you plan are al­
ready provided and in what ways the planned 
services may affect the established services. In 
most cases, the existence of established ser­
vices in some other practice area does not pre­
clude the initiation of testing services. However, 
the presence of preexisting testing services 
within the medical setting is quite another mat­
ter and raises several serious questions: To the 
extent that such services will compete with one 
another, will the referral base be able and willing 
to support both? Can the planned service coex­
ist in a collaborative effort with the established 
service? And is there some salient reason that 
this particular setting, rather than another with 
no established service, should be pursued? 
Again, as psychology practitioners increase in 
numbers, the potential for competition within 
a given setting also increases. However great 
the competition, we should nevertheless strive 
to establish and maintain good professional 
relationships (Sweet & Rozensky, 1991). 

An important dimension of relating effec­
tively to medical professionals is being able to 
"speak the language." In psychology graduate 
programs, the professional language is often 
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Table 2. Frequent Referral Questions by Medical Specialty 

1. Internal medicine and family practice 
Does patient with chronic illness need treatment for depression? 
Where there are no positive medical findings, is there psychological disturbance that explains physical complaints? 
Is elderly patient demented? 

2. Neurology and neurosurgery 
Is there a psychological component to chronic pain or headache problem? 
Establish a baseline of functioning prior to brain surgery. Does seizure patient have associated psycholOgical 

disturbance or neuropsychological deficit? 
3. Pediatrics 

Are psychological factors affecting child's physical condition? 
Do psychological factors, brain dysfunction, learning disability, or attention deficit disorder provide explanation 

of poor learning in school? 
Does child have conduct disorder? 
Has medical illness produced a treatable psychological disorder? 
Is family stress causing deleterious emotional consequences? 
What are psychological effects of this case of child abuse? 
What are treatment recommendations for this case of school phobia? 

4. Psychiatry 
How much of elderly patient's presentation is depression rather than dementia? 
What are psychodynamics of patient in treatment? 
What type of therapeutic strategies might be most effective with this patient? 
Is there risk of suicide? 
Does patient have a thought disorder? 
Is patient capable of benefiting from insight-oriented therapy? 

5. Physiatry (rehabilitation) 
Will patient have difficulty coping with family or daily activities following discharge? 
Has known stroke or head injury caused significant cognitive impairment? 
How does patient's disability affect her or his ability to work? 
Is brain-damaged patient a candidate for cognitive retraining, and if so, what strategies and modalities are indicated? 

couched in terms applicable only to the social 
sciences and the study of overt human be­
havior and internal emotional and cognitive 
processes. However, in medical settings, the 
language is often anatomically oriented and 
replete with medical abbreviations, terms, and 
phrases that require some familiarity and un­
derstanding of human anatomy and physiol­
ogy, as well as of the nature and purpose of 
medical diagnostic and treatment procedures. 
The more one specializes in working with a 
particular medical population (e.g., those with 
brain injuries, chronic back pain, or headaches), 
the more precise the psychologist'S medical 
knowledge needs to be. Of course, the reason 
for acquiring this knowledge is not to engage in 
medical practice, which would be illegal and 
unethical, but to be able to communicate effec­
tively with the physician and the patient. Also, 
any psychologist working within a medical 
setting, regardless of the type of program or 

department, needs to have a good working 
knowledge of the standard psychiatric nomen­
clature, currently represented by the DSM-III­
R (American Psychiatric Association, 1987). 
Howeve~ the psychologist should not assume 
that nonpsychiatry phYSicians are familiar with 
current psychiatric nomenclature. 

Educating Referral Sources 

When interacting with mental health profes­
sionals, one can safely assume that they have 
had a reasonably high degree of exposure to 
the training of psychologists and are familiar 
with at least the general areas of practice in 
which psychologists are typically engaged. 
However, one should not assume that even our 
mental health colleagues have a prior under­
standing of or exposure to such recent spe­
cialty practice areas as health psychology or 
neuropsychology, or of such specifics as what 
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constitutes an appropriate referral question to 
a psychological evaluation and testing service. 
With non-mental-health professionals, there 
may be a substantial need for basic educative 
information pertaining to the capabilities and 
practice areas of psychologists. Such informa­
tion can usually be conveyed in informal ane­
ta-one meetings, by in-services or more formal 
lectures to staff, or by the distribution of salient 
articles on the topic of interest. In particular, 
the legitimate uses of psychological and neuro­
psychological testing, as well as the limits of 
these procedures, may need to be made ex­
plicit. 

Within medical settings, two of the referral 
questions that most often lead to inappropriate 
expectations of a testing service are (1) Is this a 
"functional" or "organic" patient? and (2) What 
is the etiology of the patient's dementia? Log­
ically, the former question cannot be answered 
solely on the basis of psychological testing, and 
the latter question can be answered only par­
tially with respect to the similarity or lack of 
similarity of the data with test results known to 
be associated with certain known causes of 
dementia. Once the limitations of testing are 
clear to the referral source, a more effective use 
can be made of the psychologist's talents, as 
well as of the psychologist's and the patient's 
time. 

Providing Efficient 
and Responsive Services 

In an era of utilization review of inpatient 
stays, capitated health plans (e.g., many Health 
Maintenance Organizations and Preferred Pro­
vider Organizations), and attempts by govern­
ment to cut back health care costs, the length of 
hospital stays has been decreasing. Thus, any 
services that are offered to inpatients must be 
efficient and responsive with regard to the at­
tending physician's need to understand the pa­
tient and to plan for follow-up care before dis­
charge. More than one competent psychologist 
has failed in efforts to establish a practice 
within a medical setting simply because re­
ports took too long to reach the referral source. 

Providing efficient services involves both 
timeliness and cost. Responsive services begin 

with a clear-cut, easy system of making refer­
rals to the service. Flexibility in how referrals 
can be made is likely to be important to busy 
physicians. Physicians seeing patients on in­
patient units can easily make use of a standard 
referral sheet, which has a well-defined route 
to the evaluation service (i.e., perhaps hand­
carried by the unit clerk to the service mailbox). 
An example of the referral sheet used in our 
inpatient psychiatry units can be found in Fig­
ure 1. An outpatient referral process handled in 
this manner would not be efficient. Instead, 
telephone referral to a secretary or a staff mem­
ber who fills in the written form by obtaining 
information over the telephone is a good alter­
native. Some referral sources prefer to have the 
patient make contact to set up the appoint­
ment, and then to send referral and medical 
information once it seems that the patient will 
actually follow through with the recommended 
evaluation. 

If a referral question can be answered in a 
two- to three-hour evaluation, rather than a 
four- to five-hour evaluation, then it can be 
considered efficient; the results are obtained 
faster and at less cost. More is not necessarily 
better. Lengthy, comprehensive evaluations 
are "better" only if the added information is 
necessary and can justify the added time and 
expense. Thus, to perform comprehensive test­
ing of each patient in a reflexive manner would 
seem to be a disservice to both the patient and 
the referral source, as well as a poor use of 
program resources. The bottom line is whether 
the evaluation and the feedback are responsive 
to the referral question: Was the necessary in­
formation gathered to enable an intelligent re­
sponse to the question, and was the feedback 
given in a timely, comprehensible manner? 

An example of the appropriate application of 
a screening battery can be found in the neuro­
psychological evaluation of psychiatric and el­
derly patients. Clinical research has shown that 
screening batteries perform at a level compara­
ble to comprehensive batteries in differentiat­
ing psychiatric from brain-damaged patients 
(e.g., Goulet Fisher, Sweet, & Pfaelzer-Smith, 
1986; Wysocki & Sweet, 1985), as well as with 
demented and nondemented elderly (d. Poon, 
1986). In both clinical situations, there is a real 
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The Evenston Hospital 

DEPARTMENT OF PSYCHIATRY 

PSYCHOLOGICAL EVALUATION AND TESTING SERVICE (P.E.T.S.) 

PSYCHOLOGICAL ASSESSMENT REFERRAL FORM 

PATIENT NAME: 

~: 

WORKING DIAGNOSIS: 

RELEVANT HISTORY: 

REFERRAL QUESTION: 

TESTS FOUND HELPFUL IN PAST 
WITH SIMILAR PATIENTS: 

COMMENTS TO FACILITATE 
WORKING WITH PATIENT: 

THANK YOU 
DATE 

REFERRED BY: 

EQQH: 

AUTHORIZED SIGNATURE 

PLEASE RETURN TO P.E.T,S, ROOM 5208 

QUALITY ASSURANCE DATES (OFFICE USE) 
Rec'd ___________________ Dictated ______________ ___ 

Initiated ____________ __ Report Sent. ____________ __ 

Complete ______________ _ 

Procedures: Time: 

Figure 1. Example of inpatient referral sheet. 
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need to keep procedures as brief as possible 
because of the limited tolerance and endurance 
for formal testing of abilities. A thorough ra­
tionale for and review of neuropsychological 
screening batteries are contained in Berg, Fran­
zen, and Wedding (1987). 

Report llHting 

Although it may be accurate to state that 
writing psychological and neuropsychological 
reports is an art, for graduate psychology stu­
dents and beginning clinicians who do not con­
sider themselves artistic writers it will hope­
fully be anxiety-reducing to know that it is also 
a concrete skill that can be learned. Much has 
been written on this essential task of clinical 
psychologists (see Kellerman & Burry, 1981; 
Klopfer, 1983; Tallent, 1976; vanReken, 1981). In 
many cases, report writing is situation-specific 
(i.e., the type of format and even the report 
content are influenced by the circumstances 
surrounding the need for the report). To meet 
the diverse informational and time demands of 
different referral sources, flexibility in pro­
viding feedback is essential. Prompt feedback 
in the form of verbal reports or preliminary 
handwritten reports in the chart need to be 
considered, as well as brief formal reports. A 
"one size fits all" lengthy, detailed report is 
neither responsive nor timely for most medical 
referrals. Because there is no single correct for­
mat, but a number of formats that will accom­
plish the purpose of facilitating communica­
tion, it is most important that the writer choose 
a format that will be conducive to organizing 
and articulating his or her thoughts about a 
case. Examples of the formats used most often 
in our service are provided in Table 3. 

In those instances when neuropsychological 
evaluations do not require that comprehensive 
measures be administered, there is no need for 
subheadings within the test findings section. 
When traditional psychological evaluations in­
corporate different types of tests, the test find­
ings section can be divided by appropriate sub­
headings (e.g., "Intellectual and Academic," 
"Personality and Emotional," and "Vocational"). 
If one does a relatively large number of evalua-

Table 3. Examples of Test Report Formats 

Example 1. uaditional psychological testing referral 

Psychological Evaluation Testing Service 
Report of psychological evaluation 

Name: Date: 
Date of birth: Status: 
Referred by: 
Evaluated by: 
Referral information: 
Procedures: 
Behavior and observations: 
Relevant interview information: 
Test findings: 
Summary and conclusions: 

Example 2. Neuropsychological testing referral requiring 
comprehensive evaluation 

Report of neuropsychological evaluation (all the same 
identifying information at the top of the page, as well as 
the same major headings; test findings section has the 
following subheadings) 

Test findings 
Intellectual, cognitive, and language functioning 
Memory and learning 
Visual-spatial functioning 
Sensorimotor functiOning 
Personality and emotional functiOning 

tions on a regular basis, flexibility in report 
formats and content allows the clinician to do 
his or her job with greater ease. 

Formal reports of psychological and neuro­
psychological evaluations may be the most im­
portant product of an evaluation service. Bru­
ner's description (1942) of research writing 
errors and inaccurate referencing as "an annoy­
ance to future investigators and a monument to 
the writer's carelessness" (p. 68) applies di­
rectly to clinical report writing as well. The 
consumers of the reports that we write today 
may include the health care professionals, re­
habilitation counselors, attorneys, or teachers 
who will come in contact with the patient at any 
time in the future. Table 4 compares the gene­
ral characteristics of what can be considered 
"good," "poor," and "unacceptable" reports. 
Given that writing styles vary a great deal, and 
that judgments of what is acceptable in profes­
sional writing may vary even more, there are 
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Table 4. Characteristics of Good, Poor, 
and Unacceptable Reports 

Good report 
Identifies and describes patient accurately. 
Writer's degree, title, and speciality indicated. 
Well-organized report. 
Clear, variable sentence structure. 
Well typed, or legible if hand-written. 
Consistent" clear relationship between data and inter­

pretations and conclusions; all able to be discerned by 
reader. 

Recommendations for treatment, if appropriate, are spe­
cific and related directly to the data and conclusions in 
the report. 

Poor report 
Insufficient or incorrect identifying information on pa-

tient (e.g., age and education level). 
Writer not identified well (e.g., degree and speciality). 
Poor organization of report. 
Poor grammar and unusual phrasing. 
Poorly typed, or not legible if hand-written. 
Relationship between data, interpretations, and conclu-

sions difficult to discern. 
Treatment recommendations, if appropriate, not specific 

enough and do not seem to follow from the rest of the 
report. 

Unacceptable report 
Inappropriate or inconsistent test interpretations. To the 

reader, results seem at odds with conclusions. 
Incorrect use of diagnostic terminology and/or statistical 

information. 
Idiosyncratic and arbitrary interpretive statements (e.g., 

a digit span score of 2 means right occipital brain 
damage caused by toxins). 

Inappropriate treatment recommendations, or no treat­
ment recommended despite obvious need. 

relatively few general guidelines that can be 
expected to hold: 

1. Most of the report can be in the past tense 
(e.g., "Ms. Smith's injury was received 
while she was working as a pipe fitter"). 
Obvious exceptions are current, relatively 
stable facts about the patient, such as stat­
ure (e.g., "Mr. Jones is a tall, thin Cauca­
sian male"). Although tenses may change 
with content through the report, mixing 
tenses within a single sentence can and 
should be avoided. 

2. Repetitive use of phrasing and similar 
sentence structure should be avoided. It 

is not uncommon in reports to see nearly 
every sentence within the relevant inter­
view information beginning with "The 
patient reported. . . ." Because the sec­
tion heading we use already indicates that 
the source is the patient, this redundant 
phrasing is not necessary and can be re­
served for content that the examiner wishes 
to underscore as being the perception of 
the patient (e.g., the patient's description 
of how an accident happened, or the pa­
tient's characterization of other people, 
such as a spouse) and not objective fact. 
In addition, altering the grammatical con­
structions of sentences creates a much 
more readable report. 

3. Quotes from the patient should be used to 
describe key symptoms or important his­
torical details. A quote is somewhat like a 
picture in the sense that both can be 
"worth a thousand words" if used judi­
ciously. If psychologically important in­
formation would be lost by restating what 
the patient said, a quote should be used 
instead (e.g., "This crushing, nagging 
pain feels like the weight of the world on 
my shoulders"). 

4. Information contained in different sec­
tions should not be redundant. It is com­
monplace for students to repeat informa­
tion unnecessarily in the report. This 
repetition may be due to the inexperi­
enced clinician not knowing what to say, 
or to an inadequate conceptualization of 
the report sections. For example, the re­
ferral information section can simply state 
the basic reason and context of the evalua­
tion; it need not contain the historical infor­
mation obtained from the patient, which, 
in our opinion, belongs in the relevant in­
terview information section. Another com­
mon practice is to include interview infor­
mation in the behavior and observations 
section and then to report it again in the 
interview section. When deciding whether 
to elaborate historical points in great de­
tail, a basic consideration is whether the 
referral source already knows these facts 
or needs to know them. 
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5. The patient's privacy should be respected. 
Highly sensitive information should not 
be put in a report simply because it is 
available. Because, ultimately, we cannot 
predict or control who will obtain and 
read a given report once it has left the 
office, care should be taken in deciding 
which personal historical facts will be in­
cluded in a report. In many cases, a gen­
eral statement regarding sensitive infor­
mation may be all that is needed (e.g., 
that an adult surgery patient had an emo­
tionally difficult and chaotic childhood, 
without saying that she was a victim of 
incest), with more specific information re­
layed verbally as needed. 

6. Jargon should be avoided in a report. As 
with the preceding item, it is not possible 
to determine in whose hands a report will 
end up. Thus, it is best to be as descriptive 
as possible, without using theory-bound 
concepts and jargon. 

7. The data should not be overinterpreted. 
As Klopfer (1983) stated, "The fact that 
false feedback is readily accepted along 
with true, makes it necessary for the psy­
chologist to be especially vigilant about 
the nature of his or her remarks, both in 
written and in oral form" (p. 501). Al­
though a useful teaching exercise in grad­
uate assessment classes, seeing pathol­
ogy everywhere (e.g., overlocalizing in 
neuropsychological reports) in a real clin­
ical situation will have significant nega­
tive consequences. 

8. It is not necessary to give a diagnosis if 
the data do not warrant doing so. Rather, 
it is quite acceptable to indicate to the 
referral source that, in a particular case, 
the data are indeterminate and do not 
allow a diagnostic conclusion. As a mat­
ter of keeping this issue in pers pecti ve, all 
medical diagnostic specialty areas share 
this reality, even neuroradiology, with all 
of its sophisticated technology. 

9. When working with patients who are in­
volved in worker's compensation, civil, or 
criminal proceedings, it is best to an­
ticipate that the procedures used and 

each statement in the report may have to 
be justified in court. This is not the time 
to experiment. Legal cases can be very 
strenuous and require careful and thought­
ful attention to detail. The question of 
malingering is often raised by the defen­
dant in civil litigation and may require 
special consideration in the selection of 
test procedures. Unfortunately, good 
clinical research on malingering is very 
sparse. Thus, even the most experienced 
clinicians have difficulty with this thorny 
issue and must often rely solely on their 
own clinical judgment and prior experi­
ences. The interested reader is referred to 
Melton, Petrila, Poythress, and Slobogin 
(1987) and Weiner and Hess (1987) for in­
depth material pertaining to psychologi­
cal evaluations in legal cases. 

Building the Service to Match the Setting 

The environment in which the service is 
housed will, to a large extent, determine the 
makeup of the staff, the most common referral 
sources, the most common referral questions, 
and the most frequently used evaluation proce­
dures. In a medical setting, a psychological 
evaluation and testing service is typically housed 
within a particular department, such as neurol­
ogy, rehabilitation, or psychiatry. Some pro­
grams are intended primarily to serve only 
their own department's needs, and others may 
provide evaluation services for the hospital at 
large. The need for specialty procedures or for 
working with specialty populations varies from 
setting to setting. For example, a program that 
accepts referrals only from an adult rehabilita­
tion setting has little or no need for learning­
disability or projective testing, whereas a pro­
gram working exclusively in a pediatrics depart­
ment will have no need for adult testing capa­
bilities and instead will need to be capable of 
providing specialized assessment procedures 
exclusive to young children. However, the gen­
eral testing service is likely to be called on at 
one time or another to perform assessments of 
all types for the entire age range. 

Some information pertaining to the Psycho-
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logical Evaluation and Testing Service (known 
within the hospital as PETS) of the Evanston 
Hospital may help to illustrate the characteris­
tics of a general hospital-based evaluation ser­
vice that is intended to meet the needs of its 
environment. Our service is housed within the 
Department of Psychiatry. In any given month, 
approximately 60% of our referrals come from 
within the department and 40% from outside 
the department, with a roughly even split be­
tween inpatients and outpatients. The PETS 
staff provides both neuropsychological assess­
ment and traditional psychological testing, 
again in roughly equal numbers. 

The high-volume demand for both projective 
testing and neuropsychological assessment 
has made it essential that we have staff who are 
highly specialized in and devoted full time to 
both of these areas. We have also found that it is 
helpful to have both male and female staff, as 
well as staff who are particularly experienced 
with older children and adolescents. Although 
we provide personality and basic intellectual 
and academic testing to young children, we 
have chosen not to perform learning-disability 
and neuropsychological testing on young chil­
dren (8 years and younger), as there are other 
psychologists in the hospital who specialize in 
these referrals. 

Within the sphere of neuropsychological as­
sessment, the most common referrals concern 
differentiating depression and dementia in the 
elderly and the diagnosis, delineation of defi­
cits, and rehabilitation in cases of closed head 
injury. Within the more traditional psychologi­
cal testing sphere, common referrals involve 
adolescents who are performing poorly in school 
and are abusing drugs or are suicidal, as well as 
depressed or psychotic adults whose diag­
noses have been unclear or whose treatment 
has not been effective. With adolescents, a fair 
amount of learning-disability and academic 
testing is required. 

Because treatment issues have been a major 
part of most referral questions we have found it 
important for the PETS staff to be well versed in 
diverse types of treatments and the treatments 
offered by local referral sources. It would be 
most difficult to make appropriate treatment 

recommendations and to explain what can be 
expected of a treatment without experience in 
following patients from the initial assessment 
phase through the treatment phase. 

Maintaining Quality Assurance 

Quality with regard to psychological evalua­
tion services involves a number of dimensions 
(e.g., reliability, content, and efficiency). To 
some clinicians, the data collection process 
may seem an unlikely place to begin thinking 
about quality assurance. Once having learned 
how to collect data, many assume that, like 
"riding a bicycle," they will never forget how to 
do it. In fact, much clinical assessment research 
and practice presumes that the individual gath­
ering the data did so in the correct, standard­
ized manner, without checking whether this 
actually occurred. However, any experienced 
clinician who has been involved in closely su­
pervising staff or in teaching the trainees over 
the course of a year has undoubtedly seen the 
frequent problem of examiners' drifting away 
from the standardized administration and scor­
ing procedures over time. In behavioral assess­
ment research, this phenomenon is well known 
as "observer drift" (Johnson & Bolstad, 1973; 
Kazdin, 1977). If self-observant, clinicians and 
students can even notice such examiner drift in 
themselves. Thus, there is an ongoing need for 
clinicians, even those who use their skills daily, 
to continually refresh their memory of accepted, 
standardized procedure. In an organized eval­
uation service, staff should be encouraged to 
periodically observe one another as patients are 
seen, or, alternatively, demonstrate and discuss 
proper assessment procedures together in a 
group. Such periodic checks on the reliability of 
data-gathering procedures and scoring proce­
dures are particularly important for students 
and clinicians who use their newly learned 
assessment skills only intermittently and thus 
have not had a chance to overlearn them (see 
Barton & Ascione, 1984). 

Also, there are variables related to carrying 
out the evaluations efficiently. How long after 
the referral was made was the patient seen? 
After the patient was seen, how long did it take 
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to complete and send the report? Beyond speed, 
what type of feedback was received about the 
results of the evaluation from the referral source 
(e.g., criticisms, praise, or requests for more 
specific information)? What feedback do pa­
tients give to referral sources about their eval­
uations (e.g., regarding expense, convenience 
in scheduling, and the sensitivity of the exam­
iner)? 

Ultimately, quality assurance data may be 
reflected in the number of referrals and the 
number of referral sources across time. Al­
though the process is time-consuming, data on 
the above dimensions are worth keeping in 
order to establish a reasonable degree of qual­
ity. Requesting routine feedback from referral 
sources on the usefulness and the accuracy of 
data not only helps with quality assurance, but 
also simultaneously builds rapport with the 
referral sources. 

Equally important is the content of the re­
port. Are the specifics mentioned in the report 
accurate? Does the report convey the informa­
tion in an organized, thoughtful, and readable 
manner that answers the referral questions? In 
a large service with a diversity of senior and 
junior staff, assurance of report quality may 
require that all reports be reviewed by the most 
experienced person in that area (e.g., projec­
tives, neuropsychological, or learning disabil­
ity). A fairly consistent general report format 
that can be altered as needed for different kinds 
of evaluations will allow regular consumers of 
the service to find specific information more 
easily in one or another part of the report. For 
some evaluations, such as those of hospitalized 
school-aged children who need alternative aca­
demic placement, there may be a need to in­
clude a fair number of specific test scores so 
that the treatment staff can work with place­
ment settings. Such special needs can be dealt 
with easily by attaching an addendum sheet of 
relevant scores to the report. 

Maintaining and Storing 
Patient Records 

According to Hall (1988), the length of time 
that psychologists must keep records on their 

patients is determined by state, federal, and 
professional guidelines. The federal and Amer­
ican Psychological Association guidelines are 
in agreement in stating that full records must 
be maintained for 3 years after the last contact 
with the patient, and that at least a summary 
record must be maintained for an additional 12 
years. Hall also noted that, when old records 
are sent out in response to a request, the psy­
chologist sending the records should indicate 
whether the data in the records have become 
obsolete and thus do not apply to the patient at 
present. Because there is no way to control the 
distribution of reports once they are sent from 
the office, the patient consent form should state 
this clearly. An example of a release of informa­
tion form is presented in Figure 2. 

Summary 

Psychological testing and formal evaluations 
have played an important part in the history and 
development of clinical psychology as a profes­
sion. Much of this activity has occurred within 
medical settings, where conducting such eval­
uations continues to be a central role for many 
psychologists. Economic changes and increased 
competitiveness within the health care mar­
ketplace greatly affect, but do not threaten, this 
type of practice. In fact, in this age of accoun­
tability, the desire to document and objectify 
problems may even lead to greater reliance on 
formal test procedures. 

Within medical settings, there is typically a 
need for intellectual, personality, neuropsy­
chological, academic or learning-disability, and 
vocational interest testing. In establishing a 
psychological evaluation and testing service 
within a medical setting, numerous factors de­
serve attention, including establishing profes­
sional relationships, educating referral sources, 
providing efficient and responsive services, 
writing reports, building a service that matches 
the environment, maintaining quality assur­
ance (particularly with regard to data gather­
ing and report writing), and maintaining 
records. 
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The Evanston Hospital 

PSYCHOLOGICAL EVALUATION AND TESTING SERVICE (P.E.T.S.) 

DEPARTMENT OF PSYCHIATRY 

RELEASE OF INFORMATION 

I authorize,~~~~~~~----~~-----­
(Facility/Therapist) 

Date Prepared ______________ _ 

to release the following 

information __ ~~~----~~~----~~~~~--~--~--~~----------_ 
(Nature of information to be disclosed) 

concerning __________________________________________________ , to 

(Name of facility/therapist) (Address) 

for the specific purpose of 

I understand that I may revoke this authorization at any time 
except to the extent that action has been taken on this 
authorization. I further understand that this authorization 
shall expire without my express revocation on: 

_____________________________ , 19 ____ __ 

I further understand that the agency or individual which receives 
this information, in accordance with State/Federal laws will not 
disclose this information without further consent. 

The Psychological Evaluation and Testing Service cannot guarantee 
that agencies or individuals receiving this information will act 
in compliance with these laws. 

(Signature) (Relationship to patient) 

(Date) (Witness) 

Figure 2. Example of release of information form. 
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CHAPTER 19 

Development of an Eating­
Disorder Program 

David L. Tobin, Craig Johnson, and Kevin Franke 

Introduction 

Paralleling the rise in incidence of anorexia ner­
vosa and bulimia, there has been a proliferation 
of programs whose purpose is to provide treat­
ment to patients with eating disorders. These 
programs present a wide range of treatment 
philosophies that reflect the diversity of pre­
sentation within this patient population. The 
circumscribed symptom patterns that identify 
bulimia and anorexia nervosa are often accom­
panied by a wide spectrum of concomitant 
symptoms that complicate the clinical picture. 
Thus, patients must undergo a thorough medi­
cal and psychological evaluation, and treat­
ment programs must be prepared to meet a 
variety of patient needs. The purpose of this 
chapter is to provide a comprehensive model 
for treatment programs attempting to accom­
plish this goal. 

David L. Thbin • Department of Psychiatry, University 
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Oklahoma 74147-0207, and Department of Psychiatry, 
Northwestern University Medical School, Chicago, Illinois 
60611. Kevin Franke • Department of Psychiatry, 
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60611. 

CUnical Features 

The clinical features of eating-disorder pa­
tients as described in the revised third edition 
of the American Psychological Association's 
Diag1Wstic and Statistical Manual of Mental Dis­
orders (DSM-III-R; APA, 1987) reflect the fol­
lowing: 

1. Anorexia nervosa is characterized by at­
tempts to maintain body weight 15% be­
low what is normally expected for a given 
age and height. Despite successful efforts 
to remain thin, patients maintain an in­
tense fear of gaining weight or becoming 
fat, so that even the accumulation of a few 
pounds provokes tremendous anxiety. 
Perhaps most remarkable is the distur­
bance in body image, in which patients 
believe that they are fat even when they 
are emaciated. In addition, female pa­
tients must be amenorrheic for at least 
three months. 

2. Bulimia is characterized by recurrent epi­
sodes of binge eating (at least twice weekly) 
followed by purging behavior that may 
include self-induced vomiting; the use of 
laxatives, diet pills, or diuretics; or rig­
orous dieting. During the eating binges, 
there is a feeling of lack of control over 
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eating and a persistent overconcern with 
body shape and weight. 

These symptoms are easily identified, and 
diagnosis of the two disorders is relatively 
straight-forward. In 180 consecutive intakes at 
our eating-disorders clinic, 139 patients met the 
DSM-III-R criteria for bulimia, and 29 patients 
met the DSM-III criteria for bulimia or the 
DSM-III-R criteria for atypical eating disorder. 
This latter group tended to demonstrate most 
but not all of the DSM-III-R criteria for bulimia. 
Thirteen patients met the DSM-III-R criteria for 
anorexia nervosa, and 1 of these patients also 
met the criteria for bulimia. Many bulimic pa­
tients who do not fully meet the criteria for 
anorexia also engage in considerable restrictive 
dieting. Only 7% of our patient sample had a 
primary diagnosis of anorexia nervosa, and 3% 
of the sample were male. 

In addition to bulimic and anorexic symp­
toms, the clinical picture is also complicated by 
concomitant psychiatric symptoms that in­
clude but are not limited to affective disorders 
and personality disorders. Approximately half 
our patients present with concomitant depres­
sion and anxiety. Substance abuse is not un­
common, though it is probably underrepre­
sented in our sample of patients because other 
programs in our geographic area do a better 
job with chemically dependent patients, and 
these patients tend to be screened out in the 
initial phone contact. Approximately 50% of 
our patients demonstrated evidence of a con­
comitant Axis II diagnosis, usually from per­
sonality disorder cluster II (Gwirtsman, Roy­
Byrne, Yager, & Gerner, 1983; Johnson, Tobin, 
& Enright, 1989; Levin & Hyler, 1986). Patients 
occasionally present with symptoms of schizo­
phrenia. 

What is most interesting about these con­
comitant diagnoses is that there is absolutely 
no relationship between the severity of the eat­
ing symptoms and the level of depression or 
the presence of a personality disorder. None­
theless, it is these concomitant psychiatric di­
agnoses that often determine the course of 
treatment and thus playa primary role in deter­
mining treatment decisions. For example, most 

patients in our clinic who are free of person­
ality disturbance or severe depression achieve 
significant reductions in eating symptoms 
within a year of entering treatment, whereas 
fewer than half of our patients with personality 
disorders or severe depression achieve such 
reductions. In addition, it has generally been 
our experience that patients who present with 
substance abuse and eating-disorder symptoms 
need to have their substance difficulties treated 
before attempting to manage their eating disor­
der. Thus, both clinical and programmatic suc­
cess depends on successfully diagnosing and 
managing these concomitant symptoms. 

Etiology and Epidemiology 

Bulimia 

Etiological models of bulimia have tended to 
reflect unidimensional hypotheses about dis­
ease onset. Hypotheses commanding signifi­
cant attention in the literature are that bulimia 
is (1) a variant of affective disorder (e.g., Her­
zog, 1982; Hudson, Pope, Jonas, & Yurgelun­
Todd, 1983; Lee, Rush, & Mitchell, 1985; Pope 
& Hudson, 1984); (2) a variant of obsessive­
compulsive disorder (e.g., Rosen & Leiten­
berg, 1982; Williamson, Kelly, Davis, Ruggerio, 
& Veitia, 1985); (3) a variant of anorexia nervosa 
(e.g., Casper, Eckert, Halmi, Goldberg, & Da­
vis, 1980; Garfinkel, Moldofsky, & Garner, 
1980; Russel, 1979); or, finally, (4) a distinct 
diagnostic entity (e.g., Mitchell & Pyle, 1982). 
The empirical support for anyone of these 
models has been mixed, so that investigators 
have speculated on less parsimonious explana­
tions of disease onset. 

Alternatively, investigators have suggested 
that bulimia is a heterogeneously determined 
disorder with psychological (e.g., Bruch, 1973; 
Goodsitt, 1984; Johnson & Connors, 1987; Sours, 
1980), biological (e.g., Brotman, Herzog, & 
Woods, 1984; Hudson et al., 1983; Hudson, 
Laffer, & Pope, 1982; Strober & Goldenburg, 
1981; Walsh, Roose, & Glassman, 1983), familial 
(e.g., Humphrey & Stern, 1988; Johnson & 
Flach, 1985; Strober, Salkin, Burroughs, & Mor­
reI, 1982), and sociocultural factors (e.g., Cran-
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dall, 1988; Garner, Garfinkel, & Olmstead, 
1983; Garner, Garfinkel, Schwartz, & Thomp­
son, 1980; Striegel-Moore, Silberstein, & Rodin, 
1986) that interact (cf. Johnson & Connors, 1987). 

These factors are combined in a biopsycho­
social model that hypothesizes the following 
pathway to the development of bulimic symp­
toms Gohnson & Connors, 1987; Johnson & 
Maddi, 1986): (1) sociocultural values on thin­
ness encourage restrictive dieting in young 
women (e.g., Garner et al., 1983); (2) continued 
dieting leads to weight loss and also to a psy­
chobiological impasse of excessive hunger Gohn­
son & Maddi, 1986; Williamson et aI., 1985); 
(3) dietary restraint breaks down, and binge 
eating occurs (Ruderman, 1985); (4) loss of con­
trol leads to anxiety about weight gain and 
purging behavior (Rosen & Leitenberg, 1982); 
(5) bingeing and purging lead to changes in 
self-efficacy, self-esteem, and levels of depres­
sion Gohnson&Maddi, 1986), which lead to (6) 
reinstatement of the dietary restraint. 

As the sociocultural values that reinforce this 
sequence of behaviors affect most, if not all, 
young women, it is not surprising that most 
young women have tried to diet at some point 
in their lives. It is somewhat more striking that 
bingeing behaviors have been reported in as 
high as 90% and vomiting in as high as 16% of 
high school or college females (Halmi, Falk, & 
Schwartz, 1981; Johnson, Lewis, Love, Lewis, 
& Stuckey, 1984). A significant percentage of 
these females never develop bulimia; the esti­
mates of prevalence suggest that approximately 
5% binge-eat on a weekly or more frequent 
basis, and that 1% both binge-eat and purge 
Gohnson et ai., 1984; Pyle, Mitchell, Eckert, & 
Halverson, 1983). Females who develop bu­
limia are likely to demonstrate vulnerability in 
one or more of the above biological, psycho­
logical, systemic, or sociocultural risk factors. 
Thus, although a significant percentage of fe­
males who develop the disorder are also at risk 
for the development of affective illness or per­
sonality disorder, a sizable percentage of pa­
tients are relatively free of these complications. 
Only about 1% of bulimics are male, so that 
this subgroup is relatively unstudied at the 
present time. 
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Anorexia Nervosa 

Etiological hypotheses about anorexia have 
also reflected both unidimensional and multi­
factoral models (for a review, see Garfinkel & 
Garner, 1982; Johnson, Thompson, & Schwartz, 
1984). There is considerable literature concern­
ing psychological and family influences (e.g., 
Bruch, 1973; Kog & Vandereycken, 1981; Palaz­
zoli, 1974; Sours, 1980), as well as biological 
findings that include twin studies showing a 
higher rate of concordance among monozy­
gotic than among dizygotic twins, a family 
incidence of psychiatric illness, and distur­
bances in hypothalamic-pituitary function (for 
a review, see Garfinkel & Garner, 1982). A cul­
tural preoccupation with thinness obviously 
serves to increase the risk of developing this 
disorder, but anorexia has not increased in 
prevalence at the same rate as bulimia since the 
mid-1960s. Current estimates of prevalence are 
about 1% of young middle- to upper-class 
women (for a review, see Szmukler, 1985), with 
a much decreased incidence in lower socio­
economic classes. Only 5% of anorexics are 
male. 

Perhaps because of the psychological charac­
teristics needed to maintain dietary restraint 
below 15% of normal body weight or because of 
the psychophysiological effects of starvation 
(cf. Keys, Brozek, Henschel, Mickelson, & Tay­
lor, 1950), anorexics have more consistency in 
their clinical presentation than do bulimics. In 
addition to an unrelenting drive to achieve 
thinness, Bruch (1973) described the typical 
anorexic as possessing (1) "a disturbance of 
delusional proportions in the body image"; (2) 
"a disturbance in the accuracy of the perception 
or cognitive interpretation of stimuli arising in 
the body"; and (3) "a paralyzing sense of inef­
fectiveness." These features are especially char­
acteristic of anorexics who present shortly after 
the onset of puberty. Both clinical (e.g., Bruch, 
1973) and empirical (Humphrey, 1986, 1987) 
findings suggest that a disturbance in the fam­
ily system plays a crucial role in the etiology of 
this subgroup of anorexic patients. Anorexic 
patients who maintain the disorder to adult­
hood or whose symptoms do not appear until 
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adulthood often present with rigid personality 
traits, such as obsessive-compulsive person­
ality disorder, paranoid personality disorder, 
and borderline personality disorder (Johnson 
& Connors, 1987; Sours, 1980), suggesting a 
link between the presence of personality dis­
turbance and the onset and maintenance of 
anorexic symptoms. 

Even when patients do not fully meet DSM­
III-R criteria for both bulimia and anorexia, it is 
quite common for patients to present with con­
comitantsymptoms. It is extremely common, 
for example, to find bulimic patients who en­
gage in extensive periods of restrictive dieting. 
In fact, excessive dieting is one of the forms of 
purging that can be used in making a diagnosis 
of bulimia. In summarizing the theoretical 
speculation about the etiology of these two dis­
orders, we would suggest that they represent a 
final common pathway for biological, family, 
psychological, and sociocultural risk factors re­
sulting in a wide spectrum of clinical presenta­
tions. Consequently, eating-disorder programs 
need to do a comprehensive intake evaluation 
that considers the heterogeneity of these pa­
tient groups. 

Standardized Assessment 

Although it is beyond the scope of this chap­
ter to present the intake assessment in great 
detail, it is extremely important that programs 
pay particular care to this aspect of their clinical 
services (see Johnson & Connors, 1987, Chap­
ter 8, for a more detailed description of this 
process). Based on the mistaken assumption 
that eating-disorder patients are homogeneous 
in their symptom presentation, some programs 
offer little more than an administrative screen­
ing for entry into standardized treatment pro­
tocols. This screening offers patients a pretense 
of expertise that may result in treatment failure 
and the mistaken assumption by patients that 
they are untreatable. 

Given the relatively recent and limited em­
pirical data base for eating-disorder patients, it 
is important to include an array of standard­
ized measures in the intake evaluation. These 
measures provide a generalization of clinical 

experiences from other patient populations and 
promote the identification of patient charac­
teristics that will affect the course of treatment. 
Our standardized assessment packet is di­
vided into the following categories: 

Eating Symptoms 

The Diagnostic Survey for Eating Disorders­
Revised (DSED-R) 

The DSED-R Gohnson, 1984) is a standard­
ized intake survey that focuses on various as­
pects of anorexia nervosa and bulimia. The 
questionnaire is divided into 12 sections, which 
provide information on demographic factors, 
weight history, body image, dieting behavior, 
binge-eating behavior, purging behavior, exer­
cise, related behaviors, sexual functioning, 
menstruation, medical and psychiatric history, 
life adjustment, and family history. The survey 
can be used as a self-report instrument or as a 
semistructured interview guide. 

Eating Disorders Inventory 

The Eating Disorders Inventory (EDI; Gar­
ner, Olmstead, & Polivy, 1984) is a multi scale 
measure that assesses traits common in anorexia 
nervosa and bulimia, such as a drive for thin­
ness, body dissatisfaction, and perfectionism. 

Other Symptoms 

SCL-90 

The SCL-90 (Derogatis, Rickles, & Rock, 
1976) is a widely used multidimensional symp­
tom inventory that measures the following di­
mensions of psychopathology: somatization, 
anxiety, obsessive-compulsiveness, phobia, de­
pression, hostility, paranoia, psychoticism, in­
terpersonal sensitivity, and several indices of 
global distress. 

Beck Depression Inventory 

The BDI (Beck, Ward, Mendelson, Mock, & 
Erbaugh, 1961) is an easily administered and 
widely used measure of depression. 
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Personality Disorders 

Borderline Syndrome Index 

The BSI (Conte, Plutchik, Karasu, & Jerrett, 
1980) measures characteristics thought to be 
central in borderline psychopathology, includ­
ing poor impulse control, the absence of a con­
sistent self-identity, and impaired object rela­
tions. 

Structured Clinical Interview for DSM-III-R 

The SCIO-II Personality Questionnaire is a 
self-report instrument designed to assess DSM­
III-R personality disorders (Spitzer & Will­
iams, 1985). 

Social Environment 

Social Adjustment Scale 

The SAS (Weissman, 1975) measures perfor­
mance over the last two weeks in the areas of 
work, social activities, relationship with ex­
tended family, and roles as spouse, parent, and 
family member. 

Family Environment Scale 

The FES (Moos, 1974) measures the social 
environment characteristics of families in terms 
of relationship dimensions (e.g., cohesion and 
conflict), personal growth dimensions (e. g., in­
dependence and achievement orientation), and 
system maintenance dimensions (e.g., organi­
zation and control). 

The Intake Interview 

The intake interview is designed to be com­
prehensive in covering factors that have influ­
enced the course of the disorder and that will 
affect the course of treatment. During the first 
five minutes, we attempt to establish a sense of 
collaboration with the patient and to explore 
the patient's expectations and concerns regard­
ing the intake evaluation. Because the advan­
tages of conducting the interview in a structured 
format appear to outweigh the disadvantages, 
we explain to patients our agenda: to assess 
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their eating difficulties as thoroughly as possi­
ble in a relatively limited amount of time (1 to 
1Yz hours). The interview is roughly divided 
into the following sections. 

Areas of lbcus 

Weight History 

The structured interview begins with ques­
tions regarding the patient's current, highest, 
lowest, and desired weight. The answers often 
provide a historical record of how much weight 
preoccupations and fluctuations have affected 
the patient's self-esteem and life adjustment. 

Body Image 

Body image perception ranges from mild 
distortion to severely delusional and can reflect 
the patient's overall adjustment. 

Dieting Behavior 

It is important to know at what age a patient 
began dieting, the frequency of dieting at­
tempts, the degree of restriction, the use of fad 
dieting techniques, and the general pattern of 
dieting behavior. 

Binge Eating 

The assessment of binge-eating behavior in­
volves the macroassessment of the major life 
circumstances surrounding the onset of the 
behavior as well as the microassessment of the 
details of the patient's daily routine and the 
specific pattern of the binge-eating episodes. 
We are interested in knowing the onset, precip­
itants, duration, and frequency of the binges 
and the types of foods on which the patient 
binges. 

Purging Behavior 

In addition to the macro- and microassess­
ment that we do for binge eating, we are also 
interested in the method of purging. The com­
monly used methods involve vomiting; the use 
of laxatives, diuretics, and diet pills; restrictive 
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dieting; and excessive exercise. Though all of 
these behaviors are attempts to purge un­
wanted calories, different behaviors can serve 
somewhat different adaptive functions. For ex­
ample, restrictive dieting may give a patient a 
more anorectic presentation, whereas the use 
of laxatives frequently adds a very self-puni­
tive function to the purging behavior. 

Medical Issues 

In addition to assessing the adaptive func­
tion of the binge-purge cycle, it is important to 
evaluate the patient's physical condition for the 
medical complications of bulimia. All patients 
are expected to receive a complete physical on 
entering our treatment program. We facilitate 
the medical evaluation by having a nurse do a 
preliminary medical screening at the time of 
the psychological assessment and by referring 
patients to an internist who works closely with 
our program when patients do not have their 
own physician. Excessive dieting, binge eat­
ing, and purging influence endocrine function, 
disturb blood chemistry, destroy tooth enamel, 
irritate the esophagus, and disturb the gastro­
intestinal system. Severe medical complica­
tions make hospitalization the only treatment 
option. 

Personality Disorder 

It is important to evaluate the level of person­
ality disturbance during the initial assessment, 
as the presence of a personality disorder fore­
casts a slow, difficult treatment (Johnson et aI., 
1989). Some of this information can be gathered 
by history. Evidence of stormy, chaotic inter­
personal relationships suggests that it may be 
difficult for a patient to engage in a helping 
relationship. The patient's approach to the in­
terview is also an important source of informa­
tion in assessing personality. For example, the 
level of the patient's mistrust during the intake 
interview may suggest the presence of person­
ality disturbance. 

To a certain degree, assessment in this area is 
guided by a theoretical orientation. For our 
more dynamically oriented clinic, we are most 
concerned about whether patients are capable 

of forming a stable, lasting relationship and 
can adequately test reality in their object rela­
tionships. Patients' potential for self-destruc­
tive behavior is also of great concern. Patients 
who have difficulties in these areas (and who 
are not psychotic) are likely to be diagnosed as 
having a borderline personality disorder (Ad­
ler, 1985; Johnson & Connors, 1987; Kernberg, 
1988; Summers, 1988). Other patients may have 
stable relationships but have difficulty in iden­
tifying and working towards the treatment 
goals. These patients may look relatively un­
disturbed, as they can readily adapt to their 
external environment to meet the needs of 
others. They have difficulty, however, in meet­
ing their own needs and have been described 
as having a "false self" or a narcissistic person­
ality disorder (Goodsitt, 1984; Johnson & Con­
nors, 1987; Kohut, 1971). A formal assessment 
battery composed of projective instruments 
(e.g., the Rorschach and the TAT) and objective 
instruments (e.g., the MMPI and the MCMI) 
can be very helpful in specifying the person­
ality profile (see Sweet, Chapter 18), but some 
preliminary decisions about the level of per­
sonality disturbance must be made on the basis 
of the limited testing of our initial battery and 
the interviewer's impressions. 

As the formation of a stable therapeutic al­
liance and goal setting is important to be­
haviorally oriented clinicians, they are also in­
terested in diagnosing personality disorders. 
Behavioral psychologists tend to rely on the 
descriptive taxonomy of the third edition of the 
American Psychiatric Association's Diagnostic 
and Statistical Manual (DSM-III; APA, 1980) and 
DSM-III-R, which provide concrete guidelines 
for identifying personality disorders. The DSM­
III-R offers a potentially more observable set of 
criteria for assessing the level of personality 
disturbance than previous diagnostic systems. 
There are a number of structured interviews 
and self-report instruments that are designed 
to diagnose DSM-III personality disorders. 
However, there is little empirical evidence to 
support their use (for review see Widiger & 
Frances, 1987). 

The identification of personality disorders 
and character pathology is crucial to the dispo­
sition process. In a sample of 55 of our clinic 
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patients with bulimia, 21 were identified as 
having borderline personality disorder, and 19 
were diagnosed as being free of personality 
disorder. Although only 21% of the non-person­
ality-disordered patients remained symptomatic 
at the end of one year, 62% of the borderline 
patients continued to meet the DSM-III-R crite­
ria for bulimia. Thus, both the clinic and the 
patient must be prepared to make a long-term 
commitment to the treatment process. Non­
personality-disordered patients may benefit 
from brief therapy; personality-disordered pa­
tients will probably not benefit from brief 
therapy. 

Family Characteristics 

Family history, family dynamics, and the pa­
tient's current level of family involvement can 
also playa crucial role in the onset and mainte­
nance of eating-disorder symptoms. It is im­
portant to rule out the extent to which symp­
tomatic behavior is promoted by the family 
system as well as to elicit information about 
communication patterns within the family that 
may influence treatment (Minuchin, Rosman, 
& Baker, 1978). We try to assess the family's 
cohesiveness, communication style, and method 
of conflict resolution and behavior control, as 
well as the role of the patient's symptoms 
within the family system. 

As in the assessment of personality distur­
bance, the interview provides two important 
sources of information: the family history and 
the interview process itself. If the patient is an 
adolescent or a young adult living at home, we 
insist that the parents come to the evaluation. 
When family members refuse to attend the 
evaluation, we can infer a limited amount of 
family support for the patient's attempts to 
change symptomatic behavior. 

General Level of Adaptive Functioning 

In addition to obtaining information that is 
relatively specific to the onset and maintenance 
of eating-disorder symptoms, we are inter­
ested in assessing the patient's general level of 
functioning. This assessment overlaps with the 
level of personality disturbance. as has previ-
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ously been discussed. Even when there is no 
sign of personality disturbance, we are inter­
ested in the extent to which patients are able to 
work, go to school, or engage in interpersonal 
relationships. We wish to examine their capac­
ity to be alone and the extent to which time 
alone is overwhelming and provokes their dis­
regulated eating patterns. Are the patients will­
ing and motivated to change? What intellec­
tual, emotional, and financial resources can 
they bring to treatment? 

Disposition 

The above is a description of our standard 
intake interview. The process takes approx­
imately 1Y2-2 hours. At the end of the interview, 
the evaluator offers the patient a formulation 
and offers a recommendation for treatment. 
Sometimes, the patient needs to gather addi­
tional information (e.g., to explore family sup­
port for treatment), or the evaluator feels the 
need to seek consultation with the clinic staff. 
In proposing an initial treatment plan, the eval­
uator must weigh all the available information 
and attempt to match patient need with pro­
gram activities. Sometimes, the fit between a 
given patient (e.g., a patient with both eating 
and substance abuse difficulties, who may 
benefit from a 12-step program) and our pro­
gram is not good, and a referral to a program 
that more adequately meets the patient's needs 
must be made. As can be seen in the next 
section, the treatment interventions that are 
necessary for this patient population are quite 
varied, and it is difficult for a program to excel 
in every area. 

Clinical Intervention 

Following a thorough assessment of all the 
systems (i.e., physiological, intrapsychic, fa­
milial, marital, interpersonal, and sociocul­
tural) that have contributed to the onset or 
maintenance of a person's eating-disorder symp­
toms, the treatment team should assess the 
adaptive function of the symptoms. Restrictive 
dieting, low weight, and bingeing and purging 
may be used by the patient in many different 
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ways: (1) to bolster self-esteem; (2) to regulate 
dysphoric affects; or (3) to resolve intrapsychic 
and interpersonal conflicts. The long-term im­
pact of these symptoms is quite debilitating 
and can be fatal, and the symptoms themselves 
must be treated as aggressively as possible. 
Approaches to helping patients manage their 
symptoms include cognitive-behavioral tech­
niques (e.g., Fairburn, 1984; Garner & Bemis, 
1984), psychoeducational techniques (e.g., 
Connors, Johnson, & Stuckey, 1984), self-man­
agement techniques (e.g., Kanfer & Scheft, 
1986), and relapse prevention techniques (e.g., 
Marlatt & Gordon, 1978). 

Although some patients can make use of 
these direct attempts to manage symptoms, 
others cannot. We believe, therefore, that it is 
important to understand the origins and the 
nature of the psychological problems that pre­
disposed the patient to the development of the 
symptomatic behavior and to be able to convey 
this understanding to the patient in the context 
of relationship-oriented therapy (e.g., Bruch, 
1973; Goodsitt, 1984; Johnson & Connors, 1987; 
Sours, 1980). The successful program must be 
able to integrate psychodynamic and cogni­
tive-behavioral approaches to treatment (John­
son, Connors, & Tobin, 1987). 

Understanding the adaptive function(s) of 
the symptoms also aids the treatment team in 
selecting the type and the intensity of the inter­
ventions that will be necessary. What follows is 
a description of the kinds of interventions that 
have been demonstrated to be effective with 
eating-disordered patients. 

Ambulatory Care 

Psychoeducational Group Therapy 

Groups should be composed of from five to 
nine members and a therapist or a cotherapy 
team. These groups are most useful for bu­
limics who are 18-30 years old, who have high 
motivation for change, who are at or near nor­
mal weight, and who do not have other signifi­
cant diagnoses, such as major depression or 
personality disorder (Johnson & Connors, 1987). 
Groups for more severely disturbed patients 
can also be successful when used in conjunc-

tion with other treatments (e.g., individual 
therapy and hospitalization). Psychoeduca­
tional groups help patients to understand the 
antecedents of their symptoms (e.g., what trig­
gers a binge), to develop normal eating pat­
terns, and to develop alternative coping strate­
gies (Garner, Rockert, Olmstead, Johnson, & 
Coscina, 1984; Johnson, Connors, & Stuckey, 
1983). The intervention strategies include self­
monitoring, goal setting, education about nu­
trition and the consequences of restrictive diet­
ing, and challenging irrational beliefs about 
thinness. Most groups are time-limited (12-14 
weeks) and are conducted in 90-minute ses­
sions. The groups help patients overcome the 
shame that often accompanies eating~disorder 
symptoms and help them to make use of the 
social supports. Patients are able to mobilize 
more quickly when they learn that they are not 
alone and that they are not "bad" or "weak" 
because they have these eating-disorder symp­
toms. 

Individual Psychotherapy 

Individual psychotherapy is used to treat 
both eating symptoms and the underlying psy­
chological and emotional problems. Patients 
who do not have significant character pathol­
ogy and who are capable of rapidly forming a 
working alliance with the therapist can make 
use of educational, behavioral, and cognitive 
techniques such as those mentioned above to 
reduce and eliminate bingeing and purging 
rather quickly (in one to four months) (Fair­
burn, 1984). Eliminating restrictive eating in 
low-weight bulimics and anorexics usually re­
quires a longer, more dynamically oriented 
course of individual therapy in which mal­
adaptive patterns of attachment are addressed. 
These low-weight bulimic and anorexic pa­
tients usually present with more rigid defenses 
against experiencing the dysphoric affect that 
arises whenever they begin to develop inti­
macy with another person. For example, ex­
treme restriction of food intake and related 
problems of preoccupation with food, weight, 
and social isolation in the anorexic may repre­
sent the patient's effort to use the multiple de­
fenses of regression, isolation of affect, and 



CHAPTER 19 • EATING-DISORDER PROGRAM 

withdrawal to avoid the inevitable fear and 
pain they would experience in bringing their 
emotional needs into a relationship with an­
other person (Sugarman, Quinlan, & Devenis, 
1981; Sugarman & Kurash, 1982). For the bu­
limic, bingeing and purging may be a concrete 
representation of a central conflict concerning 
how to be true to one's own feelings and 
thoughts and to be related to a needed other at 
the same time. The bulimic patient may be 
convinced that, in order to preserve the ap­
proval of others, she or he must not feel or 
express certain needs or feelings. In this con­
text, bingeing and purging become a way of 
regulating what the bulimic believes are unac­
ceptable impulses or moods (e.g., Goodsitt, 
1984; Swift & Letvin, 1984). Without intensive 
dynamic therapy, these issues are likely to re­
main unresolved. 

Nutritional Counseling 

Anorexic and bulimic patients have often 
based their eating and dieting habits on inaccu­
rate information or incorrect assumptions about 
food, digestion, and weight gain or loss. For 
example, many patients believe that muscle 
tissue turns into fat in the absence of a vigorous 
exercise regimen or that any fat that is consumed 
becomes a permanent part of the body. These 
false assumptions maintain and strengthen the 
unhealthy eating patterns. Counseling by a 
nutritionist, or by a well-informed nurse or 
therapist, is an important component in the 
overall confrontation of the patient's illogical 
assumptions about food and weight. For exam­
ple, patients can be given specific meal plans to 
follow. They can be guided in how often they 
weigh themselves as a protection against the 
day-to-day fluctuations of body weight and can 
be provided a reasonable expectation of what 
their normal body weight should be. 

Medical Monitoring 

The role that medical monitoring plays in the 
recovery process depends on the type and se­
verity of the symptoms. Any patient who has 
not had a thorough medical examination with­
in the past year should be advised to do so. 
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Patients with very low weight, obese patients, 
patients who binge and purge multiple times a 
day, patients whose laxative abuse is severe or 
prolonged, and patients who have a medical 
illness such as diabetes that may interact with 
the eating-disorder symptoms to create poten­
tially life-threatening emergencies should be 
seen regularly by an internist familiar with 
eating disorders. 

It is most helpful if the treatment program 
cultivates a close working relationship with one 
physician or a small group of physicians who 
have time in their practice and an interest 
in eating disorders. Ideally, this physician(s) 
should be on-site during the initial evaluation 
and available for consultation. For example, 
when deciding if a patient with severe symp­
tomatology needs hospitalization, it is partic­
ularly helpful to be able to assess medical risk. 
For a review of the medical complications of 
eating disorders, the reader is urged to see 
Zucker (1989). 

PsychoPbarmacological Treatment 

Some anorexic and bulimic patients have ma­
jor depressive episodes or panic attacks and 
chronic debilitating anxiety. Medication can 
sometimes be useful in helping these patients 
manage their dysphoric moods so they can 
participate more effectively in other compo­
nents of their treatment plan. Although the link 
between bulimia and major affective disorder 
remains unclear, there is some evidence that a 
significant percentage of bulimic patients de­
velop bulimia secondary to the occurrence of 
unipolar or bipolar affective disorder (Glass­
man & Walsh, 1983; Hudson et ai., 1982). The 
biological symptoms of major depression sug­
gest the strong possibility that pharmacologi­
cal treatment may be an important component 
of treatment. 

Family and Marital Therapy 

Under certain conditions it may be crucial to 
involve the identified patient's family in the 
treatment (Humphrey & Stem, 1988). The fam­
ily may undermine the patient's progress if the 
patient's symptoms serve an adaptive function 
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for the family and if the family system lacks the 
resources and support it needs to allow the 
patient to give up her or his symptoms (Ro­
berto, 1986; Strober & Humphrey, 1987). The 
need for ongoing family sessions is suggested 
(1) when the patient lives with the family of 
origin; (2) when the patient demonstrates little 
evidence of true emotional separation from the 
family; (3) when there is another serious prob­
lem in the family (i.e. alcoholism, or physical 
or sexual abuse); and (4) if the patient requires 
hospitalization. Treatment goals include inter­
ventions (1) to reorganize dysfunctional rela­
tionships and structures; (2) to better tolerate 
important affects; (3) to encourage individua­
tion; and (4) to resolve conflicts between family 
members. 

Similar to work in the family of origin, a 
patient's spouse can facilitate both symptom 
management and emotional healing. Working 
with the marital couple can help each partner 
identify the intrapsychic and interpersonal ex­
periences that trigger eating-disorder symp­
toms. Once these "triggers" are identified, al­
ternative coping strategies can be developed 
with the couple working in partnership. 

Self-Help and Other Support Group Meetings 

Learning new attitudes about self and others 
and learning new behaviors that obviate the 
need for eating-disorder symptoms often re­
quire more support than is currently presen~ in 
the patient's family system or social milieu. 
Support from the patient's therapist, spouse, or 
family members notwithstanding, support from 
others struggling with the same symptoms 
and underlying emotional issues can often fa­
cilitate recovery. Group support helps patients 
process day-to-day stressors and increases 
their understanding of the links between their 
feelings, their attitudes, and their food-related 
behaviors. Not all patients can benefit from 
these groups, however. Patients with severe 
ego deficits may not find enough structure in 
peer-led self-help groups and may disturb the 
support function of such groups for other pa­
tients. 

The National Association of Anorexia Ner-

vosa and Associated Disorders (ANAD), a non­
profit corporation based in Highland Park, Illi­
nois, has organized a self-help group program 
called Applying New Attitudes and Directions 
(ANAD). The organization has published guide­
lines for setting up and running ANAD self­
help groups. There are many such groups in 
many parts of the country and anyone inter­
ested in recovering from an eating disorder is 
free to participate. Information on where to 
find groups can be obtained from local hos­
pitals or by contacting the ANAD's national 
headquarters, 312-931-3438 (Meehan, Wilkes, 
& Howard, 1984). 

Hospital Care 

Under certain conditions, ambulatory care 
may be insufficient to get a patient started on 
the road to recovery. These conditions may in­
clude (1) additional Axis I or Axis II diagnoses 
that preclude the patient from using the behav­
ioral, cognitive, or relationship interventions 
offered in outpatient treatment; (2) medical 
complications from severe or prolonged eating­
disorder symptomatology that endanger the 
patient's life; or (3) evidence of self-injurious or 
suicidal behavior Gohnson & Connors, 1987, 
pp. 195-225). When one or more of these condi­
tions exist, more intensive interventions such 
as hospitalization or partial hospitalization 
(i.e., day or evening treatment programs) can 
be used. The program must be able to provide 
continuity in the treatment in order to provide 
quality care. When patients are accepted into 
our inpatient unit, it is usually with the under­
standing that they will be followed in our out­
patient program. Without continuity, the hos­
pitalization is undermined. 

Inpatient Milieu 

The primary goals of inpatient treatment 
should be (1) to normalize the patients' eating 
habits and weight and (2) to lay the ground­
work for ongoing recovery following discharge 
to outpatient treatment. The first goal is accom­
plished by having each patient move through a 
structured, well-monitored eating protocol, in 
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which patients assume increasing responsibil­
ity for their nutritional needs. The second goal 
is accomplished by helping patients to identify 
self-destructive behaviors and by using the 
holding capacity of the milieu to reinforce 
norms of self-care and to work through intense 
negative transferences. The milieu quickly pro­
vides patients with the environment they need 
to learn the difference between acting out and 
working through their feelings. The holding 
capacity of the milieu disrupts the self-defeat­
ing cycle of acting out, followed by negative 
feedback (i.e., you are "bad" or "sick"), fol­
lowed by more shame and self-hate, followed 
by more acting out, and so on. 

Partial Hospitalization 

As very little has been written about day or 
evening hospital programs, the following com­
ments reflect the clinical experience of the au­
thors. There is a subgroup of patients for whom 
inpatient hospitalization is too restrictive and 
may interfere with the maintenance or devel­
opment of ego strengths and coping behavior, 
but for whom psychotherapy once or twice a 
week is insufficient. Placement in a day or 
evening hospital program can sometimes be 
used as an alternative to inpatient hospitaliza­
tion when the patient needs or wishes to con­
tinue working, going to school, or living at 
home during treatment. A highly structured 
evening or day hospital program can fill the 
need for an intensive treatment without dis­
rupting the social, occupational, or educational 
functioning that occurs with inpatient admis­
sion. However, the powerful affects that are 
evoked in attempts to refeed some anorexic 
patients or in attempts to help a bulimic elimi­
nate the use of laxatives) may be too anxiety­
provoking to manage in even a partial hospital 
program. 

Placement in a partial hospital program can 
also be used as part of a discharge plan for hospi­
talized patients, as they can be most vulnerable 
to symptom relapse when they leave the struc­
ture of the inpatient milieu. The partial pro­
gram becomes a transitional space in which the 
former inpatient can continue working through 
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the interpersonal and intrapsychic dynamics 
that were brought into focus in the hospital 
milieu. 

Developing and Maintaining 
Programs 

Choosing and Training Staff 

As can be seen from the previous sections, 
eating-disorder programs must have a multidis­
ciplinary health care team in order to address 
the needs of this patient population. There 
needs to be expertise in cognitive-behavioral 
therapy, psychodynamic psychotherapy, family 
therapy, nutrition, pharmacotherapy, inpatient 
milieu, and medical care. Therapists must be 
flexible in their orientation and must be able to 
combine intervention strategies (e.g., combined 
cognitive-behavioral-psychodynamic psycho­
therapy and family systems work). The team 
must know enough about the other specialties 
in the program to communicate with other 
team members and with the medical commu­
nity at large. Acquiring such a staff often re­
quires that experts in one area be hired and 
then cross-trained in other areas (e.g., a cogni­
tive-behavioral therapist trained in nutrition 
and psychodynamic psychotherapy). Because 
of the diverse needs of these patients, the clinic 
director needs to have specialized training in 
eating disorders. 

Sources of Referral 

The foundation of our program and the most 
important marketing tool for patient referrals 
consists of (1) the program's setting in a medi­
cal school; (2) the broad clinical and academic 
training of the program staff, much of which 
has taken place in the medical school; and (3) 
clinical and academic community involvement, 
on a local, national, and international level. The 
setting in a medical school is advantageous not 
only because of the recognition the program 
receives in the community, but also because we 
are able to offer the wide range of adjunct 
services that eating-disorder patients often re-
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quire. Thus, we are considered a comprehen­
sive tertiary-care facility. Because of the spe­
cialized expertise of the clinic staff, interactions 
with potential sources of referral are likely to 
be positive and to promote the likelihood of an 
ongoing relationship and continued referrals. 
Part of this expertise involves knowing when 
patients would be most appropriately referred 
to another program or encouraged to remain in 
treatment with their current therapist. Finally, 
there is a firm commitment in our clinic to 
sharing our experience with other clinicians 
and with the academic community. Thus, we 
are very involved in teaching and research, 
both in and outside the program, and the re­
sulting recognition and relationships promote 
patient referrals. Although we advertise in the 
local media from time to time, the bulk of our 
referrals come from the professional commu­
nity. 

Programs that are in the early stages of for­
mation do not have the marketing advantages 
of a mature program, but they can nevertheless 
endeavor to emulate the above-mentioned pro­
gram characteristics. Program affiliation with 
either a medical school or some other strong 
community medical setting promotes a referral 
base and facilitates the provision of compre­
hensive services. The hiring of staff that has 
trained in a medical setting facilitates integra­
tion into a medical setting. And finally, if pro­
gram staff are not yet able to participate nation­
ally as leaders of the scientific and clinical 
advances in the treatment of eating disorders, 
they can participate as consumers on a national 
level and can provide expertise to the local 
community. Giving lectures and doing work­
shops in community organizations and schools 
alert potential clients and their families to their 
need for treatment as well as to the availability 
of program services. 

Educating Physicians 

The role of the specialized program in the 
larger medical community often involves the 
education of practitioners in other specialties. 
This takes time and courtesy but is necessary 
both to promote potential referral sources and 
to guide other medical practitioners in the spe-

cial needs of eating-disorder patients. For ex­
ample, the adequate monitoring of endocrine 
functions requires knowledge of the impact 
that bingeing and purging can have on hor­
mone levels and may determine the physician's 
choice of whether or not to implement phar­
macological therapy. These decisions are often 
very complex, and the best possible scenario 
involves establishing ongoing relationships 
with other medical specialties, perhaps by 
bringing a practitioner into the program on a 
formal basis or by arranging a more informal 
relationship that is, nevertheless, consistent. 

Many medical specialties are not equipped 
to handle the behavioral difficulties of patients 
with bulimia or anorexia. Although the typical 
medical patient presents with physical symp­
toms that can be treated with surgical or phar­
macological interventions, our patients present 
with many behaviors that sabotage the physi­
cian's attempts to cure. These behaviors may 
present themselves as noncompliance with the 
medical regimen (e.g., being unable to stick to 
the prescribed diet) or as the undoing of medi­
cal care (e.g., vomiting up medications). Eat­
ing-disorder patients may demand inordinate 
amounts of time and energy and may be im­
mensely frustrating to practitioners who do not 
specialize in their treatment. They may also 
demand inordinate amounts of time from prac­
titioners who do specialize in their treatment, 
but at least these practitioners expect frustra­
tion and know the guidelines for structuring 
the treatment to maximize patient compliance. 
By educating practitioners, the eating-disorder 
specialist can be enormously helpful as consul­
tant to the general medical community. 

Program Evaluation and Research 

Because the high morbidity of bulimia is a 
relatively recent phenomenon, many early pro­
grams grew out of an interest in research ques­
tions centered on the epidemic rise of this 
symptom presentation. Thus, in many mature 
programs, there is strong commitment to inte­
grating research on and clinical involvement 
with patients. Oeveloping programs can also 
benefit from this strategy. 

Research questions can be used to make 
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both programmatic and individual treatment 
decisions. Data that are clinically relevant can 
be collected in the normal course of an intake 
evaluation. This information can then be used 
both as a tool for making treatment disposition 
and as a starting point for an ongoing evalua­
tion of the patient's progress in the program. 
Annual evaluations of eating symptoms and of 
psychological and social adjustment can be 
conducted to monitor treatment progress and 
document the clinical course of eating-disorder 
patients. 

For example, it is clear that some bulimic 
patients benefit from brief psychoeducational 
group therapy, whereas other patients are un­
able to achieve symptomatic improvement for 
many years despite intensive individual psy­
chotherapy. Thus, it would be valuable to iden­
tify patient characteristics predicting treatment 
outcome. Asking this and other important 
questions in a formal, empirical fashion en­
courages program involvement in the academic 
and clinical community and strengthens the 
clinical foundation of the program. For exam­
ples of clinical and academic programs that 
have found ways to integrate research and 
practice the reader is invited to see the follow­
ing journals: the International Journal ot Eating 
Disorders, the Journal of Consulting and Clinzcal 
Psychology, the Journal of Abnormal Psychology, 
the Journal of Clinical Psychiatry, and the Ameri­
can Journal of Psychiatry. 

Patient Flow through the Clinic: 
Case Example 

Susan was a 24-year-old, single white wo­
man who was urged by her brother to contact 
our clinic for treatment of her bulimic symp­
toms. Susan was bingeing and purging twice a 
day and taking laxatives on a daily basis. She 
was 5' 5" tall, weighed 106 pounds, and main­
tained this low weight by her persistent vo­
miting. 

Susan came to the initial evaluation with her 
mother and her brother. She reported being 
depressed and having difficulty sleeping and 
concentrating on her job as a secretary. She was 
not suicidal at the time of her phone call. She 
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lived at the home of her parents, who did not 
seem to notice Susan's difficulties. 

Susan had been anorexic when she was 14 
years old for about nine months but had recov­
ered without treatment. At the age of 16, Susan 
had a difficult time with a boyfriend who said 
something about her weight, provoking Susan 
into a pattern of restrictive dieting that she had 
maintained. She began bingeing and purging 
when she was 17 after attending a cheerleading 
camp in the summer. Her bingeing and purg­
ing was exacerbated when she left for college, 
and she was unable to finish her freshman year 
of college and returned to her parents' home. 

Though the above description is a fiction­
alized account, it is a typical presentation and 
represents many of the parameters already dis­
cussed in the chapter. By typical, we mean that 
many of the questions that are salient to any 
intake evaluation are represented in the case. 
The severity of the patient's bingeing and purg­
ing behavior, her low weight, the absence of 
any food retention, the laxative abuse, and the 
history of depression would make hospitaliza­
tion the likely treatment of choice. Although 
the appearance of any single set of symptoms 
may notindicate hospitalization (e.g., bingeing 
and vomiting twice a day), the combination of 
symptoms would make outpatient treatment a 
difficult endeavor. Medical complications might 
not appear in this patient, despite the extensive 
purging, laxative abuse, and low weight. Never­
theless, the patient's extensive reliance on restric­
tive dieting and purging behavior to organize 
her day would make response to outpatient 
interventions questionable. The rebound edema 
from discontinuing laxatives is likely to pro­
voke extreme anxiety, which can extinguish 
attempts to manage symptoms. Even if the 
eating symptoms are successfully targeted, it 
is quite possible that removal of the patient's 
eating symptoms would unmask a severely de­
pressed mood and would increase the risk of 
suicidal behavior. 

In responding to such a patient's request to 
be involved with the clinic, we would collabo­
rate with her to examine her motivation, her 
resources, and her commitment to treatment at 
this time. We would also assess her willingness 
to come into the hospital and her financial re-
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sources. Attempts would be made to involve 
this patient's family in treatment, beginning 
with the initial evaluation. We would want to 
know if her family actively supported treat­
ment, would stand passively in the wings, or 
would attempt to sabotage the patient's efforts. 

In this hypothetical account, Susan's brother 
and mother seemed concerned and motivated 
to do anything they could, including family 
therapy. Susan was very reluctant to consider 
coming into the hospital but was very inter­
ested in pursuing outpatient treatment. The 
evaluator was able to clarify for the family that 
this was a crisis in the patient's life and for the 
family, and that only under a very clear con­
tract would the clinic consider treatment on an 
outpatient basis. The patient would have to fol­
lowed medically by the clinic internist, and to 
come in twice a week for individual psycho­
therapy and once a week for family therapy. A 
specific contract would·be arranged regarding 
progress with the patient's symptoms, and hos­
pitalization would be mandated if this progress 
was not seen. 

As can be seen in the above description, a 
tremendous amount of work takes place during 
the initial phone call and intake evaluation. 
Though not every diagnostic question can be 
answered in the initial evaluation, we usually 
feel confident in initiating a treatment plan 
(e.g., hospitalization versus some form of out­
patient care). When a patient is brought into the 
hospital, formal testing is ordered to clarify the 
patient's dynamicS in order to rapidly mobilize 
the inpatient milieu. Outpatient therapists typ­
ically have more time to construct a dynamic 
formulation and so mayor may not request a 
formal assessment. 

The emergence of the patient's family as a 
source of support was unanticipated during 
the phone screening and proved to be the glue 
that held this outpatient intervention together. 
Resistance by the family would certainly have 
mandated that the evaluator insist on hospital­
ization, and the stage was set to provide hospi­
talization should the outpatient trial prove un­
successful. We feel that specialized programs 
need to be able to provide this level of sophisti­
cated assessment. 

Conclusions 

The rapid increase in the incidence of ano­
rexia and bulimia make these patients an at­
tractive target for program development. The 
seemingly homogenous presentation of bu­
limic and anorexic symptoms has facilitated 
their identification in both the clinical literature 
and the popular culture. Consequently, it( is 
easy to market services to these patients. Un­
fortunately, their seeming diagnostic homoge­
neity may make treatment strategies also ap­
pear homogeneous. It is our experience that 
such mistaken assumptions lead to treatment 
failures and staff frustration and affect the via­
bility of the program. 

As can be seen from this chapter, we believe 
that developing an eating-disorder program is 
very complicated. The overriding complication 
results from the diversity of the concomitant 
psychopathology in these patient groups. Pro­
grams must provide expertise in a wide range 
of services to meet a wide range of patient 
needs. Inpatient and ambulatory care, the eval­
uation and treatment of medical difficulties, 
nutritional education, symptom management, 
relationship-oriented treatment, and pharmaco­
logical therapy are the diverse components of 
the comprehensive program. Though special­
ization in the treatment of eating disorders is an 
essential component of a successful program, 
the program staff must be broadly trained and 
must have experience with a wide range of 
psychiatric difficulties in order to meet the het­
erogeneous needs of these patients. 
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CHAPTER 20 

Integration of Clinical 
Psychology into Adult and 
Pediatric Oncology Programs 

Steven M. Tovian 

Introduction 

This chapter is about the integration of clinical 
psychology into adult and pediatric oncology 
programs. Oncology programs in medical set­
tings are important areas of practice for clinical 
psychologists because of the numerous psy­
chosocial problems secondary to cancer. This 
chapter will identify these psychosocial prob­
lems, offer guidelines for assessment and inter­
vention, and discuss the development and 
maintenance of the clinical psychology pro­
gram within the cancer treatment center. 

Cancer is understood to be a disease of cells 
proliferating with disregard to the body's regu­
latory signals (De Vita, Hellman, & Rosenberg, 
1985). This proliferation causes tumors, or neo­
plasms, which are either benign or malignant 
(cancerous). The malignant tumors invade sur­
rounding tissue, organs, and organ systems 
and/or give rise to metastases, or secondary 
growths, to other parts of the body. 

Cancer, the second most common cause of 

Steven M. Tovian • The Evanston Hospital and North­
western University and Medical School, Evanston, Illinois 
60201. 

death in the United States, kills about 494,000 
Americans annually. For children aged 3 to 14 
and women aged 30 to 54, cancer is the leading 
cause of death. Overall, cancer death rates have 
declined slightly in the past 25 years, except for 
lung cancer, which is rising in incidence and 
mortality in both men and women. Recent esti­
mates indicate that 985,000 Americans develop 
cancer annually (Silverberg & Lubera, 1988). 

Cancer affects every age group, from new­
borns to the elderly, although more than one 
half of all cancer deaths occur in persons over 
65. From age 20 through 40 cancer is more 
common in women than in men, but between 
ages 60 and 80 more cancers occur in men. 
Overall, more men than women die of cancer. 
Despite these statistics, one of three persons 
diagnosed is cured (DeVita et al., 1985). 

It is estimated that, in 1985, cancer claimed 
about 1,700 children's lives from 6,000 diag­
nosed cases (Silverberg & Lubera, 1988). There 
are important differences between childhood 
and adult cancer. The most common cancers of 
adults, including lung, breast, colorectal, and 
skin cancer, are uncommon in children. Chil­
dren develop malignancies of rapidly growing 
body systems such as the central nervous sys-
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tem and connective tissue. Another difference 
is that childhood cancer is usually a highly 
malignant disease that has a significant impact 
on a growing and developing individual with 
immature organ systems and emotional devel­
opment (DeVita et ai., 1985). 

Psychosocial Issues Associated 
with Cancer 

Becoming a "cancer patient" results in facing 
the possibility of a disabling illness, pain, al­
tered goals, roles, plans, body disfigurement, 
separation from family, alienation of friends 
and peers, loss of or change in physical func­
tioning, and death. Cancer and its medical 
treatment are stressful life events (Burish & 
Lyles4 1983). Inherent in the illness and the 
treatment are changes in appearance and physi­
cal function, reduction in the sense of personal 
control, and a threat to one's life. Each forms a 
serious challenge to an individual's self-con­
cept (Kaufman, 1989; Wellisch & Cohen, 1985). 
Holland and Rowland (1989) provide an in­
depth discussion of the psychological care of 
the patient with cancer. 

Quality of Life 

The changes in physical functioning and 
comfort, psychological and social functioning, 
and a person's satisfaction with himself or her­
self are multifactorial constructs that help to 
define quality of life (Mulhern, Horowitz, Ochs, 
Friedman, Armstrong, Copeland, & Kuhn, 
1989). The disease itself can threaten the quan­
tity of life, and the changes and distress brought 
on by the diagnosis and treatment of cancer can 
threaten the quality of life (Rozensky, 1983). 
Psychologists, by virtue of their professional 
expertise and their role on the oncology team, 
are involved in assessment and interventions 
along quality-of-life dimensions. 

Cancer involves many distinct malignant 
diseases, each affecting a different organ or 
organ system. Depending on the type, location 
(site), and extent (stage) of the individual's can­
cer, the therapy may include surgery, chemo­
therapy, radiation therapy, hyperthermia treat-

ment, or a combination of these modalities, 
concurrently or sequentially. All adult and pe­
diatric patients experience a disruption of nor­
mal activities during the course of diagnOSiS 
and treatment. Treatment effects such as alo­
pecia (hair loss), nausea, vomiting, mouth 
sores, anorexia, pain, and malaise may be asso­
ciated with either chemotherapy or radiation 
therapy; pain may be associated with hyper­
thermia treatments; and altered body image 
and function may be associated with surgery. 
The time of onset and the duration of such 
effects are determined by the specific thera­
peutic modality used. Other psychological 
problems are determined by unique interac­
tions of the cancer, its treatment, and premor­
bid demographic and psychosocial features 
such as age, gender, and family constellation 
and functioning, as well as the psychological 
functioning and personal coping resources 
manifested by the patient before the diagnosis 
of cancer (Meyerowitz, Heinrich, & Schag, 
1983; Mulhern et al., 1989). 

Therefore, cancer can pose a wide variety of 
psychosocial problems, acute and chronic, for 
both the adult patient (e.g., Andrykowski & 
Redd, 1987; Friedenbergs, Gordon, Hibbard, 
Levine, Wolf, & Diller, 1981-1982; Gordon, Frie­
denbergs, Diller, Hibbard, Wolf, Levine, Lip­
kins, Ezrachi, & Lucido, 1980; Holleb, 1988; 
Lehman, DeLisa, Warren, deLateur, Bryant, & 
Nicholson, 1978; Wellisch, Landsverk, Gui­
dera, Pasnau, & Fawzy, 1983) and the pediatric 
patient (e.g., Carpenter & Onufrak, 1984; Koo­
cher, 1986; Koocher & O'Malley, 1981; S. B. Lan­
sky, List, & Ritter-Sterr, 1986; Van Dongen-Mel­
man, Pruyn, Van Zanen, & Saunders-Woudstra, 
1986; Varni & Katz, 1987). For example, in a 
study of 570 adult cancer patients, Wellisch et 
al. (1983) found the following prevalence rates: 
somatic side effects (83%); mood disturbance 
(44 %); medical equipment problems (34 %); im­
paired family relationships (32%); cognitive 
impairment (27%); treatment compliance prob­
lems (26%); financial difficulties or worries 
(20%); role difficulties in the family (17%); and 
problems with body image (8%). 

Koocher (1985) identified points of emotional 
vulnerability in childhood cancer at which 
strategic interventions are appropriate: receiv-
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ing the diagnosis; the onset of treatment; aver­
sive side effects from treatment; reaching the 
end of a prescribed treatment phase; reentry 
into school, family, work, and social life; recur­
rence or relapse; the terminal phase; and anni­
versary phenomena or life marker events for 
the survivor. The association between possible 
psychosocial issues and the phase of cancer is 
presented in Table 1. 

Developmental Perspective 

The age of the cancer patient has an impor­
tant effect on the type of assessment and inter­
vention used by the psychologist. 

Childhood 

The majority of the literature on childhood 
cancer is family-focused; a minority is focused 
on the child alone. Specifically, the emphasis is 
on the family's meeting the child's needs. The 
psychologist working in pediatric oncology 
needs to consider several factors. The present­
ing psychosocial problem will be primarily re­
active to the cancer and its treatment. In addi­
tion, the psychologist must consider the child's 
developmental level in understanding the con­
cepts of separation, illness, death, and mourn­
ing, as well as the child's defense mechanisms, 
coping styles, and fantasies, both positive and 
negative (e.g., illness as a punishment for bad 
behavior). There is the need for the child to 
have predictable daily routines for the family to 
maintain a cohesive unit to reduce the child's 
anxiety and depression. The use of play ther­
apy should be used as an individual means of 
expressing anger, hostility, and so on. During 
remission, it may be difficult for parents to 
treat their child normally, and management 
problems, possibly involving overprotective­
ness, overpermissiveness, and overindulgence, 
may result (Goldberg & Tull, 1983; Wellisch, 
1981). In addition, the psychologist may need 
to maintain dose liaison with school personnel 
on such issues as cognitive changes secondary 
to the disease process and the treatment effects 
that may affect learning and neuropsychologi­
cal functioning (Copeland, Fletcher, Pfeffer­
baum-Levine, Jaffe, Reid, & Maor, 1985). In 
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Table 1. Phase of Cancer 
and Possible Psychosocial Issuesa 

Prediagnostic 

Diagnostic 

Initial treatment 
Surgery 

Radiation 
therapy 

Chemotherapy 

Follow-up 

Recurrence and 
retreatment 

Disease 
progression 

Terminal 
palliation 

Constant overconcern with the pos­
sibility of having cancer 

Denial of the disease's presence and 
delay in seeking treatment 

Shock, disbelief 
Initial and partial denial 
Anxiety 
Anger, hostility 
Depression 

Grief reaction to changes in body 
image 

Postponement of surgery (avoid­
ance) 

Search for nonsurgical alternatives 
Fear of x-ray machines and side ef­

fects 
Fear of abandonment during treat-

ment 
Fear of side effects 
Conditioned emotional response 
Changes in body image 
Altruistic feelings 
Anxiety, isolation 
Return to normal coping patterns 
Fear of recurrence 
Shock, disbelief, denial 
Anxiety 
Anger 
Depression 
Frenzied search for new informa­

tion, consultants, alternative and 
unproven cures 

Fear of abandonment 
Loss and anger 
Anticipatory mourning 
Acceptance by patient and survivors 

'Adapted from L.c. Rainey, D. K. WeIlisch, E I. Fauzy; D. Wolcott, 
and R. 0. Pasnau (1983). 

such cases, the role of neuropsychological eval­
uation and referral of the patient (child or 
adult, when relevant) is important. Specific 
psychosocial problems related to childhood 
and adolescence are presented in Table 2. 

Adolescence 

In work with the adolescent, the intervention 
issues may be similar to the child's. However, 
there are unique developmental features inher-
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Table 2. Psychosocial Problems 
in Childhood and Adolescence" 

Infant and toddler 
Damage to the developing CNS 
Lack of opportunity to practice motor and interpersonal 

skills 
Separation-related anxieties 

Preschooler 
Damage to the developing CNS 
Lack of interaction with other children 
Lack of cognitive stimulation 
Feelings of guilt 
Lack of understanding of the disease 

School-aged children 
Learning disabilities 
Absence from school 
Diminished social interaction 
Parental overprotectiveness and lack of discipline 
Sibling rivalry 

Adolescent 
Perceived alienation of peers 
Compromised intellectual and physical well-being 
Absence from school 
Anxiety and uncertainty about the future 
Parental overprotection and lack of expectations 
Negative risk-taking behavior 

'Adapted from S. K. Maul-Mellott & J. N. Adams (1987). Childlwod 
Cancer: A Nursing Overview. Boston: Jones & Bartlett. 

ent in adolescence, involving the establishment 
of autonomy (emotional and economic) from 
the parents; psychosexual development, in­
cluding the acceptance of new sexual roles, 
new peer relations, and new social respon­
sibilities; and the development of a future ori­
entation, including preparation for an occupa­
tion and for marriage. Besides these unique 
developmental features, the psychologist may 
need to anticipate power struggles between the 
adolescent and the medical staff. The resolu­
tion of such power struggles may require in­
cluding the adolescent in as many treatment 
decisions as possible, so that the adolescent is 
an active participant in his or her own care. The 
psychologist may also need increased sensi­
tivity to the assault on psychosexual identity 
by treatment effects (e.g., loss of hair and pos­
sible sterility). This assault may require more 
honest and open communications between 
treatment providers and the adolescent (Wel­
lisch, 1981). 

Adulthood 

There are significant developmental land­
marks, such as marriage, the presence of chil­
dren, and retirement, that characterize adult­
hood. Mages and Mendelsohn (1980) discussed 
the effects of cancer in adulthood based on a 
life-stage developmental approach. The au­
thors divided adulthood into three stages: 
young adult (ages 18-35); midlife (ages 36-55); 
and older adult (ages 56-75). Different adap­
tive tasks are inherent in each developmental 
stage, which partly determine the modes of 
experiencing cancer and the personal resources 
available for coping. For example, the effects of 
sterility in testicular cancer are different for a 
25~year-old male who is engaged to be married 
and was planning to have children and for a 48-
year-old male with two grown children. This 
life-stage developmental approach provides a 
framework for patients to define reactions to 
cancer in terms of who they are, what they have 
experienced, and what they hope for the fu­
ture. 

Biopsychosocial Model 

An important model proposed by several 
authors (e.g., Andrykowski & Redd, 1987; Ba­
rofsky, 1981; Belar, Deardorff, & Kelly, 1987) for 
understanding the complex psychosocial prob­
lems experienced by the cancer patient involves 
a biopsychosocial orientation. According to 
this model, the patient's behavior and physical 
symptoms are related to (1) the disease process 
itself; (2) the treatment modalities; (3) the pa­
tient's interpersonal milieu; and (4) the envi­
ronment in which the medical treatment is re­
ceived. Such a model lends itself well to a 
precise format that can be used in any evalua­
tion. This format is summarized in Table 3. 

Psychological and physical symptoms may 
occur as a result of the cancer itself or as side 
effects of treatments, mostly chemotherapy 
and radiation. For example, Table 4 lists psy­
chological conditions associated with chemo­
therapy. Medical management of these symp­
toms is a primary concern of the oncologist. 
The psychologist should be in close consulta-
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Behavior 

Table 3. Problem Format 
from Biopsychosocial Model 

Isolation and withdrawal 
Loss of control 
Self-management 
Noncompliance 

Affect 
Depression 
Anxiety 
Anger 
Malaise 

Somatic conditions 
Nausea and vomiting 
Pain 
Sexual dysfunction 
Nutritional problems 
Alopecia (hair loss) 
Mouth sores 
Obesity 
Anorexia 
Cachexia 

Interpersonal conditions 
Communication with family 
Communication with medical staff 

Cognitive 
Cognitive impairment 
Lack of knowledge about the disease 
Health beliefs 
Perceived meaning of the illness 
Attitudes and expectations about the illness, the health 

care system 

tion with the oncologist in assessing whether 
these symptoms are directly affected by psy­
chosocial factors and can be targets of psycho­
social interventions (Andrykowski & Redd, 
1987). 

In Table 4, it can be seen that depression is a 
common iatrogenic effect of chemotherapy. De­
pressive symptoms can also be a result of dis­
ease-related factors such as hypercalcemia, 
liver failure, endocrine imbalances, tumor-pro­
duced psychoactive hormonal substances, de­
creased blood-oxygen levels, and central ner­
vous system metastases (Andrykowski & Redd, 
1987; Goldberg & Tull, 1983). Medical factors 
should be considered first when treating psy­
chological symptoms such as depression or 
anxiety. Depression that stems from psycho­
social origins is characterized by more overt 

335 

cognitive symptoms (e.g., expressions of guilt, 
helplessness, and hopelessness), intermittent 
symptomology (e.g., periodic expressions of 
normal mood), an absence of neurovegetative 
symptoms (e.g., lethargy, insomnia, and ano­
rexia), and no previous or family history of a 
major affective disorder (Andrykowski & Redd, 
1987). 

CUnical Assessment 

Goals 

The goals of psycholOgical assessment in on­
cology are to provide the psychologist with an 
understanding of the patient in his or her phys­
ical and social environment; the patient's rele­
vant psychological strengths and weaknesses; 
the evidence of psychopathology; the response 
to the disease and the treatment regimen; and 
an identification of the coping skills being used 
(Belar et ai., 1987). The psychologist would do 
well to follow the adaptive tasks that must be 
accomplished by any medical patient (Moos, 
1977). The psychologist should be aware of how 
the patient is coping with pain, incapacitation, 
and other symptoms. The patient's coping style 
in the hospital and in response to special treat­
ment procedures, as well as how the patient is 
developing and maintaining adequate rela­
tions with the health care staff, is important. 
Whether the patient is maintaining a reason­
able emotional balance, preserving a satisfac­
tory self-image, and maintaining a sense of 
competence and mastery should be assessed. 
Also, whether the patient is preserving rela­
tionships with family and friends and how the 
patient is preparing for an uncertain future 
need to be determined. 

Assessment of the adult and pediatric oncol­
ogy patient is often an ongoing process that 
depends on the referral question posed to the 
psychologist. The extent of the referral ques­
tion depends on the role of the psychologist in 
the oncology program. From this author's expe­
rience at a cancer care center in a hospital, a 
majority of the referrals involve psychological 
and psychophysiological reactions to cancer 
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Table 4. Possible Psychological Reactions Associated with Chemotherapy AgentS" 

Steroids 
Prednisone 

Agent 

Dexamethasone (Decadron) 
Methylprednisone (Medrol) 

Alkylating agents 
Dacarbazine 
Hexamethylmelamine 
Mechlorethamine (Mustargen) 
Cyclophosphamide (Cytoxan) 

Antimetabolites 
Methotrexate 
Fluorouracil 

Enzymes 
L-Asparaginase 

Antibiotics 
Mithramycin 

Vinca alkaloids 
Vmblastine 
Vincristine (Oncovin) 
Vindesine 

Miscellaneous agents 
Tamoxifen citrate 
Procarbazine hydrochloride 
Mitoxantrone 
Interferon 
Procarbazine 
Mitotane 
Cyclophosphamide + Methotrexate + 5-Fluorouracil 
5-Azacytidine 

Nature of reaction 

Depression, irritability, euphoria, psychosis 
Depression, irritability, euphoria, psychosis 
Depression, irritability, euphoria, psychosis 

Depression 
Depression 
Delirium, toxic encephalopathy 
Transient delirium 

Dementia, depression 
Delirium, ataxia 

Confusion, depression, paranOia, psychosis 

Agitation, delirium 

Agitated depression 
Alterations in sensations, muscle weakness, depression 
Muscle weakness 

Weight gain, depression 
Depression, confusion 
Fatigue 
Anorexia, weight loss 
Delirium 
Delirium, severe depression 
Agitated depression 
Depression 

-Adapted from R. Goldberg and R. M. Tull (1983); D. K. Wellisch and R. S. Cohen (1985). 

and cancer treatment. Secondary types of refer­
rals involve the somatic effects of psychological 
distress and the psychological complications of 
cancer. The parameters for possible referrals 
for psychological intervention are summarized 
in Table 5. These parameters can be used in 
suggesting to medical and nursing staff when 
to make referrals (Rainey, Wellisch, Fawzy, 
Wolcott, & Pasnau, 1983). 

Methods oj Assessment 

Clinicians should not be wedded to one 
method or process of assessment, . although a 
good clinical interview is the core method. 
Multimeasure methods, including formal ob­
servations and patient diaries, with convergent 
hypothesis testing are often most appropriate 

(Belar et al., 1987). Traditional, broad-based 
psychological assessment instruments used in 
personality assessment (e.g., the MMPI, the 
Rorschach, and the TAT) are used only when 
referral questions concerning psychosomatic 
factors are involved and a past history of psy­
chiatric dysfunction is suspected (Barofsky, 
1981). 

Interview 

The interview can elicit current and histori­
cal data across the biopsychosocial areas. The 
interview can also be used to develop a suppor­
tive working relationship with the patient, the 
family, and significant others. It is important 
for the psychologist to understand his or her 
own stimulus value with cancer patients when 
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Table 5. Guidelines for Possible Referrals 
for Psychological Interventiona 

1. The patient's emotional response interferes with his or 
her ability to seek appropriate treatment or to cooperate 
with the necessary procedures. 

2. The patient's emotional response causes greater distress 
than the disease itself or increases disease-related im­
pairment. 

3. The patient's emotional response interferes with his or 
her activities of daily living at home, work, or school. 

4. The patient's emotional response results in a curtailing 
of his or her usual sources' of gratification. 

5. The patient's emotional response results in personality 
or behavioral disorganization and is so severe and 
grossly inappropriate that it results in the misinterpreta­
tion and distortion of environmental events 

6. The patient has a history of psychiatric disorders, sub­
stance abuse, or suicide attempts. 

7. The patient has limited social support. 
---

aAdapted,from D. K. Wellisch and R. S. Cohen (1985) 

interpreting interview data (Belar et aI., 1987). 
Depending on the referral question, the prefer­
ence of the psychologist, the time constraints, 
and the mental status of the patient, interviews 
may be structured, semistructured, or un­
structured. 

Goldberg and Tull (1983) provided an excel­
lent example of a data base and semistructured 
interview for cancer patients and significant 
others. The interview questions should include 
information about how the patient (or a signifi­
cant other) became aware of the cancer and 
what were the factors or people that influenced 
the decision to seek a medical diagnosis. The 
patient's ideas about the cause of the cancer are 
crucial. Information about the patient's (or the 
family's) reactions to the diagnosis is also very 
important. How the diagnosis was explained 
and what the patient's (or the family's) thoughts 
and feelings were in response to the diagnosis 
are questions necessary to ask in the interview. 
Further information about who in the family 
was most affected and about whether or not 
everyone in the patient's family is aware of the 
diagnosis is important. Questions about how 
the patient (or a significant other) feels he or she 
will do with cancer, as well as about the pa­
tient's view of the future, should be included, 
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along with whether the illness has been dis­
cussed with the patient's employer or teacher 
and what the reactions have been at work or at 
school or with friends. Questions identifying 
how relationships with friends and family have 
changed and whether the patient knows others 
with cancer and how they managed should be 
included. Identifying what has been the big­
gest problem(s) since diagnosis is crucial. For 
example, have financial concerns been impor­
tant? Questions about the importance of reli­
gion in the patient's life and whether religious 
or philosophical beliefs have changed as a re­
sult of cancer need to be included. Identifying 
major crises or loses in the patient's life before 
the cancer diagnosis and noting how the pa­
tient managed or coped with these can offer 
predictions about how the patient may respond 
in the future. Inquiries about the personal and 
family history of substance abuse and/or psy­
chological disturbance requiring treatment are 
recommended. Finally, questions should be 
asked about how treatment has been at this 
particular center and about whether the patient 
(or the family) has thoughts about seeking 
other treatments. 

In assessing family functioning, Welch-Mc­
Caffrey (1988) recommended that interviews 
assess family structure (e.g., how the family is 
organized and what patterns characterize their 
interactions), family boundaries (e.g., who is 
allowed to participate in the family system and 
whether they will permit outside intervention), 
and family function (e.g., what the process is 
by which the family operates). The latter in­
volves assessing family communication pat­
terns, the environment where communication 
takes place, the health status of the other mem­
bers (including their resources and the prox­
imity of family members), whether unresolved 
problems existed before the cancer diagnosis, 
and whether the roles within the family are 
assigned or assumed. Wellisch and Cohen (1985) 
identified variables that characterize high-risk 
families and that often require referral for ther­
apeutic intervention: minimal contacts with or­
ganizations or groups in the community; inflex­
ible role relationships; an imbalance of power 
in making decisions; and low autonomy within 
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family relationships resulting in inhibited per­
sonal growth for the members. 

Questionnaires 

There have been a number of attempts to de­
velop narrowly focused questionnaires normed 
on adult cancer populations. However, given 
the heterogeneity of pediatric cancer, it is diffi­
cult to obtain, even at larger institutions, suf­
ficiently large disease- or treatment-specific 
samples to permit controlled studies of the fac­
tors affecting both the quality of life and psy­
chosocial reactions to cancer in children (Mul­
hern et al., 1989). The Play Performance Scale 
for Children (PPSC: L. L. Lansky, List, Lansky, 
Cohen, & Sinks, 1985) has been used with pe­
diatric oncology patients but requires further 
validational studies (Mulhern et al., 1989). The 
Quality of Life Index (Spitzer, Dobson, Hall, 
Chesterman, Levi, Sheperd, Battista, & Catch­
love, 1981) and the Functional Living Index for 
Cancer (Schipper & Levitt, 1985) are two qual­
ity-of-life measures normed on adult cancer 
populations; they measure physical well-be­
ing, physical abilities, emotional states, social 
support, and future outlook. 

The Cancer Inventory of Problem Situations 
(CPIS; Ganz, Rofessart, Polinsky, Schlag, & 
Heinrich, 1986; Schag, Heinrich, & Ganz, 1983) 
is a questionnaire containing 144 statements 
describing problems that adult canc~r patients 
may face daily. The problems are divided into 
subscales that include functional health, diffi­
culty communicating with medical staff, chemo­
therapy-related problems, communications at 
work, cognitive problems, body image, weight 
maintenance, communication with family and 
friends, compliance, anxiety in medical situa­
tions, and sexual dysfunction. The Psychologi­
cal Adjustment to Illness Scale-Self Report 
(PAIS-SR; Derogatis, 1986) has been recently 
normed on lung cancer and mixed-diagnosed 
adult cancer patients (Derogatis, 1989). The 
PAIS-SR is a 46-item questionnaire developed 
to reflect adjustment in seven psychosocial do­
mains; health care orientation, work, family, 
sexual relationships, extended family relation­
ships, social and leisure areas, and psychologi-

cal distress. The Profile of Mood States (POMS) 
has also been recently normed on adult cancer 
patients on entering treatment protocols for 
various cancer diagnoses (Cella, Tross, Orav, 
Holland, Silberfarb, & Rafla, 1989). The POMS 
is a 65-item adjective checklist developed to 
measure the following moods: tension, depres­
sion, anger, vigor, fatigue, and confusion. Mor­
row (1986) developed a questionnaire, the Mor­
row Assessment of Nausea and Emesis, that 
assesses nausea and emesis in adult patients 
undergoing chemotherapy. The questionnaire 
can serve as a pre- and postmeasure of change 
when specific behavioral interventions are used 
for this problem. (These interventions are dis­
cussed in greater detail later in this chapter.) 
According to the biopsychosocial model dis­
cussed previously, specific variables such as 
depression, anxiety, and pain, for example, can 
be assessed by existing and validated question­
naires reviewed by Belar et al. (1987). 

The purpose of a clinical assessment of the 
oncology patient is to understand the patient 
and his or her problem so as to develop a treat­
ment strategy or a management decision. The 
psychologist need not be wedded to a particu­
lar assessment strategy. With the interview as 
the core technique, supported by any of the 
previously mentioned questionnaires, flexibil­
ity in approaches may be an asset in view of the 
complexity of the psychosocial variables in­
volved. 

Clinical Interventions 

Goals 

A goal of any clinical intervention is to en­
able the patient to function physically, socially, 
and emotionally at the highest level possible 
within the constraints of the disease and the 
treatment. Interventions can also enable the 
patient to make adaptive decisions regarding 
the treatment, to mobilize and potentiate her or 
his support system, to increase her or his locus 
of personal control, and to mourn losses (e.g., 
dreams, plans, goals, relationships, physical 
functioning, and body parts). Finally, clinical 
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interventions can help the patient to make real­
istic plans for the future and can assist the 
patient in issues around terminality and mor­
tality, if appropriate (Wellisch & Cohen, 1985). 

Koocher (1985) identified additional goals for 
intervention with children and adolescents, 
such as assisting the child and the family to 
anticipate events that mayor may not happen. 
This anticipation may involve preparing for 
hospitalization or stressful medical procedures 
(e.g., rehearsal through play, desensitization, 
and stress inoculation). Unfamiliarity can elicit 
anxiety in children. 

Providing educational material about cancer 
geared to the child's own language, develop­
mental stage, and unique viewpoint is impor­
tant for both children and their families. Koo­
cher recommended actively soliciting the child's 
feedback about what he or she understands 
about the illness and the treatment. Finally, 
interventions should emphasize open commu­
nication and should increase, sustain, and en­
hance the child's or adolescent's internal locus 
of control. Increasing locus of control may in­
clude allowing the child or the adolescent an 
increased role in scheduling activities or treat­
ments in the inpatient milieu as well as in dis­
charge planning. 

SPecial Considerations 

Clinical interventions with cancer patients 
require understanding of the patient's age and 
type of problem. Interventions also require 
flexibility compared to traditional interven­
tions in clinical psychology. Patients and their 
families may need to be seen at regular inter­
vals incorporating planned, and at times un­
planned, interruptions, depending on the stage 
of illness, the treatment regimen, and the pa­
tient's needs. The psychologist often needs to 
be prepared for relatively rapid changes in the 
physical appearance of patients (e.g., hair loss 
and weight loss) after the resumption of treat­
ment. The psychologist can also expect outpa­
tient cancellations due to low stamina, low 
blood counts, and periodic days of poor health. 
The duration of many sessions in the course of 
an intervention may have to be reduced for 
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these same reasons. Also, the scheduling of 
outpatient appointments are best made well 
after chemotherapy sessions. 

The psychologist can also expect shorter du­
ration in inpatient sessions due to patient fa­
tigue, the schedule of numerous medical tests, 
and visitors. Scheduling inpatients can be diffi­
cult because patients are often off the unit for 
radiation treatments or diagnostic tests. It is 
best to schedule inpatient sessions with the 
primary nurse or the unit secretary and then 
with the patient. The psychologist should also 
be prepared to see inpatients, at time, partially 
clothed. Touching patients, including gently 
holding a patient's hand for reassurance or 
helping a patient in and out of bed, differs 
dramatically from established norms in tradi­
tional clinical psychology interventions (Belar 
et ai., 1987). 

Finally, cancer can be a terminal illness. The 
reader is advised to review the psychological 
literature on terminal illness (e.g., Rando, 1984; 
Sobel, 1981; Worden, 1982). The dynamics of 
death involve not only the patient, but the pa­
tient's family and friends and the medical staff 
as well. Grief and mourning processes go well 
beyond the point of death, and the psycholo­
gist can be helpful to family, friends, and staff 
during this period. The psychologist should 
recognize how his or her own unresolved feel­
ings regarding death may influence counter­
transference and the delivery of services to the 
dying cancer patient. 

1reatment 

Individual 

Wellisch (1981) noted that the overall goals of 
individual psychotherapy with the cancer pa­
tient are to strengthen defenses, enhance cop­
ing skills, and reduce the fear of isolation. The 
author cautioned against taking too passive a 
stance in treatment and interpreting or reduc­
ing patient defenses, because they protect the 
patient from deep, primitive fears associated 
with mortality and death. Wellisch and Cohen 
(1985) recommended that the therapist assume 
a more active, more supportive, and more self-
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revealing stance with the cancer patient than in 
more traditional individual psychotherapy. 
Weisman (1979) reinforced the active use of 
empathy, the clarification of patient responses, 
open-ended questioning, and respect for the 
patient's resistance. Weisman, Worden, and 
Sobel (1980) took an active, direct individual 
psychotherapeutic approach that includes the 
identification of primary affect, training in 
problem solving, relaxation training, and in­
quiry into existential issues. 

Gordon et al. (1980) compared the effects of 
psychosocial counseling with groups of pa­
tients with three kinds of cancer (breast cancer, 
lung cance~ and melanoma) after participation 
in a systematic program of psychosocial reha­
bilitation versus a no-treatment control group. 
The results of the study suggest that those 
patients in counseling showed a more rapid 
decline in negative affect scores (e.g., anxiety 
and hostility) and a more realistic outlook on 
life than the control subjects. The treatment 
group also showed a greater (but statistically 
nonsignificant) number of subjects who re­
turned to work. Compared with controls, the 
treatment group also showed a pattern of more 
active use of time. The authors also found that 
lung cancer patients needed the most psycho­
social care, and the melanoma patients the 
least. The authors suggested that cancer is not a 
unitary psycholOgical problem, and that the 
stage of illness should be assessed for its unique 
effect on each patient. 

Feinstein (1983) thoroughly reviewed the lit­
erature on individual psychotherapy with can­
cer patients and identified eight variables in 
cases in which improvement in disease status 
has been associated with individual psycho­
therapeutic intervention. The variables include 
altering stress conditions and their manage­
ment; working through unresolved grief; stim­
ulating the will to live; promoting realistic, pos­
itive expectations; mobilizing psychological 
capacities for psychophysiological control; 
constructively handling denial; increasing ap­
propriate emotional expression; and strength­
ening specific personal traits of patients who 
go into remission. Feinstein concluded that 
more research is needed to match specific in-

terventions with each variable and to investi­
gate whether changes in a variable influence 
the course of cancer. 

The effect of emotions on the etiology and 
progression of cancer is an important issue that 
emerges frequently in working with the cancer 
patient. This is most likely a result of the popu­
lar support of such books as Getting Well Again: 
A Step-by-Step Guide to Overcoming Cancer for 
Patients and Their Families (Simonton, Mathews­
Simonton, & Creighton, 1978) and Love, Medicine 
and Miracles (Siegel, 1986). The clinical psychol­
ogist is well advised to maintain a consistent 
scientist-practitioner approach to this issue 
and to keep well versed in the area of psycho­
neuroimmunology (Kiecolt-Glaser & Glaser, 
1987; Levy, 1986; Levy, Herberman, Lippman, 
& d'Angelo, 1987). The role of psychosocial fac­
tors in the development and progression of 
cancer reflects, in part, our culture's attitudes 
toward health and illness. These attitudes in­
clude a belief in the power of the individual 
over adverse forces or circumstances, the need 
to understand and control the unknown, the 
way in which the public reacts to research data, 
and. the way in which our society regards ill­
ness, particularly cancer (Dreher, 1987). 

The role of behavior in the etiology of cancer 
is clear. Lifestyle factors are known to increase 
the risk of getting many cancers. Tobacco use, 
dietary factors, alcohol use, overexposure of 
skin to sunlight, and sexual practices contrib­
ute to the development of approximately 75% 
of cancers (Levy, 1986). However, there is still 
not enough evidence from reliable prospective 
studies to show that personality factors, emo­
tional states, or life events are contributing 
causes of cancer. In terms of behavior and ill­
ness progression, variables such as noncom­
pliance or delays in screening or detection ac­
tivities can result in cancer progression. As far 
as results from controlled studies are con­
cerned, there is a difference between the use of 
relaxation to control certain side effects of che­
motherapy and the use of relaxation for direct­
ing the immune cells to destroy cancer cells. 
The emerging field of psychoneuroimmunol­
ogy will hopefully begin to resolve questions 
about emotions, cance~ and immune response. 
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Group 

Group therapy with cancer patients has been 
used in various circumstances, settings, and 
styles. Group therapy can include patients only 
or patients plus family members (Wellisch & 
Cohen, 1985). Various forms of group therapy 
include patient education, coping-skill train­
ing, and support groups (Lieberman, 1987; 
Monaco, 1987). Groups should not be started or 
run casually. They should be thought through 
and custom-designed in a fashion that takes 
into account the training and supervision of the 
psychologist and the nature and problems of 
the population served (Goldberg & Tull, 1983; 
Wellisch, 1981). Groups can serve more patients 
than individual therapy, thus making better 
use of the psychologist's time. The patient ben­
efits include mutuality, feeling less alone with 
problems, and increasing the bases of social 
support. Goldberg and Tull (1983) offered the 
following guidelines in establishing group 
therapy within oncology programs: (1) identify 
the goals of the group (e.g., education, sup­
port, and problem solving); (2) decide whether 
the group will be opened or closed (e. g., ongo­
ing or time-limited); (3) decide how the pa­
tients will be screened (e.g., number of group 
members, age, diagnosis, and stage); (4) deter­
mine how the group will be offered to potential 
members (e.g., peer support groups or multi­
ple family groups); (5) decide what supervision 
is available; (6) decide what record keeping is 
involved; (7) decide what the nature of the 
group process is (e.g., information and educa­
tion, or exploratory); and (8) decide how the 
group fits into the treatment process (e.g., the 
physician and nurse input). 

TeIch and TeIch (1985) provided a thorough 
critical review of support group therapy, medi­
cal education groups, and problem-oriented 
approaches with coping-skill training. These 
authors compared support groups, no-treat­
ment controls, and coping-skill training groups 
across measures of behavioral and affective 
dysfunction and found the coping-skill train­
ing groups superior. TeIch and TeIch used cop­
ing with stressful medical procedures, com­
municating with physicians, increasing the 
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activities of daily living, the personal manage­
ment of time and physical appearance, and the 
management of distressing affect as problem 
areas in the coping-skill groups. Behavioral 
strategies such as homework assignments, self­
monitoring, goal setting, behavioral rehearsal, 
and modeling were also used in the coping­
skill training groups. Problem-oriented group 
(or individual) intervention approaches (e.g., 
Sobel & Worden, 1982) show great promise in 
integrating clinical psychology into oncology 
programs. 

Family 

Family therapy involves meetings with the 
whole or parts of the patient's family unit. Like 
individual functioning, family functioning may 
be conceptualized in terms of developmental 
issues (e.g., newlywed phase, parentaladapta­
tion phase, nurturing phase, and maturity 
phase), and these issues will determine the 
number of members involved in therapy (Welch­
McCaffrey, 1988). Wellisch and Cohen (1985) 
outlined two key issues in family therapy with 
the cancer patient. First, family therapy can 
improve communication about the illness and 
its impact on family relations. Second, therapy 
can develop more favorable family-based sup­
port for both the patient and other family mem­
bers. Wellisch (1981) identified four central 
tasks in family therapy with cancer patients: (1) 
teaching the family how to communicate with 
the patient; (2) giving attention to and manag­
ing affirmative intimacy and emotional bound­
aries (e.g., focusing on the "forced" together­
ness that can develop between an adolescent 
and his or her father with cancer when separa­
tion would be foremost in the absence of the 
illness); (3) determining the effects of cancer on 
the dependence-independence axis of the fam­
ily and/or marital relationship; and (4) manag­
ing family frustrations regarding the burdens 
and limits of cancer, which may be turned on 
the medical staff and on each family member. 
Wellisch also cautioned the psychologist who 
is doing family therapy to avoid overidentifica­
tion with the family and their working through 
unresolved personal loss, pushing too much 
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change too quickl)" overprotecting the cancer 
patient, and alliance with the family against 
the oncologist in a bid to compete with the 
physician for "control" of the patient and the 
family. 

Marital Therapy. Significant others can playa 
major role in helping the cancer patient to cope. 
Although much of the literature on marital 
therapy involves the effects of breast cancer on 
couples (e.g., Pederson & Valanis, 1988), many 
guidelines inherent in family therapy are ap­
propriate to the marital dyad as well. The 
spouse or the significant other of the cancer 
patient faces many extreme stresses and is of­
ten overlooked in evaluation and intervention. 

Sex Therapy. An important area of the marital 
relationship involves sexual function. Cancer 
patients and their partners often require educa­
tion and support as physical problems or psy­
chological problems caused by either the dis­
ease or its treatments emerge (Glasgow, Halfin, 
& Althausen, 1~87; Schain, 1987). Sex therapy is 
generally short-term (6-12 sessions) and typ­
ically includes a combination of education, 
support, and behavioral techniques directed at 
resolving conflicts that inhibit sexual function­
ing and at enhancing sexual activity within the 
limits of capability for both partners (Derogatis 
& Kourlesis, 1981; Schover, 1988a,b; Wellisch & 
Cohen, 1985). 

Cognitive-Behavioral Therapy 

Andrykowski and Redd (1987) offered a tho­
rough review of cognitive-behavioral interven­
tions in cancer care. According to these authors, 
the primary goals and features of cognitive­
behavioral interventions are (1) the remediation 
of concrete symptoms; (2) individualization in 
accordance with the patient's experience and 
preferences; (3) a time-limited course; (4) eval­
uation in terms of observable changes in pa­
tient behavior; and (5) change or maintenance, 
based on the patient's response. Cognitive-be­
havioral interventions tend to be less intrusive 
than psychopharmacological interventions, to 
increase the patient's locus of personal control, 
and to decrease the patient stigma of having 

"psychiatric problems" and can serve as a 
means of developing the initial rapport needed 
to intervene with other problems. The authors 
also noted that cognitive-behavioral interven­
tions are typically unlikely to challenge the 
competencies of other members of the health 
care team and thus deemphasize "turf" issues. 
Because of the training of clinical psychologists 
in behavioral techniques, such interventions 
appear to be a "natural" contribution of the 
clinical psychologist to the oncology team. 

Aversion Reactions to Chemotherapy. No other 
single problem area in oncology has used more 
cognitive-behavioral interventions than aver­
sion reactions to chemotherapy. In addition to 
serve nausea and emesis following chemo­
therapy treatments, at least 25% of chemo­
therapy patients develop anticipatory side ef­
fects (Andrykowski & Redd, 1987). Nausea or 
emesis may occur as patients approach the hos­
pital for treatment, when they enter the oncol­
ogy clinic, when they see the oncology nurses, 
or as the nurse prepares the infusion. Some 
patients report feeling nauseated when they 
talk about treatment (cognitive mediation); 
others report feeling nauseated an entire day 
before treatment. Anticipatory nausea or eme­
sis is the result of respondent or classical condi­
tioning. Through repeated association with 
chemotherapy and its aversive aftereffects, pre­
viously neutral stimuli (e.g., the sights, smells, 
and sounds of the treatment environment) ac­
quire nausea- or emesis-eliciting properties 
(Andrykowski & Redd, 1987). In reviews of 
over 30 individual-case and controlled studies 
on the biobehavioral treatment of anticipatory 
nausea and vomiting (ANV), Morrow and Dob­
kin (1988) and Morrow (1989) concluded that 
progressive relaxation training appears to be 
effective in controlling posttreatment nausea 
and vomiting and that systematic desensitiza­
tion appears to be effective in controlling both 
anticipatory and posttreatment nausea and 
vomiting. The authors found that studies on 
hypnosis, although methodologically weak, 
provide some support for its use with children 
experiencing ANY. Multiple-muscle-site EMG 
biofeedback has also been used successfully to 
augment the relaxation training in both pro-
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gressive relaxation and systematic desensitiza­
tion (Burish, Shartner, & Lyles, 1981). 

In using this type of intervention with adult 
cancer patients experiencing ANY, it is impor­
tant to discuss the notion that the patient is not 
responsible for the problem and is not being 
noncompliant with the medical regimen. Ex­
plaining the classical conditioning paradigm, 
as well as offering prevalence data to patients, 
helps in reducing the guilt and despondency 
connected with not being an "ideal" patient. 
This author has also found that using a flexible 
approach in developing a hierarchy for sys­
tematic desensitization, as well as hierarchy 
that includes imagery of times before the day of 
treatment, activities in preparation for the day 
of treatment, the car ride to the treatment cen­
ter and that involves multiple senses (e.g., 
sight, sound, taste, and smell) in the waiting 
room and the treatment room, increases the 
chances of success. In designing the cancer 
center in which this author works, care was 
taken to design each treatment room with a 
different color and decor to address and mini­
mize repeated exposure to the same environ­
mental stimuli from session to session. Re­
search has yet to be carried out to determine 
whether this design has reduced the condition­
ing effects. 

Stressful Procedures. The use of cognitive-be­
havioral interventions with stressful medical 
procedures, a problem for both the patient and 
the staff administering the procedure, was re­
viewed by Gill (1984). A comprehensive inter­
vention package by Jay and Elliot (1984) was 
found to be especially useful for children who 
feared painful bone-marrow aspirations and 
lumbar punctures. This approach included 
filmed modeling, reinforcement for the child, 
breathing exercises, distractive emotive imag­
ery, and behavioral rehearsal with dolls so that 
the child identifies with the staff, becomes de­
sensitized to the actual treatment, and prac­
tices novel coping techniques. This author has 
used breathing exercises and distractive emo­
tive imagery in assisting adult cancer patients 
to tolerate increasing amounts of time in often 
painful hyperthermia treatment (Rozensky, 
Honor, Tovian, & Herz, 1985). 
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In summary, intervention strategies with 
cancer patients based on cognitive-behavioral 
and problem-oriented techniques have been ef­
fective in controlled studies. Such interventions 
offer the psychologist a solid basis for develop­
ing a professional presence in oncology. 

Developing and Maintaining 
the Program 

Purpose and Goals 

The general purpose of integrating clinical 
psychology into adult and pediatric oncology 
programs is to enhance patient care. The pa­
rameters for integrating clinical psychology 
into oncology programs include who does what, 
to whom, when, and with what effects (Silber­
farb & Bloom, 1982). The targets for interven­
tion may include the patient, the family, both, 
and/or the professional staff. Interventions may 
include only high-risk patients, for example, 
but all interventions should be based on a 
sound assessment of the patients' problems, 
needs, deficits, and strengths. Interventions 
may be most effective when provided on de­
mand, on early identification of problems, at 
common crisis points, or as primary prevention 
at the time of diagnosis or of treatment initia­
tion. The clinical psychologist needs to con­
sider the possible discrepancy between the de­
mands of a particular oncology program and 
his or her ability to respond to those demands. 
Inpatient interventions, for example, often re­
quire more immediate solutions in the context 
of a time-limited hospitalization, whereas out­
patient interventions may involve somewhat 
longer time periods. 

Scope of Services 

Oncology programs in the medical center 
offer the clinical psychologist opportunities to 
apply the full spectrum of clinical psychologi­
cal, neuropsychological, and health psychol­
ogy services. In addition to providing interven­
tions for psychological reactions to cancer, the 
psychologist may need to provide services 
(e.g., the traditional mental health service) to 
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those patients with psychological dysfunctions 
that predate the cancer diagnosis. The psychol­
ogy program can offer neuropsychological ex­
pertise (e.g., neuropsychological assessment) 
when cancer, as well as its treatments, affect the 
central nervous system. Problems involving 
compliance with the medical regimen, the 
management of stressful medical procedures, 
pain problems, and the iatrogenic emotional 
effects of chemotherapy involve health psy­
chology services. Finally, programs involving 
smoking and tobacco cessation, breast self-ex­
amination, and other lifestyle modification ap­
proaches also use health psychology services. 

New Program Guidelines 

In developing a model for inpatient pediatric 
oncology consultation, Koocher, Sourkes, and 
Keane (1979) found the following guidelines 
essential in the establishment of their program: 
(1) assess the staff's perceived needs by evaluat­
ing the types of psychological problems en­
countered and the types of interventions that 
are of greatest value; (2) offer a routine, predict­
able presence so that the staff can plan for the 
optimal use of the psychologist's time, and so 
that the permanent staff get a sense of "stabil­
ity" in a place where frequent staff turnover is 
common; (3) maintain adequate role definition 
and separation via open communication to pre­
vent the formation of manipulative relation­
ships between patients and staff; (4) teach the 
staff to be more attuned to patient psychologi­
cal issues; (5) use teaching conferences to in­
volve the staff in psychological intervention; 
and (6) stress a collaborative team effort. Prompt, 
timely follow-up of referrals and concrete, suc­
cinct, practical communications via charting 
and reports are also encouraged in developing 
either inpatient or outpatient programs (Belar 
et al., 1987; Meyer, Fink, & Carey, 1988). 

Psychologists' Role 

The goals of a clinical psychology program in 
oncology can be accomplished by the psycholo­
gist acting as a direct service provider, a consul­
tant, a program administrator, a researcher, 

and a teacher and trainer. These roles are not 
mutually exclusive and may depend on the 
number of professionals and the resources 
available. The role of the psychologist also de­
pends on the needs and qualities of any spe­
cific medical center and on whether a psychol­
ogy program has been established. 

Stone (1983) outlined graduate training re­
quirements in health psychology that are appli­
cable to work in oncology. The psychologist 
choosing to work in oncology should strive to 
develop a high tolerance of frustration, an un­
derstanding of his or her own stimulus value 
(as rapport with patients must often be estab­
lished quickly), an avoidance of professional 
fanaticism, an acceptance of some reliance on 
another field (oncology) for working with di­
verse sets of data, and expertise in working 
with death and dying (Belar et al., 1987). 

Direct Service Providers. All cancer patients 
do not require psychotherapeutic intervention 
(Weisman, 1979). When a need for intervention 
exists, a number of patients do not desire inter­
vention (Liss-Levinson, 1982a,b; Worden & 
Weisman, 1980). For these reasons, as well as 
because of staffing constraints, psychologists 
may not see every patient in a major oncology 
program. When providing direct service to on­
cology patients, the psychologist often sees pa­
tients formally referred by the oncologist and/ 
or by the nursing staff. The merits of having the 
psychologist see all the patients within a pro­
gram versus seeing patients on referral only are 
discussed by Bleiberg, Ciulla, and Katz in 
Chapter 22 of this book. 

Whether the psychologist sees all patients or 
only those referred, developing professional 
alliances with physicians and nursing staff is 
crucial. The psychologist needs to be aware of 
referral patterns and customs within the medi­
cal center. Identifying those physicians and 
nurses in oncology and related fields who are 
sensitive to psychosocial issues is important. 
Power struggles with the medical staff should 
be avoided. The objective of good patient care 
should be overriding. The psychologist can 
make positive use of being "outside" the medi­
cal hierarchy as a guideline for improving com-
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munication with physicians, as well as for serv­
ing as a patient advocate on psychosocial issues. 

Participating in case conferences and provid­
ing in-service programs for oncology staff are 
excellent methods of establishing and reinforc­
ing referral patterns. These activities enable the 
psychologist to understand the needs of poten­
tial referral sources, to sensitize the medical 
staff to the psychological factors in oncology, 
and to educate the staff in his or her areas of 
interest and expertise. Maintaining flexibility 
in intervention approaches (i.e., combining in­
dividual and family therapy when appropriate) 
appeals to many oncologists. The appeal of 
such flexibility tends to be in avoiding exces­
sive referrals, possible delays and overlap in 
treatment, and confusion in implementing a 
treatment plan. Additional guidelines for par­
ticipating in case conferences include having 
recent knowledge of the patient's chart and 
keeping abreast of the literature (including spe­
cialized journals such as the Journal of Psychoso­
cial Oncology, Cancer, CA-A Journal of the Amer­
ican Cancer Society, and Behavioral Medicine 
Abstracts). 

Indirect Consultation. The psychologist does 
not actually see the patient in the indirect con­
sultation. Indirect consultation takes several 
forms. In one model, the psychologist presents 
information in seminars, conferences, oncol­
ogy section meetings, and in-service training 
or continuing-education programs. This model 
was used successfully by Koocher et al. (1979) 
in establishing a program on an inpatient pedi­
atric oncology unit. The model can be used to 
gain recognition by medical staff and can be 
used to prepare staff for making appropriate 
referrals for direct intervention. This model 
also involves consultation to medical-center­
based hospice programs. 

A second form of indirect consultation in­
volves assisting another professional in the use 
of psychological interventions within tradi­
tional medical treatments. For example, the 
psychologist consults with an oncology nurse 
about implementing a variation of progressive 
relaxation exercise with a particular patient be­
fore chemotherapy. Another example involves 
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the psychologist consulting with a physical 
therapist about initiating a contingency man­
agement program to increase ambulation in a 
youngster with a below-the-knee amputation. 
The constraints on this model involve an ab­
sence of financial reimbursement for the psy­
chologist's time, as well as pOSSible limitations 
in the scope of the services that can be offered 
by the psychologist. 

The psychological needs of both the patient 
and the staff inevitably become part of the 
treatment process in oncology. The psycholo­
gist can provide clarification of and insight into 
such issues in staffing conferences. At these 
conferences, the psychologist also validates the 
staff's concerns about particularly difficult pa­
tients or families. In addition, the psychologist 
can provide a context for talking about staff 
countertransference feelings and can provide 
mutual understanding and support. Within 
this model, the psychologist can serve specifi­
cally as a consultant to the staff and monitor 
their reactions to the stresses of being health 
care providers in oncology. The psychologist 
must be careful to administer services either to 
patients or to staff and not to both. 

A final model of indirect consultation in­
volves on-the-spot or hallway consultations. In 
this model, the medical staff establish brief 
contacts with the psychologist to discuss prob­
lem patients and/or families. The need for such 
consultation often stems from the oncologist's 
report that the patient refuses to meet with the 
psychologist for fear of the stigma attached to 
meeting with a mental health professional. The 
oncologist decides not to confront the referral 
issue with the patient and possibly to jeopard­
ize the physician-patient relationship. This 
type of indirect consultation also stems from 
the oncologist's attempt to screen the appro­
priateness of a referral (e.g., what the psychol­
ogy service can do for a retarded cancer patient 
who has attention deficit disorder). The disad­
vantages of this approach are that the psychol­
ogist never sees the patient, is unable to judge 
the reliability of the physician's psychological 
diagnosis, and makes accurate decisions diffi­
cult. On the positive side, such hallway consul­
tations offer confirmation that the psychologist 
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is a part of the oncology team. Roberts (1986) 
discussed indirect consultation models in fur­
ther detail. 

Research. Psychosocial research in oncology 
affords the psychologist scholarly recognition 
in the medical setting. Research can also pro­
vide initial funds for future program and staff 
expansion. Training in the scientist-practitioner 
model enables the psychologist to engage in 
research from a solid foundation. In doing re­
search, psychologists must try to balance gen­
eral priorities in oncology research and their 
own interests in psychosocial oncology and 
must be sensitive to the politics and priorities 
of research at their particular medical center. 
Working with an oncologist as a coinvestigator 
on a psychosocial research project, for exam­
ple, is also an effective means of establishing 
and maintaining referral sources. 

Training. Maintaining faculty rank in a medi­
cal center affords the psychologist opportuni­
ties for the teaching and supervision of clinical 
psychology externs and interns as well as 
trainees from other disciplines, such as psychi­
atry, medicine, and nursing. The general goals 
of psychology training include increasing aware­
ness of the psychosocial problems of oncology 
patients, mastery of the psychological assess­
ment and intervention approaches used with 
oncology patients and their families, and rec­
ognition of the trainees' own professional lim­
itations in working with oncology patients. 
Such goals can be attained through the use of 
seminars, individual and group supervision, 
and observational consultation (Rainey et al., 
1983). 

Program Administrator. Miller (1981) discussed 
methods appropriate to the evaluation of health 
care programs, a peer review model for the 
evaluation of health service professionals' com­
petencies, and the procedures necessary for 
the implementation of an evaluation program 
in a medical center. Additional tasks for the 
psychologist as program administrator involve 
quality assurance, the maintenance and estab- . 

lishment of professional relationships, the edu­
cation of referral sources, financial and budget 
issues, and the building of a program that will 
match the setting. 

Quality assurance with regard to clinical 
psychology services involves a number of di­
mensions. The patient flow through psycho­
logical services involves intake, assessment, in­
tervention, termination, and follow-up. Intake 
involves how referrals are received by the psy­
chology service (e.g., by telephone, by referral 
form, or from the staff) and (may require) a 
standard demographic form (e.g., Goldberg & 
Tull, 1983). Assessment refers to those tech­
niques used to identify problem areas (e.g., 
interview, instruments, scales, and invento­
ries). The intervention is the techniques used to 
solve problems. Termination may involve read­
ministration of instruments used at intake to 
monitor intervention progress. Follow-up in­
volves checking patient progress in the prob­
lem area three to four weeks after termination 
and serves as another means of evaluating the 
effectiveness of the interventions used. 

Quality assurance may be reflected in vol­
ume indicators across a time period (e.g., per 
month). Sample indicators used in the health 
psychology program and other programs in the 
department of psychiatry at the Evanston Hos­
pital include the number of referral sources, 
hours of consultation with patients and staff, 
referrals sent to other programs and/or agen­
cies, patients (inpatients and outpatients), pa­
tient hours, new patients, and treatment hours 
(individual, group, family or marital, and bio­
feedback). These parameters can be used to 
evaluate productivity, to build services to match 
the needs of the setting, to expand services and 
personnel, and to ascertain whether the staff is 
available to meet the clinical needs of the pa­
tients. 

Data can also be reported on quality indica­
tors, such as the number of unplanned termi­
nations, the number of complaints received 
from staff and patients, the percentage of charts 
with no progress note per session, the percent­
age of inpatient consultations completed with­
in 24 hours of receiving the referral, and the 
percentage of patients indicating less than the 
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expected improvement on a symptom change 
scale. When quality thresholds are not met, a 
narrative analysis of the problem is made along 
with a plan for corrective action. Quality thresh­
olds are subject to change depending on trend 
analysis and reasonable levels of patient care. 

Establishing Professional Relationships 

Establishing and maintaining professional 
relationships is crucial in integrating clinical 
psychology programs into the oncology pro­
grams. The following guidelines are important: 
knowing the needs of the potential referral 
base, communicating effectively with oncolo­
gists and oncology nurses by "speaking their 
language" (e.g., medical terminology and ab­
breviations) and educating referral sources about 
the services offered. The last includes the areas 
of specialty and the limits of practice, the objec­
tive being a more efficient use of the psycholo­
gist's talents and time and the flexibility to de­
velop the service to match the needs of the 
oncology program. 

Particular attention must be paid to develop­
ing good relations with the primary-care nurse. 
Psychologists and nurses have many similari­
ties in their position as non physicians in the 
power hierarchy of the hospital system. The 
reputation of the psychologist with patients 
and physicians can be immeasurably enhanced 
by a good working relationship with the nurses. 
Such a relationship is crucial to receiving refer­
rals and implementing inpatient treatment in­
terventions according to plan. 

Relations with Other Mental Health 
Professionals 

The psychosocial problems of cancer pa­
tients can be approached through a variety of 
models, and therefore, many other profes­
sionals have become involved in the psycho­
logical aspects of oncology (Goldberg, 1988). 
The use of counseling and psychotherapeutic 
services is often determined not by sound rea­
soning, but by local conditions involving fund­
ing, the availability of various professionals, and 
the biases of staff and patients. Lack of clarity 
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about what a psychologist can contribute to 
cancer care adds to the ambiguity for both 
patients and staff, not to mention confusion for 
third-party payers. In situations where many 
professionals are involved in the psychosocial 
care of oncology patients, it may be helpful for 
all the professionals to meet in a psychosocial 
staff meeting to discuss cases and professional 
issues, to make appropriate referrals, and to 
prevent overlap. It is important for the psychol­
ogist, and not hospital administrators or other 
mental health professionals, to define the unique 
contributions that the psychology service can 
make to the oncology program. This definition 
requires "positioning" (Chams & Schaefer, 
1983) of the psychology program in the medical 
center; establishing good professional relation­
ships, in which physicians and nurses are edu­
cated about those situations best managed by 
psychologists; and collaborating with other 
mental health professionals. Ideally, referrals 
to other professionals should be based on the 
limits of the psychologist's expertise and pro­
fessional boundaries, should be initiated as a 
result of the psychologist's clinical judgment, 
and should be completed by the psychologist 
through direct contact so that an overlap of 
services is avoided. 

Psychiatrists. Referral to consultation-liaison 
psychiatrists is appropriate when the psychol­
ogist suspects that a patient will require psy­
chopharmacological management for a major 
affective disorder, an active psychosis, and/or 
delirium. The psychiatrist can also serve as a 
diagnostic consultant for cases in which an 
underlying organic basis may exp1ain rapid 
mood, behavior, or sensorium changes in the 
cancer patient (Goldberg, 1988). 

Social Workers. Referral to medical social 
workers is appropriate when the patient will 
require the use of outside agencies and/or spe­
cialized medical equipment to aid in discharge 
planning. The medical social worker often has 
expertise in coordinating home health care ser­
vices and a knowledge of the financial aspects 
of social health care delivery and of commu­
nity resources outside the medical center. 
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Nurse-Clinical-Specialists. The nurse-clini­
cal-specialist is typically a registered nurse 
who has obtained a master's degree in a spe­
cialized nursing area (e.g., psychiatric nurs­
ing). Nurse-clinicians are often employed in 
large medical centers and teaching hospitals to 
work directly with primary-care nurses on dif­
ficulties with problem patients and on nurses' 
response to the stresses of health care delivery 
in oncology. Depending on the referral customs 
and the political roles in the departments of 
nursing in a medical center, it is not uncommon 
for nurse-clinicians to engage in individual, 
group, and family psychotherapy with cancer 
patients (Goldberg & Tull, 1983). The psycholo­
gist is wise to develop a good professional 
relationship with the nurse-clinician as an ex­
tension of the crucial psychologist-primary­
nurse relationship. 

Case Studies 

Casel 

An ll-year-old male, the oldest in a sibship of 
three, was diagnosed four months previously 
with a brain tumor and underwent surgery. 
Despite completed trials of radiation and a 
good prognosis, the pediatrician reported that 
the child was withdrawn and overly dependent 
and was doing poorly in school. The child also 
reported severe headaches, although medical 
tests revealed no apparent physical etiology. 
The pediatrician also reported that a younger 
sibling had been caught stealing candy at a 
local store, and he observed that the mother 
had gained considerable weight since the child's 
diagnosis. The child and the family were re­
ferred for psychological intervention. 

The child was seen in 12 initial sessions of 
individual psychotherapy focusing on his fear 
of the tumor's recurrence and his fear of death. 
Biofeedback training was also used to help 
teach him pain management skills and to gain 
better control of his bodily response to stress. 
The child was also referred for neuropsycho­
logical evaluation to assess his learning skills 
and revealed a slight learning problem in his 

visual processing skills. The parents were seen 
in six sessions of marital therapy to discuss 
their reactions to their child's illness. The stress 
of their child's recent illness resulted in their 
own fears of tumor recurrence and a disruption 
of parenting patterns within the family and 
communication between themselves. Both par­
ents acknowledged that their ll-year-old child 
had and was receiving extreme attention, much 
to the anger of the other children. Five sessions 
of family therapy were completed in an effort 
to establish the previous patterns of family re­
lationships. On termination, the child reported 
significantly fewer headaches and improved in 
school performance. The family's awareness of 
how the child's illness had affected their func­
tioning led to improved communications and 
less anxiety. 

This case illustrates the effectiveness of a flex­
ible treatment approach to the multiple prob­
lems affecting a child diagnosed with cancer 
and his family. In this particular case, the prob­
lems had emerged after diagnosis and medical 
treatment were completed, and they required 
several modes of psychological intervention. 

Case 2 

A 16-year-old male inpatient, receiving both 
radiation and chemotherapy for bone cancer, 
was referred for psychological intervention. 
The nursing staff reported that the patient was 
hostile, belligerent, and noncompliant in his 
refusal to go to treatments and to engage in 
self-care activities. The patient was interviewed 
and was observed on the inpatient unit. 

A treatment plan was developed and dis­
cussed in great detail with the oncologist, the 
pediatrician, the nursing staff, and the patient. 
The recommendations focused on initiating a 
contingency management program based on 
the patient's desire for more privacy and for 
permission to wear street clothes rather than a 
hospital gown secondary to compliance with 
treatments and decreased belligerence toward 
the nursing staff. It was also recommended that 
the patient be allowed to shower at night, as he 
did at home, instead of in the early morning, as 
is typically dictated by staffing patterns on the 
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inpatient unit. Finally, contingent on his appro­
priate behavior, the patient was allowed choices 
in setting the times for his chemotherapy treat­
ments. The outcome of the plan was the com­
pletion of 90% of the treatment sessions, as 
compared to a base rate of less than 50%, and a 
significant decrease in hostile behavior re­
ported by the nursing staff. 

This case illustrates an inpatient intervention 
with an adolescent. The assessment of the pa­
tient involved both interviewing and observa­
tion in the inpatient milieu. The intervention 
was based on developmental concerns both in­
herent in adolescence (i.e., the need for auton­
omy and individuality) and adversely affected 
by hospitalization. The success of the interven­
tion was enhanced by input from the patient 
and the staff, especially the nurses. 

Case 3 

A 49-year-old single female, never married 
and without children, diagnosed with breast 
cancer, was referred for psychological interven­
tion. She was postmastectomy with two posi­
tive nodes and was receiving cyclophospha­
mide, methotrexate, and 5-fluorouracil. After 
two treatments, she complained of extreme 
anxiety, agitation, and nausea approximately 
two days before her treatments. Her symptoms 
were severe enough to inhibit her work as an 
office manager in a large law firm. During the 
assessment interview, she revealed no history 
of psychiatric difficulties or substance abuse. 
In addition, she revealed that a close relation­
ship with a male had ended after her mastec­
tomy several months before. She also reported 
that her reaction days before treatment made 
her feel as if she were "losing her mind," and 
that she was fearful that her employer would 
become impatient with her deteriorating job 
performance. It was evident that she gained 
feelings of satisfaction, mastery, and autonomy 
through employment, and that when her work 
was jeopardized, she became more anxious 
and despondent. 

This patient was seen in 20 sessions of indi­
vidual psychotherapy. The initial treatment 
sessions focused on systematic desensitization 
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for her anticipatory anxiety and nausea. The 
later treatment sessions focused on changes in 
her self-image secondary to her mastectomy 
and cancer and used a problem-oriented ap­
proach. As an outcome of the treatment, mini­
mal anxiety and nausea before the treatments 
were reported by the patient and her nurse. 
The patient reported no disruption in work be­
fore her treatments. Follow-up also revealed 
that the patient had started social dating after 
psychotherapy. 

This case illustrates the potential benefits of 
combining several cancer-specific therapeutic 
approaches to the multiple psychosocial prob­
lems of the adult patient. The success of the 
systematic desensitization for ANV was most 
likely enhanced by this patient's desire for au­
tonomy. The success of the systematic desensi­
tization also enhanced her ability to use the 
problem-oriented approach and to cope effec­
tively with the changes brought about by her 
mastectomy. 

Summary 

This chapter has described cancer as a very 
intrusive chronic illness that places enormous 
stress on patients and their families. Cancer 
is often associated with major quality-of-life 
changes and, for nearly half of cancer patients, 
eventual death. In addition to the psychosocial 
and existential problems associated with the 
disease, patients often experience significant 
aversive side effects from the treatment. In­
deed, for some patients, lithe treatment is worse 
than the disease itself' (Adrykowski & Redd, 
1987, p. 315). For these reasons, the comprehen­
sive care of the cancer patient requires the use 
of numerous medical and psychosocial re­
sources. A variety of methods of psychological 
assessment and intervention have been de­
scribed in this chapter. To date, major contribu­
tions from the field of psychology have been to 
study the impact of cancer and its treatments 
on the psychological function of the patient, 
the patient's family, and staff, as well as the role 
that psychological and behavioral variables 
may have in cancer risk and survival. This 
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chapter also described the development and 
maintenance of the clinical psychology program 
in oncology. Those clinical psychologists in­
volved and interested in psychosocial oncology 
are to be encouraged; our methods have a great 
deal to offer to patients, their families, and the 
hospital staff. Oinical psychology has emerged 
as an important field within psychosocial on­
cology for both applications and research. 
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CHAPTER 21 

Cardiovascular Disorders 
Hypertension and Coronary Heart 
Disease 

Stephen M. Weiss, Roger T. Anderson, 
and Sharlene M. Weiss 

Introduction 

The cardiovascular disorders, particularly hy­
pertension and coronary heart disease, have 
received increased attention from the psycholog­
ical community since the early 1970s (Shepherd 
& Weiss, 1987). Dissatisfaction with the psy­
choanalytically oriented "psychosomatic" ap­
proach to mind-body relationships prompted a 
"dissident" group of behavioral and biomedical 
scientists and clinicians to develop the concept 
of behavioral medicine to portray more accurately 
the interrelationship and interdependence of 
these two broad areas of inquiry in their efforts 
to understand, to treat, and ultimately to pre­
vent the major chronic diseases of our time, for 
example, heart disease, cancer, and stroke 
(Schwartz & Weiss, 1978). 
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tional Center for Nursing Research, Bethesda, Maryland 
20892. 

Cardiovascular disease, particularly coro­
nary heart disease, is the leading cause of 
death and disability in this country. This fact in 
itself would be sufficient reason for the scien­
tific and clinical communities to give cardio­
vascular disease a high priority. In this context, 
there is good news and bad news. The good 
news concerns the consistent decline in cardio­
vascular mortality (over a 35% decrease since 
1968). The bad news concerns our inability to 
reach a consensus on what is the reason for this 
decline. Part of the explanation lies in the ac­
knowledged multifactorial nature of the dis­
ease process itself, which involves genetic, 
physiological, biochemical, and environmental 
factors in some still-to-be apprehended config­
uration. A related explanation has to do with 
the difficulties in crossing disciplinary bound­
aries to study the organism as an integrated 
"whole" simultaneously, at all levels at which 
the disease process presents itself. Thus, we 
think of a "mosaic," whose pattern can be ap­
preciated only when all of the constituent parts 
(colors) are represented in the appropriate con-
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figuration, the whole being greater than as well 
as contextually different from the sum of its 
parts. 

As the behavioral and biomedical scientific 
communities have become increasingly com­
fortable in addressing these issues jointly, new 
insights into the facilitating, inhibiting, syner­
gistic, and catalytic nature of the interaction of 
biological and environmental variables have 
led to the development of biobehavioral ap­
proaches to disease treatment and prevention. 
For example, although literally hundreds of 
studies have compared the effects of pharma­
cological and nonpharmacological treatments 
on 'blood pressure reduction, only recently 
have a few investigations begun to consider 
how combining these approaches might over­
come their respective shortcomings. It has also 
become obvious that individual differences 
may account for at least some of the variability 
associated with various treatments and that di­
agnostic assessments may be broadened (e.g., 
ambulatory monitoring) so that the constella­
tion of factors governing blood pressure regu­
lation may be better understood. These and 
related issues will be more fully addressed in 
the section of this chapter devoted to the treat­
ment of hypertension. 

As our biotechnology and treatment strate­
gies have achieved greater prolongation of life, 
choices among therapies have required increas­
ing consideration of the impact on the patient's 
quality of life. Cardiovascular diseases are a 
leading cause of functional limitations (Collins, 
1986), including deficits in physical, psycho­
logical, and social functioning. The determi­
nants of these deficits are complex and involve 
a variety of factors, including cardiovascular 
functional capacity, the side effects of treat­
ment, and the psychological response to illness 
and functional loss. 

Cardiac transplantation, artificial hearts and 
related organs, coronary artery bypass sur­
gery, and various drug regimens for hyperten­
sion, coronary heart disease (CHD), and other 
cardiovascular disorders are among the treat­
ment options that may, to a greater or lesser 
degree, affect the various dimensions of life 
functioning. Salient quality-of-life issues in the 

treatment of cardiovascular disease are dis­
cussed in a separate section in this chapter. 
As. the biobehavioral treatment of cardiovascu­
lar disease has been the subject of many vol­
umes, this chapter must be limited to selected 
issues in the prevention and control of hyper­
tension and coronary heart disease. The inter­
ested reader can obtain additional information 
on these topics from Schwartz, Shapiro, Red­
mond, Ferguson, Ragland, and Weiss (1979), 
Surwit, Williams, and Shapiro (1982), Gentry 
(1984), Matarazzo, Weiss, Herd, Miller, and 
Weiss (1984), Peterson (1983), Friedman and 
Ulmer (1984), Chesney and Rosenman (1985), 
Matthews, Weiss, Detre, Dembroski, Falkner, 
Manuck, and Williams (1986), Craig and Weiss 
(1989), Houston and Snyder (1988), Wenger, 
Mattson, Furberg, and Elinson (1984a), and 
Spilker (1990). -

Hypertension 

Hypertension is now recognized as perhaps 
the most important public health problem in 
the United States today. Approximately 60 mil­
lion adult Americans are estimated to be at 
increased health risk because of elevated blood 
pressure; approximately two thirds of those 
with diastolic hypertension have "mild" hyper­
tension (90-105 mm Hg). Well-controlled clini­
cal trials in several countries have established 
the morbidity and mortality benefits associated 
with lowering blood pressure (e.g., Australian 
Therapeutic Trial in Mild Hypertension, 1980; 
Hypertension Detection and Follow-up Pro­
gram, 1979). All studies to date have focused 
primarily on reducing blood pressure pharma­
cologically; thus, the recommended treatment 
regimens today tend to be pharmacological. It 
has become obvious, however, that such thera­
pies are not without risk. For example, in the 
Multiple Risk Factor Intervention Trial (MRFIT, 
1982), higher mortality rates were noted in the 
treated group of hypertensive patients; subse­
quent analysis of the data; these rates appeared 
to be related to resting EKG abnormalities in 
the" special intervention" group. Diuretic med­
ications have also come under scrutiny with 
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respect to their potential role in stimulating 
lipid mobilization (Lasser, Grandits, & Cag­
giula, 1984). 

Multifactorial Origin 

It is generally accepted that blood pressure is 
multifactorially determined and that age, sex, 
diet, family history, and social and physical 
environment may all play some role in deter­
mining the blood pressure in a given individ­
ual. Recently, attention has been focused on 
the role of physical and psychological stressors 
and their role in the regulation (or disregula­
tion) of blood pressure (e.g., Matthews & Fred­
rikson, 1990; Manuck, Morrison, Bellack, & 
Polefrone, 1985). Because 90% of the patients 
with elevated blood pressure are characterized 
as having" essential" hypertension (i. e., h yper­
tension of unknown etiology), it is obvious that 
the unique constellation of factors producing 
elevated blood pressure in a given individual 
will, to some extent, determine her or his re­
sponse to any given therapy. Thus, individual 
differences, such as constitutional, personality, 
and environmental characteristics, must be 
considered singly and in combination in identi­
fying the most effective and appropriate treat­
ment strategy for a given individual. 

In the light of our willingness to regard hy­
pertension as multifactorial in origin, it is in­
deed curious that our standard measurement 
and treatment procedures have generally been 
lacking in breadth and variety. This lack would, 
of course, be understandable if we were con­
sidering a specific bacteria, vector, or virus as 
the source of disease, as there undoubtedly 
would be a one best approach to measurement, 
treatment, and prevention. The multifactorial 
perspective, however, assumes that different 
patterns of variables operating in each individ­
ual express themselves through the common 
pathway of blood pressure values (Schwartz et 
al., 1979). For example, the once-hallowed "rest­
ing, clinic measurements" are now being chal­
lenged by ambulatory monitoring strategies 
and measurements of the range of blood pres­
sure excursions under standardized conditions 
of physical and psychological challenge (De-
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vereux, Pickering, Harshfield, Kleinert, Denby, 
Clark, Pregibon, Jason, Kleiner, Borer, & La­
raugh, 1983; Perloff, Sokolow, & Cowan, 1983). 
As Pickering, Harshfield, Kleinert, Blank, and 
Laraugh (1982) demonstrated, significant dif­
ferences between home, work, and clinic blood 
pressures suggest that the specific pattern of 
blood pressure values under different environ­
mental conditions must be better understood if 
we are to develop treatment strategies relevant 
to the needs of the individual patient. 

In casting a broader net, measurement and 
treatment technologies must account for the 
unique patterns of causation and response. 
Such approaches must also be sensitive to the 
synergistic potential of combinations of con­
tributing factors that may be overlooked when 
these contributors are examined sequentially, 
rather than simultaneously. Our new measure­
ment technologies, including ambulatory and 
telemetric monitoring and noninvasive visual­
ization, combined with sophisticated computer­
based statistical packages, permit the precise 
measurement and the detailed analysis of indi­
vidual response patterns (Herd, Gotto, Kauf­
mann, & Weiss, 1984). A better understanding 
of these patterns will permit us to devise more 
effective, targeted treatment strategies that, 
one would hope, will use pharmacological 
agents as one approach of many, rather than the 
primary approach, to hypertension control. 

Major unresolved controversies exist about 
the relative contribution of neurogenic factors 
to the development and maintenance of high 
blood pressure. These issues were extensively 
reviewed by Julius, Weder, and Egan (1983) and 
need not be repeated here. As behavioral treat­
ment strategies ostensibly reduce sympathetic 
tone to environmental and psychological stress­
ors, one might hypothesize that such therapies 
would be most effective with patients identi­
fied as having neurohormonal hyperrespon­
sivity. Unfortunately, substantive evidence to 
support such hypotheses is lacking. Experi­
mental studies by Benson, Dryer, and Hartley 
(1978) and DeQuattro, Shkhvatsabaya, Yurenev, 
Salenko, Khramelashvili, Foti, and Allen (1984) 
are suggestive, but larger scale prospective 
studies are required. 
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Behavioral Treatment Strategies 

In considering behavioral treatments, one 
must differentiate among the various forms of 
biofeedback and relaxation therapies inasmuch 
as they may involve different physiological pro~ 
cesses and sites of action (much as one would 
find with pharmacological agents). Autogenic 
relaxation procedures, for example, rely on more 
central, cognitive processes to achieve their ef~ 
feets, whereas "progressive muscle relaxation" 
strategies focus on peripheral, skeletal~muscle 
innervation. "Direct" biofeedback procedures 
involve moment~to~moment monitoring of blood 
pressure (or some direct derivative, such as 
pulse wave velocity), whereas "indirect" bio~ 
feedback methods rely on information from 
more peripheral sources such as thermal, 
sweat~gland, or muscle~tension measurements 
(for a more extensive discussion, see Fahrion, 
Norris, Green, & Snarr, 1988; Seer, 1979). 

In an in-depth review of relaxation and bio­
feedback studies, the Health and Public Policy 
Committee of the American College of Physi­
cians (1985) compared the results of18 biofeed­
back studies (average decline: 7.8 mm Hg sys­
tolic, 5.6 mm Hg diastolic blood pressure) with 
25 studies using a variety of relaxation thera­
pies (average decline: 11 mm Hg systolic, 7.1 
mm Hg diastolic blood pressure). Although the 
variation in procedures across studies suggests 
caution in drawing definitive conclusions, these 
results appear to be consistent with other re­
ports (modest, yet significant decreases in 
blood pressure), relaxation procedures being 
somewhat more effective when one procedure 
is compared directly with the other. When the 
treatments were sequenced in a well-controlled 
counterbalanced design, however, the biofeed­
back-relaxation therapy sequence appeared to 
be more effective than either therapy alone or 
than the reverse sequence (Engel, Glasgow, & 
Gaarder, 1983). 

Another treatment variation has been to com­
bine the two procedures (e.g., Fahrion et al., 
1988). In addition to lowering blood pressure, 
relaxation produces other measurable physi­
ological changes, such as decreasing muscle 

tension and skin conductance. Using biofeed­
back measures related to these changes (e.g., 
electromyographic activity, and finger tem­
perature), one can enhance the acquisition of 
relaxation skills through the reinforcement of 
appropriate responses. 

Recent studies have also noted particular 
success with a biofeedback-assisted relaxation 
procedure using thermal rather than direct 
blood pressure feedback as the most effective 
measure in obtaining and maintaining lower 
blood pressure (Blanchard, McCoy, Musso, 
Gerardi, Pallmeyer, Gerardi, Cotch, Siracusa, 
& Andrasik, 1986; Fahrion et al., 1988). Relax­
ation training also appears amenable to group 
therapy settings as demonstrated in successful 
studies by Patel, Marmot, Terry, Carruthers, 
Hunt, and Patel (1985) and Fahrion et al. (1988). 
Both Green, Green, and Norris (1980) and Patel 
(1975) successfully used combinations of phar­
macological and behavioral therapies for lower­
ing blood pressure and at the same time reduc­
ing or eliminating dependence on medication 
in a significant proportion of their patients. 
Unfortunately, there has not yet been a clinical 
trial that compares behavioral, pharmacologi­
cal and pharmacological-nonpharmacologic 
"combination" therapies on which risk-benefit 
and cost-benefit analyses can be based or by 
which the relative efficacy of these treatments 
can be determined in lowering blood pressure 
and maintaining that effect over time. 

Finally, a variety of treatment-condition and 
"therapist" variables must be considered in 
evaluating the treatment efficacy of home prac­
tice; the use of aids such as cassette tapes, self­
instructional materials, and self-monitoring 
equipment; group versus individual treatment 
(e.g., Patel, 1975; Patel, 1984; Patel et al., 1985); 
and time-limited versus goal-limited treatment. 
For example, behavior therapy research typ­
ically standardizes the number of treatment 
sessions for all patients. Although this stan­
dardization is generally recognized as a sound 
research methodology, it ignores a critical cog­
nitive variable: people acquire skills at different 
rates. As relaxation training has been likened 
to learning to ride a bicycle or to play tennis, 
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one would expect that the rate of skill acquisi­
tion plays an important role in achieving (and 
maintaining) goal blood pressure. Thus, if one 
were to account for different rates of learning 
by substituting goal-limited for time-limited 
protocols, one would, in all likelihood, improve 
the therapeutic efficacy of such treatment (e.g., 
Engel et ai., 1983). 

Preliminary evidence suggests that "thera­
pist" characteristics, which are generally ig­
nored in pharmacological trials, may play a 
significant, perhaps even a decisive, role in the 
outcome of behavioral therapies, which tend to 
involve more intensive patient-provider inter­
action than do pharmacological therapies. The 
"self-management" emphasis on the individ­
ual rather than the pill as the active agent in the 
treatment regimen requires the patient (and the 
therapist)to take a more active role in achieving 
blood-pressure-reduction goals. Thus, we hear 
of the "Patel effect" (referring to the extraordin­
ary clinical skills of Dr. Chandra Patel) in expla­
nations of her consistently superior results as 
compared to those of her similarly trained col­
leagues. Such variables should be measurable, 
quantifiable, and hopefully, trainable for most 
aspiring therapists. They must also be recog­
nized as significant, perhaps critical, factors in 
assessing the efficacy of treatment through 
comparative effectiveness studies under care­
fully controlled conditions (rather than the 
usual "nonspecific" or "placebo" effect appella­
tion of the traditional drug trial, which seeks to 
eliminate this source of variance rather than 
capitalizing on it). 

As noted in reviews by Seer (1979), Johnston 
(1982, 1985), Patel (1975), and McCaffrey and 
Blanchard (1985), the antihypertensive effects 
of biofeedback and relaxation therapies are 
highly dependent on the variables discussed 
above. In general, the more effective treatment 
studies have demonstrated statistically signifi­
cant blood pressure reductions of 10-26 mm 
Hg systolic and 5-15 mm Hg diastolic, the 
magnitude of the effect depending, in part, on 
initial blood pressure values (Irvine, Johnston, 
Jenner, & Marie, 1986; Patel, Marmot, & Terry, 
1981; Peters, Benson, & Peters, 1977). 
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Adherence and Compliance 

Adherence to the therapeutic regimen is a 
major concern in all forms of antihypertensive 
therapy. Particular attention must be given to 
enhancing the motivation to maintain effective 
levels of therapy. Pharmacological measure­
ments have traditionally suffered low rates of 
adherence, largely because of the aversive side 
effects of medication (Sackett & Snow, 1979). 
Nonpharmacological therapies have had simi­
lar compliance rates because of the time and 
effort required for daily (or periodic) practice. 
Two innovative approaches to achieving and 
maintaining adherence to therapy using "state­
of-science" learning principles have been suc­
cessful in generating the requisite motivation to 
maintain adherence to therapy. 

In the first approach, the motivation gener­
ated by the desire to reduce or eliminate anti­
hypertensive medication is used to encourage 
patients currently on medication to maintain 
adherence to both a pharmacological and a non­
pharmacological regimen, with "step-down" 
drug withdrawal procedures being contingent 
on adequate blood pressure control by the non­
pharmacological therapy. Thus, the patient is 
"rewarded" for diligent practice of the non­
pharmacological procedures by medication re­
duction, the ultimate goal being the reduction 
and/or elimination of all medications when 
control continues to be successful with non­
pharmacological methods (Green et al., 1980; 
Patel, 1975). Such programs tend to enhance 
both pharmacological and nonpharmacological 
adherence through patient participation in a 
goal-directed program of adequate blood pres­
sure control with minimal (or no) medication. 
The reinforcement of the step-down procedure 
appears to be a powerful motivating factor in 
continued adherence to the program, even 
when medications are not completely elimi­
nated (Weiss, 1983). 

The second approach focuses on patient "con­
tracting" as a means of establishing a "thera­
peutic alliance" between patient and health 
care provider in achieving and maintaining the 
goal blood pressure (Steckel, 1982). Rather 
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than focusing on anyone treatment strategy, 
the patient is advised of the various pharmaco­
logical and nonpharmacological means avail­
able for lowering blood pressure, and specific 
blood pressure reduction goals are established 
for each session. Desired rewards selected by 
the patient are made contingent on the success­
ful accomplishment of the goal. The initial set­
ting of very modest goals allows a high rate of 
success, establishing a "pattern" of success; the 
subsequent blood pressure goals become in­
creasingly difficult to achieve and maintain. 
Contingencies are then particularly sensitive to 
individual differences in terms of rewards and 
learning rates; experimental programs have 
demonstrated remarkably high rates of success 
compared with various traditional treatment 
modes. Of particular interest has been the find­
ing that the successful achievement and main­
tenance of goal blood pressure have depended 
on a willingness to participate actively in the 
program rather than on specific adherence to 
pharmacological therapy. This finding sup­
ports the potential efficacy of "combination" 
therapy approaches that emphasize the sys­
tematic enhancement of patient motivation to 
maintain the activities necessary to control 
blood pressure. 

Individual Differences 

The study of individual differences as deter­
minants of responses to treatment has also 
been underrepresented in hypertension re­
search. Characteristics of the individual, such 
as cognitive, personality, genetic, constitu­
tional (e.g., obesity), and lifestyle (e.g., smok­
ing, diet, and activity level); interpersonal fac­
tors, such as the quality and quantity of family, 
work, and social relationships; and environmen­
tal circumstances, such as urban or rural resi­
dences, crowding, noise, and work setting­
all are potential contributors to blood pressure 
variation. Pharmacological and nonpharmaco­
logical interventions can be most effectively 
used when the configuration of the contribu­
tors is well understood for a given individual. 
Thus, we must compare those who have been 
successful on a given treatment with those who 

have not in our efforts to understand the inter­
action of the demographic, psychosocial, be­
havioral, and environmental factors that may 
account for differences in treatment effective­
ness. 

A comparison of treatment strategies illus­
trates how individual differences in the cogni­
tive dimension may affect treatment outcome. 
For example, the pharmacological treatment of 
blood pressure typically follows a general pro­
tocol (e.g., stepped care), but the specific dos­
age and combination of drugs are determined 
by the individual's response to the treatment 
program. Curiously, when using nonpharma­
cological therapies, the typical protocol at­
tempts to "standardize" the treatment regimen 
by specifying a set number of sessions for all 
patients. Although this is generally recognized 
as sound research methodology, it ignores a 
critical cognitive variable: We tend to acquire 
skills at different rates. As relaxation training 
has been likened to learning to ride a bicycle or 
to play tennis, one would expect that the rate of 
skill acquisition would play an important role 
in achieving and maintaining goal blood pres­
sure. Thus, if one accounted for individual dif­
ferences in skill acquisition by using goal-lim­
ited rather than time-limited protocols, one 
would undoubtedly improve therapeutic effi­
cacy (e.g., Green et al., 1980). 

Placebo Effect 

Expectancies of treatment and nonspecific 
effects such as the placebo pill and the "white­
coat" syndrome are actually different forms 
of conditioned responses to stimuli that have 
become associated with therapeutic benefits 
(White, Tursky, & Schwartz, 1985). Unfortu­
nately, previous trials have sought to minimize 
or eliminate this source of variance. We submit 
that one should study the parameters of such 
variables with the objective of maximizing 
these effects to enhance treatment regimens 
(e.g., to achieve therapeutic goals with mini­
mal medication). Once understood, these non­
specific effects can be maximized in all studies 
of therapeutic efficacy (as well as in clinical 
practice), thus eliminating a source of uncon-
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trolled variance from the trials, as well as en­
couraging the best clinical practice behavior on 
the part of health care providers. 

In summary, research on stress manage­
ment treatment techniques has demonstrated 
modest but clinically significant blood pres­
sure reductions in patients at four-year follow­
up after treatment. The range of expected blood 
pressure reductions, as noted in the more suc­
cessful studies, is 10-26 mm Hg systolic and 5-
15 mm Hg diastolic blood pressure; the magni­
tude of the effect varies in proportion to the 
initial blood pressure values. Increasingly ef­
fective behavioral treatment techniques in the 
hands of competent, well-trained clinicians 
have produced results that encourage the con­
tinued use of such techniques alone or in asso­
ciation either with other nonpharmacological 
approaches (as "step 0" therapy) or with phar­
macological regimens so as to maximize blood 
pressure reduction and maintenance with a 
minimal adverse impact on the quality of life. 

Coronary Heart Disease 

There are several major threads in the bio­
behavioral literature pertaining to coronary 
heart disease. Lifestyle, personality, and social 
factors (e.g., Type A behavior) and environ­
mental stressors have been identified as major 
potential contributors to CHD and therefore 
have been targeted for intervention strategies. 
Unfortunately, most efforts to understand the 
relationships between biobehavioral factors 
and CHD have been correlational in nature. 
Only recently have investigators begun sys­
tematically investigating the underlying path­
ways connecting such factors directly to the 
development and progression of CHD. 

Basic Rssearch 

Recent studies attempting to understand the 
mechanism of action underlying the behavior­
CHD relationships have focused on the re­
sponsivity of the cardiovascular system to be­
havioral-environmental challenges (Matthews 
& Fredrikson, 1990). Objective assessments of 

359 

the impact of physical and psychological stress­
ors, alone and in interaction with other envi­
ronmental variables, on the cardiovasculature 
in both animal and human studies are confirm­
ing the relevance of these variables to the devel­
opment and progression of CHD. For example, 
hyperreactivity to environmental stressors (e.g., 
with respect to blood pressure, heart rate, glu­
cose or lipoprotein metabolism, or fibrinogen) 
may be potentiated by high-fat diets, smoking, 
salt or caffeine, or a sedentary lifestyle. These 
potential interactions may help us to better 
comprehend the complex nature of the behav­
ior-CHD relationship and what options may 
be successful in CHD prevention and control. 
Here again, the issue of individual differences 
may be illuminated by clinical assessment tech­
niques that identify those individuals who may 
be hypersensitive to various substances-and 
how environmental stressors may potentiate 
these sensitivities as assessed by cardiovascu­
lar reactivity. Although this area of research is 
still in its infancy, we believe it important to 
stimulate the thinking of our readers about the 
critical links in the hopes that they will broaden 
their clinical approaches to health behavior in 
terms of both their underlying assumptions 
and the strategies they use. 

Lifestyle 

As the economic toll of the treatment of car­
diovascular disease continues its breathtaking 
pace, efforts to prevent as well as to cure coro­
nary heart disease have become major ele­
ments in the national health strategy. Lifestyle, 
which for our purposes translates into health­
related behaviors, is related to the concept of 
risk factors (Le., probabilistic statements based 
on epidemiological observational data that pro­
vide "relative risk" estimates of morbidity and 
mortality, comparing populations with and 
without the independent variable under con­
sideration). Smoking, a sedentary lifestyle, 
obesity, Type A behavior, hypertension, dia­
betes, elevated serum cholesterol, caffeine, and 
"stress," among other factors, have been re­
garded as enhancing the risk of CHD. Only 
three of these factors-smoking, hyperten-
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sion, and elevated serum cholesterol-are gen­
erally accepted as consistently related to CHD 
risk (Gordon, Castelli, Hjortland, Kannel, & 
Dawber, 1977). As these three account for only 
approximately 50% of the variance associated 
with CHD, however, investigators are attempt­
ing to cast a wider net in efforts to achieve a 
better understanding of and control over the 
disease process itself. 

The so-called secondary risk factors men­
tioned above are still in question because of the 
inconsistent findings of studies conducted thus 
far. Such inconsistencies can be interpreted in 
two ways: (1) as spurious findings (Type I or II 
errors) or (2) as being caused by uncontrolled 
variances in the form of other unidentified vari­
ables (perhaps other known primary or sec­
ondary risk factors) episodically interacting 
with the independent variables under consid­
enition to produce inconsistent results on the 
dependent variables (i.e., cardiovascular end 
points related to CHD). It is beyond the scope 
of this chapter to attempt to deal with the 
specific treatment programs for the issues identi­
fied above; the reader is directed to excellent 
sources of information on treatment programs 
(e.g., Blumenthal & McKee, 1987; Brownell, 
1986; Cataldo & Coates, 1986; Matarazzo et al., 
1984). However, even a cursory review of the 
efficacy of health behavior intervention pro­
grams reveals that we are much more success­
ful in changing behavior than in maintaining 
such changes. Although there may be many 
reasons for this frustrating circumstance, one 
of the major ones may be that the behavioral 
scientist-clinician traditionally approaches be­
havior change from a topographic perspective, 
that is, a focus on external manipulations to 
effect and maintain change. Little effort is de­
voted to attempting to understand how such 
manipulations affect the internal (Le., physi­
ological and biochemical) environment and ho­
meostasis and whether other factors (e.g., diet) 
may enhance or inhibit the likelihood of suc­
cess. To better understand the nature of these 
relationships to health-related behaviors, we 
must become more aware of the underlying 
mechanisms in the interplay of internal and 
external influences on health and health behav-

ior if our interventions are to match the com­
plexity and sophistication of the systems we 
are dealing with. For example, the successful 
maintenance of smoking cessation depends in 
part on the level of biological sensitivity to 
nicotine and other tobacco-related substances 
as well as on effects on caloric metabolism, in 
addition to effective behavior modification 
strategies. Understanding this mix of interact­
ing variables provides therapists a broader ar­
ray of combination options for intervention. 

Lifestyle Assessment: Health Risk Appraisal 

To aid in counseling individuals in lifestyle 
modification, an innovative technique called 
the health risk appraisal (HRA) has been devel­
oped. Data from epidemiological studies used 
to calculate the probabilistic factors for disease 
and mortality are translated into an individual 
risk profile, comparing the individual's family 
history, health habits, and demographic data 
with these population findings. Originally de­
veloped by Robbins and Hall (1970), HRAs are 
now available in over 70 published versions. 1 

The data obtained from the HRA are typ­
ically calculated in terms of "health age" to 
determine the relative health status of the indi­
vidual with respect to his or her actual chrono­
logical age. A third determinant, "attainable 
health age," is also calculated in some versions 
of the HRA; it removes immutable characteris­
tics from the "health age" computation (e.g., 
previous illnesses and family history). Thus, 
the difference of "attainable health age" from 
"actual chronological age" would be amenable 
to change, based on a modification of health­
related lifestyle behaviors. These calculations 
are then reviewed with the individual to stimu­
late her or his interest and participation in activ­
ities (e.g., health promotion programs) aimed 
at changing her or his lifestyle in a heaIth­
enhancing direction. 

These instruments can be divided into three 

1 A list of selected HRA instruments and a reading list can 
be obtained from the Office of Disease Prevention and 
Health Promotion National Health Information Center, 
p.0. Box 1133, Washington, D.c. :!0013-U33. 
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general categories: self-scored, which are usu­
ally brief and can be scored by the individual; 
microcomputer usage, which can be analyzed 
on a personal computer; and computer-scored, 
which are mailed to a control facility for pro­
cessing. 

The benefits of the HRA for the individual 
are as follows: 

1. It is a credible source of health informa­
tion, based on scientific data and pre­
sented in a highly personalized form. 

2. It assists the individual to understand the 
concept of personal health risk and the 
role of individual health practices in the 
etiology and prevention of disease. 

3. It demonstrates the quantitative nature of 
risk-taking behavior and the synergistic 
potential of individual risks added to­
gether. 

4. It quantifies the relative importance of 
various health practices, so that the indi­
vidual can choose which ones to work on 
and where to begin. 

5. It provides a periodic quantitative meas­
ure or progress (risk reduction) if health 
practices are changed in health-protective 
directions. 

The benefits of the HRA on the organiza­
tionallevel are as follows: 

1. It provides a structure for health person­
nel to use in focusing discussions of health 
and behavior. 

2. It relies on questionnaires, physiological 
measurements, and computer-assisted 
calculations, so that its application to 
large groups is feasible, efficient, and rel­
atively inexpensive. 

3. It enhances the development of a data 
base for epidemiological research, health 
planning, and program evaluation. 

4. The data-gathering devices, computer soft­
ware, and other aspects of the program 
can be marketed as a package so that 
commercial firms are stimulated to be­
come involved. 

Many studies concerning the effectiveness 
and impact of the HRA in changing health-
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related behaviors have been undertaken, with 
equivocal results. The following conclusions 
are based on the evidence currently available: 

1. The HRA is more suitable for use with 
middle-aged than with younger or older 
individuals. The HRA provides little sta­
tistical incentive to those under 40 to 
change poor health habits, and for per­
sons over 65, the risk factors are not good 
predictors (Safer, 1982). 

2. Individuals given the HRA as part of an 
educational process or in health-counsel­
ing sessions make more beneficial changes 
than individuals exposed only to the re­
sults of the questionnaire (i.e., with no 
counseling). Concerns have been raised 
about providing HRA findings without 
an opportunity for discussion and clari­
fication with a health professional (Schoen­
bach, Wagner, & Berry, 1987). 

3. The existing HRAs are not suitable for 
minority, ethnic, or blue-collar popula­
tions because of vocabulary and language 
limitations, as well the lack of epidemio­
logical data on risk factors in minority pop­
ulations (Schoenbach, Wagner, & Berry, 
1987). 

In summary, techniques for measuring per­
sonal health risk have emerged at a time of 
recognized need as a way of translating knowl­
edge about the epidemiology of disease and 
mortality into activities that promote personal 
health. Their use has expanded rapidly, and 
they clearly have considerable potential for ed­
ucating the public about the prospective impli­
cations of personal lifestyle risks to health and 
for structuring the content of risk factor educa­
tional messages (Defriese, 1987; Smith, McKin­
lay, & Thorington, 1987). 

Personality 

Since 1959, when Friedman and Rosenman 
first proposed what was later to be called the 
Type A behavior pattern (TABP), there has been 
extensive controversy over the role of behav­
ioral and personality factors in the develop­
ment and treatment of CHD. 
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The Western Collaborative Group Study 
(WCGS) prospectively demonstrated a dou­
bling of the relative risk of CHD and related 
phenomena among middle-aged white males 
characterized as "hard driving, competitive, 
time urgent, aggressive, hostile, impatient" 
(i.e., Type A individuals) as compared to a 
similar cohort of men lacking such characteris­
tics (i.e., Type B individuals) (Rosenman, Brand, 
Jenkins, Friedman, Straus, & Wurm, 1975). 

Over the years, cross-sectional angiographic 
studies have come down on either side of this 
question in approximately equal numbers, 
whereas several subsequent studies (e.g., 
MRFIT, 1982; a subsequent 22-year follow-up of 
the WCGS data) have failed to confirm earlier 
findings (Ragland & Brand, 1988; Shekelle, 
Hulley, Neaton, Billings, Borhani, Gerace, Ja­
cobs, Lasser, Mittlemark, & Stamler, 1985b). 

Many questions have been posed concern­
ing the equivalence of the assessments, the 
similarity of the populations, and other meth­
odological considerations across studies in ef­
forts to resolve the apparent contradictions in 
findings. Several issues have emerged from 
these efforts: 

1. The division of individuals into dichot­
omous "at-risk" and "not-at-risk" groups 
lacks both sensitivity and specificity. 

2. The measurement instruments are not 
well-correlated with one another. 

3. Large constellations of diffuse person­
ality and behavioral characteristics osten­
sibly are given equal weight in determin­
ing whether an individual is or is not 
characterized as Type A. 

4. Whatever predictive validity Type A be­
havior possesses as a risk factor for CHD 
appears to be limited to males under the 
age of 50, when the more traditional risk 
factors have not yet achieved clinical ex­
pression. Beyond age 50, Type A behavior 
appears to exert a modestly protective in­
fluence (Ragland & Brand, 1988; Williams, 
Barefoot, Haney, Harrell, Blumenthal, 
Pryor, & Peterson, 1988). 

The more promising approach of analyzing 
the various components of the TABP has yielded 

surprisingly strong correlations between hos­
tility and unexpressed anger and CHD. These 
findings have been sustained in the reanalysis 
(Dembroski, MacDougall, Costa, & Granditis, 
1989) of the major negative study for Type A 
(MRFIT, 1982) and has demonstrated a consis­
tently significant relationship to the occur­
rences of CHD and total mortality in several 
other studies (e.g., Barefoot, Peterson, Harrell, 
Hlatky, Pryor, Haney, Blumenthal, Siegler, & 
Williams, 1989; Shekelle, Gale, & Norusis, 1985a) 
including the WCGS where it was the only 
component to survive the multivariate analysis 
of all Type A components (Chesney, Hecker, & 
Black, 1988). 

Identifying hostility and unexpressed anger 
as "toxic" personality characteristics begs the 
questions: (1) Can one change such "traits"? 
and (2) Will change result in a lowered risk of 
CHD? The one substantive intervention study 
(Friedman, Thoresen, Gill, Powell, Ulmer, 
Thompson, Price, Rabin, Breall, Dixon, Levy, 
& Bourg, 1984, 1986) using post myocardial­
infarction patients focused on changing Type A 
behavior to reduce the risk of reinfarction. One 
of the major assessments in the study con­
cerned "reduction of hostility." Significant re­
ductions in morbidity were noted in the experi­
mental group; mortality differences were also 
observed in the experimental-group-control­
group comparisons, particularly among those 
patients with less severe cardiac damage (low 
Peel Index scores). It should be noted for the 
record that the intervention consisted of both 
behavioral change and cardiac counseling; the 
control group received cardiological counsel­
ing only. It was underscored in the study that 
although it had been hypothesized that behav­
ior modification would improve on the results 
obtained with standard cardiological counsel­
ing (which proved to be the case), it was in no 
way offered as a replacement for such counseling 
(cardiologi~al counseling being necessary, al­
though not \in itself sufficient). 

Again, to review the literature in this area 
more fully, we refer the reader to an excellent 
review published as a special issue of the An­
nals of Behavioral Medicine ('~rea Review," 1988). 
Suffice it to say that recent events have shifted 
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the focus of research attention from Type A 
behavior to hostility and unexpressed anger 
(Chesney, 1988). Conceptual and measurements 
problems must be resolved before further sub­
stantive progress is likely to occur, however. An 
observed relationship between hostility and 
cardiovascular reactivity in both human and 
animal studies is encouraging (Dembroski et 
al., 1990; Manuck, Kaplan, & Matthews, 1986) 
but is too preliminary at this point to allow 
definitive conclusions. Further research will 
undoubtedly clarify the nature and strength of 
this relationship, including association, path­
ways, and potential interventions. 

Public Health Approaches 
to Lifestyle Modification 

Although psychologists traditionally deal 
with clinical interventions in their efforts to 
treat and control disease, prevention efforts 
must be considered from a population perspec­
tive as well as from the usual individual or 
small-group approach. Worksites, schools, and 
communities are the most likely places for the 
development of such large-scale programs, in 
which the unit of investigation is the entire 
community, worksite, or school. Although one­
to-one and small-group health counseling and 
interventions take place in these settings as 
well, public health strategies also rely heavily 
on environmental modifications as a means of 
changing behavior (risks) in entire popula­
tions. Media (print and electronic), legislative 
and policy changes, and the restructuring of 
the physical environment are the principal in­
terventions used (e.g., DeLeon & Vandenbos, 
1984; Maccoby & Alexander, 1980; Syme, 1987). 
Job restructuring may also be undertaken to 
provide more autonomy and control over work 
schedules, which have a demonstrated rela­
tionship to CHD prevalence (Karasek, Baker, 
Marxner, Ahlbom, & Theorell, 1981). 

Such large-scale studies are also necessary 
to determine (1) whether the behavior of popu­
lations is amenable to change by behavioral, 
psychological, and communications strategies 
and (2) whether such changes will bring about 
significant reductions in event rates (i.e., mor-
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bidity and mortality). At present, preliminary 
data from several ongoing large-scale commu­
nity risk-reduction programs suggest that risk­
factor-related behavior can be modified in the 
desired direction. Whether such differences 
will be sufficient to reduce population risk re­
mains to be seen. It will be several years before 
all of the data on this question will be available. 
Nonetheless, community and worksite pro­
grams continue to proliferate throughout the 
country and will require well-trained health­
behavior-change professionals to ensure that 
such programs will maximize their potential 
for disease prevention and health promotion. 

Quality of Life and 
Cardiovascular Disorders 

The role of quality of life in the treatment of 
disease is twofold: (1) it characterizes the bio­
behavioral sequelae of disease and identifies 
specific areas of intervention in the disease pro­
cess, and (2) it provides information on the 
functional outcomes of various therapies for 
particular disorders and for subsets of patients, 
so as to help patients and health care providers 
make the most appropriate choice of treatment 
or treatment combinations. 

Generically, quality of life denotes an indi­
vidual's ability to derive satisfaction from a 
variety of roles in physical, psychological, and 
social functioning (Wenger et al., 1984a). Health­
related quality of life refers specifically to func­
tional outcomes that occur as a consequence of 
illness and its treatment. 

Initially, quality of life research in cardio­
vascular disease (CVD) focused primarily on 
return to work (Cay, Vetters, Philips, & Du­
gard, 1973; LaMendola & Pellegrini, 1979), and 
on work activity mainly as an independent 
measure of the medical management of phys­
ical symptoms and myocardial function (Kel­
lerman, 1975) and as ancillary data to deter­
mine the economic impact of an intervention. 
Because health denotes a state of physical, 
mental, and social well-being (World Health 
Organization, 1948), the concept of quality of 
life has been broadened to include the follow-
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ing components (adapted from Shumaker, in 
press): (1) physical functioning (e.g., self-care, 
ambulation, and somatic symptoms); (2) social 
functioning (e.g., at work, at home, and in the 
community); (3) cognitive functioning (e.g., 
memory, reaction time, and problem-solving 
ability); (4) emotional functioning; (5) personal 
productivity (e.g., employment status and the 
pursuit of rewarding activities such as home­
making, gardening, and volunteer work); and 
(6) intimacy, which includes sexual functioning 
and interpersonal relations. The importance 
placed on assessing each of these quality-of-life 
outcomes in CVD is determined by whether the 
disease is symptomatic or asymptomatic, the 
severity of the disease, and the type and range 
of interventions (i.e., surgical, pharmacologi­
cal, and behavioral), as well as characteristics of 
the patient's lifestyle. See the appendix for an 
overview of quality-of-life assessment methods 
and strategies. 

Hypertension 

Quality-of-life issues in hypertension typ­
ically pertain to the need for long-term adher­
ence to therapy for an asymptomatic disorder. 
Because patients with mild hypertension have 
no overt manifestations of illness, therapies 
that have adverse effects on quality of life can 
jeopardize long-term adherence. For mild hyper­
tension, where there is some controversy about 
the benefits of treatment, adverse quality-of­
life changes may also raise ethical concerns. 

Patients undergoing pharmacological treat­
ment therapies for hypertension report more 
depressive symptoms (Huapaya & Ananth, 
1980) and anxiety symptoms (Wheatley, Balter, 
Levine, Lipman, Bauer, & Bonato, 1975) than 
the general population. There is an appreciable 
body of evidence associating various antihyper­
tensive drugs with changes in emotional, cog­
nitive, and physical functioning, plausibly 
through interference with adrenergic nervous 
system functioning. Early evidence of adverse 
effects surfaced over three decades ago when 
hypertensive patients treated with the adren­
ergic inhibitor reserpine were found to be at 
increased risk of clinical depression (Fries, 

1954; Wallace, 1955). More recently, beta-adren­
ergic blockers (e.g., propranolol) and centrally 
acting adrenergic inhibitors (e.g., clonidine 
and methyldopa) have been found to be associ­
ated with depression (Prichard & Owens, 1983); 
cognitive, psychomotor, and perceptual im­
pairments (Medical Research Council, 1981; 
Soloman, Hotchkiss, Saraway, Bayer, Ramsey, 
& Blum, 1983); and behaviorally in terms of 
declines in energy, sexual activity, and in­
creased absenteeism at work (Croog, Levine, 
Testa, Brown, Bulpitt, Jenkins, Klerman, & 
Williams, 1986; Jachuck, Brierley, Jachuck, & 
Wilcox, 1982). For example, Croog et al. (1986), 
who compared the effects of captopril, methyl­
dopa, or propranolol in mild and moderate hy­
pertension, found that the captopril patients 
fared better than the other two groups in terms 
of general well-being, physical symptoms, and 
sexual dysfunction. The addition of a diuretic 
worsened symptoms in all three regimens; 
however, captopril retained its superiority over 
the other two drugs. 

Patel and Marmot (1987) reported positive 
effects of behavioral treatment of hypertension 
on quality-of-life variables, as part of a four­
year follow-up study on the behavioral treat­
ment of hypertensive patients'. Of the nine 
areas evaluated, four showed significant differ­
ences, favoring the treatment group over the 
control group. Those four areas were relation­
ships at work, general health, enjoyment of 
life, and personal and family relationships. 
The continued practice of relaxation skills ap­
pears to have progressive treatment effects be­
yond the initial treatment period. In the treat­
ment group that continued regularly to practice 
their relaxation skills as opposed to those who 
did not, two additional areas of improvement 
were noted: concentration at work and mental 
well-being. However, for some patients, the 
time and effort needed to achieve the daily 
practice of relaxation may be burdensome and 
result in compliance difficulties. 

This kind of clinical data is invaluable in 
efforts to reconcile the demands for quality-of­
life maintenance and for therapeutic effective­
ness. Wenger (1988) concluded that, based on 
the available evidence, hypertensive patients 
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whose lifestyle requires high levels of activity 
or whose occupations require a high level of 
mental alertness may not be ideal candidates 
for beta-blocking drugs; patients with a history 
of depression may not be ideal candidates for 
treatment by beta-blockers, reserpine, or methyl­
dopa; and patients with a history of sexual 
problems may not be ideal candidates for anti­
hypertensive agents known to impair sexual 
functioning. 

Coronary Heart Disease 

Myocardial Infarction 

Myocardial infarction (MI) is a life-threaten­
ing event, resulting in acute and sometimes 
severe limitations on physical and psycho­
social functioning. Quality-of-life concerns be­
come prominent once the patient has been sta­
bilized and involve treatment strategies that 
relieve physical symptoms and emotional dis­
tress, and that improve cardiac functional aero­
bic capacity and efficiency. 

Physical rehabilitation plays a major role in 
quality of life by facilitating return to daily 
activities, which, in turn, is related to emo­
tional adjustment. However, it is clear that, by 
themselves, physical capacity and return to 
work are insensitive measures of quality of life. 
Psychological distress, which is common early 
post-MI, may persist for reasons independent 
of physical capacity and may prevent resump­
tion of premorbid levels of functioning (Cay, 
Vetter, & Philips, 1972; Ibrahim, Feldman, Sultz, 
Staiman, Young, & Dean, 1974; Lloyd & Caw­
ley, 1982; Mayou, Foster, & Williamson, 1978; 
'll:elawny-Ross & Russell, 1987; WIklund, Sanne, 
Vedin, & Wilhelmsson, 1984), particularly in 
the areas of work, family, and marital relations. 
Psychosocial interventions involving education 
and counseling of MI patients have achieved 
lasting beneficial effects on quality of life as an 
inpatient treatment (Oldenberg, Perkins, & 
Andrews, 1985), and as an adjunct to a reha­
bilitation program for patients experiencing 
physical and emotional complications from MI 
(Stern, Gorman, & Kaslow, 1983). 
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In the Stern et ai. (1983) study, exercise and 
counseling were compared for their effects on 
patient rehabilitation. The results show that 
different interventions influenced unique as­
pects of quality of life. Although both interven­
tions lessened emotional distress, the counsel­
ing group fared better than either the control or 
the exercise groups in social skills, interper­
sonal relationships, and degree of indepen­
dence in daily functioning. Currently, there is 
little information to suggest what specific psy­
chosocial processes or moderating factors (e. g., 
social support, coping skills, and personality 
variables) are important in predicting quality­
of-life outcomes. 

The assessment of quality of life of MI pa­
tients should address different issues along the 
distinct phases of hospital and follow-up care. 
During acute care, the symptoms associated 
with physical functioning include pain, fa­
tigue, breathlessness, and activity limitations, 
and those associated with psychological func­
tioning include emotional distress, sleep dis­
turbance, and deficits in cognitive and intellec­
tual functioning. In the intermediate and fmal 
hospital phases, quality-of-life assessments 
should focus on psychological functioning at 
the time of transfer from the coronary care unit 
(Cay, Vetters, Philips, & Dugard, 1972; Wenger 
et ai., 1984b); during the remainder of the hos­
pitalization, assessments should focus on the 
patient's physical and psychological readiness 
to resume normal living, including patient 
and family expectations regarding recovery in 
various roles and in cognitive and emotional 
functioning. At follow-up, quality-of-life as­
sessments should include the extent of the re­
sumption of roles and activities connected with 
work, family, and community, as well as life 
satisfaction in these areas. 

Coronary Artery Bypass Graft Surgery 

For patients for whom medical and surgical 
interventions will have comparable effects on 
morbidity and mortality, the choice of a partic­
ular intervention will be determined by its po­
tential for improving the patient's quality of life. 
The relative benefits of surgical over medical 
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therapies generally involve enhanced physical 
symptom relief and increased exercise toler­
ance. However, these results must be weighed 
against other outcomes that may affect quality 
of life: physical suffering and psychological 
disturbance due to surgery; the rate of return 
to normal activity; and how long various func­
tional gains are maintained. In addition, knowl­
edge of what subsets of patients are likely to 
obtain quality-of-life benefits from a particular 
procedure is critical. 

The CVD surgical procedure most often dis­
cussed as a beneficial alternative to medical 
therapy is coronary artery bypass graft surgery 
(CABG). Since 1974, the annual number of pa­
tients who have undergone CABG surgery has 
more than quadrupled; over 200,000 patients 
per year undergo what is now the second most 
commonly performed major elective surgery in 
the United States. The vast majority of CABG 
patients have decreases in angina and increases 
in exercise tolerance, and many report im­
provements in daily activities Oenkins, Stan­
ton, Savageau, Delinger, & Klein, 1983; Korn­
feld, Heller, Frank, Wilson, & MaIm, 1982; 
Langeluddeke, Fulcher, Baird, Hughes, & Ten­
nant, 1989). The long-term quality-of-life bene­
fits of surgery have not been extensively stud­
ied. In the Coronary Artery Surgery Study 
(CASS, 1983), a large clinical study comparing 
the medical and surgical treatment of patients 
with coronary artery disease, the benefits from 
surgery were, for the most part, limited to 
patients who were symptomatic presurgery, 
that is, those most likely to have at least mode­
rate activity limitations. 

The adverse effects of CABG surgery are 
short-term and often include incisional pain 
and psychological disturbance. An estimated 
15%-35% of patients show at least moderate 
neuropsychological dysfunction lasting up to 
eight weeks post-CABG surgery (Mayou, 1986; 
Raymond, Conklin, Schaeffer, Newstadt, Mat­
loff, & Gray, 1984; Savageau, Stanton, Jenkins, 
& Klein, 1982) characterized by delirium, con­
fusion, memory loss, or difficulty in thinking 
or perception. These deficits are not explained 
by anxiety and/or depression and may be due 
to anesthesia, medications, or cerebral hy-

poxia. Longer term deficits in subtle areas of 
neuropsychological functioning appear to oc­
cur in less than 5% of patients (Mayou, 1986). 

Although increased exercise tolerance and 
relief of physical symptoms can be seen as 
major advantages of CABG surgery, in a signif­
icant subset of patients these benefits are not 
transferred to other functional domains. De­
spite good operative outcomes, an estimated 
15 % -65% of patients experience emotional dis­
tress six months to one year postsurgery (CASS, 
1983; Gundle, Bozman, Tate, Raft, & McLau­
rin, 1980; Heller, Frank, & Kornfeld, 1974; 
Mayou et al., 1978; Rabiner & Wilner, 1976). 
Fewer patients are working by one year post­
surgery than before surgery, a worse outcome 
than after uncomplicated MI (Bruce, Bruce, 
Hossack, & Fusako, 1983; CASS, 1983; Mayou 
& Bryant, 1987), and medical therapies (CASS, 
1983). Decreases in sexual activity have been 
reported in a significant subset of CABG pa­
tients (Frank et aI., 1972; Gundle et al., 1980; 
Kornfeld et aI., 1983; Langeluddeke et aI., 1989). 

A comprehensive rehabilitation program that 
addresses the psychosocial needs of the patient 
and the family (e.g., education and supportive 
counseling), in addition to traditional goals of 
restoring strength and improving functional 
capacity, may be valuable in building on or 
enhancing the benefits of CABG. 

Cardiac Transplantation 

Similar quality-of-life issues apply to the car­
diac transplant. In those select medical centers 
involved in cardiac transplantation, psycholo­
gists participate in the selection and care of heart 
recipients (S. M. Tovian, personal communica­
tion, August 30, 1989). Heart transplantation 
consists of several stressful aspects for patients, 
including a work-up period to establish eligi­
bility for a new heart; a waiting period for a 
donor if the patient is accepted into a transplant 
program; readmission to the hospital for trans­
plantation; and postdischarge recovery. Psycho­
logical variables appear to playa role in mediat­
ing the outcome of heart transplantation, and 
psychologists may be involved in assessment 
and intervention with the transplant patient 
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(Hecker, Norvell, & Hills, 1989; Olbrisch, Leven­
son, & Hamer, 1989). A further discussion of 
the psychological variables involved in cardiac 
transplantation can be found in Beidel (1987). 

In summary, coronary heart disease results 
in a number of disruptions in the normal func­
tioning of an individual in the six dimensions 
of quality of life described above, which have 
increasingly become of clinical interest in terms 
of both CHD interventions and rehabilitation 
programs. Medical and nonmedical factors 
may moderate the net effect of disease on qual­
ity of life. Medical treatments act indirectly by 
altering underlying disease or disease pro­
cesses and directly on emotional and cognitive 
functioning. A strong moderating role of non­
medical factors is also indicated by the data and 
may be due to influences on the motivation to 
resume functioning, the satisfaction of psycho­
logical needs, and health beliefs. These influ­
ences may belong to the social environment 
(e.g., social settings and economic structure); 
interpersonal processes (e.g., patient education, 
social support, stress, and economic strain); 
and intrapersonal processes (e.g., coping skills 
and stress management, personality variables, 
and physical health and capacity) (see Shu­
maker, 1990). As there are currently few data on 
the links between medical and nonmedical fac­
tors in quality of life, this subject continues to 
deserve a high research priority. 

Summary 

We have selectively addressed specific, rep­
resentative research and practice issues of in­
terest to health psychologists in the area of 
cardiovascular disease. We have limited this 
chapter to hypertension and coronary heart 
disease because of the extensive data base 
available that supports specific diagnostic and 
treatment options for these disorders. Because 
lifestyle behaviors cut across the cardiovascu­
lar spectrum, clinicians are cautioned not to be 
oversimplistic in their assessment of the behav­
ior change issue, and to be sensitive to the 
interrelated nature of behavioral and biological 
variables. Generally, our information on effec-
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tive treatment strategies is limited to hyperten­
sion, which, given its prevalence of 40-60 mil­
lion persons in this country alone, could keep 
the majority of clinical health psycholOgists 
fully engaged for life if the treatment of choice 
were "biobehavioral." 

We need to know more about patient and 
therapist variables as they relate to the effec­
tiveness of treatment, so we can become more 
specific and selective in patient-treatment 
matching. Our knowledge of the relationships 
of behavior and CHD is also developing steadily. 
Although our intervention strategies are still 
rudimentary and await additional clarification 
from our scientific colleagues, several promis­
ing avenues for intervention appear to be worth 
exploiting, although with due regard and cau­
tion, because of the lack of definitive efficacy 
data. 

Quality-of-life assessment has already be­
come a major influence on the choice of a treat­
ment strategy in instances where an adequate 
data base has been developed. As these instru­
ments become increasingly sensitive to the 
multidimensional nature of "levels of function­
ing," it is expected that quality-of-life deter­
minations will become integral to all treatment 
decision making. 

We currently have in hand or are in the pro­
cess of developing increasingly sophisticated 
bioinstrumentation that noninvasively (or min­
imally invasively) provides comprehensive bio­
behavior assessments, both in the laboratory 
and during ambulatory daily activities. Such 
information, combined with health risk ap­
praisal data and other psychometric assessments 
(e.g., of Type A behavior, hostility, anger, and 
quality of life), can provide a complete psycho­
social-demographic-psychophysiological pro­
file for differential diagnosis, for selecting the 
most appropriate treatment of choice, and for 
providing an assessment of the progress and 
effectiveness of the treatment. 

Although we are far from having all of the 
desired information on the behavior-CVD re­
lationship, a sizable body of theoretical ap­
proaches, intervention strategies, and the re­
lated hardware and software is available to the 
well-trained clinician. We believe that, by adopt-
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ing the "biobehavioral" perspective, such clini­
cians can substantially improve on the tradi­
tional treatment approaches in meeting the 
needs of their clients at all relevant levels of 
inquiry and remediation. 

Appendix 

Measurement of Quality of Life 

Assessment of quality of life in clinical and 
epidemiological studies generally involves ei­
ther an index or a battery. The merits of each 
approach, along with examples, are discussed 
below. Readers interested in a critique and 
more detailed discussion of QL instruments 
should consult Wenger, Mattson, Furburg, and 
Elinson (1984), Kaplan (1985), and Spilker (1990). 

Indices. One approach is to use a single in­
strument to obtain a single number, or set of 
factor scores, to characterize QL. This can 
be accomplished either by simple or weighted 
cumulation of a set of scores assigned to re­
sponses in an inventory. Proponents of the sin­
gle summary score approach hold that al­
though QL is a multidimensional construct, it 
is actually experienced as a subjective evalua­
tion of functioning, that is, as an "overall desir­
ability of the aggregate" (Kaplan, 1988). This 
focus is especially well suited to health policy 
or population-based research used to derive 
estimates of a total illness burden. The Quality 
of Well-Being Scale (Kaplan & Bush, 1982) is 
the major example of decision-theory approach 
to QL assessment. 

A second approach in QL indices is to score 
and interpret separately the various dimen­
sions that make up quality of life. Proponents 
of this approach argue that dimensions of qual­
ity of life are distinct and independent, and 
cannot be meaningfully collapsed into a single 
estimate; positive and negative changes among 
quality-of-life components cannot be repre­
sented. Separate scores are desirable in clinical 
applications where the focus is on specific 
treatment effects, or in the selection of an opti­
mal treatment program based on a variety of 

patient characteristics, e.g., lifestyle or prefer­
ence, and in identifying specific health-care 
needs; and with regard to treatment programs 
where specific side effects must be monitored 
(Stewart, 1988). The Sickness Impact Profile 
(Bergner, Bobbitt, & Pollard, 1976), and the 
McMaster Health Index Questionnaire (MHIQ; 
Chambers, 1988) are widely used examples of 
this approach. 

In brief, the appropriateness of either ap­
proach will depend on the research need. Esti­
mating the gross impact of a disease or therapy 
on quality of life within a population; or rela­
tive to other diseases or therapies, i.e., in cost/ 
utility studies, may be better suited to decision 
theory approach. Studies on specific health 
care needs of the patient or subset of patients 
will require separate component scores. 

Battery. A second, ad hoc approach to meas­
ure quality of life is to assemble a battery of 
separate instruments for each of the dimen­
sions of QL. The major advantage of this ap­
proach in clinical populations is that QL assess­
ment can be tailored, using the best instruments 
available, to a particular research goal. Some 
disease or treatment groups may require a 
more sensitive measurement of various dimen­
sions of quality of life may be needed than 
possible with general health instruments, or 
aspects which are not an included in these 
instruments. For example, in CABG, and for 
patients taking medication, assessment of in­
tellectual and cognitive functioning may be de­
sirable. In studies where affective involvement 
is a problem (e.g., MI patients), a researcher 
may choose from several standardized anxiety 
scales, such as the Taylor Manifest Anxiety 
Scale (Taylor, 1953), the Cattell and Scheier IPAT 
Anxiety Scale (Cattell & Scheier, 1961), and the 
Spielberger State Trait Anxiety Index (Spiel­
berger, 1983); depression scales such as the 
Beck Depression Inventory (Beck, Ward, Men­
delson, Mock, & Erbaugh, 1961) and the Center 
for Epidemiologic Studies-Depression scale 
(CES-D; Radloff, 1977); and assessment of 
mood states using the Profile of Mood States 
(McNair, Lorr, & Droppleman, 1971). These 
scales have been widely used and extensively 
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validated against psychiatric norms. However, 
because there are limits on the amount of time, 
the number of resources, and the burden which 
may be placed upon the patient, it is important 
to construct a parsimonious battery, including 
only the dimensions of quality of life relevant 
to the medical condition at hand. 

1be Qualit;y o/Well-Being Scale (QWB) 

The QWB is widely used and is a hallmark of 
the decision-theory approach to quality-of-life 
measurement. This instrument was designed 
to evaluate functional, symptomatic, and men­
tal health outcomes of all types of acute and 
chronic diseases and injuries. It contains three 
dimensions of daily activity: mobility, physical 
activity, and social activity; and a separate di­
mension which measures medical symptoms 
and problems that might inhibit function. Re­
sponses are scored along a stepped gradient of 
dysfunction: no limitation-dependent for activ­
ity scales; and death-no symptoms for symp­
tom/problem complexes scales. These in turn 
are then integrated as unique combinations of 
"well states," and are weighted in terms of their 
relative desirability to determine a respon­
dent's QWB score. The QWB score can be fur­
ther adjusted by formula to reflect prognoses 
for any disease or disability, yielding an esti­
mate of "well life expectancy," which Kaplan 
(1988) defines as the current life expectancy 
adjusted for the diminished quality of life asso­
ciated with dysfunctional states and the dura­
tion of stay in each state. By use of the QWB 
mortality, morbidity, and weighted behavioral 
function states can be simultaneously consid­
ered in evaluating the impact of disease or a 
treatment on quality of life. 

Sickness Impact Profile (SIP) 

The SIP is one of the most widely used sepa­
rate components measures of quality of life. 
The SIP was designed to provide a descriptive 
profile of changes in behavioral function due to 
sickness, and is applicable to any disease or 
disability. The instrument contains 136 items, 
forming 12 daily activity categories, which 
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cluster into three factors: independent, includ­
ing sleep and rest, eating, work, home man­
agement, recreation, and pastimes; physical, 
including ambulation, mobility, and body care; 
and psychosocial, including social interaction, 
alertness, emotional behavior, and communi­
cation. A mean SIP score and the factor scores 
express impairment in function percentage; the 
SIP does not include mortality outcomes. 

]be McMaster Health Index 
Questionnaire (MHIQ) 

The MHIQ (Chambers, 1988) is similar to the 
SIP in that it measures separately physical, 
social, and emotional functional components 
of quality of life. Items in the physical function 
dimension cover mobility, self-care, communi­
cation, and global physical functioning. The 
social dimension includes general well-being, 
work and social role functioning, personal and 
interpersonal relations, and global social func­
tion. The emotional dimension includes self­
esteem, personal relationships, thoughts about 
future, critical life events, and global emotional 
function. 
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CHAPTER 22 

Psychological Components 
of Rehabilitation Programs 
for Brain-Injured and Spinal­
Cord-Injured Patients 

Joseph Bleiberg, Robert Ciulla, and Bonnie L. Katz 

Introduction 

This chapter is about clinical psychology as 
practiced in the rehabilitation hospital. Reha­
bilitation settings are fertile areas of practice for 
psychologists, and a wide range of clinical and 
consultation services is applicable. To practice 
most effectively, however, psychologists should 
understand the organization and "culture" of 
the rehabilitation hospital and the special needs 
of its patients and staff. The chapter is broken 
into three sections. First, the clinical and ad­
ministrative environment of the rehabilitation 
hospital is described, with emphasis on how it 
affects the role definition and mode of practice 
of psychologists. The second and third sec­
tions examine two specific populations, spinal­
cord-injured and brain-injured patients, to 
identify and illustrate the issues specific to the 
psychological care of each group. 

Joseph Bleiberg and Bonnie L. Katz • National Reha­
bilitation Hospital, 102 Irving Street N.W., Washington, 
DC 20010. Robert Ciulla • Islip Mental Health Cen­
ter, 1747 Veterans Highway, Islandia, New York 11769. 

The Rehabilitation Hospital 

The environment of the rehabilitation hospi­
tal and the psychologist's role are shaped by 
many factors, At the broadest level are socio­
political and medical-economic factors that de­
termine who will receive insurance coverage 
for rehabilitation, for how long a period of 
treatment, for what types of treatment, and for 
treatment provided by which professions, At 
the level of a specific rehabilitation hospital, 
psychological practice is affected by the admin­
istrative structure and medical staff bylaws of 
the hospital, the "history" of psychology within 
that hospital (or the lack of it), and the way the 
different rehabilitation professions have de­
fined their professional boundaries, or "turf." 
Our discussion begins with a review of the 
goals of rehabilitation hospitalization. 

Goals of Rehabilitation 

Patients in rehabilitation hospitals have ex­
perienced catastrophic and life-altering disease 
or injury, The diagnoses most frequently seen 
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in the rehabilitation setting include traumatic 
brain injury, cerebrovascular accident, brain 
tumor, spinal cord injury, amputation second­
ary to trauma or to diseases such as diabetes or 
peripheral vascular disease, severe arthritis 
and other degenerative diseases of the joints or 
muscles, advanced multiple sclerosis and other 
progressive or degenerative neurological dis­
eases, severe burns, and chronic pain. 

By the time a patient is referred to the reha­
bilitation hospital, acute-care medical services 
to reverse or arrest the injury or disease have 
typically already been performed. Cure, there­
fore, usually is not a realistic goal of the hos­
pitalization, and the more typical goal is to 
ameliorate the functional limitations on indepen­
dent living resulting from the injury or disease. 
Moreover, the major" gatekeeper" for entry into 
the rehabilitation hospital-insurance reim­
bursement-almost always requires that the 
patient have functional goals related to enhanced 
independence in daily living activities. For ex­
ample, the "Three-Hour Rule" of Medicaid 
specifies that patients must have functional 
goals, that achieving the goals must require at 
least three hours per day of combined physical 
and occupational therapy, and that patients 
must be discharged from the hospital when 
they stop making progress toward achieving 
the goals. 

Thus, the rehabilitation patient is in the hos­
pital primarily to reduce functional limitations 
in daily living. These limitations consist of 
three related, but in important ways indepen­
dent, factors: "impairments," "disabilities," 
and "handicaps" (Diller & Ben-Yishay, 1987). 
Impairments consist of deficits in specific mo­
tor, sensory, or cognitive abilIties, such as the 
inability to move one's legs or to remember new 
information. Disabilities, on the other hand, 
represent the effects of impairments on one's 
capacity to perform specific tasks, such as 
going to the grocery store, getting to the sec­
ond floor in one's house, reading a newspaper, 
or remembering a phone number. Handicaps 
are the cumulative effect of disabilities on one's 
capacity to function effectively in various soci­
etal roles, such as employment, recreation, par­
enting, or housekeeping. 

Although the rehabilitation patient almost 

invariably has some specific area(s) of impair­
ment, impairment only partially determines 
whether there will be disability or handicap. 
For example, a paraplegic patient has impair­
ment in the use of his or her legs, and this 
results in a disability in walking. However, 
there mayor may not be disability in mobility, 
depending on whether the patient is skilled in 
the use of a wheelchair and is in a wheelchair­
accessible environment, has access to and has 
been trained in the use of an automobile with 
hand controls, and has achieved a sufficient 
level of psychological adaptation to the alter­
ations in capacities imposed by the paraplegia 
to be willing to use such devices and accessible 
environments. Even if the patient does have a 
disability with respect to mobility, there may 
not be a handicap in vocational functioning, 
depending on whether the patient's vocation 
can be pursued productively despite the pres­
ence of certain impairments and disabilities. 
Impairments, therefore, do not invariably re­
sult in disability or handicap, nor is it possible 
to generalize precisely about how a specific 
impairment will disable or handicap a given 
patient. 

It also is important to note that the reduction 
of a specific impairment or disability does not 
invariably result in the reduction of a handicap. 
Let us assume that a paraplegic patient has an 
incomplete spinal cord injury, so that, with ap­
propriate exercises and training he or she will 
be able to walk using braces and crutches. Such 
a mode of walking, however, may be so slow 
and effortful that it results in less mobility than 
proficiency in the use of a wheelchair. Let us 
assume further that the patient has great psy­
chological investment in walking even though 
walking does not give as good mobility as a 
wheelchair, as in the case of a patient we saw 
who was a sales representative and who insis­
ted that he greet his clients" standing tall and at 
eye level, not sitting down and having them 
bend down to shake my hand, and especially 
not having them look down at me while we are 
talking." For this patient, the psychological 
benefits of walking and standing, in terms of 
enhanced self-esteem, motivation, and self­
confidence, may be sufficient to offset the neg­
ative effects of reduced mobility. 
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The selection of rehabilitation goals, there­
fore, often involves a complex set of compro­
mises and trade-offs to identify a group of 
goals that, in aggregate, provides the greatest 
reduction in the patient's handicap. This selec­
tion requires the coordinated and integrated 
application of multiple and diverse approaches, 
ranging from exercises and other treatments to 
reduce specific impairments, to learning to use 
compensatory techniques and devices to re­
duce disabilities, to restructuring or develop­
ing new roles at work or in the family in order to 
create domains in which life can be pursued 
with the least possible degree of handicap. All 
of these levels of intervention have large psy­
chological components. 

The Rehabilitation Team 

The rehabilitation team includes representa­
tives from medicine (usually a physician from 
the specialty of "physical medicine and reha­
bilitation," termed a physiatrist, but sometimes 
from related specialties such as neurology or 
orthopedics), rehabilitation nursing, physical 
therap)" occupational therap)" speech and lan­
guage pathology, vocational rehabilitation, bio­
medical engineering, social work, recreational 
therapy, respiratory therapy, nutrition, and 
prosthetics and orthotics. The efforts of this 
large team are organized on the basis of the 
patient's functional goals. Thus, if a severely 
brain-injured patient is incapable of eating in­
dependently, the speech pathologist may train 
the patient to swallow, the physical therapist 
may work on the patient's posture and seating 
position to facilitate eating, the biomedical en­
gineer may modify the patient's wheelchair to 
better sustain the eating posture, the occupa­
tional therapist may work on developing the 
necessary hand function and on adapting eat­
ing utensils to accommodate impaired hand or 
finger function, the nutritionist may formulate 
diets of appropriate consistency given the pa­
tient's impaired swallowing or chewing ability, 
the respiratory therapist may manage secre­
tions, and so on. Because most patients have 
many such functional goals, the rehabilitation 
team is characterized by the need for extensive 
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collaboration and a high degree of mutual in­
terdependence. This extends to include the pa­
tient's family, who in many rehabilitation set­
tings are considered to be members of the 
team. A case manager orchestrates the interde­
pendent activities of the team, and often, but 
not always, this is the physician. It is common 
practice, as well as an established standard of 
accreditation bodies such as the Commission 
for Accreditation of Rehabilitation Facilities 
(CARP), for the team to meet at least biweekly 
to develop and then monitor and revise a com­
prehensive, multidisciplinary care plan that 
centers on explicit functional goals. Patients 
and families are encouraged to participate in 
such team conferences, as well as in family 
conferences, to ensure that the functional goals 
pursued in the rehabilitation hospital will ad­
dress the practical needs that the patient and 
the family will face on the patient's discharge 
from the hospital. 

The pursuit of functional goals is typically a 
highly practical affair: teaching the patient to 
tie one-handed knots or to walk with a pros­
thetic leg, modifying the kitchen and bathroom 
of a home to make them wheelchair-accessible, 
and so on. Similarl)" the rehabilitation team 
has a practical and utilitarian focus, tending 
much more toward action than toward "feel­
ings." As a result, the psychologist who is new 
to the rehabilitation setting may feel out of 
place. Throughout his or her training in mental 
health settings, the psychologist will have 
worked with teams who viewed their primary 
mission as addressing the emotional state of 
their patients. In the rehabilitation setting, 
however, the treatment team may view pa­
tients' emotional issues simply as impediments 
to the real purpose of the hospitalization ("He's 
so depressed that we can't get him motivated 
for physical therapy"), and patients may be 
puzzled about why they are seeing a psycholo­
gist ("I came here to learn how to walk!"). 

The rehabilitation team includes many pro­
fessions to which the psychologist has had 
little or no exposure during traditional mental 
health training, and it pursues a different agenda 
from that of the mental health setting. Sim­
ilarly, patients and families (and certainly their 
insurance companies) often do not view the 
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purpose of the rehabilitation hospitalization as 
being the pursuit of mental health goals. How­
ever, although psychological goals are not the 
overt or explicit reason for the rehabilitation 
hospitalization, they can be central to its suc­
cess. Moreover, psychological issues are un­
avoidable in the rehabilitation setting: the in­
tense interdependence between the patient 
and the team, and among the individual mem­
bers of the team, produces a level of intimacy 
that inevitably arouses strong needs, wishes, 
and conflicts on the part of all involved. 

Just as relationships within psychotherapy 
dyads are bipersonally active (Langs, 1988), re­
lationships between physical, occupational, 
and other therapists and their patients are in­
fluenced strongly by the intrapsychic responses 
of both parties (Gunther, 1977). The many bi­
nary relationships that the patient forms with 
individual therapists on the team are influ­
enced by his or her current and historical rela­
tionships with others. Similarly, how individ­
ual therapists relate to patients is determined 
by factors such as the therapist's degree of psy­
chological insight, the appropriate manage­
ment of interpersonal boundaries, the capacity 
to establish health symbiotic relationships, and 
the ability to tolerate and contain, rather than 
destructively act on, patients' hurtful projec­
tive identifications. 

As Gans (1983) noted, projection, identifica­
tion, and denial may go back and forth be­
tween both parties, creating unrealistic views 
and distorted expectations. Some patients may 
view the team as benevolent and omnipotent, 
existing solely to promote the patient's well­
being and recovery, and surely able to effect a 
cure if only the patient is sufficiently obedient 
to and compliant with the team's recommenda­
tions. Other patients may view the team as a 
group of adversaries, there only to thwart the 
patient's efforts at independence and auton­
omy. At different times, some patients hold 
both views of the team, or one view toward 
some team members and another view toward 
others. Team members may view patients' fail­
ure to make anticipated therapeutic gains as 
personal failures in their healing ability and 
may project hatred onto the patient as a result 

(Gans, 1983). Or, team members may identify 
with patients (Judd & Burrows, 1986). Take, for 
example, a recently admitted 22-year-old fe­
male patient, quadriplegic from an auto acci­
dent during summer vacation after graduation 
from college, who was about to start a career 
and be married: it is not unlikely that the phys­
ical or occupational therapist treating this pa­
tient will share many of these demographics. 
The patient may become the recipient of an 
overzealous therapist who copes with the anxi­
ety stimulated by identification with the pa­
tient by having particularly high expectations 
for her recovery. The patient, however, may per­
ceive the therapist'S enthusiasm as an empathic 
failure to appreciate how defeated and awful 
the patient feels. The therapist may be seen as 
demanding and sadistic ("She's torturing me"), 
and the patient as unmotivated and resistant 
("She's not working up to her potential"). 

Alternately, the 60-year-old patient, quadri­
plegic from a spinal cord malignancy, may 
evoke despair and helplessness in her therapist 
("She'll wind up going to a nursing horne and 
dying anyway"), even though the patient may 
be well adjusted to her prognosis and may be 
highly motivated to increase her level of inde­
pendence during her remaining years of life. 
The therapist may show little enthusiasm when 
treating the patient, perhaps becoming emo­
tionally withdrawn or constricted, and the pa­
tient may corne to feel rejected and abandoned. 
Another therapist working with this patient 
may have had a mother who died of a rapidly 
fatal malignancy. This therapist may view the 
patient's having several more years of life ex­
pectancy and the desire to live those years as 
fully as possible as positive factors and a cause 
for enthusiasm and may be able to form an 
effective therapeutic alliance that has realistic 
as well as idealized aspects. Moreover, when 
two therapists have such divergent perceptions 
of and relationships with a patient, particularly 
when the differences relate strongly to the in­
trapsychic needs of one or both therapists, con­
flict among team members may develop. 

Clearly, all health care personnel and all pa­
tients have the capacity for distorted percep­
tions of one another. However, distorted inter-
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personal perceptions increase as relationships 
become more intimate, and rehabilitation hos­
pitalizations are measured in months, rather 
than the days typical of acute care hospitaliza­
tion. While not directly a part of the rehabilita­
tion team's mission, agenda, or identit~ these 
intense and interdependent relationships, with 
their capacity to stimulate distortions, are an 
unavoidable and inevitable part of the day-to­
day activities influencing patients' well-being 
and successful participation in rehabilitation. 

The Psychologist's Role 

In addition to providing direct clinical ser­
vices, the psychologist's role on the reha­
bilitation team is to enhance patient care by 
integrating psychological knowledge and inter­
ventions into the team's approach to treating 
patients. The ways in which the psychologist 
does so depend to a large extent on the form of 
relationship that he or she has with the team. 
Currentl~ three different types of relationships 
are common: psychologists may be fully inte­
grated members of the team; psychologists may 
be consultants to the team, seeing only those 
patients who are identified by the team as 
needing psychological services; and, on the 
uptrend in recent years, particularly in brain 
injury and chronic pain rehabilitation pro­
grams, psychologists may be leaders or coleaders 
(usually jointly with a physician) of the team. 

The model where the psychologist is a fully 
integrated member of the team has distinct 
advantages. In this model, the psychologist 
routinely evaluates all patients treated by the 
particular team of which he or she is a member, 
provides direct treatment to patients and fami­
lies as needed, and serves as a behavioral sci­
ences consultant to the team. Routinely seeing 
all patients admitted allows the psychologist to 
serve several quite useful functions. Patients 
with preexisting mental disorders or with dis­
turbances reactive to their disability can be 
identified promptly, and the team can be alerted 
to any special management needs of such pa­
tients before such needs exert a disruptive in­
fluence on the rehabilitation program and pro­
duce an impasse between the patient and the 
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team. Even when patients show no substantial 
psychopatholo~ there may be enormous bene­
fits when the psychologist assists the team to 
gain a psychological understanding of the pa­
tient. This can include information about the 
patient's personality and coping style, ways of 
handling threats to independence and auton­
omy, past history of losses and response to 
them, unique "meaning" of the injury or ill­
ness, expectations for the future, self-concept, 
cognitive abilities, interpersonal skills, and 
other descriptions that assist the team to view 
the patient as a differentiated and unique psy­
chological being. Providing such information 
early during a patient's hospitalization allows 
the team to incorporate a psychological under­
standing of the patient into their initial formu­
lation of the treatment program, thus custom­
izing it from the outset to the patient's needs, 
preferences, and capacities. Such information 
also reduces the team's potential mispercep­
tions of the patient's behavior, such as interpret­
ing a depressed patient's behavior as reflecting 
lack of motivation and rejection of what the 
team has to offer. 

Seeing all patients initially on admission also 
allows the psychologist gradually to sensitize 
the team to psychological factors as they apply 
in general to rehabilitation patients, and to de­
velop the team's capacity to create a healthy 
psychological milieu for patients. Enhancing 
the psychological sophistication of the team, in 
turn, increases the psychologist's ability to de­
velop treatment approaches that require the 
active collaboration of the entire team. It also 
helps the team to understand and value the 
contributions and point of view of the psy­
chologist, and to accept psycholOgical goals as 
legitimate pursuits within the rehabilitation 
context. Further, as the team becomes psycho­
logically sophisticated, this sophistication is 
communicated to patients and families in sub­
tle as well as in overt ways, and their acceptance 
of the psychologist's active involvement in their 
care is facilitated. 

One difficulty in being a fully integrated 
member of the team relates to how the psychol­
ogist defines his or her role and status on the 
team in relation to the Bachelor's and Master's 
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level therapists who comprise the team. The 
psychologist may have difficulty accepting com­
plete parity with Bachelor's and Master's level 
clinicians, particularly given the professional 
alternatives available outside the rehabilitation 
setting (e.g., a university or medical school 
professorship, independent private practice, or 
the leadership of mental health teams and pro­
grams) and the implications that parity may 
have in areas such as salaries and clinical au­
tonomy. A number of approaches are possible. 
For example, medical staff membership with 
either full privileges or more restricted "con­
sulting" privileges allows the psychologist to 
function as a member of the treatment team, 
but with a recognition of her or his level of 
training and expertise, as well as with an orga­
nizationally sanctioned and broadly under­
stood basis for an appropriate degree of profes­
sional autonomy and for competitive salary 
levels. Faculty status at a university or a medi­
cal school can confer a similar benefit. 

The psychologist may also add selected team 
leadership functions to his or her team mem­
bership role. The hospital's policies and proce­
dures can be written to give the psychologist 
formal leadership over specific clinical issues, 
such as evaluating suicidal or assaultive pa­
tients and supervising the team in instituting 
appropriate precautions, using seclusion and 
restraint for behavioral management, or coor­
dinating domains of treatment such as "cogni­
tive retraining." One such formal mechanism 
that has proved quite useful in the authors' 
setting has been the use of a "psychology­
neuropsychology team conference," led by the 
psychologist. This conference is the behavioral 
science parallel of the medically oriented team 
conference led by the physician, and it allows 
the psychologist to coordinate the team's activ­
ities as they relate to the psychological and 
neuropsychological needs of patients. The con­
ference has the side benefit of formally demon­
strating that although the psychologist is a 
member of the treatment team, he or she also 
has a role that includes coordination and lead­
ership over a portion of the team's activities. 
Leadership may also be undertaken in the 
areas of research and program development 

and evaluation, areas where the psychologist 
may have substantial expertise and training. 

It should be pointed out that although the 
above methods may be quite helpful in creating 
a satisfying role for the psychologist, they still 
leave the psychologist with the difficult task of 
balancing being a member of the team for some 
activities and being a leader for others. Tact, 
diplomacy, and a good sense of boundaries are 
essential to making this situation productive 
rather than disruptive and alienating. The psy­
chologist must have a sincere and manifest re­
spect for the contributions of the rest of the 
team, derived from a thorough knowledge and 
understanding of the different disciplines. 
Moreover, psychologists who cannot tolerate 
being, at least a portion of the time, identified 
as peers of Bachelor's level professionals are 
perhaps best advised to avoid this model of 
psychological practice. 

An alternate model of service delivery is for 
the psychologist to restrict his or her role to 
consultation to the team. In this model, the 
psychologist evaluates and treats only those 
patients formally referred by the physician and 
the team. Although serving exclusively as a 
consultant produces a more clearly defined 
and less awkward role for the psychologist, it 
has disadvantages. Having non psychologists 
select those patients who will receive psycho­
logical services can lesult in the psychologist 
becoming involved only after a situation has 
developed into an irreparable impasse be­
tween the patient and the treatment team that 
would have been preventable with earlier iden­
tification and intervention. Referrals may be 
limited to patients with more obvious psycho­
logical disturbances, and patients who have 
more subtle disturbances or who may benefit 
from supportive psychotherapy may be over­
looked. Moreover, because the psychologist's 
interactions with the team are more sporadic 
and generally center on "putting out fires," 
there is less opportunity for the psychologist to 
enhance the general psychological sophistica­
tion of the treatment team and to work with 
them to create an overall psychologically sensi­
tive milieu that addresses the needs of all pa­
tients, and there is less opportunity for the 
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psychologist to show the team the various but 
perhaps less obvious ways in which psycho­
logical services can assist in rehabilitation. 

In summary, although the psychologist as a 
consultant has a better protected status and a 
clearer professional role, they are gained at the 
expense of more limited access to patients and 
more restricted opportunities for applying psy­
chological services in their broadest extent. 
Overall, the psychologist as a team member 
provides the best opportunities for the maxi­
mal involvement of psychologists in clinical 
care, and this role can be augmented with for­
mal and informal leadership responsibilities 
that recognize psychologists' level of training, 
expertise, and professional autonomy. 

Psychological Services 

As is shown below, the rehabilitation hos­
pital offers psychologists the opportunity to 
apply virtually the full spectrum of clinical 
psychological, neuropsychological, and be­
havioral medicine services. 

Some patients admitted to the rehabilitation 
hospital may have preexisting psychological or 
psychiatric disorders in addition to the illness 
or injury that is the basis of the rehabilitation 
hospitalization. These patients need evaluation 
and management during the rehabilitation hos­
pitalization, with special emphasis on the psy­
chologists assisting a team that often is not 
prepared to integrate the treatment of tradi­
tional physical medicine problems with the 
management of a significant psychiatric dis­
turbance. A complication is that, sometimes, 
the team may have great distaste for such inte­
gration. It is not uncommon to see patients who 
have spinal cord injury because of psychosis 
(liThe voices told me to jump out of the win­
dow"), traumatic amputation because of self­
multilatory behavior, brain injury secondary to 
depression and failed suicide attempts, and 
so on. 

Another group of patients may have no prior 
psychiatric history but may develop psycho­
logical disturbances in reaction to their injuries 
or diseases. These may range from adjustment 
reactions to severe and incapacitating disorders 
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so severe that the patient is entirely unable to 
participate in the rehabilitation program. More­
over, even when adjustment reactions are not 
so severe as to be diagnosable psychopathol­
ogy, there may be many useful interventions 
that the psychologist can undertake to opti­
mize the patient's adaptation and well being. 
Such patients draw the psychologist into the 
traditional and well-known mental health role. 
Other needs of rehabilitation patients require 
the psychologist to go beyond this role. Among 
the most frequent reasons for rehabUitation 
hospitalization are cerebrovascular accident, 
head injury, and other diseases and injuries to 
the brain. In addition to preexisting and reac­
tive psychological disorders, these patients 
may have organic cognitive, personality, and 
behavioral disturbances that require that the 
psychologist possess expertise in neuropsy­
chological assessment and treatment. In some 
settings, a distinction is made between a clini­
cal psychologist who provides more traditional 
assessment and psychotherapy services, and a 
clinical neuropsychologist who provides as­
sessment and treatment for neurocognitive and 
neurobehavioral disorders. Although ~uch a 
distinction can be justified on the basis of the 
scarcity of psychologists with neuropsycho­
logical training, it is more difficult to justify on 
the basis of how best to serve brain-impaired 
patients: these patients and their families have 
clinical psychological and neuropsychological 
needs that are interwoven and difficult to com­
partmentalize. 

Other patients may have problems with acute 
or chronic pain, and a whole field has devel­
oped around the methods for psycholOgical 
intervention with such patients (Fey & William­
son-Kirkland, 1987). Still other patients may 
require behavioral medicine services for life­
style modification in the areas of smoking ces­
sation, diet, exercise, compliance with medical 
regimens, and stress management. Substance 
abuse problems may also be prevalent in reha­
bilitation populations, in some cases being a 
direct contributor to the disease or injury that 
has occasioned the need for rehabilitation, as in 
the patient who has wrecked a car or fallen 
while intoxicated and has sustained a brain or 
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spinal cord injury, and who risks doing so 
again if substance abuse is not identified and 
treated during rehabilitation. An often over­
looked role of the psychologist in the reha­
bilitation hospital is being an expert in human 
learning. Patients come to a rehabilitation hos­
pitallargely in order to acquire skills to enable 
them to function optimally despite the limita­
tions imposed by an illness or injury. In a study 
of 20 consecutive admissions to a spinal cord 
injury unit, Bleiberg and Merbitz (1981) found 
that 64 % of the entries in the medical record 
related directly to the acceleration or deceleration 
of specific behaviors. Psychologists' extensive ex­
pertise in human learning can be applied pro­
ductively to many rehabilitation issues. 

In addition to providing direct clinical ser­
vices to patients, a variety of consultation and 
education services may be provided. As dis­
cussed previously, the intrapsychic needs of 
patients and staff inevitably become a part of 
the therapeutic matrix, and the psychologist 
provides clarification and insight in order to 
bring such issues to adaptive resolution. This 
can be done during team conferences, when 
the team raises specific concerns about a pa­
tient's behavior or mental state. The psycholo­
gist addresses such concerns by describing the 
psychological dynamics underlying the pa­
tient's behavior, sometimes (cautiously) intro­
ducing, for the team's consideration, thoughts 
about how aspects of their approach to the 
patient may be related to how the patient is 
responding to them. At these and at psychol­
ogy-neuropsychology conferences, the psy­
chologist also validates the team's tribulations 
with particularly difficult or overwhelming pa­
tients by providing a context where staff can 
talk about their feelings and by providing mu­
tual understanding and support. 

Active problem solving with the team is es­
sential and may occur in the above kinds of 
conferences or in "hallway consultations." In 
many cases, these result in the psychologist's 
assisting a team member to incorporate a psy­
chological intervention within a traditional 
medical treatment, such as assisting the physi­
cal therapist to develop a behavioral contract 
with a noncompliant patient. In some cases, 
this can extend to actual cotreatment, as when 

the psychologist provides hypnosis for relax­
ation and pain management while the physical 
therapist performs range of motion exercises 
on a painful joint. (Although such treatment is 
very effective in some cases, consideration 
should be given beforehand to its pOSSible ef­
fects on any concurrent psychotherapy rela­
tionship that may exist between the psycholo­
gist and the patient.) 

Relations with Psychiatry 

It is rare for psychiatrists to be members of 
rehabilitation teams, but it is routine for them 
to be available as consultants. Moreover, many 
of the psychological services needed by reha­
bilitation patients are provided both by psychi­
atrists and by psychologists (as well as by 
others, as discussed in the next section), so that 
competitive tension may develop between the 
two professions. (See Chapter 6 by Belar for 
discussion of professional relationships.) As a 
consultant, the psychologist is exposed to the 
full force of this competitive tension and to the 
variations in how it is resolved in different set­
tings. The rehabilitation physician team-leader 
is free to select the consultant of his or her 
choice, whether a psychologist or a psychiatr­
ist. The psychologist is vulnerable to the team 
leader's notions of what psychologists and 
what psychiatrists should do, and to prejudices 
about one or the other profession (which, sur­
prisingly, in rehabilitation settings, often favor 
the psychologist). To be sure, the psychologist 
can emphasize types of services not typically 
offered by psychiatrists, such as neuropsycho­
logical testing or biofeedback, but there inev­
itably remains a large area where the two pro­
fessions can and do overlap and compete. 

As a team member, the psychologist has 
more opportunity to select a collaborative ra­
ther than a competitive resolution of this issue. 
Because the psychologist has regular and fre­
quent contact with the physician and the team, 
there is a greater opportunity to educate them 
about the types of situations well managed by 
psychologists and those where psychiatric con­
sultation is advisable. Moreover, because the 
psychologist evaluates all patients on admis­
sion to the rehabilitation unit, the psychologist 
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can identify those situations where psychiatric 
consultation is indicated and can participate in 
specifying the nature and topics of the consul­
tation request to the psychiatrist. In the au­
thors' setting, it is self-imposed policy to re­
quest a psychiatric consultation in all cases of 
major affective disorder and active psychosis; it 
is optional in other cases, based on the psycholo­
gist's clinical judgment. By agreement with the 
medical staff (of which psychologists are mem­
bers), psychologists participate in formulating 
the referral request for psychiatric consulta­
tion, in most cases actually making the phone 
call to the psychiatrist and describing what is 
desired from the consultation. Our experience 
has been that this procedure minimizes mis­
understandings between psychologists and 
psychiatrists. Minimizing such misunder­
standings Increases the extent to which psy­
chologists will initiate requests for psychiatric 
consultation and fosters collaborative rather 
than competitive relationships. It also has the 
substantial benefit of preventing the psycholo­
gist from coming to work one morning and 
finding that his or her patient not only has had 
a psychiatric evaluation the day before but now 
is in psychotherapy with both a psychologist 
and a psychiatrist who have not yet even dis­
cussed the case. 

Relationships with Other Disciplines 

The psychologist new to the rehabilitation 
setting will be astonished by the amount of "psy­
chological" activity routinely performed by 
nonpsychologists. Physicians and nurses rou­
tinely provide counseling to patients and fami­
lies. Occupational therapists commonly evalu­
ate visual-spatial, psychomotor, and memory 
functions and provide intensive treatment 
in these areas. Speech and language patholo­
gists have a long-standing professional in­
volvement in the evaluation and treatment of 
the aphasias and, in recent years, have ex­
tended this to include cognitive disturbances 
secondary to various neurological disorders. 
Social workers include mental health diagnosis 
and psychotherapy in their training and profes­
sional identity. Vocational rehabilitation coun­
selors use tests of mental abilities and apti-
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tudes and provide counseling and guidance. 
Moreover, the increased availability of comput­
erized testing and test interpretation, often 
backed by very aggressive marketing to non­
psychologists, has brought many procedures 
previously restricted to psychologists within 
easy use of other professionals. 

In rehabilitation settings that have not pre­
viously employed a psychologist, the above 
disciplines, perhaps with the assistance of a 
psychiatric consultant, are likely to have incor­
porated into their established roles many of the 
functions and activities that the psychologist 
would wish to perform. The psychologist will 
feel a legitimate claim to these activities but so 
will the other professions, and the issue will 
become how to divide and share roles and ac­
tivities equitably among several qualified pro­
viders. Adaptive, but sometimes maladaptive 
and outright bizarre, solutions are possible. 
Among the worst solutions are those in which 
the parties involved avoid addressing the issue 
altogether, as though it did not exist. Such solu­
tions can result in patients, simultaneously 
having four individual psychotherapists (a psy­
chiatrist, a psychologist, and a social worker, 
all engaged in psychotherapy, and a rehabilita­
tion nurse providing sexual and family coun­
seling); the situation may be further entangled 
because different members of the treatment 
team and the family have formed alliances and 
may have consulted with different "psycho­
therapists." Current reimbursement practices 
for rehabilitation encourage rather than dis­
courage such practices. Rehabilitation remains 
exempt from diagnostic-related-group 11)RG) 
prospective reimbursement, so that the more 
the service given to a patient, the more the 
revenue for the hospital. There thus is no finan­
cial incentive to regulate and monitor duplica­
tive treatments. However, although such situa­
tions may not trigger administrative regulation, 
they can and should be approached from the 
point of view of sound clinical practices. 

An equitable resolution of turf conflicts is 
essential to prevent divisive and unproductive 
relationships among the team members. Be­
cause these conflicts are so emotionally arous­
ing and can threaten the integrity of the team, 
there is frequently collusion among the mem-
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bers to keep the conflicts from becoming overt. 
Our experience has been that although there 
may be initial resistance to discussing these 
issues, discussion can be beneficial and usu­
ally results in mutually acceptable compro­
mises. These typically are based on the in­
volved parties' first acknowledging the reality 
that their disciplines overlap, and sharing their 
mutual distress at having others interfere with 
what they see as their spheres of authority and 
expertise. As the involved parties begin to rec­
ognize that they all feel a similar sense of hav­
ing their professional identities encroached on, 
it often becomes possible to negotiate compro­
mises, and the results may then be formalized 
as hospital policy and procedure. Moreover, 
such discussions may also help to identify 
areas where professional overlap is desirable 
and productive, further reducing tensions and 
misunderstandings. 

Finances and Productivity 

As health care reimbursement becomes in­
creasingly restrictive, and hospitals scrutinize 
their revenues and expenses ever more closely, 
increasingly "tough" negotiations about pro­
ductivity are inevitable between psychologists 
and hospital administrators. 

The unit of commerce in the rehabilitation 
hospital is the "billable hour." This is a familiar 
unit to psychologists, who are accustomed to 
generating income based on the time they in­
vest in providing a service, but it has some 
special implications in the rehabilitation set­
ting. The most important has to do with the 
fact that the productivity, or "billable hours per 
week," of psychologists is viewed by hospital 
administrators in the context of the produc­
tivity of other disciplines, such as occupational 
or physical therapy, and the psychologist, for 
several reasons, is at a decided disadvantage 
when this measure is used. In many settings, 
these other disciplines generate 30 or more bill­
able hours per week, but, as is shown below, 
this amount is unrealistic for psychologists. 

Patients typically receive 3 hours per day of 
occupational and physical therapy in order to 
justify their stay in a rehabilitation hospital. 

Assuming that a physical therapist provides Ph 
of the 3 hours, a caseload of four patients is 
sufficient to yield 6 hours per day, or 30 hours 
per week, of billable activity. This means that 
the physical therapist can generate 30 hours 
per week while attending team and family con­
ferences, receiving phone calls and making re­
ferrals, writing weekly progress notes in the 
medical chart, and so on, for only four patients. 
The psychologist, on the other hand, is likely to 
see patients, on average, for 1 hour per week, so 
that a caseload of 20 or more patients is typical. 
However, the indirect activities increase dra­
maticallyas a result. For example, with a case­
load of 20 patients who are team-conferenced 
for 30 minutes every two weeks,S hours per 
week (not including the additional time for 
preparation and documentation) are used for 
this function alone, as contrasted to the physi­
cal therapist's caseload of four patients, who 
require 1 hour per week for this function. Sim­
ilarly, activities such as phone calls from fami­
lies, making discharge arrangements, informal 
"hallway consultations," scheduling, and other 
seemingly minor indirect activities affect the 
psychologist at a 5 to 1 ratio compared to most 
of the other therapists. 

The main point of this analysis is to demon­
strate that psychologists cannot achieve the 
level of productivity, as defined by billable 
hours, of many of the other rehabilitation disci­
plines. Even maintaining a level of 20 hours per 
week, which is two thirds of that typical of 
other disciplines, clearly requires the psycholo­
gist to work more than a 40-hour week, and 
time for research, training, and program devel­
opment is not even included. Hopefully, psy­
chologists can use analyses such as the one 
above to document and justify reasonable stan­
dards of productivity. Moreover, when psycholo­
gists contemplating employment in a reha­
bilitation setting are offered a full-time position 
that requires 20 hours per week of direct pa­
tient contact, they should be alert that this is not 
quite the easy task it might be in other employ­
ment settings. 

Several approaches to psychologists' favora­
bly negotiating productivity issues with hospi­
tal administrations are possible, but all require 
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that the unit of productivity measurement, the 
billable hoUl~ be abandoned. This course is far 
more difficult than it may appear, as the billable 
hour is highly entrenched in the rehabilitation 
hospital culture, just as the 50-minute hour is 
in the psychological culture. However, if psy­
chologists' productivity can be measured in 
terms of revenue, then several approaches to 
enhancing productivity are available. One is to 
increase the price of services in order to reflect 
and offset the large amount of indirect service 
to the patient that underlies each hour of direct 
service. The experience in the authors' and 
other settings has been that such practices are 
well accepted by third-party payers, provided 
they are not overdone and there is reasonable 
documentation to justify them. Another ap­
proach is to develop charge systems to capture 
some portion of the indirect services. Whereas 
psychologists in mental health settings may 
not be accustomed to charging for consultation 
services where they are assisting another pro­
fessional to treat the patient, it may be appro­
priate to charge, for example, for time spent in 
developing and monitoring a behavior modi­
fication program that is implemented by a 
physical therapist or a cognitive training pro­
gram implemented by an occupational thera­
pist. Again, the standard of elementary reason­
ableness applies, and every hallway chat about 
the patient should not become subject to a 
charge. Last, psychologists can enhance pro­
ductivity through the judicious use of lower 
salaried technicians and psychometrists, par­
ticularly for such functions as neuropsycholog­
ical testing. 

The above has been a brief review of the 
rehabilitation hospital, with an emphasis on 
aspects of the environment that influence the 
role of psychologists. In the next two sections, 
clinical work with two specific rehabilitation 
patient populations is reviewed. 

Psychological Services for Patients 
with Spinal Cord Injury 

Demographic studies of spinal cord injury 
were reviewed by 1heschmann (1988). Approx-
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imately 8,000 individuals in the United States 
sustain new spinal cord injuries each year. Im­
proving medical technology has resulted in in­
creased survival of the initial injury and the 
potential for a normal life span following the 
injury. Of spinal-cord-injured patients, 82% 
are male, and 61 % are between 16 and 30 years 
old, with a modal age of onset of 19. Although 
the most common cause is motor vehicle acci­
dents, the etiology varies by race, gender, and 
age. Males sustain more sports-related injuries 
than females, whites sustain more sports-re­
lated and fewer violence-related injuries than 
nonwhites, and injuries due to falls increase 
dramatically with age. The incidence rates of 
paraplegia and quadriplegia are simil~ though 
quadriplegia is more frequent with advanced 
age. 

Spinal cord injury is devastating and often 
life-threatening, and its neurological effects in­
volve the renal, urological, reproductive, cardio­
vascular, and respiratory systems (Ducharme 
& Ducharme, 1984). Spinal cord injury may 
occur at any level of the vertebral column as a 
result of either injury or disease. Damage to 
the ascending and descending nerve tracts re­
sults in sensory and motor losses at and below 
the level of injury. Complete injuries of the 
spinal cord leave no function and no recovery 
of function below the level of damage, though 
incomplete injuries can show varying degrees 
of recovery. Cervical lesions affect both the up­
per and the lower extremities (quadriplegia), 
and thoracic, lumbar, or sacral lesions affect the 
lower extremeties (paraplegia). In addition to 
paralysis and loss of sensation, typical physi­
cal changes include loss of bowel and bladder 
control, disturbances in the regulation of body 
temperature, sexual and reproductive dysfunc­
tion, and respiratory difficulties. Chronic pain 
and severe muscle spasm in the affected limbs 
also are common problems. 

Psychosocial Issues in 
Spinal Cord Injury 

Focusing rehabilitation on the physical as­
pects alone (as encouraged by health insurance 
reimbursement practices) has proved to be far 



386 PART VI • TEMPLATES FOR PROGRAM DEVELOPMENT 

too narrow. Krause and Crewe (1987), for exam­
ple, showed that good psychosocial adjust­
ment is a critical feature of long-term survival 
with spinal cord injury. Recovery and adjust­
ment both are long-term processes that may 
involve major alterations in lifestyle, often with 
significant financial and social implications 
(Cook, Bolton, & Taperek, 1981). The reactions 
of society may engender social isolation (Haney 
& Rabin, 1984), may inhibit the expression of 
sexuality and of negative emotional states (Zola, 
1982a), and may be overprotective (Zola, 1982b). 
Moreover, the stress related to adaptation does 
not necessarily diminish over time (Frank & 
Elliot, 1987). For example, McGowan and Roth 
(1987) found spinal-cord-injured patients more 
than two years postinjury to have greater psy­
chosocial difficulties than did those less than 
two years postinjury. Thus, physical rehabili­
tation from the injury is only the first step in 
what is a lifelong process of adjustment and 
readjustment. 

Successful rehabilitation has been related to 
many psychological and social factors, includ­
ing the patient's personality style (Athelstan & 
Crewe, 1979), marital and family situation, self­
concept, and education, as well as the degree to 
which the patient was responsible for the in­
jury (Dew, Lynch, Ernst, Rosenthal, & Judd, 
1985). Trieschmann (1988) identified two criti­
cal coping responses associated with success­
ful long-term adaptation: a deep and abiding 
will to live and a willingness to accept respon­
sibility for one's own life and care. She found 
that patients with an internal locus of control 
tend to adapt more successfully, as they are 
better at taking responsibility for the daily care 
activities necessary to survival (though she 
also found that such patients often are per­
ceived by rehabilitation staff as "problem pa­
tients" because they demand more control over 
their environment and are less compliant and 
obedient). Moreover, despite the widely held 
belief that psychological recovery requires that 
patients sequentially traverse a series of fixed 
stages-typically including periods of denial, 
protest, depression, and anger-Trieschmann 
found no evidence to support this claim and 
found wide variation across patients. 

A patient's response to hospitalization for 
spinal cord injury is a function of his or her 
personality, the life circumstances and role 
obligations at the time of injury, and the charac­
teristics of the care setting and the caregivers. 
For example, the contemplative individual who 
has prided himself or herself on autonomy, and 
who withdrew from others during times of 
stress, may find especially toxic the loss of pri­
vacy and the necessity of relying on others to 
accomplish activities of daily living, such as 
eating, blowing the nose, or having a bowel 
movement. The adjustment process is also in­
fluenced by such factors as the stability of the 
patient's marriage, the type of vocation and 
whether it can be pursued despite physical 
disability, and the degree to which personal 
appearance or athletic performance was central 
to self-esteem. Moreover, the medical care set­
ting can be psychologically traumatic in its 
own right: helicopter evacuation to a trauma 
center, immobilizing devices, tracheostomies, 
catheterization, major surgery, and either the 
uncertainty of knowing if paralysis is perma­
nent, or the blunt pronouncement "You'll never 
walk (or use your arms) again." During this 
period of acute medical care, the patient may 
show confusion, disorientation, anxiety, or 
psychotic behavior (Judd & Burrows, 1986). 
Loss of sensation may cause panic. In the face 
of these various traumata, the patient is led to 
believe that his or her sense of wholeness and 
integrity will return as a result of a period of 
treatment in the rehabilitation hospital. 

Thus, the patient arrives at the rehabilitation 
hospital seeking to regain the continuity of his 
or her life-physically, socially, vocationally, 
interpersonally, and intrapsychically. Instead, 
the patient finds another medical system with 
rules, procedures, and values, and this system 
makes demands and has expectations. In cases 
where the acute care system has not been ex­
plicit with the patient about prognosis, the pa­
tient may have wildly unrealistic expectations 
of the rehabilitation stay: "I'm going to walk out 
of this hospital." Even when the prognosis has 
been addressed quite directly, the enormity of 
its implications may not be comprehended 
fully. 
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The structure of the rehabilitation environ­
ment and the attitudes of the staff influence 
how the patient will perceive the injury and go 
about reconstructing his or her identity as a 
person with a disability. Therefore, a key role 
for the psychologist is to facilitate the develop­
ment of a psychologically sophisticated and 
supportive environment. This may include in­
structing the staff about psychodynamic is­
sues, helping to structure the rehabilitation 
program in ways that make the environment as 
"nontoxic" as possible, and assisting the staff to 
integrate the principles of learning theory into 
their interactions with patients. Individual, 
group, and family psychotherapy allow the 
psychologist to facilitate the patient's adapta­
tion to the injury, as well as to assist the patient 
to cope with the rehabilitation setting and its 
demands and limitations. Knowledge about 
the patient derived through the psychotherapy 
relationship, in turn, allows the psychologist to 
consult with the staff regarding how to work 
most effectively with the patient, including as­
sisting the staff to understand and manage 
their reactions to particular patients. 

Assessment of 
Spinal-Cord-Injured Patients 

The initial session is used to assess the pa­
tient's current emotional adjustment, under­
standing of the nature of the injury and the 
prognosis, the availability and quality of family 
and social support, style of coping and percep­
tion of and reaction to the rehabilitation hospi­
tal. Given that the patient typically has not 
asked to see a psychologist, nor did the patient 
come to the rehabilitation hospital because he 
or she was seeking a psychological evaluation, 
it is often best for the psychologist not to pur­
sue assessment too vigorously or rigidly dur­
ing this initial contact, and rather to emphasize 
constructing a benign therapeutic environment 
that can serve as the basis for a future trusting 
alliance. 

Some patients may have preexisting notions 
and prejudices about talking to a psychologist 
("I don't need to talk to you-I'm not crazy"). 
Other patients may view the psychologist as an 
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adversary, engaged in examining and thereby 
challenging the integrity of precisely those 
functions that they believe have been spared by 
the injury. These patients may need to protect 
such preserved aspects of their identity in or­
der to tolerate the physical impairment. Be­
cause the perceived intactness of cognitive and 
personality processes contributes significantly 
to the recovery and reconstruction of self-es­
teem, the psychologist must weigh the benefits 
of assessment against the possible costs to the 
patient and to the future psychotherapy rela­
tionship. Information about cognitive ability 
and personality is useful to the treatment team, 
but poor (real or imagined) performance may 
constitute a devastating narcissistic injury to a 
patient trying to reconstitute his or her identity. 
Assessment, therefore, should be sensitive to 
the patient's conscious and unconscious efforts 
to psychologically structure an adequate set of 
coping responses, especially during the early 
phases of rehabilitation hospitalization. 

The above is not to say that many patients 
will not be "ripe" for an in-depth exploration of 
psychological issues starting at the initial con­
tact. Many will be grateful to have the oppor­
tunity to talk at last to someone interested in 
how they feel emotionally rather than how they 
function (or do not function) physically. Others 
may be in crisis. Spinal cord injury often hap­
pens in the context of auto accidents, and fam­
ily members or close friends may have been 
passengers. It is not uncommon for the patient 
to have lost a spouse or a child in the accident, a 
source of crisis that may be compounded when 
the patient was at fault in the accident. Or the 
patient may have been in crisis before the injury, 
with a failing marriage or work situation that 
further deteriorates after the injury. For these as 
well as the previously discussed reasons, there 
may be good cause to defer formal assessment 
procedures until a stable therapeutic alliance 
has been formed. 

Because assessment frequently blends with 
the initiation of psychotherapy, it is important 
in the initial session for the psychologist to 
explain to the patient the purposes of psycho­
logical services, particularly in ways that em­
phasize "normal" adjustment issues and that 
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deemphasize psychopathology and its associ­
ated stigmata. The nature of the therapeutic 
relationship should also be explained, along 
with the psychologist's role on the treatment 
team. The psychologist's possible discussions 
of the patient with other team members, confi­
dentiality and its limits, and the psychologist's 
procedures for the management of confidential 
clinical information should be discussed. 

The initial sessions emphasize developing 
an understanding of the patient's family his­
tory and current family functioning; academic 
record, including performance and attitude 
concerning prior education and level of motiva­
tion to pursue further education; vocational 
history; and personal and family psychiatric 
and drug history .. The availability of support 
systems and the patient's involvement with 
them is reviewed. Ancillary stressors predat­
ing the injury are identified. The patient's man­
ner of coping, views about depending on others, 
and prior unresolved family issues will influ­
ence the perception of and response to the 
treatment setting and team. An understanding 
is developed of the patient's personality struc­
ture and possible preinjury psychopathology, 
as manifested in close or intimate relation­
ships, especially as these may surface in the 
rehabilitation setting. The patient's perception 
of himself or herself and of the impact of the 
injury is explored, particularly disturbances in 
self-concept and self-esteem and threats to 
identity and body integrity. Responses to re­
current stressors, dependency, and loss of con­
trol are addressed. Also considered are areas of 
strength, particularly former successful coping 
with trauma and loss. 

In the course of the interview, information 
regarding loss of consciousness and other alter­
ations in mental status should be obtained. The 
presence of head injury is not uncommon in 
spinal-cord-injured patients (Silver, Morris, & 
Otfinowski, 1980; Wagner, Kopaniky, & Espo­
sito, 1983; Weiss, 1974). Although subtle se­
quelae of head injury or hypoxic brain damage 
are typically not searched for in spinal-cord­
injured patients (Davidoff, Morris, Roth, & 
Bleiberg, 1985b), these are more prevalent than 
was earlier believed (Wilmot, Cope, Hall, & 
Acker, 1985). Wilmot et al. found that 64% of 

their sample showed cognitive impairment 
(though, importantly, 44% had preinjury poor 
academic functioning), a finding similar to that 
of Davidoff, Morris, Roth, and Bleiberg (1985a) 
who found a cognitive impairment incidence 
57%. Wilmot et al. suggested that the patients 
most at risk of cognitive deficits are those 
whose injury was the result of sudden impact 
and who suffered respiratory complications 
from the injury. However, as Trieschmann 
(1988) noted, the above studies very likely over­
estimated the incidence of head injury because 
other factors, such as anxiety, inattention, de­
pression, and poor pre morbid cognitive abili­
ties may have contributed to the observed prev­
alence of cognitive impairment. Because much 
of rehabilitation is based on the patient's ability 
to learn and retain information, potential cog­
nitive deficits and learning disabilities need to 
be identified and accommodated in the reha­
bilitation program, regardless of their etiology. 

Significant emotional or cognitive distur­
bances identified during the interview can be 
assessed more fully with formal psychological 
or neuropsychological testing. Although use­
ful in identifying psychopathology, psycho­
logical tests are perhaps even more useful and 
more important with the spinal cord injury 
patient in identifying areas of strength and 
sometimes even areas of unexpected talent. 
Many spinal-cord-injured patients are blue­
collar workers who never considered higher 
education or the pursuit of a profession, and 
they are unlikely to view themselves as candi­
dates for such goals. However, the discovery of 
cognitive strengths can lead the patient and the 
team to consider many educational and voca­
tional options that otherwise may not have 
seemed appropriate. 

7reatment Issues 

A variety of treatment goals guide the psychol­
ogist working with spinal-cord-injured patients. 
Some are best achieved through direct psycho­
therapeutic services to the patient, but others 
are best accomplished through interventions 
with the rehabilitation environment and staff. 

The primary purpose of psychotherapy dur­
ing the inpatient hospitalization is to enhance 
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the patient's ability to derive maximum benefit 
from the rehabilitation program. Although 
many psychotherapy goals can be identified, it 
should be kept in mind that because of the 
expense of rehabilitation hospitalization the 
patient is likely to have only one chance to 
acquire skills related to independence. Psycho­
therapy goals, therefore, should be tailored to 
maximize the gains derived from the hospital­
ization, and it should be kept in mind that some 
psychotherapy goals may be pursued most ef­
fectivelyon an outpatient basis after the patient 
has completed the rehabilitation hospitalization. 

Among the most important of the inpatient 
goals is to assist the patient to adapt to the 
demands and limitations of the rehabilitation 
environment. The precise issues addressed 
vary from patient to patient, depending on the 
patienfs attitudes toward authority, reactions 
to dependency, and introspectiveness, among 
many other factors. However, in general, the 
psychologist assists the patient to navigate the 
intense interpersonal relationships that de­
velop between himself or herself and the many 
members of the treatment team, provides emo­
tional support, promotes increased insight, 
and addresses psychiatric symptomatology as 
needed. Assisting the patient to preserve self­
esteem is essential (Judd & Brown, 1987). Psy­
chotherapy may focus on body image, percep­
tions of the self as damaged, response to the 
losses that have accrued, alterations in relation­
ships with family or friends (or fears of such 
alterations), anxieties regarding future voca­
tional and social role possibilities, and feelings 
about reactions from a community largely pop­
ulated by able-bodied persons. Moreover, psy­
chotherapy may address reactions to mechani­
cal equipment and assistive devices, which 
many patients find alienating (Ohry, 1987). 

The rehabilitation hospital is also a mirroring 
environment for the patient, and the "reha­
bilitation mirror" is a critical element in the 
patienfs struggle with the changes in herself or 
himself following the injury. The rehabilitation 
mirror reflects images of disability and depen­
dence on others and on mechanical devices, 
which to the patient make up a blatant discon­
figuration of the recently healthy person that 
he or she was and are in marked contrast to the 
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body image and sense of self that are the prod­
uct of a lifetime of development. The psycho­
therapy relationship provides the patient with 
an opportunity to explore issues stimulated by 
the rehabilitation mirror. Frequently, refusal of 
treatment, deficient participation, and "poor 
motivation" are responses to some aspect of the 
mirroring environment (although sometimes 
the patienfs reactions to the environment re­
flect disguised communications about the psy­
chotherapyalliance). 

One of the most important psychotherapy 
goals is to increase the patienfs knowledge, 
and therefore the patient's capacity for mastery, 
regarding his or her injury. Knowledge about 
an injury has been shown to be facilitated most 
effectively through group activities (Miller, 
Wolfe, & Spiegel, 1975). Such groups may be 
directed at improving knowledge of the medi­
cal aspects of the injury (e.g., skin integrity, 
bowel and bladder management, and sexual­
ity) as well as the psychosocial consequences. 
For example, as Wilmuth (1987) noted, sexual 
counseling for spinal-cord-injured patients 
must include information regarding the physi­
cal as well as the interpersonal aspects of sexual 
functioning, and the program described by Ro­
mano and Lassiter (1972) emphasizes educa­
tion regarding the effects of injury on sexual 
performance, instruction on technique and hy­
giene, and the development of communication 
skills regarding sexuality. 

Social-skills-training groups address com­
munity-based issues and provide patients with 
opportunities to express their views and to 
practice responses to specific situations. Such 
groups may focus on responses to a variety of 
social and interpersonal situations and may be 
used to promote assertiveness, the use of humor, 
anger management, the capacity to put others 
at ease, requesting help, and sharing informa­
tion with others about the disability. Older pa­
tients have reported greater social discomfort 
than younger patients (Dunn, 1977) and are an 
important group to target. Romano (1976) em­
phasized social skills training to improve social 
competence, and image awareness groups fo­
cus on body image and appearance, offering 
specific training in grooming, hygiene, and 
dress. Stress management groups assist pa-
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tients to manage stressful situations (Garrison, 
1978). 

Many patients come to the rehabilitation 
hospital with long histories of alcohol or other 
substance abuse. Addressing substance abuse 
with such patients is essential, and in the au­
thors' setting a weekly Alcoholics Anonymous 
meeting is held in the hospital. The psycholo­
gist may also become involved with patients 
who are abusing drugs while in the hospital. It 
is important not to force too intense a focus on 
substance abuse during the early phases of 
rehabilitation, especially if the patient is still 
reacting to the emotional trauma of recent in­
jury. Attempts to focus on substance abuse 
during a time that the patient feels emotionally 
assaulted by the recent injury can result in even 
more resistance and denial than is typical of 
substance abusing populations. 

Another approach to providing psychologi­
cal services is based on interventions that pro­
mote the psychological healing properties of 
the rehabilitation environment. Gans (1987) 
presented a cogent argument that "the most 
important target for mental health intervention 
for resolving staff/patient conflict in a reha­
bilitation setting is the staff, not the patient" (p. 
187). Gans argued that the non-mental-health 
members of the team frequently form the most 
intimate and transference-laden relationships 
with patients: they are the ones who teach pa­
tients to "walk, talk, eat, dress, and even uri­
nate and defecate" (p. 188). However, such team 
members are frequently not prepared to man­
age the psychologically intense, and often 
primitive, relationships that arise. Gans de­
scribed a consultation procedure, termed the 
"team-attended psychological interview" (TAPI), 
in which the team present a "problem" patient, 
then are present while the patient undergoes a 
psychiatric interview, and then, after the pa­
tient leaves the room, discuss the patient. Al­
though the TAPI is an educational procedure, it 
avoids dry and abstract psychological concepts 
and instead involves the team in the emotional 
immediacy of a patient with whom they have 
daily and intimate interactions. 

The TAPI is only one of many potential ap­
proaches to assisting the team to understand 
more fully the psychological status of their pa-

tients and the nature of the relationships that 
are formed. Ideally, the pursuit of such under­
standing will be "institutionalized" within the 
program through a formal set of activities that 
may include TAPIs, in-service presentations on 
psychological topics, and a recognition that 
discussion of patients' psychological issues is 
an important and routine component of team 
conferences. This can extend so far as to in­
clude psychosocial goals in the mission state­
ment of the hospital or the program and should 
be included in brochures and other formal de­
scriptions of the program's services and goals. 
Moreover, it is extremely helpful if the various 
mental health providers on the team, be they 
psychologists, social workers, psychiatrists, or 
psychiatric nurses, resolve their internal "turf" 
issues so that they can form a working alliance 
and can provide a coherent psychosocial pro­
gram. 

In the authors setting, the mental health pro­
viders on the team lead a psychosocial task 
force that is a formal part of the spinal cord 
injury program's governance. The mandate of 
the task force is to integrate psychosocial treat­
ments into all aspects of the program, and to 
evaluate and enhance the existing services. 
One critical area of concern has been the devel­
opment of adequate procedures to orient new 
patients and families to the program, before 
admission, so that they understand the nature 
of the program and what their role in it will be. 
The orientation requires that the staff also 
make explicit its expectations, thus creating 
more clearly defined "boundaries" regarding 
the patient-staff relationship. The task force 
also works with the team to develop policies 
regarding noncompliance with therapies and 
procedures for the coherent application of be­
havior modification, and it constantly reviews 
the treatment environment to identify and cor­
rect psychologically toxic aspects. 

Psychological Services for Patients 
with Brain Injury 

As discussed above, the psychologist's task 
with spinal cord injury is to facilitate adapta­
tion to the broad consequences of physical im-
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pairment. Brain injury, however, adds an addi­
tional psychological dimension: it can produce 
physical impairments of comparable severity 
to spinal cord injury, but it routinely also pro­
duces impairments in cognition, affect, per­
sonality, and behavior. This additional layer is 
formidable, in that the psychologist is still 
faced with the task of promoting adaptation to 
impairment but must do so with patients who 
have mental in addition to physical impair­
ments, and whose "organ of adaptation" -the 
brain-has been compromised. 

Psychological Consequences 
of Brain Injury 

Although there are many causes of damage 
to the brain, the primary cause of admission to 
brain injury rehabilitation programs is trau­
matic brain injury (TBI), and the ensuing dis­
cussion is limited to this diagnostic group. The 
incidence of TBJ is high: there are 422,000 U.S. 
inpatient admissions per year (Kalsbeek, Mc­
Laurin, Harris, & Miller, 1980), a figure that 
excludes patients with injuries sufficiently mild 
not to warrant hospital admission and those 
with immediately fatal injuries. Of those ad­
mitted to the hospital, approximately 80% 
have mild TBI (Caveness, 1977), though there is 
substantial controversy about whether any TBI 
truly is "mild." The incidence is highest for 
young adults, males outnumber females by 2 
to 1, motor vehicle accidents are the most fre­
quent cause (assaults, falls, and industrial and 
athletic accidents are less frequent causes), al­
cohol and drug intoxication are often contrib­
uting factors, and a large number of patients 
have a history of prior head injuries (Rimel & 
Jane, 1983). 

Because the severity of injury varies so widely, 
it is difficult to generalize about the impair­
ments of TBI patients. In cases of milder injury, 
the impairments may be minimal or subtle, 
and in more severe cases, the impairments may 
be devastating and may encompass all aspects 
of physical and mental functioning. The typi­
cal requirement that a patient need inpatient 
physical and occupational therapy in order to 
be admitted to a rehabilitation hospital, how­
ever, tends to select patients with moderate and 
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severe injuries. With very rare exception, TBI 
sufficiently severe to produce physical impair­
ments that justify rehabilitation hospitalization 
also produces a substantial degree of cognitive 
and behavioral impairment. 

The nature and severity of TBI patients' physi­
cal, cognitive, and behavioral impairments 
may change dramatically during the course of 
the rehabilitation hospitalization. Coma, obtun­
dation, and decreased alertness are frequently 
early features during the hospitalization, often 
giving way to disorientation and agitation later 
on. During the period when these features are 
present, many other cognitive impairments 
may be masked. As the features of the early 
stages of recovery subside, neurologically based 
impairments of cognition and personality, as 
well as psychological reactions to such impair­
ments, become manifest. Because so many of 
the "psychological" factors in TBI patients are 
directly neurological, it is essential that the 
psychologist understand the neuropathology 
of TBI and its relation to cognitive and behav­
ioral impairment. Several excellent sources are 
available (Adamovich, Henderson, & Auer­
bach, 1985; Alexander, 1987; Auerbach, 1986; 
Gennarelli, 1986; Levin, Benton, & Grossman, 
1982), and the discussion below is only a very 
brief review. 

TBI patients generally incur four types of 
injury to the brain. First, acceleration-decelera­
tion of the brain, as is typical in car accidents 
and falls, causes "strain" and "shearing" of 
axons in the midbrain, the brain stem, and the 
corpus callosum. Damage to these areas is re­
lated to impairments in level of alertness, atten­
tion, concentration, and speed of information 
processing. Second, acceleration-deceleration 
of the brain also causes contusions and lacera­
tions in areas where movement of the brain is 
likely to be opposed by bone or membrane, 
primarily the poles of the frontal and temporal 
lobes, with their rich connections to other corti­
cal and to limbic areas. Such damage is related 
to impairments in the regulation and activation 
of intellectual and emotional behavior. Third, 
the prior two types of injury, as well as other 
factors, cause swelling of the brain and in­
creased intracranial pressure. Increased intra­
cranial pressure reduces the brain's blood flow, 
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which may already have been compromised in 
the TBI patient by systemic hypotension and 
ventilatory insufficiency from other injuries 
and may result in hypoxic damage to highly 
oxygen-dependent areas, most prominently 
the limbic region. Damage to limbic structures 
is related to impairments in memory and emo­
tionality. Last, there are other, though much 
less frequent, types of damage that may affect 
any brain area. There may be contusion of the 
brain in a coup and contrecoup distribution, 
depressed skull fracture and resulting penetra­
tion of the brain by bone, and various vascular 
complications such as subdural and epidural 
hematoma, intracerebral bleeding and vaso­
spasm. 

Thus, the neuropathology of TBI is apt to 
affect the anterior frontal and temporal regions 
and their underlying white matter, the limbic 
areas, the corpus callosum, and the midbrain 
and the brain stem. The behavioral implica­
tions are that TBI patients are most likely to 
show impairments in the activation and regula­
tion of behavior, mental and emotional flex­
ibility, speed of information processing, mem­
ory, and concentration and attention. Note that 
these are "general" mental functions, in that 
they activate, guide, and regulate-provide 
"executive control" (Stuss, 1987)-of specific 
cognitive and behavioral functions such as 
speech, language, arithmetic, visual-spatial 
analysis, and motor output. Thus, it is not un­
common to firid TBI patients who recover to the 
point of being able to walk and talk and per­
form various discrete cognitive operations, but 
who remain substantially disabled because 
they can not regulate the application of such 
intact skills to meet social, vocational, interper­
sonal, and internal psychological needs. 

Not only are the above "general" deficits the 
most prevalent form of impairment following 
TBI, they also are the most disruptive of suc­
cessful rehabilitation and positive outcome. 
Surveys in diverse countries have uniformly 
designated change in personality, behavioral 
dyscontrol, loss of motivation and initiative, 
and impaired judgment as far stronger corre­
lates of poor outcome than are impairments of 
specific intellectual or sensorimotor abilities 

(Lezak, 1983; Oddy, Humphrey, & Uttley, 1978; 
Panting & Merry, 1972; Prigatano, Fordyce, 
Zeiner, Roueche, Pepping, & Wood, 1986b; 
Rosenbaum & Najenson, 1976; Thomsen, 1974). 
Thus, even when specific cognitive functions 
are impaired, they may not be the primary 
factors underlying the patient's disabilities and 
handicaps. It is much more likely that the TBI 
patient will have impairments related to the 
activation and modulation of cognitive and 
emotional activity, and to the regulation of the 
interplay between the person and a constantly 
changing internal and external environment. 
This is not to say that specific impairments, if 
present, are not an important focus of evalua­
tion and treatment; rather, they are most pro­
ductively approached within the context of the 
more general impairments. 

Assessment of Brain-Injured Patients 

The assessment of TBI patients is a complex 
task. The central issues are selecting appropri­
ate assessment procedures and instruments; 
matching the assessment procedures and in­
struments to the patient's stage of recovery and 
level of function; using the assessment data to 
develop and monitor the rehabilitation treat­
ments; and using the assessment data for prog­
nosis and for planning regarding the patient's 
long-term needs. It should also be noted that 
assessment issues cannot be discussed without 
a consideration of the qualifications and train­
ing of the psychologist performing the assess­
ment; the following discussion assumes that 
the psychologist has a reasonable level of neu­
ropsychological, in addition to clinical-psy­
chological, expertise. 

The core methodology for assessing TBI pa­
tients is a neuropsychological test battery. (See 
Chapter 18 by Sweet for an overview of test­
ing.) Many such test batteries are available, and 
the major ones-such as the Luria-Nebraska 
(Golden, Hammeke, & Purisch, 1980), the Hal­
stead-Reitan (Reitan & Wolfson, 1985), and the 
"Boston" or "Portland" (Lezak, 1983)-all have 
been used effectively with TBI patients. The 
selection of the battery is based primarily on 
the training, experience, and preference of the 
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psychologist involved; the specific test battery 
that is chosen is not nearly as important as the 
psychologist's ability to use that battery to 
meet the needs of TBI patients. 

There are many reasons for using a formal 
neuropsychological test battery. The major test 
batteries have extensive normative and valida­
tion data and thus are useful for comparing a 
given patient with populations of various types 
and degrees of known pathology, as well as 
with "normal" populations. The major test bat­
teries are also composed of multiple; overlap­
ping tests that sample different areas of func­
tion, thus permitting the analysis of patterns of 
performance within an individual patient. 
Thus, the psychologist may identify intact as 
well as impaired areas of function, knowledge 
of both being necessary for the development of 
a rehabilitation plan. An analysis of patterns of 
performance also assists in an approximation 
of the patient's preinjury abilities, which has 
clinical as well as medicolegal utility. 

Although a formal neuropsychological test 
battery serves as a core for the evaluation pro­
cess, in some clinical situations other assess­
ment procedures and instruments are needed. 
Formal neuropsychological test batteries are 
quite time-consuming, the briefer ones requir­
ing about three hours and the lengthier ones 
often exceeding six hours. Some TBI patients, 
especially during the early stages of recovery, 
when impaired alertness, disorientation, and 
agitation are most likely, simply cannot tolerate 
or cooperate with such procedures. Other pa­
tients may have such severe impairments that 
the basic intent of many of the tests is defeated, 
as, for example, in the case of severely inatten­
tive patients; with these patients, despite the 
intent of the test to measure language, visual­
spatial, or memory skills, the likelihood is that 
attentiveness will be measured instead. More­
over, during the early phases of recovery, it is 
not unusual for patients to show substantial 
change from week to week, so that it is not 
cost-effective to administer a lengthy and ex­
pensive test battery, the results of which may 
be outdated before the report even reaches the 
patient's medical record. In such cases, briefer 
procedures, such as the Cognitive Status Ex-
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amination (Barrett & GIeser, 1987), or more flex­
ible approaches, such as a neurobehaviorally 
oriented mental status exam (Strub & Black, 
1985), are all that may be possible or needed. 
Further, in cases of extremely severe confusion 
and disorientation, or early during recovery 
from coma, a differentiated cognitive status 
exam may be impossible, and global behavioral 
scales specifically developed for TBI patients, 
such as the Level of Cognitive Functioning 
Scale (Hagen, 1982) or the Galveston Orienta­
tion and Amnesia Test (Levin, O'Donnell, & 
Grossman, 1979), may be most appropriate. 

Another limitation on the use of neuropsy­
chological test batteries relates to the nature of 
their validation. The primary validation of 
these tests has been regarding their ability to 
predict the presence or absence of brain dys­
function, as well as its localization. Although 
there are many occasions for the use of the tests 
for this purpose with TBI patients, a far more 
prevalent use of the tests is for prediction of 
how a patient will perform in real-life voca­
tional, educational, and other functional activ­
ities. Recent studies of the "ecological" validity 
of these tests have shown statistically signifi­
cant, though modest-magnitude, correlations 
(Little, Williams, & Long, 1986; McSweeney, 
Grant, Heaton, Prigatano, & Adams, 1985). 
Stuss (1987) suggested that one reason for the 
discontinuity between test and real-life perfor­
mance in TBI patients is that much of the hand­
icap in such patients is due to impaired frontal 
lobe function and that frontal lobe deficits may 
not be elicited"if the examiner is a good tester, 
providing a controlled, standardized, struc­
tured environment, and, in a sense, becoming 
the frontal lobes of the patient" (p. 174). 

The potential discontinuity between test and 
real-life performance in TBI patients has led to 
the supplementation of neuropsychological tests 
with rating scales that directly assess real-life 
functioning. Among the more commonly used 
are the Katz Adjustment Scale-Relative's Form 
(KAS-R; Katz & Lyerly, 1963) and the Sickness 
Impact Profile (SIP; Bergner, Bobbitt, Pollard, 
Martin, & Gilson, 1976) and its recent revision 
to increase its sensitivity and appropriateness 
to TBI patients (Temkin, McLean, Dikmen, 
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Gail, Bergner, & Almes, 1988). On the KAS-R, a 
relative or close caregiver rates the patient's 
status across a range of domains of daily-life 
functioning. The SIP involves similar ratings, 
except that they are based on self-report by the 
patient. 

Although functional rating scales such as the 
above are extremely helpful in assessing the 
day-to-day real-life status of TBI patients, they 
must be used with caution because of possible 
response bias. As McKinlay and Brooks (1984) 
showed, TBI patients substantially underesti­
mate their own level of impairment. Patients' 
families also underestimate the patient's level 
of impairment, though this underestimation is 
restricted to the period when the patient is in 
the hospital; after a period of living with the 
patient, family members report more impair­
ment than do the patients. Such response bias 
can be addressed by using scales that rate a 
patient's performance on simulations of real­
life tasks. For example, the Street Survival 
Skills procedure of Linkenhoker and McCar­
ron (1983) rates a TBI patient's performance on a 
series of simulated tasks, such as following a 
map, managing money and a checkbook, and 
responding to a job advertisement. In some 
functional areas, simulations have been found 
to be the assessment method of choice, such as 
for predicting the TBI patient's adequacy in 
driving an automobile, where on-the-road test­
ing and performance in simulators provide bet­
ter prediction than does neuropsychological 
testing (Van Zomeren, Brouwer, Rothegatter, & 
Snoek, 1988). 

Another limitation of neuropsychological 
test batteries is their vulnerability to "practice 
effects" when administered within closely 
spaced time intervals. Although practice ef­
fects from testings separated by several months 
have been shown to be negligible in TBI popu­
lations (Mandelberg, 1976), some assessment 
applications in the rehabilitation setting, such 
as evaluating the effects of cognition-enhanc­
ing medications, may require weekly or more 
frequent measurement. For such applications, 
procedures from the cognitive psychology lab­
oratory may be the most useful, especially the 
computer-generated forms of these tests devel-

oped specifically for psychopharmacological 
studies (Crook & Larrabee, 1988; Thorne, Gen­
ser, Sing, & Hegge, 1985). 

In addition to assessing neuropsychological 
status, a comprehensive evaluation of the TBI 
patient should address factors that mediate the 
relation between cognitive abilities and their 
expression as real-life skills, such as mood and 
psychological adjustment, personality and cop­
ing style, capacity for accurate self-appraisal, 
willingness to use compensatory procedures, 
and interpersonal and social skills. These fac­
tors have a strong influence on outcome, and as 
Diller and Gordon (1981) noted, they are an 
important and often productive focus for treat­
ment interventions. 

Embedded within all of the above is the need 
to form some impression of the TBI patient's 
preinjury cognitive, emotional, and behavioral 
status. Such an impression takes on clinical 
value by providing an understanding of how 
the patient has been changed by the injury. 
Some traits that may be "impairments" in some 
patients are simply preinjury characteristics of 
other patients. One of the present authors ex­
amined a Hell's Angel with TBI whose goal 
following rehabilitation was to "fix my motor­
cycle, tear flesh, and break bones." This repre­
sented a good recovery to premorbid status for 
this patient but may have been a frontal lobe 
pseudopsycopathic syndrome in another pa­
tient. Similarly, there was an angry and quite 
hostile borderline patient who had not had a 
head injury, and who was in traditional long­
term psychotherapy with one of the authors. 
One day, after seeing the patient twice a week 
for over a year, his psychotherapist was on the 
neurosurgery floor to do a consultation and 
saw the patient sitting in the hallway in a 
wheelchair with his head bandaged, having 
sustained a TBI in an assault three days earlier. 
The head nurse immediately called the psy­
chologist over and told him to cancel the sched­
uled consultation because it was urgent that he 
see the patient in the hallway, who had the 
"worst" frontal lobe syndrome she and the neu­
rosurgeon had ever seen. Examination of the 
patient, however, showed him to be little 
changed since his last psychotherapy session, 
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though perhaps because of the stress of the 
situation, he was even more eager to irritate 
and enrage others than usual. 

A careful assessment of preinjury status also 
has important medicolegal value. TBI occurs 
quite frequently under circumstances that in­
volve legal liability or entitlement to compensa­
tion. Because many of the most handicapping 
impairments of TBI are cognitive and behav­
ioral, it is quite likely that the psychologist will 
be asked to provide evidence on the patient's 
behalf, much of which will consist of descrip­
tions and measurements that define the capaci­
ties that the patient has lost as a result of the 
injury. (The high incidence of forensic involve­
ment related to TBI patients-including liti­
gation for damages from auto and workplace 
accidents, hearings regarding financial entitle­
ments such as worker's compensation and dis­
ability income, and proceedings regarding le­
gal competency and guardianship-should 
alert the psychologist to the high probability 
that his or her work will at some time be read by 
attorneys, often years after it was written. 
Therefore it is prudent to treat all psychological 
services to TBI patients as potentially entering 
the legal arena, to keep careful documentation, 
and to use tests and assessment procedures 
that will hold up to scrutiny and challenge.) 

7reatment Programs 

Treatment Settings 

There is no single all-purpose program for 
TBI rehabilitation. Rather, there are many div­
erse programs that, together, define a contin­
uum of care. The continuum begins with emer­
gency and acute medical and surgical services 
that stabilize a patient's injuries. Once medi­
cally stabilized, however, many patients re­
main in coma. Those who remain persistently 
in coma may remain in the acute care hospital 
or may be transferred to nursing-horne-based 
coma programs. Those who recover from coma, 
or whose coma is lightening or showing other 
signs of favorable prognosis, are typically trans­
ferred to the rehabilitation hospital. 

Although psychologists, for obvious rea-
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sons, typically do not provide extensive ser­
vices to comatose patients, other disciplines on 
the rehabilitation team do. These services are 
provided to sustain life, and to maintain the 
patient's skin, muscles, and joints in optimal 
condition, and many members of the team in­
vest substantial clinical energy in patients who 
may never emerge from coma or who may not 
do so for months and, in some cases, years. 
This can be a cause of substantial stress to the 
team, partly because of the day-to-day diffi­
culty of working with an unresponsive or mini­
mally responsive patient, and partly because 
working with such patients stimulates power­
ful ambivalence about moral and ethical issues, 
as well as arouses latent conflict regarding 
helplessness. The patient's family is also likely 
to experience great stress. Thus, even though 
the psychologist may have little clinical in­
volvement with the patient, there is much that 
can be done to assist the team and the family to 
cope adaptively with what is always a difficult 
situation. 

As patients become more alert, they are able 
to participate in an active rehabilitation pro­
gram that may range in duration from three to 
nine months. Cognitive and behavioral issues 
are likely to be addressed throughout this pe­
riod. However, during the early stages, basic 
biological and self-care issues such as eating, 
toileting, personal hygiene, dreSSing, and am­
bulation are the predominant focus. Unlike 
spinal cord injury, where the neurological defi­
cit is fixed and relatively unlikely to improve 
during the course of the rehabilitation hospital­
ization, it is almost the rule that TBI patients 
show substantial neurological recovery during 
the rehabilitation hospitalization. It is thus 
likely that a large number will master self-care 
and other basic tasks relatively quickly. These 
patients then go on to pursue goals related to 
the more complex tasks of reintegration into 
their communities and families, and it is here 
that cognitive and behavioral impairments be­
come a central focus of treatment. 

The middle and latter stages of rehabilitation 
hospitalization focus on a reintegration of the 
patient into his or her former lifestyle, respon­
sibilities, and roles. In some cases, these are 
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resumed with little or no modification, but in 
many other cases, there is a need to extensively 
redefine former roles and responsibilities in 
ways that accommodate the patient's altered 
capacities. Depending on the severity of the 
residual impairment, it may be possible to ac­
complish this redefinition during the reha­
bilitation hospitalization, though in the over­
whelming majority of cases, some form of 
continued treatment following hospital dis­
charge is needed, in the form of a postacute 
rehabilitation program. 

Some postacute programs are residential. 
These programs, typically called transitional 
living programs, are designed for patients who 
no longer require the 24-hour-a-day medical 
and nursing care of the rehabilitation hospital, 
but who have cognitive and behavioral deficits 
sufficiently severe to preclude their return to 
home or to independent living without ad­
ditional treatment. Most such programs are 
housed in large, single-family homes in resi­
dential neighborhoods. They provide the full 
range of therapies as does the rehabilitation 
hospital, and provide 24-hour supervision 
(though not medical or nursing care). The con­
text of treatment is the community, and the 
focus is on developing skills for functioning 
effectively and independently within it. 

Following an average of six to nine months of 
treatment, many patients in transitional living 
programs no longer require 24-hour supervi­
sion and they can enter a semi-independent 
living program. This is usually a part of the 
transitional living program or is closely affili­
ated with it. Here, supervision is gradually 
faded, and the patient assumes increasing re­
sponsibility for managing his or her daily activ­
ities and responsibilities, which can include 
sheltered or competitive employment, return­
ing to school, and social and recreational activ­
ities in the community. Fading the amount and 
type of supervision also permits an assessment 
of the minimal level of supervision that the 
patient needs to function effectively and safely, 
which then is used as the basis for a long-term 
maintenance plan. 

Services similar to those of transitional living 
can be given through outpatient day-treatment 

programs. The choice between residential and 
outpatient treatment is sometimes based on 
clinical factors, such as the degree of behavioral 
disturbance and need for a controlled environ­
ment in which to treat it. The decision may also 
be based on the client's and the family's prefer­
ence or capacity, or on the availability of an 
outpatient program within commuting dis­
tance of the patient's home. Often, however, the 
decision is based on the types of services that 
the patient's insurance will cover. 

Last, there are specialized programs that 
treat behavior disorders. Because some degree 
of behavioral disturbance is routine in TBI, all 
of the previously mentioned programs provide 
for its treatment. However, some patients have, 
for want of a better term, spectacular behavior 
disorders that require a special treatment envi­
ronment and an appropriately trained staff. 
These programs, such as the one described by 
Wood (1987), use a highly structured and con­
trolled environment, with extensive applica­
tion of behavioral techniques, sometimes com­
bined with pharmacotherapy. 

As can be seen from the above, TBI rehabilita­
tion spans a broad and diverse range of pro­
grams and settings. Psychologists interested in 
TBI have the opportunity to work in acute care 
hospitals in departments of neurosurgery, in 
rehabilitation hospitals, in residential post­
acute treatment settings, and in outpatient 
clinics and programs. The different settings in 
which TBI rehabilitation is practiced provide 
different role opportunities for psychologists. 
In the acute care medical setting, which gener­
ally takes the form of a neurosurgical intensive­
care unit, the psychologist is likely to be in­
volved as consultant, performing assessments 
of selected patients who have recovered from 
coma sufficiently to participate in such activity, 
and perhaps meeting with the team and with 
families to discuss their feelings and frustra­
tions, or participating in research activities. 
The psychologist in the acute care setting may 
also develop ongoing treatment relationships 
with patients who have milder injuries that do 
not justify rehabilitation hospitalization, but 
that may nonetheless be substantially disabling. 
The rehabilitation hospital offers the psycholo-
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gist the above role of consultant. However, it 
also offers the psychologist the opportunity to 
be a member of the team, participating actively 
in broad aspects of patient care, and there is 
some opportunity for a concurrent leadership 
role regarding selected aspects of care and re­
search. Postacute programs, such as transi­
tional-living and day-treatment programs, offer 
consultation and team membership oppor­
tunities, but they are especially rich in leader­
ship opportunities for psychologists. In es­
sence, as the TBI patient recovers, the general 
trend is for medical needs to decline, and for 
behavioral and psychosocial needs to predom­
inate. 

Neuropsycbological Treatment 

Although the types of treatment provided by 
psychologists vary across settings and pro­
grams, it is likely that treatments aimed at re­
mediating specific cognitive impairments will 
be used. For example, Sohlberg and Mateer 
(1987), Ben-Yishay, Piasetsky, and Rattok (1987), 
and Wood (1986) have described training pro­
cedures for improving the attentiveness of TBI 
patients and have shown these procedures to 
be effective, with generalization of improve­
ment to performance on other tasks and in 
other settings, and with maintenance of im­
provement at follow-up testing as long as six 
months later. Craine (1982) described procedures 
for treating impaired initiation and self-regula­
tion that are based on teaching the patient to 
use "overt verbal medication" -in essence hav­
ing the patient learn sets of messages to herself 
or himself-to cue and organize poorly regu­
lated behaviors, and Sohlberg, Sprunk, and 
Metzlaar (1988) reported on the successful ap­
plication of such a procedure. 

The above is only a brief illustration of a large 
group of recent studies showing the successful 
application of cognitive retraining procedures 
to many types of cognitive dysfunction. Studies 
of the remediation of memory deficits, which 
are pervasive and quite disabling in many TBI 
patients, have been less promising. Treatment 
procedures based on drill and rote practice, 
where "memory" is treated as a muscle that will 
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perform better if exercised, were reviewed by 
Glisky and Schacter (1986), who concluded that 
"there is no evidence that such practice im­
proves memory for any other materials [or] 
generalizes to other situations, tasks, or stim­
uli" (p. 55). Alternate approaches to improving 
memory have been based on the use of "mem­
ory prosthetics" such as notepads, diaries, and 
the more recently available wristwatches that 
store and retrieve information, and these have 
shown more promising results (Rimmele & 
Hester, 1987). 

Comprebensive Programs 

In addition to interventions that address 
specific areas of impairment, the psychologist 
is likely to be involved in complex and multi­
dimensional interventions that simultaneously 
address a patient's many impairments as they 
relate to disability in real-life performance. 
This field is best illustrated by describing a day 
treatment program based heavily on such inter­
ventions (Prigatano et al., 1986a). This program 
treats six to eight patients at a time, for a six­
month period, with a staff of three neuropsy­
chologists, a speech and language pathologist, 
an occupational therapist, and a physical thera­
pist. Patients are seen six hours per day, four 
days per week, and the day is broken into seven 
segments: (1) small-group cognitive retraining, 
where the focus is on remediating specific cog­
nitive deficits and also emphasizes an increas­
ing self-awareness of strengths and deficits by 
having clients chart their progress; (2) social 
skills training, in a group format, where clients 
practice real-life social tasks such as conflict 
resolution, asking for a date, and job inter­
views; (3) group psychotherapy, in which emo­
tional and motivational issues are discussed; 
(4) individual psychotherapy; (5) physical, oc­
cupational, vocational, or speech therapy, based 
on individual needs; (6) independent therapy, 
where clients work alone, in order to develop 
time-management skills and internal regula­
tion; and (7) a "milieu" community discussion 
group at the end of the day. In this and similar 
programs, psychologists combine clinical psy­
chological and neuropsychological assessment 
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and intervention in order to address the broad 
issues of diability and handicap. Specific im­
pairments are not remediated as an end in 
themselves; rather, multiple interventions are 
applied synergistically with the holistic intent 
of reducing disability and handicap. Descrip­
tions of comprehensive residential programs 
are also available (Fryer & Haffey, 1987). 

Conclusions 

The previous discussion has emphasized 
two major points. First, the rehabilitation hos­
pital is not a mental health setting. Patients do 
not go to the rehabilitation hospital because 
they want psychotherapy, their physicians do 
not refer them to the rehabilitation hospital 
because of mental health needs, most of the 
staff view their mission in term of physical 
function and do not think of themselves as 
mental health workers, and insurance com­
panies do not authorize rehabilitation hospital­
izations based on psychological needs. Second, 
as has been shown throughout this chapter, the 
rehabilitation hospital is, without question, a 
mental health setting. Much of psychology's 
future task will be to assist the rehabilitation 
community-patients, families, staff, insur­
ance companies, and legislatures-to see and 
appreciate the enormous behavioral science 
context in which rehabilitation occurs. 
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CHAPTER 23 

Chronic Pain 

Psychological Assessment and Treatment 

Stanley L. Chapman 

Introduction 

Pain is a natural response to a mechanical, 
thermal, or chemical stimulus that activates 
specific structures called nociceptors found in 
the skin, the viscera, and the deep somatic 
tissues (Crue, 1983). Pain stimuli travel from 
nociceptors across nerve fibers to the spinal 
cord and are processed in the central nervous 
system as the experience of pain. In most cases, 
the stimulus that activates the nociceptors is 
terminated and the pain goes away after a short 
period of time. Such pain can be labeled acute 
pain, which is defined as pain of recent onset, 
in which biological or tissue damage is usually 
dominant. In the absence of a residual struc­
tural defect or a systemic disease, acute pain 
usually subsides in less than 30 days and al­
most always in six months (u. S. Department of 
Health and Human Services, 1986). 

Interdisciplinary rehabilitation programs are 
seldom needed in cases of acute pain. The un­
derlying medical condition is treated, or per­
haps the patient is instructed to avoid certain 
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activities so that proper healing can take place. 
Medications that relieve pain may be given for 
brief periods of time to alleviate the suffering 
without fear of addiction. 

Chronic pain provides a different and puz­
zling story. The term chronic is derived from the 
Green kranas, which means "time." Thus, 
chronic pain can be defined as pain lasting for 
long periods of time; more than six months is a 
commonly used duration. Such pain may be 
associated with a residual persistent structural 
defect or with the persistence of a disease pro­
cess such as arthritis. Chronic pain may also 
continue past the normal expected healing time 
or may exist in the absence of any medical 
findings. A variant is recurrent acute pain, in 
which there are repetitive episodes of pain over 
long periods of time with pain-free intervals 
interspersed. 

The statistics on the incidence and cost of 
chronic pain are staggering. The Nuprin Pain 
Report (Louis Harris & Associates, 1985) sur­
veyed the number of people who have pain for 
more than 30 days during the year and found 
that back pain, joint pain, and headache each 
occurred in 13%-14% of people, whereas chronic 
muscle pain occurred in 10% of people, stom­
ach pains in 4 %, and a variety of other types of 
pain in smaller percentages. 
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Growth of Pain Centers 

In light of the above statistics, it might be 
surprising to the reader that there were just a 
few small and scattered clinics specializing in 
the management of chronic pain until 1960 and 
1961, when major clinics were established by 
John Bonica (University of Washington) and 
Benjamin Crue (City of Hope in Duarte, Cali­
fornia), respectively. These clinics followed the 
1953 publication of Bonica's Management of Pain, 
which proposed the revolutionary idea that 
chronic pain is a different entity from acute 
pain and requires treatments fundamentally 
different from narcotic pain medications and 
surgical procedures. Bonica emphasized that 
chronic pain patients need an interdisciplinary 
team approach led by a physician with spe­
cialized training in the management of chronic 
pain. 

Equally revolutionary was the work on Wil­
bert Fordyce and his colleagues. Fordyce's 
widely read Behavioral Methods for Chronic Pain 
and Illness (1976) outlined the role of the behav­
ioral psychologist in the assessment and treat­
ment of pain. Fordyce emphasized that chronic 
pain can be viewed in terms of pain behaviors 
which include observable verbal and nonverbal 
expressions of pain, such as complaints, gri­
maces, remaining inactive, and taking medica­
tions. He asserted that these behaviors are not 
merely expressions of medical pathology; ra­
ther they can be influenced highly by basic 
processes of learning and can be altered through 
systematic applications of behavioral interven­
tions based primarily on operant conditioning 
principles. Many pain centers are modeled 
largely on these behavioral principles. For­
dyce's contribution was revolutionary because 
the role of the environment and the family had 
been largely ignored before his work. Chronic 
pain patients who did not respond to medical 
treatments often were told simply that they had 
to live with it or, perhaps, were labeled as 
"functional" and sent to a psychiatrist. 

New and revolutionary ideas throughout his­
tory have often been applied injudiciously, and 
such appears to be the case with Fordyce'S. 
Fordyce was very clear in his writings about the 
need for a very careful analysis of pain behaviors 

to assess the extent to which they are governed 
by principles of operant conditioning. He noted 
that programs based on operant conditioning 
models need to be formulated individually and 
used with carefully selected patients. This au­
thor has noted that some professionals assume 
that pain behavior is operantly conditioned so­
lely because medical evidence cannot be found 
to "justify" the complaint. Furthermore, some 
pain programs have developed rigid practices 
and have applied them to patients regardless of 
diagnosis. These practices have included for­
bidding any discussion of pain itself, setting 
quotas for reactivation regardless of medical 
limitations, and forbidding all medications for 
pain. In some cases, the patient's experience of 
pain is regarded as irrelevant because it cannot 
be measured as behavior. 

A third influence on the development of pain 
centers is the recognition of the interaction be­
tween physical, emotional, and cognitive fac­
tors in the pain experience. The era in which 
pain was regarded as x% "organic" and y% 
"functional" or "psychological" (where x + y = 

100) mercifully appears to be coming to an end. 
Such a concept belies modem research find­
ings (such as in the area of biofeedback) that 
show that psychological processes have clear 
physiological effects (e.g., Brown, 1977). It also 
neglects the significant role that physical ill­
ness itself plays in the development of emo­
tional changes such as depression. Actually, 
pain in the absence of malingering must be 
seen as 100% physical and 100% emotional. 
This concept is well embodied in Melzack and 
Wall's influential gate control theory of pain 
(1965), which has given rise to hundreds of 
research papers. This theory espouses the con­
cept that the central nervous system plays a 
major role in inhibiting or facilitating pain per­
ception at many levels of neural transmission. 

The establishment of interdisciplinary pain 
centers also fits with other trends and develop­
ments of the 1970s and 1980s. In his book Mega­
trends (1982), John Naisbitt described the in­
creasing development of what he called "high 
tech/high touch," which he defined as the inte­
gration of technology with a very personalized 
concern for the individual. The trend toward 
more active individual responsibility for health 
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and fitness, which is also embodied in the phi­
losophies of pain centers, is seen in the integra­
tion of psychology and medicine in many other 
areas, including programs for head injury, al­
cohol and drug misuse, smoking, obesity, and 
cardiac problems, to name a few. 

Indeed, the pain center movement has grown 
rapidly from the handful of pain centers that 
existed in the 1960s. In the 1970s, many pain 
centers saw patients from large areas, and most 
of the largest and best known consisted of in­
tensive (and expensive) inpatient units, with 
durations of treatment of three to six weeks. 
Since the early 1980s, local pain centers have 
grown everywhere, and interdisciplinary cen­
ters are available in almost every large urban 
area. The models for treatment have diversified 
to include more outpatient approaches and an 
integration of pain programs with other ser­
vices, particularly in the areas of vocational 
rehabilitation, work hardening, and disability 
evaluation. Key events in the pain movement 
include the founding of the International Asso­
ciation for Studies on Pain and its subchapter, 
the American Pain Society, in 1974 and 1978, 
respectively, and the publication of the inter­
disciplinary journal Pain beginning in 1975. 
Numerous journals, such as Pain Management, 
the Journal of Pain and Symptom Management, The 
Clinical Journal of Pain, and The Pain Clinic, now 
are directed largely to the study of chronic pain 
and its issues. In 1983, the Commission on 
Accreditation of Rehabilitation Facilities (CARP), 
with the endorsement of the American Pain 
Society, began the process of evaluating chronic 
pain programs for accreditation. The number 
of accredited centers has grown from 38 at the 
end of1985 to 120 as of June 1990. The accredita­
tion process appears to be gaining increasing 
financial clout, as several states have required 
accreditation as a precondition for payment 
through their workers compensation systems. 

The Psychology of Pain 

Psychologists have been playing an increas­
ing role in the assessment and treatment of 
chronic pain. Indeed, CARP now mandates 
that a chronic pain management program in-
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clude a psychologist or psychiatrist as part of 
its "core team." This increasing role has been 
paralleled by increasing research in the ways 
by which psychological processes affect pain 
experience and behavior. 

Operant Condtttoning 

Several researchers have found that operant 
factors influence pain behaviors. Reports of pain 
levels have been found to vary with the solici­
tousness of the spouse (Anderson & Rehm, 1987; 
Block, Kremer, & Gaylor, 1980; Flor, Kerns, & 
Turk, 1987), and it has been demonstrated in 
controlled studies that variables such as activity 
level, drug intake, and pain report can be altered 
systematically through the application of oper­
ant reinforcement contingencies (Cairns & Pa­
sino, 1977; Doleys, Crocker, & Patton, 1982; Lin­
ton, Melin, & Gotestam, 1984; Sanders, 1983). 
Despite evidence that operant conditioning 
can influence the frequency of pain-related be­
havior, there has been little study of its role in 
the etiology or development of such behavior. 
Furthermore, there has been an increasing ap­
preciation that clinicians need to avoid equating 
pain experience with pain behavior (Schmidt, 
1987; Turk & Flor, 1987). 

Classical Condtttoning 

Though the classical or respondent condi­
tioning of pain responses has not been well 
tested in the research literature, there are ample 
findings that a wide variety of autonomically 
mediated animal and human reflex responses, 
such as heart rate, peripheral vasomotor activ­
ity, and pupillary contraction and dilation, can 
be conditioned to occur in the presence of pre­
viously neutral environmental stimuli (San­
ders, 1985). Several authors have speculated 
that pain experience or behavior may become 
contingent on previously neutral stimuli through 
classical conditioning: the presence of a bottle 
of pills on the nightstand can become a dis­
criminative stimulus for drug taking (Morse, 
1983), or perhaps the situations or environment 
in which acute pain was experienced can main­
tain chronic pain experience or behavior (Chap­
man, 1983b; Sanders, 1985). Classically condi-
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tioned fear of pain itself can become a powerful 
factor in bringing about physiological changes 
that contribute to the development of pain, 
resulting in a closed feedback loop in which 
pain and anxiety reinforce each other (Turk & 
Flor, 1984). 

Social Modeling 

The term social modeling refers to the acquisi­
tion of a response based on observation of the 
response in others. Indirect evidence of its im­
portance in chronic pain has come from find­
ings of clear cultural differences in pain re­
sponses (Zborowski, 1969), findings that pain 
complaints tend to run in families (Apley, 1975; 
Gentry, Shows, & Thomas, 1974; Violon & Giur­
gen, 1984), and findings that pain behaviors in 
experimental situations can be altered as a re­
sult of the behavior of relevant models and the 
consequences of that behavior (Craig & Prka­
chin, 1978; Thelen & Frye, 1981). 

Cognitive Aspects of Chronic Pain 

The 1970s and 1980s saw a reemphasis on 
research and clinical interventions designed to 
alter individuals' cognitions-or the way peo­
ple think or appraise their experience. Indeed, 
many psychologists working with chronic pain 
now describe their interventions as fitting into 
a cognitive-behavioral model, which seeks to 
modify "covert behaviors" such as thoughts 
and attitudes regarding the pain problem. 

The importance of cognitive factors in acute 
pain is suggested by studies of volunteers ex­
posed to an acutely painful stimulus. These 
studies lead one to conclude that subjects show 
an increased report of pain and/or a decreased 
ability to tolerate pain when they are induced 
to expect that a given stimulus will be very 
painful (Chaves & Barber, 1974); to perceive 
themselves as having little or no control over 
the stimulus (Davison & Valins, 1969; Geer, 
Davison, & Gatchel, 1970; Staub, Tursky, & 
Schwartz, 1971); to focus attention on the pain 
stimulus (Kanfer & Goldfoot, 1966); or to feel 
anxious (Bobey & Davidson, 1970). Turk, Mei­
chenbaum, and Genest (1983) cited several 

studies that. they performed suggesting that 
"catastrophization" (i.e., thinking the worst 
about future pain experience) is a major factor 
in increasing the experience of pain and in de­
creasing one's ability to cope with it. The per­
ceived meaning of pain also appears to be a 
relevant cognitive dimension. Beecher (1946), 
for example, contrasted the tremendous pain 
tolerance displayed by injured soldiers, for 
whom pain represented an honorable escape 
from the rigors of war, with the responses of 
civilians to similar pains, which represented 
bodily harm and disease. 

With chronic pain, these cognitive factors 
are likely to gain more and more predominance 
as time passes. Patients often learn to expect 
and fear pain, to see themselves as having no 
control over it, to see it as robbing their lives of 
any positive meaning, and to catastrophize 
about the future effects of pain on their lives. 
Lefebvre (1981) found that cognitive distortions 
about the nature of pain are common in chronic 
pain patients. Smith, Follick, Ahern, and Adams 
(1986) found that patients who tend to mis­
construe the meaning of the pain sensation, 
particulary those who predict future disability 
from present difficulties, tend to be more se­
verely disabled than patients who do not do so. 
Chapman, Brena, and Bradford (1981) noted 
that simple education often results in signifi­
cant changes in pain beha\tiors and that chronic 
pain patients often act on erroneous beliefs 
(e.g., that any increase in activity will make 
pain worse, that certain activities will lead to 
reinjury, and that getting off narcotic pain 
medications will result in unbearable pain). 

Pain and Depression 

The role of depression in the etiology of 
chronic pain has been a subject of considetable 
controversy. There is little doubt that individ­
uals with chronic pain report symptoms simi­
lar to those reported by people who are clini­
cally depressed, such as a low energy level, 
difficulty in getting started and in sleeping, 
and feelings of being demoralized. Blumer and 
Heilbronn (1982) hypothesized that chronic 
pain is a variant of depressive disease, with 
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depressive symptomatology often masked as a 
chronic pain problem. They cited as evidence 
studies revealing biological markers for de­
pression such as early escape from dexametha­
sone and abnormal rapid-eye-movement (REM) 
latency; the frequent presence of bodily aches 
and pains among depressives; frequent family 
histories of depression, alcoholism, and other 
behavioral problems in chronic pain patients; 
and the frequency of pain relief with anti­
depressant medication (e.g., Blumer & Heil­
bronn, 1984; Blumer, Zorick, Heilbronn, & 
Roth, 1982). Magni (1987) pointed out that /lit is 
clear that both neurotransmitters, serotonin 
and noradrenaline, seem to be involved in the 
process of pain perception, and, at the same 
time, in the probable pathogenic mechanism of 
depression" (p. 15). 

A number of critics have questioned the con­
ceptionalization of chronic pain as a depressive 
equivalent, citing a variety of conceptual and 
methodological weaknesses in the argument 
and some nonconfirmatory data (Getto, 1988; 
Rosenbaum, 1982; Turk, Rudy, & Steig, 1987; 
Turk&Salovey, 1984). For example, Getto (1988) 
and Magni (1987) have noted that the research 
evidence for the presence of biological markers 
for depression and for a family history of de­
pression is conflicting and is characterized by 
studies with small numbers of subjects. Turk et 
al. (1987b) described how the common corre­
lates of physical limitation and illness could 
account for seven of the eight criteria for major 
depression found in the third edition of the 
American Psychiatric Association's Diagnostic 
and Statistical Manual of Mental Disorders (DSM­
III; APA, 1980). Furthermore, Dessonville, 
Reeves, Thompson, and Gallagher (1984) found 
that the depression manifested by chronic pain 
patients was qualitatively different from major 
depression in that pain patients tend to show 
fewer affective and cognitive aspects. Leoser 
(1979) suggested that the relief that chronic 
pain patients get with antidepressant medica­
tions is largely attributable to the effect of those 
medications on restoring sleep and normal cir­
cadian rhythms, rather than on their effect on 
any underlying affective disorder. Though an­
tidepressant medications are frequently used 
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to help relieve chronic pain symptomatology, 
the dose level is often far below that required to 
relieve a major depression. 

Pain and Stress 

An often-cited theory is that pain and ten­
sion exist in a cycle; that is, that repeated mus­
cular hyperactivity leads to ischemia and oxygen 
depletion at the affected site and subsequently 
to the release of pain-eliciting substances such 
as bradykinin (Turk & Flor, 1984). The pain then 
acts as an additional stressor, causing over time 
a host of atypical musculoskeletal, visceral, 
metabolic, and neurological dysfunctions that 
can further aggravate the experience of pain 
(Chapman, 1977; Craig, 1984). Although this 
theory has received indirect support from the 
success of clinical programs designed to teach 
muscle relaxation and stress management, there 
is conflicting evidence about what role stress 
plays in the development of chronic pain, and 
research efforts have not addressed clearly the 
assumptions inherent in the model of a vicious 
circle of pain, stress, and tension (Turk & Flor, 
1984). 

Assessment Methods 

The purpose of a psychological-behavioral 
assessment is to ascertain which of the factors 
of conditioning described above are relevant to 
the pain problem and, most important, to de­
sign treatment. 

Tbe PsychologicallntenJiew 

The best source of data is likely to be a com­
prehensive psychological interview. Such an 
interview permits the direct observation of af­
fect and mental and cognitive status and allows 
an in-depth exploration of the identified prob­
lem areas. It also provides a sampling of behav­
ior in an interpersonal situation. Because of the 
subjectivity of interview data, it is important to 
correlate such data with objective measures of 
behavior and also to gather information from 
multiple sources, which may include previous 
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physicians, employers, and/or the attorney or 
rehabilitation counselor. Interviewing the spouse 
and/or significant others separately and com­
prehensively is often essential; not only does it 
provide a reliability check for the information 
provided by the patient, but it also yields im­
portant data regarding interpersonal relation­
ships and the way in which the significant 
other(s) responds to pain behaviors. 

Table 1 provides a summary of the informa­
tion to be sought in a psychological assessment 
interview. Focusing on questions relating to 
pain symptomatology first is often wise, as the 
patient may resist discussing psychopathology 
until some rapport is established. Pain com­
plaints that are diffuse, and vaguely described 

Table 1. Outline for 
Psychological-Behavioral Interviewing 

1. Pain complaints 
A. Location, description, and patterns of occurrence 
B. Onset 
C. History of treatments, including medications 
D. Previous history of pain-relieving illnesses 
E. Nonverbal pain behavior observed 

2. Physical, social, and recreational activities 
A. Level and average day's schedule 
B. Changes and restrictions since onset of pain 
C. Attempts to return to restricted activities 
D. Pacing and consistency of activities 

3. Work 
A. Employment, disability, and financial status 
B. Work history and performance 
C. Work satisfaction 
D. Attempts to return to work; perceived restrictions 
E. Emotional and cognitive responses regarding work 

and disability status 
4. Sleep disturbances: Nature and history 
5. Social relationships 

A. Previous and current social reinforcement patterns 
B. Modeling of illness or pain behavior 
C. Sexual disturbances 
D. Family attitudes and expectancies 

6. Emotional status 
A. Previous and current affective or behavioral distur­

bances (including physical or sexual abuse) 
B. Mental status 
C. Treatment history for psychological difficulties 

7. Cognitive-attitudinal factors 
A. Beliefs regarding the nature of the pain problem 
B. Expectancies of outcome 
C. Openness toward rehabilitation approach 
D. Perceived meaning of pain 

and that do not fit with expectations based on 
medical data may reflect the influences of learn­
ing. The patterns of occurrence of pain com­
plaints often yield important diagnostic infor­
mation. For example, pain behavior that varies 
according to a spouse's attentiveness or support 
may be operant; increasing complaints after a 
stressful day of work are likely to be respon­
dent; and patterns that closely match medical 
data, such as the worsening of arthritic pain in 
the morning, suggest the importance of or­
ganic factors. The interviewer should also note 
the nonverbal pain behaviors (such as sighing, 
grimacing, rubbing a painful area, and abnor­
malities in gait and posture) observed during 
an interview and should assess the degree to 
which these fit with expectations based on 
medical findings or may be learned responses. 

The history and evolution of pain complaints 
in the patient and within a family system can 
provide important clues to the underlying pro­
cesses and mechanisms, such as the presence 
of social modeling or tendencies to develop 
illness under stress. Pain behaviors can persist 
despite multiple previous medical treatments 
because the underlying psychological issues 
were not addressed (Chapman & Brena, 1982) 
or because such treatments reinforced such be­
havior. Medication and alcohol use patterns 
can be quite revealing. The opportunity to take 
medications that induce anxiety relief can be a 
powerful reinforcer for pain behavior. Once ad­
diction or dependency is present, the cessation 
of medications can be very aversive. 

Because increasing meaningful activities is 
likely to be a vital part of the rehabilitation 
process, an assessment of the patient's previous 
and current activity patterns is essential. Pain 
behavior can be respondent to overactivity, un­
deractivity, inconsistent activity patterns, poor 
activity selection, and/or difficulty in pacing 
activities. Social activities are often restricted 
by pain patients even though they may be only 
minimally affected by pain-related physical 
dysfunction. Such restrictions can be both a 
cause and an effect of depression or other emo­
tional distress. 

To ensure maximum reliability, questions re­
garding work status, attitudes, and history may 
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need to be directed toward a variety of sources, 
including the employer and the rehabilitation 
counselor if applicable. When available, objec­
tive data regarding work ratings and history, 
job absenteeism, and financial benefits are im­
portant to gather. Work avoidance is much less 
likely to condition pain behavior if the patient 
had a stable work history, enjoyed the previous 
work, saw himself or herself as competent, re­
ceived good work performance ratings, is re­
ceiving significantly reduced income compared 
to when he or she was working, has made 
efforts to return to work, and shows clear med­
ical evidence to support changes in job status 
or responsibilities. 

Sleep disorders are frequently reported by 
patients with chronic pain and can affect their 
daily ability to function and to cope with pain 
and stress. Failure to sleep at night can reflect 
underlying anxiety or difficulty in distracting 
oneself from pain, and early morning awaken­
ing may be a symptom of underlying depres­
sion. Valid conclusions regarding the etiology 
of sleep difficulties can be made only from the 
integration of evidence regarding the multiple 
medical, environmental, psychological, and 
behavioral factors that determine sleep. 

Pain and its attendant changes in affect and 
lifestyle affect the whole family, which then 
can become a powerful ally or obstacle in the 
rehabilitation process (e.g., Turk, Flor, & Rudy, 
1987a). An analysis of the expectations, attitudes, 
and behaviors of significant others before and 
since the onset of pain is thus essential. Where­
as some families reinforce illness behavior, 
others ignore it or reduce communication with 
the patient. Both patterns can exacerbate de­
pression and dysfunction. 

An investigation of present and past emo­
tional dysfunctions and their temporal relation­
ship with pain behaviors is important because 
the failure to achieve significant rewards through 
"well" (i.e., nonpain) behavior enhances the 
likelihood that the patient will find greater re­
wards through pain behavior. In addition, fail­
ure in emotional function can result in physical 
dysfunctions associated with the experience of 
pain. Although research regarding the effect of 
early emotional experiences on the subsequent 
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development of pain is generally lacking, there 
is some suggestive evidence that physical or 
sexual abuse during childhood predisposes an 
individual to certain chronic pain syndromes 
(e.g., Haber & Roos, 1984). 

A final area of important inquiry involves 
cognitive factors such as expectations, goals, 
beliefs, and self-statements regarding the pain 
problem. Analysis of these covert factors can 
reveal the underpinnings of emotional dys­
function and of difficulties in coping with pain 
and stress, as well as the presence of distortions 
that are likely to affect the future course of 
therapy. 

Standardized Questionnaires 

The use of standardized questionnaires al­
lows a more objective comparison of important 
aspects of the patient's behavior with that of 
other patients studied and treated. In recent 
years there has been an explosion of question­
naires designed to measure pain and its effects 
on functioning. Although it is impractical to 
review the majority of them, some of the most 
widely used and/or the most promising are 
discussed here briefly. 

Measures of Pain Intensity 

Pain is a subjective experience intimate to the 
sufferer. The visual analogue scales represent a 
simple method of quantifying its self-rated in­
tensity. The most commonly used consist of a 
horizontal line with end points labeled "no 
pain" and "pain as bad as it could be." In some 
versions, the letters of the words light, moderate, 
and severe are evenly spaced below the line. The 
patient is instructed merely to make a mark 
along the line that most accurately corresponds 
to his or her pain level. These scales show test­
retest reliability (Scott & Huskisson, 1976) and 
are sensitive to changes in pain intensity Ooyce, 
Zutish, Hrubes, & Mason, 1975). Furthermore, 
chronic pain patients have been found to be 
consistent in recording their ratings of different 
levels of experimental thermal pain on a visual 
analogue scale and in comparing such levels 
with their clinical pain (Price, McGrath, Rafii, 
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& Buckingham, 1983). The potential disadvan­
tages or limitations of the test include its meas­
urement of pain along only one dimension and 
its susceptibility to influence from the attitudes 
of the clinician who administers it; it is often 
unclear whether these ratings are influenced 
by affective dimensions. 

The McGill Pain Questionnaire (MPQ; Mel­
zack, 1975) represents an attempt to measure 
pain experience across different dimensions. 
One part of this questionnaire consists of 78 
adjectives merged into 20 different categories 
that represent the different sensory, affective, 
and evaluative dimensions of chronic pain ex­
periences. Within each category, two to six 
words are listed in order, from those that repre­
sent the least to those that represent the most 
intense pain experience. The patient is in­
structed to select only those categories that 
contain a word descriptive of his or her pain 
and to circle the most descriptive word within 
that category. From these selections, one can 
derive the number of words chosen, the aver­
age rank value of the words, and the sum of the 
ranks represented by each word. 

The validity of the division of pain experience 
into categories of sensory, affective, and eval­
uative dimensions has been assessed through a 
variety of correlational and factor-analytic 
studies, which have yielded mixed results 
(Turk, Rudy, & Salovey, 1985); however, the 
test's validity in describing different aspects of 
pain experience has been demonstrated in over 
60 validity studies (Turk et al., 1985), and the 
MPQ represents a well-researched and well­
validated tool for the quantitative assessment 
of the quality and intensity of the pain experi­
ence. Furthermore, a short form has recently 
been devised that allows ratings of the inten­
sity of 11 sensory and 4 affective words and has 
been found to correlate significantly with sen­
sory, affective, and total scores on the MPQ 
(Melzack, 1987). 

Measurement of Overt Pain Behaviors 

Because the important goals of pain control 
centers generally include modifying patients' 
activity levels while decreasing their reliance 

on habit-forming medications, diaries have 
been devised to assess these variables; how­
ever, the validity of these self-report diaries has 
been called into question by studies suggesting 
poor correlation with the data from automated 
devices (Sanders, 1983) or staff observations 
(Kremer, Block, & Gaylor, 1981; Ready, Sarkis, 
& Turner, 1982). Such findings underscore the 
need to validate self-report data through the 
use of automated or objective measures when 
available, through information from significant 
others in the patient's environment, and through 
direct observation of behavior. 

Keefe and Block's measurement system (1982) 
which rates five motor behaviors in low-back­
pain patients (bracing, guarded movement, 
rubbing a painful area, grimacing, and sigh­
ing), represents a major advance in the objec­
tive measurement of pain behaviors. Observers 
can be trained to quantify these behaviors with 
93%-99% accuracy either during a standard 
medical examination or through time-sam­
pling methods (Keefe & Block, 1982). The val­
idity of this methodology has been demon­
strated in studies with back pain patients that 
have revealed positive correlations of certain of 
these motor behaviors with subjective pain in­
tensity (Keefe & Crisson, 1988; Keefe, Wilkins, 
& Cook, 1984) and with measures of medical 
status, such as surgical history and positive 
medical test findings (Keefe et al., 1984). The 
measure is also sensitive to change with pain­
relieving modalities such as nerve blocks (Con­
nally & Sanders, in press) and may represent a 
method of evaluating treatment outcome. 

Tests Normed on Psychiatric Samples 

The Minnesota Multiphasic Personality In­
ventory (MMPI) is probably the instrument 
most commonly used to assess overall psycho­
logical functioning in chronic pain patients. 
Indeed, a survey of multidisciplinary pain 
clinics published by Hickling, Sison, and Holtz 
(1985) revealed that the MMPI was used in 94 % 
of the 65 pain clinics that were surveyed. The 
MMPI has several advantages for use with 
chronic pain patients. It now has a broad re­
search base with such patients, and cluster 
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analyses have revealed distinct groups of pa­
tients whose responses to chronic pain differ 
(e.g., Armentrout, Moore, Parker, Hewett, & 
Feltz, 1982; McGill, Lawlis, Selby, Mooney, & 
McCoy, 1983; Naliboff, McCreary, McArthur, 
Cohen, & Gottlieb, 1988). The MMPl is useful 
as a comprehensive screening instrument for 
psychological problems and for its ability to 
identify psychologically defensive patients or 
those with personality disorders whose self­
report data may be particularly suspect and for 
whom long-term management or compliance 
problems may develop. The inspection of indi­
vidual items on elevated scales may help to 
identify areas that need to be addressed in 
therapy. 

Despite these advantages, several limita­
tions regarding the MMPI should be noted. 
With the possible exception of findings that a 
very high score on the Hypochondriasis Scale 
suggests a poor prognosis with a variety of 
outcome measures in pain rehabilitation (Mc­
Creary, Turner, & Dawson, 1979; Pemberton, 
1985; Strassberg, Reimherr, Ward, Russell, & 
Cole, 1981), MMPI scales or clusters have not 
consistently predicted the outcome of a variety 
of treatments for patients with chronic pain. 
Some confusion regarding the interpretation of 
the MMPI has occurred because of a failure to 
recognize that the test was normed on psychi­
atric patients and not on chronic pain patients. 
Moore, McFall, Kivlahan, and Capestany (1988), 
for example, described the many items on 
Scale 8 on the MMPI that are related to corre­
lates of pain such as medication use, the inter­
ference of pain with concentration and mem­
ory, and decreased physical function. On other 
scales as well, elevations may not indicate pri­
mary psychological disturbances. Thus, clini­
cians need to avoid computerized interpreta­
tions of the MMPI that are based on psychiatric 
samples. 

The Symptom Check List-90 (SCL-90), which 
includes a list of 90 physical and emotional 
symptoms that patients rate on a 5-point scale 
according to the degree to which they are both­
ered by them, is another example of a test 
normed on psychiatric patients that has been 
applied to the chronic pain population. Though 
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the results provide a good summary of self­
reported difficulties, the meaning of scale ele­
vations in chronic pain patients has not been 
well researched, and the test has been de­
scribed as being insensitive in differentiating 
personality variables in these patients (Main, 
1983). 

Tests Designed for Medical Populations 

The significant role of medical variables in 
influencing psychological function suggests 
the importance of using tests that have been 
devised specifically for medical populations or 
to assess medical problems. An example is the 
Millon Behavioral Health Inventory (MBHI; 
Millon, Green, & Meagher, 1979), a 150-item 
true-false questionnaire that provides a meas­
urement of both the overt and the covert behav­
ior patterns important in physical ailments in 
which behavioral or emotional components 
playa significant role. The focus is not on gen­
eral personality but on a variety of specific 
personality dimensions, attitudes, events, and 
cognitions (such as cooperativeness, recent 
stress, pessimism, chronic tension, and so­
matic anxiety) that affect the development of 
physical illness and/or compliance or prog­
nosis in medical treatment programs. One 
scale is designed specifically to predict out­
come in an interdiSciplinary chronic pain pro­
gram. The MBHI was designed from theoreti­
cal formulations, internal structural analyses, 
and studies of relationships of the items and 
scales to external criteria and variables. Few 
validity studies have been performed with a 
chronic pain sample; however, Sweet, Breuer, 
Hazelwood, Toye, and Pawl (1985) found a sig­
nificant correlation of .35 between the score on 
the Pain Treatment Responsivity Scale and a 
summary outcome measure for 52 chronic pain 
patients; they also noted very high correlations 
of this scale with other scales of the MBHI. This 
finding casts doubt on the specificity of this 
scale in predicting treatment outcome. 

The Sickness Impact Profile (Bergner, Bob­
bitt, Carter, & Gilson, 1981) is a 136-item ques­
tionnaire designed specifically to measure 
physical, psychosocial, work, and recreational 
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dysfunctions associated with chronic illness. 
Follick, Smith, and Ahem (1985) provided nOl'o. 
mative data for patients with chronic low back 
pain and found that selected scale scores corre­
lated substantially with activity level and emo­
tional distress and are sensitive dependent 
measures of outcome in a pain rehabilitation 
program. 

The Multidimensional Health Locus of Con­
trol scale (Walls ton & Wallston, 1978) is an 18-
item test that measures the extent to which the 
respondents see their health as being attributa­
ble to their own behavior, the behavior of pow­
erful others such as physicians, or fate. This 
questionnaire may predict behavior in a pain 
rehabilitation program, as locus of control has 
been related to compliance in other health care 
settings (Wallston & Wallston, 1978). 

Tests Designed Specifically for Chronic Pain 
Patients 

Several tests have been developed recently 
specifically for use with chronic pain patients, 
including the Psychosocial Pain Inventory 
(Heaton, Getto, Lehman, Fordyce, Brauer, & 
Groban, 1982), the Pain Disability Index (Tait, 
Pollard, Margolis, Duckro, & Krause, 1987), the 
Chronic Pain Battery (Levitt, 1983), and the 
Vanderbilt Pain Inventory (Brown & Nicassio, 
1987). The research is still too cursory to pro­
vide a clear assessment of their utility. One test 
that appears particularly promising is the West 
Haven-Yale Multidimensional Personality In­
ventory, devised by Kerns, Turk, and Rudy 
(1985). It is a 52-item questionnaire divided 
into three sections. One section measures five 
important dimensions of the pain experience: 
pain severity and suffering, interference with 
function, support from others, perceived life 
control, and affective distress. Two other sec­
tions relate to specific responses to pain by 
significant others (such as soliciting, punish­
ing, and distracting), and to the nature of the 
respondent's social, recreational, and physical 
activities. This battery was developed with the 
use of very careful factor and item analysis and 
with considerable psychometric sophistica­
tion, and it clearly evaluates many important 

areas of psychosocial impact. Its additional 
strengths lie in its ease of administration and 
scoring and its sensitivity to treatment effects 
(Barrios, Niehaus, & Henke, 1986; Kerns et al., 
1985). 

Assessment of Malingering 

An assessment issue that occaSionally sur­
faces with chronic pain patients is whether the 
pain report may be an example of malingering, 
defined by Leavitt and Sweet (1986) as the de­
liberate faking of symptoms for the sole pur­
pose of obtaining an extrinsic goal. Estimates 
from questionnaires from 99 orthopedists re­
garding the scope of malingering among the 
low-back-pain patients seen in their practice 
revealed a wide range; whereas 38% estimated 
a 1%-2% incidence of malingering (as defined 
above), 35% felt that the incidence was 10% or 
more, and 10% felt that the incidence was 30% 
or more (Leavitt & Sweet, 1986). These diffuse 
perceptions may relate to difficulty in distin­
guishing "malingering" from pain amplifica­
tion or exaggeration and from psychogenic 
conditions that precipitate pain. In addition, 
the lack of any clear biological or objective 
markers that correlate closely with subjective 
pain reports makes the assessment of expected 
pain levels hazardous at best. 

To date, most efforts to study malingering 
have been based on anecdotal evidence and 
case reports. Leavitt and Sweet's survey of or­
thopedists (1986) did suggest that there is a 
considerable consensus among orthopedists 
regarding the major indicators of malingering. 
These were categorizable along the two basic 
dimensions of exaggeration and incongruity, 
including such items as "weakness to manual 
testing not seen in other activities" and "over­
reacting during the examination." Several au­
thors (e.g., Brena & Chapman, 1984; Ellard, 
1970) have pointed to factors such as poor com­
pliance with treatment designed to relieve pain 
and dysfunction, reports of negative outcome 
from such treatment, and dramatized pain de­
scription as contributing a diagnosis of malin­
gering. Brena and Chapman also stressed that 
malingering can be diagnosed only from a con-
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sistent pattern among multiple indicators and 
stressed that, taken individually, most indica­
tors are readily attributable to other processes 
besides malingering. 

Only a few controlled studies have been per­
formed that are related to the assessment of 
malingering. In a series of articles, Leavitt 
(1985, 1987a,b) reported data from large num­
bers of healthy volunteers asked to choose 
words to simulate the presence of back pain 
that would be severe enough to keep them 
from working. In comparison with patients in 
treatment with an orthopedist for actual back 
pain, the volunteers were more likely to choose 
words representing intense pain and affective 
distress (e.g., grueling, stabbing, and sickening) 
and were less likely to choose words represent­
ing mild sensory features (e.g., numb and tin­
gling). Though these results are provocative, 
Leavitt admitted that a necessary limitation on 
interpretation lies in the fact that volunteers 
asked to simulate pain may be different from 
malingerers in the clinical setting. An apparent 
limitation in the research is that the volunteers 
were asked to simulate pain that would disable 
them from work, whereas many of the pain 
patients with whom they were compared may 
have reported nondisabling pain. 

Chapman and Brena's study (1990) may pro­
vide indirect evidence related to malingering. 
They compared the responses during treat­
ment in an interdisciplinary pain program 
from 143 patients showing no inconsistency 
with 17 patients labeled as "inconsistent." In­
clusion in the inconsistency group necessitated 
unanimous independent agreement by three 
raters of a consciously produced clear contra­
diction among statements or behaviors, or be­
tween a statement and behavior. The authors 
found numerous differences among the two 
groups that were significant beyond the .05 
level. Specifically, the inconsistent group showed 
less evidence of medical pathology and physi­
cal impairment, a higher likelihood of assessed 
submaximum effort at contracting muscles dur­
ing EMG examination, a greater incidence of 
pending disability issues, a greater use of affec­
tive language in describing their pain, less re­
ported pain relief from sympathetic injections 
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given with saline, lower activity levels at pre­
treatment and posttreatment, and staff ratings 
indicating higher levels of observed pain be­
havior and lower levels of interest and com­
pliance during treatment. These results were 
consistent with predictions that inconsistent 
patients would show a syndrome of charac­
teristics distinct from that of patients showing 
no such inconsistency; however, it needs to be 
emphasized that one example of inconsistency 
is not the same as malingering. 

The assessment of malingering is important 
in the settlement of disability claims and in 
containing the cost of health care; however, 
there are currently few clear guidelines for 
making this diagnosis, and it is unlikely that 
one "litmus test" of malingering can ever be 
developed to make the diagnosis easy. Rather, 
an analysis of many factors, including the 
medical findings, the psychological and behav­
ioral history of the patient, the presence of rein­
forcers for malingering, and the nature and 
consistency of patients' statements and behav­
iors, is likely to be required. The clinician 
needs to be very careful to avoid the diagnosis 
of malingering solely on the grounds that pain 
behavior exists that does not fit with expecta­
tions based on the medical findings. 

Psychological Interventions with 
Chronic Pain Patients 

The emotional distress that accompanies 
pain often requires extensive psychological in­
tervention. Living with chronic pain and re­
striction in basic everyday activities is very 
emotionally and physically draining for many 
individuals, particularly when there is an ab­
sence of support or understanding in the envi­
ronment. Many patients with chronic pain go 
through emotional changes similar to those 
described by Kubler-Ross (1969) in her work 
with terminal cancer victims. Basically, this se­
quence is an adaptation to loss, which in chronic 
pain usually represents a loss of feeling good 
and the ability to function. It may progress 
through stages of denial, anger "bargaining" 
(or anxiety), depression, and, if these stages 
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are worked through emotionally, acceptance. 
Acceptance represents a condition in which the 
individual still has goals and finds meaning in 
life. The sequencing and presence of these 
stages varies from patient to patient. The psy­
chologist is faced with the challenge of helping 
chronic pain patients work through these stages 
so as to gain acceptance of limitations and pain 
in concert with maximum control over such 
difficulties. 

Group 1berapy 

Many of the emotions and concerns that 
arise with chronic pain are almost universal. 
For example, common conflicts arise in dealing 
with others in society who cannot understand 
chronic pain and may tend to minimize it, 
deny it, or suggest that it can be cured. State­
ments such as "You look so good ... you can­
not be feeling so bad," "You must be better by 
now after all the treatment you have had," or 
"Why don't you do x, y, or z, so that your pain 
can be cured" are difficult for many to deal 
with. Embarrassment about the pain is also a 
frequent issue. Many patients overdo to appear 
to be "normal," whereas many others become 
socially isolated out of their fear that the pain 
may build up in a social situation. Misplaced 
fears, such as that the pain cannot be handled 
without reliance on medication or that activities 
cannot be pursued without reinjury or unbear­
able pain, often build up and prevent a more 
normal lifestyle. Groups can be helpful in edu­
cation, the establishment of a support system 
for patients, reinforcement for progress, and 
the enhancement of better communication and 
greater perspective about difficulties. Groups 
in which positive models for coping are avail­
able can be very powerful in helping a new 
patient to gain faith and to begin needed reha­
bilitation efforts. 

Family 1berapy 

Involvement of the family in the treatment is 
almost always critical to promote understand­
ing and proper reinforcement of the patient's 
efforts. Marital therapy is often needed to help 

repair broken relationships and harmful com­
munication patterns. 

Individual 1berapies 

Many patients who are suffering from major 
emotional difficulties may be in need of in­
depth individual psychotherapy. For many 
such individuals, merely teaching basic relax­
ation or stress management skills may be akin 
to placing a Band-Aid on a massive hemor­
rhage. The specific therapeutic interventions 
that are often relevant for chronic pain patients 
include cognitive therapy and relaxation, self­
hypnosis, and biofeedback. 

Cognitive Therapies 

In the broadest sense, any kind of psycho­
therapy can be regarded as "cognitive" in that it 
can alter appraisals of the self or the situation, 
of thought processes, and of expectations; how­
ever, specific strategies have been used to teach 
patients with pain to alter their self-statements 
regarding the experience of pain. Success may 
be measured by a change in cognitions from 
"This pain is nothing but terrible misery" and 
"When I hurt, only a pill will help" to self­
statements such as "My life can have meaning 
and happiness despite the presence of pain" 
and "1 can control this pain through my own 
efforts." The process of cognitive change often 
involves the identification of important self­
statements, an exploration of how these con­
tribute to the painful experience, and a re­
hearsal of healthier alternative cognitions. Turk 
et al. (1983) suggested the importance of break­
ing down the pain experience into the phases of 
preparation for pain (or related stress), con­
frontation with pain, critical moments in deal­
ing with it, and self-reflection and appraisal 
following a painful episode. The patient may 
be asked to rehearse a variety of skills when 
facing pain, such as deep breathing, imagery of 
pleasant scenes, imaginative transformation of 
pain (perhaps thinking of pain as being nu­
mbed by an anesthetic), attention diversion 
techniques, and giving oneself reassuring mes­
sages to alter conditioned fear responses. Many 
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studies reviewed by such authors as Tan (1982), 
Turk et al. (1983b), and Turner and Chapman 
(1982) have revealed significant reductions in 
subjective pain intensities with such strategies, 
but often, the specific mechanism of change 
has remained unclear. 

Relaxation and Self-Hypnosis 

Relaxation therapy can be regarded as a form 
of cognitive behavior modification in that it 
involves a type of mental focusing that alters 
the attentional processes and increases the per­
ceived control of pain and stress. Its role in 
altering physiological functions such as muscle 
tension, blood flow, and metabolism, and in 
reducing insomnia and the need for medica­
tions, also contributes to its successful use in 
chronic pain. Its utility is underscored by pa­
tients' posttreatment reports of its helpfulness. 
Chapman (1983a) reported that after one 60-
minute session of relaxation with the use of a 
tape for home practice, 60% of a mixed group of 
237 chronic pain patients rated it as "very help­
ful" and 34% as "somewhat helpful." These 
figures, equivalent to those for physical ther­
apy, exceeded those reported for almost all 
other modalities of treatment, including pain­
relieving modalities such as transcutaneous 
electrical nerve stimulation and nerve blocks. 

Chronic and continuous pain is likely to re­
quire a higher level of patient skill than acute or 
recurrent pain states because patients have to 
learn to relax while in pain and to integrate 
relaxation into their lifestyle. Merely using a 
procedure at pain onset or when trigger events 
for pain are present is likely to be insufficient. 
For this reason, the development, through 
practice, of brief relaxation methods and the 
use of a host of stress management techniques 
(e.g., time management, exercise, balanced ac­
tivities, proper diet, humor, and assertiveness 
and communication training) are essential. Inas­
much as different patients find different methods 
of relaxation most helpful, it is important to 
teach a variety of methods, including progres­
sive relaxation, breathing methods, and imagery. 

Some patients with chronic pain with high 
hypnotic susceptibility may be able to relieve 
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pain more directly through the addition of sug­
gestion to a procedure that permits deep relax­
ation. Numerous authors, whose work has 
been summarized in Grzesiak and Ciccone 
(1988), have reported significant improvement 
in pain control with self-hypnosis, but the hyp­
notic control of chronic pain is an area in great 
need of systematic and controlled research. 
Hypnotic treatment protocols certainly do pro­
vide powerful messages that patients can con­
trol their pain, as well as an impressive ritual of 
procedures. 

Biofeedback Therapy 

Biofeedback involves the use of equipment to 
teach patients to change their physiological re­
sponses by providing them with immediate 
feedback from their responses (Brown, 1977). 
The most frequent pain complaint to which bio­
feedback has been applied has been headaches. 
One commonly used type of feedback used 
primarily for muscle-contraction or mixed head­
aches is electromyographic (EMG) biofeed­
back, whose goal is reducing muscle tension in 
the frontalis muscle or in neck, shoulder, or 
other facial muscles. Thermal biofeedback, 
used primarily for vascular headaches, is di­
rected to teaching patients to warm their hands. 
The successful use of biofeedback modalities in 
patients with chronic or recurrent muscle-con­
traction and migraine headaches was summa­
rized by Blanchard, Andrasik, Ahles, Teders, 
and O'Keefe (1980), who used "meta-analysis" 
to review treatment outcome studies. In this 
method, mean changes in headache measures 
across research studies form the unit of analy­
sis. The authors used the percentage of im­
provement in headache density as a dependent 
measure whenever possible. If density data 
were unreported, they used other headache 
measures, such as intensity, frequency, and du­
ration, if available; otherwise, they used the 
gross percentage of subjects who were im­
proved. They found mean posttreatment per­
centages of improvement ranging from 51.8% 
to 65.1 % for thermal or EMG biofeedback (with 
or without relaxation training) for migraine 
and muscle-contraction headache sufferers. 
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Several reviewers (e.g., Chapman, 1986; Holmes 
& Burish, 1983; Williamson, 1981) have summa­
rized the results of follow-up studies of one 
year or longer, which have revealed mainte­
nance of, if not improvement in, posttreatment 
levels. 

These findings certainly are impressive, par­
ticularly when one recognizes that the subjects 
in these studies generally had suffered head­
aches that lasted for long periods of time and 
that had been quite refractory to medication; 
however, doubts about the mechanism or the 
differential utility of biofeedback have come 
from numerous studies suggesting that (1) bio­
feedback and relaxation therapies yield similar 
treatment outcomes; (2) there is no clear evi­
dence that headache sufferers differ in physi­
ological parameters targeted with biofeedback 
from normals without headache; (3) changes in 
such parameters are generally poorly corre­
lated with improvements in pain levels; (4) mi­
graine subjects have been found to improve 
just as much with hand-cooling biofeedback as 
with hand-warming; and (5) pseudofeedback 
(i.e., feedback not contingent on the subject's 
responses) results in nearly as much improve­
ment in muscle-contraction headache subjects 
as does actual EMG feedback. The vast number 
of studies on these points are explored compre­
hensively in Chapman's review (1986). In light 
of these results, authors have speculated that 
the critical elements in biofeedback may in­
volve such factors as increases in hope, self­
mastery, and perceived control (Frank, 1982; 
Meichenbaum, 1976; Rickles, Onoda, & Doyle, 
1982); an increased awareness of the role of 
emotions and stress in headaches (Turner & 
Chapman, 1982a); the application of coping 
strategies to control stress (Andrasik & Hol­
royd, 1983; Jessup, Neufeld, & Merskey, 1979); 
and the motivation of patients to practice relax­
ation techniques (Silver & Blanchard, 1978). 

As the methodology in psychophysiological 
research improves, some significant relation­
ships between pain and aspects of physiology 
may emerge; however, based on current knowl­
edge, biofeedback for headaches may best be 
conceptualized as a tool by which subjects can 
alter important cognitive, emotional, and be­
havioral responses. Thus, it is an adjunct to 

psychotherapy; the use of biofeedback techni­
cians relatively untrained in psychotherapy 
and the provision of many repetitive biofeed­
back sessions focused merely on the control of 
a single response thus seem to be highly ques­
tionable clinical practices. 

Biofeedback has also been used for many 
other pain syndromes besides headaches, but 
its use is poorly documented and researched. 
The commonly observed practice of using fron­
talis EMG biofeedback or thermal biofeedback 
for any pain problem is unwarranted in light of 
the relatively low correlations of such parame­
ters with pain reports or with other measures 
of stress (e.g., Carlson, Basilio, & Heaukulan, 
1983; Whatmore, Whatmore, & Fisher, 1981). 
The use of EMG biofeedback from the paraspi­
nal muscles in low-back-pain subjects has been 
questioned for the same kinds of lack of physi­
ological correlations and pain reports noted 
above for headache subjects. Furthermore, the 
EMG levels of the paraspinal muscles may be 
specific to certain positions or movements 
(Ahern, Follick, Council, Laser-Wolston, & 
Litchman, 1988; Wolf, Nacht, & Kelley, 1982) 
and may have different patterns among different 
diagnostic groups with low back pain (Arena, 
1988). 

Interdisciplinary Pain Centers 

The Commission on Accreditation of Reha­
bilitation Facilities (1988) defined a chronic pain 
management program as "a program designed 
to reduce pain, improve quality of life, and 
decrease dependence on the health care sys­
tem, for persons with pain which interferes 
with physical, psychosocial, and vocational 
functioning, through the provision of coordi­
nated, goal-oriented, interdisciplinary team 
services" (p. 51). CARF (1987) established a 
committee in 1986 to design a model method of 
evaluating the effectiveness of such programs. 
This committee showed remarkable unanimity 
in defining the major goals of pain programs as 
including a reduction in the use and misuse of 
medications; a reduction in the use of subse­
quent health care services for the presenting 
pain problem; a return to productive lives; an 
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increase in physical activities; an increase in the 
ability to manage pain and related problems; a 
decrease in subjective pain intensity; and the 
containment of program cost. Indeed, inter­
disciplinary pain programs are most appropri­
ate for individuals who show many elements of 
the disease of the D's (dysfunction, disuse, 
dramatized complaints, depression or demoral­
ization, disability, and/or drug misuse). Indi­
viduals who show only a few such symptoms 
may benefit from individualized programs pro­
vided by a pain center but may not require a 
full, comprehensive program. 

Despite the similarity of their goals, pain 
programs show great diversity in the scope, 
nature, and type of services they provide. Both 
inpatient and outpatient treatments are com­
monly offered by pain centers. The major ad­
vantages of inpatient programs include the 
possibility of the development of a 24-hour­
a-day therapeutic community, the opportunity 
to observe behavior reliably and to control it 
intensively, the temporary elimination of pre­
vious cues for pain behavior, and controlled 
drug withdrawal. Outpatient approaches, on 
the other hand, usually cost much less than 
inpatient programs, which may be as high as 
$20,000. Outpatient approaches allow the ob­
servation of progress and problems in the home 
environment and allow patients to maintain 
other productive activities while receiving 
treatment. They also minimize such potential 
problems inherent in inpatient programs as the 
difficult transition from hospital to home, the 
possibility that being hospitalized will rein­
force one's identity as being sick, and the ad­
justments and inconveniences associated with 
being away from the home environment. 

The pain center most commonly sees pa­
tients referred by medical disciplines when 
pain and dysfunction have persisted for many 
months. Patients undergo an array of treat­
ments and often spend much of their day at the 
center. Although CARP now mandates that the 
core team include at a minimum a physician, a 
specialized nurse, a physical therapist, and a 
clinical psychologist or psychiatrist, many in­
clude vocational counselors and evaluators, so­
cial workers, recreational and occupational 
therapists, and many other types of coun-
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selors. Hickling et al.'s survey of 76 centers 
(1985) revealed that individual psychological 
therapy, transcutaneous electrical nerve stimu­
lation, biofeedback, psychotropic medication, 
couples and family therapy, and operant pro­
grams were the most common therapies of­
fered. Though physical therapy was not listed 
as a treatment modality, the finding that 75% of 
clinics employed a physical therapist suggests 
its widespread use. 

The role of the psychologist in a pain center 
is a critical one. The Hickling et al. (1985) survey 
revealed that psychology was the most fre­
quent discipline participating in a pain clinic 
(85.5% of the clinics employed at least one psy­
chologist). Psychologists' roles almost always 
included patient evaluation and therapy, but 
psychologists were also found to be active in 
administration, coordination of treatment, su­
pervision, research, teaching, consultation, 
and public relations. The psychologist's skills 
in helping other staff respond consistently and 
appropriately to the behaviors and attitudes of 
patients so as to maximize compliance and 
treatment effectiveness are often critical. In ad­
dition, psychologists can help provide guid­
ance to prevent or deal with staff burnout. 
Given the chronic nature of patients' diffi­
culties and the frequently personal and intense 
nature of interactions with patients, burnout is 
a significant risk at pain centers. 

The diversity of approaches at pain centers 
suggests the need for controlled research to 
evaluate the efficacy of different approaches, 
but little such research has been done, largely 
because of the lack of comparability in outcome 
measures and patient selection variables from 
setting to setting. In addition, interdisciplin­
ary pain programs have not been compared 
with other treatment approaches in controlled 
studies; however, scores of studies have sug­
gested that patients with low back pain and 
other chronic musculoskeletal complaints who 
go through such programs generally report in­
creased activity levels and a reduced use of 
medications for pain without increases (and, 
often, with some decreases) in subjective pain 
intensities. Generally, the data have revealed 
that 20% -50% of unemployed workers have 
returned to work at follow-ups of one to three 
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years. Unfortunately, most of these data have 
been based on the patient's self-report. The 
reader is referred to reviews by Aronoff, Evans, 
and Enders (1983), Enders (1983), and Chap­
man (1985) for a more comprehensive descrip­
tion and criticism of such studies. 

Characteristics of Excellence 
in Pain Programs 

In the absence of firm data, this author 
wishes to draw on his experience to suggest 
some critical criteria for excellence in pain cen­
ters. Excellent programs provide comprehen­
sive assessment and consistent treatment with 
a well-structured interdisciplinary team ap­
proach. Consistency is critical because so many 
patients with chronic pain are confused and 
angered by the inconsistent messages heard 
previously about the etiology and treatment of 
their pain. Programs in which treatments from 
different disciplines are offered on a contem­
porary rather than a sequential basis often have 
greater consistency. In addition, treatments 
across disciplines have great power to reinforce 
each 'other. For example, activity increase or 
drug withdrawal may be made difficult in the 
absence of any modalities that provide some 
pain relief; patients may not be fully alert and 
able to function if drugs are not managed or 
withdrawn properly; critical physical therapy 
exercises may not be performed unless depres­
sion is managed; and depression may not be 
relieved without an increase in activity and 
function. Thus, the team members must share 
a common philosophy of treatment and must 
communicate regularly, both informally and 
through team conferences. This approach can 
be contrasted with a consultation approach, in 
which each specialist treats the patient only 
from the standpoint of his or her own discipline 
and then refers the patient for other treatments. 

The treatment must also be flexible, individ­
ualized, and related to specific and realistic 
behavioral goals. It is a poor practice to provide 
the same treatment for everyone in a package 
without regard to individual differences, as 
there is a greater deal of evidence that there is 
no such thing as a "typical pain personality. II 

One unfortunate but commonly observed prac­
tice is to provide package treatment and then 
simply to blame the patient if this treatment 
appears to fail. Usually, the label put on the 
patient is that he or she was "simply not moti­
vated" or II didn't want to get better. II Based on 
early work on motivation by Thorndike and 
others, this author suggests defining "motiva­
tion" or the probability of behavior as being 
proportional to the expectancy of reward, mul­
tiplied by the sum of the intrinsic value of the 
reward and externally applied incentives, di­
vided by the effort required to obtain the re­
ward. Thus, if someone is not increasing her or 
his activities as instructed, it could be that the 
person does not expect success, does not find 
the activities very reinforcing, has no incentive 
for increasing her or his activities, and/or feels 
that the effort involved is too great. 

Quality programs involve careful planning 
for the maintenance of behavioral changes over 
the long term. This planning is particularly 
important in chronic pain because of the likeli­
hood of flare-ups and the continual long-term 
effort needed for successful rehabilitation. 
Planning may need to include a preparation for 
subsequent problems and a rehearsal of strate­
gies, the careful fading of treatment and main­
tenance of contact, and, perhaps most impor­
tant, involvement in the education of many 
individuals in the environment with whom the 
patient will be interacting. For example, suc­
cessfully helping the injured worker return to 
productivity is likely to involve careful coor­
dination with the family, the rehabilitation 
counselor, the insurance adjustor, the attorney, 
the primary-care physician, and the subse­
quent employer. 

One of the areas that is essential in the ac­
creditation of programs through CARF is the 
development of a program evaluation system 
that provides for the regular measurement of 
success versus costs in meeting major goals. 
From such an evaluation, the reasons for the 
failure to meet goals must be identified, and 
corrective action must be taken. Program eval­
uation data at the Pain Control and Rehabilita­
tion Institute of Georgia have yielded results 
with major implications for treatment. These 
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have included findings that relaxation and 
physical therapies are judged more helpful by 
patients than medical modalities for pain relief; 
that patients on workers' compensation show 
treatment outcome similar to that of those with 
no pending litigation; and that seeing patients 
as outpatients rather than inpatients yields sim­
ilar outcomes with a greatly reduced cost. 

A final criterion for excellence in chronic 
pain management programs is the caring, in­
volvement, and enthusiasm of the staff. Many 
patients have expressed how important these 
factors are to them in the face of their feelings of 
despair and helplessness and in their low feel­
ings of self-worth. One only needs to review 
the literature on the power of the placebo for 
pain (e.g., Routon, 1983) to recognize the im­
portance of such emotional and cognitive vari­
ables in pain control. 

Summary 

Major advances in pain management have 
occurred with the recognition that the mind 
and the body are interdependent. Affective, 
cognitive, and behavioral processes have major 
effects on the physiological processes that un­
derlie the experience of pain. In turn, pain, 
particularly when chronic, affects psychologi­
cal processes greatly. Increasingly specific and 
sophisticated methods of psychological assess­
ment and treatment have been devised to help 
the chronic pain patient and are often most 
effective when provided in the context of an 
interdisciplinary team approach. Despite these 
advances, the understanding of the psycho­
logical and physical process and the mecha­
nisms of chronic pain remains in its infancy 
and awaits advances from future research. 
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CHAPTER 24 

Program for Behavioral and 
Learning Disorders in Children 

Jean C. Elbert and Diane J. Willis 

Introduction 

The psychologist in a medical setting has unique 
training and skills that can be invaluable to the 
physician in the overall medical management 
of patients. Children hospitalized for a variety 
of medical problems such as renal disorders, 
cardiac problems, severe asthma or diabetes, 
seizures, or other chronic handicapping condi­
tions often require the services of a psycholo­
gist because of learning problems or possible 
accompanying biosocial problems. Within pe­
diatric outpatient clinics, a large percentage of 
children are referred and evaluated because of 
learning- and behavior-related disorders. The 
referral is often made to the medical setting by 
school personnel or other agencies for evalua­
tion and the distinguishing of organic from 
nonorganic contributions to the disorder. It is 
recognized that early intervention in both learn­
ing and behavior problems can do much to 
alleviate and prevent more serious disorders at 
a later date. Recognizing that the totality of 
treatment of the patient and the disease must 
focus on both the mind and the body, a growing 

Jean c. Elbert and Diane J. Willis • Department of Pe­
diatrics, University of Oklahoma Health Sciences Center, 
Oklahoma City, Oklahoma 73117. 

number of medical centers are adding behav­
ioral or pediatric psychologists to their staffs. 
Early behavioral pediatrics focused on "bioso­
cial development and learning difficulties of 
children and adolescents" (Russo & Varni, 
1982, p. 14), but in recent years, the field has 
broadened and has become much more com­
prehensive. With the advances in medicine and 
technology, we know that children are surviv­
ing conditions that, earlier, they might not have 
survived. Often, however, there are cognitive 
deficits or behavioral sequalae later in their 
young lives. 

Since the late 1970s, numerous textbooks 
have been published on the psychological and 
behavioral management of pediatric problems 
(Lavigne & Burns, 1981; Magrab, 1978, 1984; 
Russo & Varni, 1982; Tuma, 1982; Wright, Schae­
fer, & Solomons, 1979). Additionally, the mar­
ket is flooded with texts on learning and/or 
behavior problems in children. 

In this chapter, we present a review of behav­
ior and learning disorders. We briefly review 
the literature on attention-deficit-hyperactiv­
ity disorder (ADHD), learning disorders, and 
oppositional and conduct disorders. Children 
with learning problems mayor may not have 
ADHD and vice versa. Additionally, many 
children referred to medical settings are re-
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ferred because of behavior problems with ac­
companying overactivity. These children may 
or may not also have learning problems. In 
truth, however, learning and behavior disor­
ders co-occur. After briefly reviewing the liter­
ature on the above, we focus on methods of 
assessment, current clinical interventions, and 
suggestions for developing and maintaining a 
learning- and behavior-disorders clinic. 

Literature Review 

Behavior Disorders 

An important consideration in the differen­
tiation and the clinical management of behavior 
disorders in general is that rigorous scientific 
efforts to understand, classify, and validate 
childhood behavior disorders are of relatively 
recent origin (Achenbach, 1981, 1982; Hobbs, 
1975; Shaffer, 1980). Although the delineation 
and validation of discrete categories and sub­
classifications of childhood behavior distur­
bance continue, professionals have generally 
agreed on the delineation of two major dimen­
sions of child psychopathology: those children 
exhibiting overcontrolled or internalizing dis­
orders and, conversely, those with undercon­
trolled or externalizing behaviors (Achenbach 
& Edelbrock, 1978; Quay, 1979). Our focus in 
this chapter is on developing clinical services 
for those children who manifest externalizing 
or undercontrolled behavior. 

Attention-Deficit-Hyperactivity Disorder 
(ADHD) 

Children who exhibit disorders in impul­
sivity, attention, and self-control are among the 
most frequent types of referrals to child mental 
health and pediatric outpatient clinics (Pelham, 
1982; Stewart, Pitts, Craig, & Dieruf, 1966). In­
deed, children with suspected hyperactivity 
constitute the group most commonly referred 
to child guidance clinics (Barkley, 1981). De­
pending on the rigor of the diagnostic criteria, 
estimates of the prevalence of this disorder 
have ranged from 3% to 14% of the population 

(Lambert & Sandoval, 1980; Sandoval, Lam­
bert, & Sassone, 1980; Trites, Dugas, Lynch, & 
Ferguson, 1979). However, the most commonly 
accepted prevalence figures suggest that the 
disorder constitutes 3%-5% of the school-aged 
population. Barkley (1981) suggested that a 
generally accepted gender ratio is 6 to 1 in favor 
of males. In addition, the early onset of the 
disorder, its relatively pervasive nature, and its 
chronicity in terms of lasting well into adoles­
cence have made ADHD the most widely stud­
ied childhood disorder of the past decade 
(Barkley, 1981). 

As numerous investigators in the area of 
childhood psychopathology have agreed, no 
childhood behavior disorder has been sub­
jected to as many reconceptualizations, re­
definitions, and renarnings as the current DSM­
III-R (American Psychiatric Association, 1987) 
diagnostic category '~ttention Deficit-Hyper­
activity Disorder" (Hinshaw, 1987; Lahey, Pel­
ham, Schaugency, Atleins, Murphy, Hynd, 
Russo, Hartdagen, & Lorys-Vernon, 1988). Al­
though it is beyond this chapter to discuss all 
aspects of ADHD, there has been considerable 
debate about whether ADHD represents a clin­
ical syndrome or a cluster of symptoms identi­
fying a biologically distinct entity. (See the re­
view by Conners & Wells, 1986.) Although 
several prominent child psychiatrists have de­
scribed ADHD as a syndrome (Cantwell & 
Baker, 1987; Laufer & Denhoff, 1957), the failure 
of investigators to agree on rigorous clinical 
diagnostic criteria has reduced efforts to deter­
mine a biological validation of ADHD. In a 
review of the psychophysiology of attention 
deficit disorder with hyperactivity, Zametkin 
and Rapoport (1987) noted a sizable number of 
neuroanatomically based hypotheses about the 
etiology of the syndrome: dysfunctional dien­
cephalic structures (Laufer & Denhoff, 1957), 
decreased reticular-activating-system excita­
tion (Wender, 1974), a deficient forebrain inhib­
itory system (Dykman, Ackerman, Clements, 
& Peters, 1971), and, more recently, blood flow 
research implicating the central frontal lobes 
(Lou, Henriksen, & Bruhn, 1984). To date, the 
available evidence from anatomical, genetic, 
physiological, and pharmacological studies 
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has yielded a weak or nonspecific relationship 
between biological factors and hyperactivity 
(Rapoport & Ferguson, 1981). However, such 
psychophysiological findings have pointed to­
ward a central nervous system mechanism in 
the development of the ADHD symptoms (Che­
lune, Ferguson, Koon, & Dickey, 1986; Has­
tings & Barkley, 1978). 

In the context of multivariate research on 
childhood behavior disorders, ADHD has gen­
erally been regarded as a specific subclassifica­
tion of the externalizing disorders (which also 
include acting-out, disruptive, and aggressive 
behavior), though controversy exists with re­
spect to the validity of these narrow-band syn­
dromes as subsets of the broad dimensions 
(e.g., Boyle & Jones, 1985). Hinshaw (1987) 
carefully reviewed factor- and cluster-analytic 
research regarding the distinctiveness of the 
two major classes of externalizing disorders of 
childhood: attention-deficit-hyperactivity and 
conduct-problems-aggression. The earliest 
studies using the Behavior Problem Checklist 
(Quay & Peterson, 1975, 1983) yielded four in­
dependent factors entitled "Conduct Problem," 
"Socialized Aggression," 'Attention Problem­
Immaturity," and "Motor Tension-Excess." 
Such factor-independence had suggested both 
the independence of attention-deficit-disorder 
(ADD) and the pOSSibility of a subtype of ADD 
with hyperactivity. The landmark studies of 
Achenbach (1978) and Achenbach and Edel­
brock (1979) also demonstrated a replication of 
hyperactivity and aggression factors across 
both age and gender. 

Hinshaw's review (1987) concluded that the 
currently available research does provide sup­
portive evidence of the distinctiveness of the 
hyperactivity-attentional-deficits and the con­
duct-problems-aggression dimensions. How­
ever, in spite of the emergence of relevant fac­
tors, the correlations between factor scores 
were often substantial. Thus, with respect to 
strict medical criteria, the narrow-band do­
mains of attention-deficit-hyperactivity and 
conduct-problems-aggression may not consti­
tute valid independent syndromes, as the studies 
to date have revealed neither distinct biological 
and etiological precursors nor differential re-

sponses to treatment. Therefore, whether 
ADHD constitutes a disorder distinct from the 
diagnostic category conduct disorder continues 
to be researched (Milich, Loney, & Landau, 
1982; O'Leary & Steen, 1982; Prinz, Connor, & 
Wilson, 1981). However, it should be stressed 
that whether or not these disorders are clini­
cally distinct, they frequently co-occur. The 
available literature suggests that antisocial par­
ents, family hostility, and low SES are most 
commonly associated with conduct disorders, 
whereas ADHD children are most apt to dis­
play cognitive and achievement deficits. Be­
havioral and social outcomes are generally 
poorer for conduct-disordered children and are 
poorer still for children displaying a combina­
tion of hyperactivity-inattention and conduct­
problems-aggression (Hinshaw, 1987). Chil­
dren in whom these disorders co-occur are 
more likely to engage in physical aggression 
and to exhibit increased antisocial behavior 
than children with a single diagnosis of con­
duct disorder, despite their being younger at 
the time of the initial referral (Hynd & Willis, 
1988). 

Several issues regarding the diagnostic clas­
sification of ADHD children have been de­
bated: (1) whether the attention deficit and the 
hyperactivity are diagnostically distinct; (2) the 
pervasiveness of symptoms; and (3) the degree 
of overlap between ADHD and learning dis­
abilities. With regard to the first issue, the most 
recent revision of the DSM-III-R (American 
Psychiatric Association, 1987) collapsed the 
two subtypes of ADD with and without hyper­
activity into a single diagnostic classification. 
However, investigators continue to argue that 
ADD with hyperactivity (ADD/H) and ADD 
without hyperactivity (ADDIWO) can be relia­
blydifferentiated, (e.g., Lahey et aI., 1984, 1987, 
1988); consequently controversy as to their sep­
arability ensures that there will be further revi­
sions of the attention deficit and hyperactivity 
symptom complexes (Hynd & Willis, 1988). 

A second diagnostic distinction among 
ADHD children pertains to the pervasiveness 
of their symptoms. Schacher, Rutter, and Smith 
(1981) described "true hyperactives" (those 
rated as hyperactive by both parents and teach-



424 PART VI • TEMPLATES FOR PROGRAM DEVELOPMENT 

ers) as distinct from "situational hyperactives" 
(rated as hyperactive at home but not at school). 
Campbell and colleagues (1977a,b) likewise de­
scribed behavioral differences between these 
two groups, and some investigators would ar­
gue against making the ADHD diagnosis in 
those who are not pervasively (i.e., cross-situa­
tionally) hyperactive (Barkley, 1982). 

A third diagnostic subtyping issue is the 
degree to which the learning-disabled (LD) 
and ADHD categories overlap. On theoretical 
grounds, arguments have been made for the 
single identity of attentional and learning dis­
orders. The idea of an attentional deficit as the 
central syndrome affecting learning-disabled 
children was popularized by Dykman and col­
leagues (1971, 1979) and was a natural exten­
sion of the original notion of minimal brain 
dysfunction (Clements, 1966; Wender, 1971). In 
contrast, Douglas and Peters (1979) and Doug­
las (1984) have argued for the existence of pri­
mary and secondary attentional disorders that 
may lead to the same behavioral outcome: aca­
demic underachievement. In the child with pri­
mary ADHD, impulsivity, impaired arousal, 
weak effort and attention, and a strong need to 
seek immediate gratification lead to poor aca­
demic performance. Conversely, in the learn­
ing-disabled child, the basic deficit in linguistic 
or perceptual information processing results in 
a weakened tolerance of frustration, reduced 
effort, failure experience, and subsequently, 
disturbed attention secondary to the primary 
learning disorder. Douglas and her colleagues 
have done extensive research in identifying the 
psychological and cognitive disturbance in 
ADHD children (see Douglas, 1983, 1984). It 
has been well documented that a sizable frac­
tion of hyperactive children have significantly 
poorer school achievement than their normal 
peers (e.g., Cantwell & Satterfield, 1978). In 
Silver's investigation (1981) of the relationship 
between hyperactivity and learning disorders, 
92% of the children referred for hyperactivity 
were found to have learning disabilities. Con­
versely, of the learning-disabled group, almost 
half displayed distractibility and hyperactivity, 
a finding indicating that there is a considerable 
overlap between the two disorders. 

Oppositional and Conduct Disorders 

Oppositional disorder, now referred to as 
oppositional defiant disorder "is a pattern of nega­
tivistic, hostile, and defiant behavior without 
the more serious violations of the rights of 
others that are seen in conduct disorder" (DSM­
III-R, American Psychiatric Association, 1987, 
p. 56). Although this disorder was distinguished 
from conduct disorder in the more recent revi­
sion of the DSM-III-R, several investigators be­
lieve that there is insufficient evidence for sepa­
rate classifications (McMahon, 1987; McMahon 
& Forehand, 1987; Wells & Forehand, 1985). 
Nevertheless, in a hospital setting, the clinician 
is likely to be referred numerous children who 
are defiant in public, at home, and with peers 
and adults, and who are, in general, suffi­
ciently disruptive so that the parents are seek­
ing help for the problem. Disturbances in be­
havior of at least six months' duration suggest 
problems, depending on the severity of the 
disturbance (mild, moderate, or severe). Oppo­
sitional disorders, especially in young children 
aged 2-7 or 8, are more readily treatable in the 
clinic. The cases that are more difficult to treat 
include serious conduct disorders and ADHD 
cases with secondary oppositional or conduct 
problems. 

Evidence has begun to accumulate that sug­
gests that early noncompliance in children may 
be a hallmark of the development of later con­
duct-disordered behavior (McMahon, 1987). 
Further, ongoing work has begun to differenti­
ate the developmental patterns of progression 
of conduct disorders, including subtypes of 
overt and covert disorders, and such models 
have implications for the assessment and inter­
vention with conduct-disordered children (see 
Baum, 1989; McMahon, 1987; Wells & Fore­
hand, 1985). 

Other behavioral symptoms seen in hospital 
settings include crying and colic, feeding prob­
lems, temper tantrums, breath holding, school 
refusal, anxiety, fears and phobias, and en­
uresis and encopresis, to name a few. It is not 
the intent of this chapter to focus on these more 
common types of disorders, even though they 
are a source of numerous referrals by other 
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health care professionals. The interested reader 
is referred to Gabel (1981) and Schaefer and 
Millman (1981) for suggestions on treating spe­
cific behavior problems. 

Learning Disorders 

Learning Disorders with Known eNS 
Dysfunction 

A primary group of children requiring spe­
cialized diagnostic services and intervention 
are those pediatric patients whose learning, 
developmental, or behavioral disorders are as­
sociated with known medical conditions, ei­
ther congenital or acquired. In the rapidly de­
veloping field of pediatric neuropsychology, 
considerable attention has been given to the 
specialized diagnostic assessment of children 
with known brain dysfunction (Hynd & Ob­
rzut, 1981; Hynd & Willis, 1988; Rourke, 1985; 
Rourke, Bakker, Fisk, & Strang, 1983; Rourke, 
Fisk, & Strang, 1986; Rutter, 1983). Children 
seen in pediatric psychology or neuropsychol­
ogy clinics include patients with the following 
types of disorders: genetic or chromosomal ab­
normalities, metabolic disorders, CNS infec­
tions, abnormalities of CNS development, CNS 
cancers and solid tumors, seizure disorders, 
neuromuscular disease, and head trauma. In ad­
dition to well-studied chromosomal disorders 
such as Down syndrome and others associated 
with mental retardation, such sex chromosome 
abnormalities as Klinefelter syndrome (XXY), 
Turner syndrome (XO), fragile-X syndrome, 
XYY, and XXX are associated with specific 
learning deficits and behavioral disturbances 
that are most appropriately diagnosed in medi­
cal settings, where the psychologist has access 
to genetic and cytogenetic diagnostic findings. 

Turner syndrome, for example, is generally 
associated with possible right-hemisphere pa­
thology, as cognitive deficits in spatial func­
tioning (Waber, 1979) have been documented, 
as well as autisticlike behaviors in the child 
with fragile-X syndrome. In such metabolic 
disorders as phenylketonuria (PKU), medical 
treatment compliance may involve the psychol-

ogy unit, as both behavioral disorders (Steven­
son, Hawcroft, Lobascher, Smith, Wolff, & 
Graham, 1979) and conceptual, visuospatial 
deficits (Pennington, van Doorninck, McCabe, 
& McCabe, 1985) have been reported to in­
crease in those children who are not compliant 
with dietary restrictions. The psychological se­
quelae of meningitis include developmental 
delays in receptive and expressive language, 
hearing impairment, intellectual deficit, sei­
zures, and visual and motor impairments (Sell, 
1983). Of the many neurodevelopmental mal­
formations, spina bifida is common enough (1-
4 per 1,000) so that many tertiary-care medical 
centers have a meningomyelocele clinic to co­
ordinate the multispeciality care that these 
children require. Disturbances in brain func­
tion occur as a result of hydrocephalus, defects 
in brain cell formation, and ascending infection 
(Graham, 1983). Because of the improved surgi­
cal shunt procedures used with these children, 
the mortality rate has steadily dropped, and 
effort is being devoted to assessing long-term 
psychological outcomes. Assessment of their 
associated language and visual-perceptual­
motor disorders (Swisher & Pinsker, 1971) is 
important in terms of documenting the need 
for specialized school services for these children. 

The increasing survival rates of children who 
have sustained such childhood cancers as acute 
lymphocytic leukemia and cranial tumors ne­
cessitate specialized knowledge in assessing 
the neuropsychological sequelae of CNS irra­
diation and neurosurgical treatment. Cogni­
tive deficits, including impaired speed of visu­
omotor and visuospatial functioning, acquired 
aphasias, and socially disinhibited behavior, 
have been described in children sustaining 
head injuries (Chadwick, Rutter, Shaffer, & 
Shrout, 1981). Neuropsychological assessment 
is often required to determine the rehabilita­
tion needs of these children. (See Chapter 22 
for additional discussion of rehabilitation ser­
vices for these patients.) 

Specific Learning Disability (SID) 

Recognition of a population of normally in­
telligent children who exhibit difficulties in 
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specific areas of learning, such as auditory­
linguistic and language processing or visual­
spatial and perceptual motor learning, has 
been apparent since the turn of the century. 
Clinical case studies of impaired reading skills 
appeared in the medical literature early in the 
century (Hinshelwood, 1900) and continued 
with Orton's early description (1928) of con­
genital word blindness. It was recognized that 
learning problems in children often mirror the 
dysfunction of adults with known brain lesions 
(Goldstein, 1942), and this knowledge was then 
extended to studies of known or suspected 
brain damage in children through the work of 
Strauss and Lehtinen (1947) and later Strauss 
and Kephart (1955). (See the review of the de­
velopment of the learning-disabilities field in 
Hallahan & Cruickshank, 1973.) 

Specific learning disability (SLD) was de­
fined and came into popular usage as one of the 
special education categories included in Public 
Law 94-142, the Education for All Handicapped 
Children Act of 1975 (U. S. Office of Education, 
1977). 'fraditionally, definitions of specific learn­
ing disability have included varying emphases 
on the following components: (1) a task failure 
component (e.g., poor academic achievement 
in one or more areas); (2) an exclusionary com­
ponent (e.g., that discriminates (SLD) from 
skill deficits attributable to sensory impair­
ment, mental retardation, emotional distur­
bance, and environmental disadvantage); (3) 
an etiological component (e.g., attribution to 
CNS dysfunction); (4) a discrepancy compo­
nent (e.g., attained skill levels below expected 
performance); and (5) a psychological process 
component (e.g., disorders in attention, per­
ception, memory, and conceptualization) (Na­
tional Joint Committee on Learning Disabilities; 
Hammill, Leigh, McNutt, & Larsen, 1981). De­
spite general agreement with federal defini­
tional guidelines, however, research investi­
gators, clinicians, individual state departments 
of education, and local school districts have 
used widely differing specific criteria for the 
diagnosis of learning disability. In particular, 
the operational definition of a "significant dis­
crepancy" has variously been based on age­
or grade-level expectancies, or on predicted 

achievement based on IQ scores. The criteria 
used in determining the magnitude of this dis­
crepancy between intellectual potential and at­
tained skill levels differ widely, with the result 
that an individual child might meet LD eligi­
bility criteria in one school district and not in 
another. Because of such widely varying crite­
ria for diagnosis and classification, the re­
ported prevalence of learning disabilities has 
varied from 2% to over 20% (Broman, Bien, & 
Shaughnessy, 1985). 

This lack of consensus concerning the diag­
nostic procedures and criteria that should be 
used to classify a student as learning-disabled 
has provided considerable divergence of opin­
ion in the learning-disabilities field. From the 
early focus on children with neurological diffi­
culties, the field of learning disabilities has 
gradually shifted to serving a variety of chil­
dren with other problems whose only similar­
ity is that they are experiencing difficulty in 
school (Torgesen, 1986). The definitional guide­
lines designate as exclusionary criteria those 
instances of poor achievement that are primar­
ily a result of physical handicaps, visual and 
hearing impairments, and mental retardation. 
In addition, motivational problems, attentional 
disorders, emotional disturbance, and envi­
ronmental, cultural, or economic disadvantage 
are all factors that must be considered in the 
diagnosis of learning disabilities. When the 
discrepancy between intellectual potential and 
achievement is emphasized as the overriding 
criterion for a diagnosis of learning disability 
(as emphasized in the Federal Register, 1977), 
many underachieving children are likely to be 
inappropriately identified as learning-disabled. 
The U.S. Department of Education's Sixth An­
nual Report to Congress (1984) stated that the 
prevalence of learning disabilities had doubled 
in the past 10 years, and more than 40% of all 
school pupils served in special education were 
classified as learning-disabled, a figure that 
represented 4 % of all schoolchildren (Chalfant, 
1989). Such a twofold increase in the identifi­
cation of these children has obviously raised 
significant concerns about the funding for spe­
cial-educational programs, and some have pro­
posed placing a cap of 2% on the proportion of 
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the population of schoolchildren who can be 
classified as learning-disabled (Chalfant, 1989). 

Despite their common diagnostic label, it is 
well known that children with learning disabil­
ities represent a very heterogeneous group 
with multiple types of problems and, very 
likely, differing etiologies. In recent years, re­
search has focused on attempts to classify 
these children into relatively homogeneous 
subtypes, so that developmental course, re­
sponse to intervention, and outcome may be 
better understood. Such attempts to differenti­
ate more homogeneous patterns of cognitive 
strengths and weaknesses represent a more 
differentiated level of diagnosis than simply 
documenting that a child is underachieving. 
Formal attempts at subclassification have been 
based on etiological inferences (e.g., neuro­
logical or genetic); patterns of performance on 
a variety of psychometric measures of percep­
tion, memory, language, and cognitive process­
ing; and patterns of performance on measures 
of academic achievement in reading recogni­
tion, reading comprehension, spelling, written 
language, and mathematics. It is beyond the 
scope of this chapter to provide a detailed dis­
cussion of such studies, and various reviews of 
the LD subtyping literature are available (e.g., 
Hynd, Connor, & Nieves, 1987; McKinney, 
1984). Some of the earliest attempts at classifi­
cation were based on a clinical inferential classi­
fication system (e.g., Mattis, French, & Rapin, 
1975) and gave empirical support to long-stand­
ing clinical observations that children with 
learning disabilities included subgroups with 
auditory processing and oral language disor­
ders, visual-spatial-perceptual disorders, and 
articulatory and/or visual-motor impairment, 
as well as children with mixed disorders who 
were more seriously handicapped (Boder, 1973; 
Johnson & Myklebust, 1967). In contrast, Rourke 
and colleagues have studied patterns of neuro­
psychological performance in those learning­
disabled children grouped on the basis of their 
respective academic performance in reading, 
spelling, and math (Petrauskas & Rourke, 1979; 
Rourke, 1985). Finally, more statistically refined 
studies of empirically derived subtypes have 
appeared, beginning with data from the Flor-

ida Longitudinal Study (Satz, Taylor, Friel, & 
Fletcher, 1978), and including numerous Q 
techniques (e.g., Doehring & Hoshko, 1977) 
and cluster analyses (e.g., Lyon & Watson, 
1981; Spreen & Haaf, 1986). 

Public school systems provide the classifica­
tion of most children as learning-disabled, fol­
lowing formal assessment by a school psychol­
ogist and agreement by an eligibility team 
composed of designated school personnel. 
However, the law also provides that a child's 
parent may request an independent evaluation, 
which the school eligibility team must consider 
in deciding the educational needs of the child 
and whether special-education services are 
warranted. Referrals of children to medical 
center clinics frequently consist of requests for 
a second opinion regarding the child's learning 
difficulty, or for a more refined diagnosis with 
implications for educational remediation in a 
child who may be identified as learning-dis­
abled, but who is not making expected prog­
ress. Specialized services for the comprehen­
sive assessment of learning disabilities may 
therefore represent a needed supplement to 
school evaluations and/or may identify needs 
for children who may not be eligible for special­
education programs in the public schools. Pub­
lic policy decisions that affect the number of 
children eligible for special education are likely 
to increase the numbers of such children being 
referred to private agencies and/or medical set­
tings. 

Establishing a Learning- and 
Behavior-Disorders Clinic 

The clinicians who move rapidly to establish 
a learning- and behavior-disorders clinic will 
find themselves inundated with referrals. These 
types of clinics can be extremely helpful to the 
hospital, from both a service-public-relations 
and a financial standpoint. Excellent facilities 
offering a comprehensive assessment of spe­
cific school learning disorders of children, es­
pecially when the child's condition may be 
complicated or exacerbated by health-related 
problems or by an attention-deficit-hyperac-
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tivity disorder, are not routinely found within 
communities. The assessment of children with 
complex learning-activity-attention problems 
requires the service of a physician, a psycholo­
gist, and often a speech pathologist and a spe­
cial educator. Children who continue to be 
frustrated by school learning and ADHD prob­
lems may also develop oppositional or conduct 
problems. 

Establishing the clinic may require the ap­
proval of the departmental chair or at least the 
director of the psychology service. It can be 
pointed out that intervention in learning and 
behavioral problems is part of good medical 
practice in terms of preventing more serious 
emotional problems. Additionally, the clinic 
can contribute to the teaching, service, and 
research goals of the department and the medi­
cal center. 

Once approval from the department chair or 
the head of the section is obtained to establish 
the clinic, the clinician will want to describe 
clearly the types of referrals accepted by this 
clinic, the day or days on which the clinic 
meets, to whom referrals are to be made, and 
the fee structure. 

Methods of Psychological Assessment 

Once the clinic for learning and behavioral 
disorders is established, formal assessment 
may be streamlined and made more efficient 
by obtaining background information and pre­
vious records before scheduling an appointment 
with the parent and the child. This information 
may prevent costly duplications of assessment 
of which a referring individual may be unaware. 
Second, clarification of the referral question is 
important in preventing an assessment that is 
not appropriately targeted. In hospital set­
tings, many referring physicians, particularly 
interns and residents unfamiliar with psycho­
logical assessment, may simply order psycho­
logical testing in much the same way as they 
order other medical laboratory procedures. Al­
though some referral questions may be straight­
forward (i.e., ruling out mental retardation), in 
most referrals for evaluating learning and be-

havior disorders, speaking with the referring 
individual to clarify the diagnostic question(s) 
is useful. When a referral is made by another 
profeSSional, it is also useful to address the 
parents' questions, which may be quite dif­
ferent. 

Depending on the referral question(s), addi­
tional information is frequently helpful before 
scheduling the first appointment. The types of 
information one can obtain include the follow­
ing: (1) a parent form giving basic developmen­
tal and background information on the child; 
(2) one or more parent and teacher behavior­
rating scales (to be described in this section); 
(3) reports of previous psychological testing by 
school or private agency; and (4) reports from 
mental health professionals who have previ­
ously been involved in intervention with the 
child or the family. (The information from other 
agencies must, of course, be obtained with the 
parents' informed consent.) The criteria useful 
in assessing oppositional defiant disorder, con­
duct disorder, and ADHD are listed in Figure 1 
(pp. 430-431). These criteria, taken from the 
DSM-III-R (American Psychiatric Association, 
1987), can be used during an interview with 
parents to aid the clinician in diagnosis. 

Schroeder and Gordon (1990) developed a 
framework for assessing child behavior prob­
lems that includes sending out questionnaires 
and checklists before the family's scheduled 
appointment in the clinic. With these data, they 
attempt to clarify the referral question with the 
parents, to determine the social context in which 
the behavior is occurring, to determine the 
general and specific areas of assessments that 
may be needed, and/or to develop an interven­
tion approach (see Table I, p. 432). Following 
this initial stage of data gathering, the clinician 
may be able to triage the referral, depending on 
the background information and data collected, 
and subsequently, a more specialized approach 
can be planned (see Figure 2, p. 433). 

Children referred for the diagnosis and man­
agement of ADHD should optimally have an 
evaluation of basic intellectual functioning and 
current academic achievement in order to rule 
out basic disorders of learning and/or cogni­
tion. The following types of assessment are 
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used in most ADHD clinics: behavior rating 
scales (for both parents and teachers), struc­
tured behavioral observations, parent and child 
interviews, and other broad-band and narrow­
band personality assessment measures. Both 
general and specific approaches to assessment 
are discussed in the following sections. 

Behavior Disorders: ADHD and 
Oppositional and Conduct Disorders 

Interviewing 

For any mental health professional in a medi­
calor a nonmedical setting, the clinical or diag­
nostic interview is the most frequently used 
assessment procedure (Matarazzo, 1983). In­
formation gathering during the interview fo­
cuses on developmental issues of the target 
child, a history of the pregnancy, early ill­
nesses, educational history, family and sibling 
history, and often the parents' marital issues. 
Rarely is there uniformity in the clinical inter­
view among mental health professionals, as the 
data obtained from parents often focuses on 
issues surrounding the presenting problem 
and how that problem is affecting the family as 
well as who or what sustains the problem. 
Willis and Holden (1990) suggested that, when 
a child is referred for learning or behavior dis­
orders, an interview cover the following: (1) the 
period of gestation and whether or not there is a 
history of an abnormal pregnancy, substance 
abuse, fever, trauma, or accidents during the 
gestation period; (2) the birth history (the type 
of delivery, the birth weight, and problems 
such as anoxia, infections, hypoglycemia, or 
jaundice); (3) postnatal history (developmental 
history, accidents or trauma, fevers or infec­
tions, and temperament), the caretaker of the 
child, and the educational history; and (4) fam­
ily history, marital stresses experienced by the 
family, the history of the target problem, and 
factors reinforcing or sustaining the problem. 
(Much of this information can be obtained be­
fore the first appointment from a form devel­
oped by the clinician and filled out by the par­
ent.) Additionally, during the initial interview, 

the parents can be provided feedback about the 
clinician's impressions of the problem, as well 
as what diagnostic procedures and/or treat­
ment appear to be warranted. In a hospital 
setting, it may be difficult to ensure that par­
ents will return for further appointments, and 
compliance is greater the more informed the 
parents are and the less they have to wait before 
being seen. 

Behavioral Observation and Assessment 

In the hospital setting, a highly useful be­
havior and observation tool for screening for 
parent-child interaction problems of the child 
aged 2-7 is Eyberg's Dyadic Parent-Child Inter­
vention Coding System (Eyberg, 1974; Eyberg 
& Robinson, 1982, 1983; Robinson, Eyberg, & 
Ross, 1980). Within a brief 15- to 30-minute 
session, the clinician can determine the pattern 
of parent -child interaction problems that may 
be creating and/or maintaining the behavior 
problem. The behavior coding system, paired 
with a detailed parent interview, pinpoints 
positive or negative parenting behaviors and 
the child's response to the parent (e.g., compli­
ance or noncompliance). A description of the 
various child and parent behaviors coded are 
represented in Figure 3 (p. 434). 

Various behavioral observation coding meth­
ods have been used with ADHD children in 
order to obtain objective measures of actual 
behaviors and social interactions. Two methods 
developed specifically for classroom observa­
tions are the Stoney Brook Code by Abikoff, 
Gittelman-Klein, and Klein (1977) and the Hy­
peractive Behavior Code developed by Jacob, 
O'Leary, and Rosenblad (1978). Such coding 
procedures are designed to provide time-sam­
pled recordings of such behaviors as out-of­
seat, off-task, fidgeting, verbalizations, compli­
ance or noncompliance, motor movements, and 
restlessness, which are consistent with the di­
agnostic criteria of ADHD. Although such ob­
servational data are highly valuable in obtain­
ing baseline clinical data, they presume the use 
of trained observers in the classroom. Training 
school personnel in coding procedures or mak­
ing trips from the clinic to the child's school is 



430 PART VI • TEMPLATES FOR PROGRAM DEVELOPMENT 

DSH-III-R CHECKLIST 

Child's ame: Date: 
Rater's ame: 

) = rarely 2 = occasionally 3 = pret y often ~ = vel'y often 

Oppositional Defiant Disorder (313.81) 
A. Have the problems been present for at least six months? 
B. Compared with other childl'en the same age. al'e at least fi~'e of these 

problems? (either "3" or "~" must be circled) 
2 3 ~ 1) often loses temper 
2 3 ~ 2) often argues with adults 

1 2 3 ~ 3) often actively defies or refuses adult 1 quests or rules. 
e.g .. refuses to do chores at home 

2 3 ~ ~) often deliberately does things hat anno~ other people. 
e,g,. grabs other children's hats 

1 2 3 4 5) often blames others tor his 01' her aloin mistakes 
1 2 3 4 6) is often touchy or easily annoyed by others 
1 2 3 4 7) is often angry and resentful 
1 2 3 4 8) is often spi eful or Vindictive 
1 2 3 4 9) often swears or uses obscene language 

Check the appropriate level of severitr (m,lke this rating at the conclusion 
of the intake) 

Mild: Few. if any. symptoms in excess at those required to make the 
diagnosis and only minimal or no impairment in school and social 
functioning, 

Moderate: Symptoms or functional impail'ment intermediate between mild 
and severe. 

Severe: Many symptoms in ,excess of those required to make the 
diagnosis and Significant and pervasive impairment in 
functioning at home and in school and with other adults and 
peers. 

Attention-deficit Hypelactivity Disorder (314.01) 
A. Have the symptoms been present for at least six months? 
B. Compared to other children the same age. are at least eight of these 

problems? (either "3" or "4" must be Circled) 
1 2 3 4 1) often fidgets with hands or feet or squirms in seat 
1 2 3 4 2) has difficulty remaining seated when it is required 
1 2 3 4 3) is easily distracted by extraneous stimuli 
I 2 3 4 4) has difficulty awaiting turn in games or group situations 
1 2 3 ~ 5) often blul,ts out answers to questions befol'e th ,. have been 

completed 
2 3 4 6) has difficulty following through on instruct ions frum othet's 

(not due to oppositional behavior· Ol' failure of 
comprehension). e.g .. fails to finish chores 

2 3 4 7) has difficulty sustaining attention to tllsks "1 play 
2 3 4 8) often shifts from one uncompleted activity to another 
2 3 4 9) has difficulty plaring quietly 
2 3 4 10) often talks excessively 
2 3 4 11) often intel'rupts at intrudes on others. e.g .. but s into 

other children's games 

Figure 1. Suggested DSM-III-R checklist for oppositional disorder, ADHD, and conduct disorder (adapted from DSM-III­
R criteria). 
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1 2 3 4 12) often does not seem to listen to what is being said to him or 
her 

1 2 3 4 13) often loses things necessary for tasks or activities at 
school or home, e.g., toys, pencils, books, homework 

1 2 3 4 14) often engages in physically dangerous activities without 
considering possible consequences (not for the purpose of 
thrill seeking), e.g. runs into street without looking. 

Check the appropriate level of severity (make this rating at the conclusion 
of the intake) 

Mild 
Moderate 
Severe 

Conduct Disorder (group type: 312.20; solitary aggressive type: 312.00; 
undifferentiated type: 312.90) 

A. Have the symptoms been present for at least six months? 
B. Are at least three of the following present? (either "3" or "I." 

must be circled) 
1 2 3 4 1) has stolen without confrontation of a victim on more than one 

occasion 
1 2 3 4 2) has run away from home overnight at least twice 
1 2 3 4 3) often lies 
1 2 3 4 4) has deliberately engaged in firesetting 
1 2 3 4 5) is often truant from school 
1 2 3 4 6) has broken into someone's house, building or car 
1 2 3 4 7) has deliberately destroyed other's property 
1 2 3 4 8) has been physically cruel to animals 
1 2 3 4 9) has used a weapon in more than one fight 
1 2 3 4 10) often initia es physical fights 
1 2 3 4 11) has stolen with confrontation of a victim 
1 2 3 4 12) has been physically cruel to other people 

Check the appropriate level of severity (make this rating at the conclusion 
of the intake) 

Mild: few, if any, conduct problems in excess of those required to 
make the diagnosis, and conduct problems cause ooly minor harm 
to others. 

~oderate: Between mild and severe. 
Severe: Many conduct problems in excess of those required to make the 

diagnosis, or conduct problems cause conSiderable harm to others 
(e.g. serious physical injury to victims. extensive vandalism or 
theft. prolonged absence from home). 

Check the appropriate type 
Group: The essential feature is the predominance of conduct problems 

occurring mainly as group activity with peers. Aggressive 
physical behavior mayor may not be present. 

Solitary Aggressive: The essential feature is the predominance of 
aggles5ive physical behavior, usually toward both adults and 
peers, initiated by the person (not as a group activity). 

Undifferentiated: this subtype represents a mixture of clinical 
features that cannot be classified as either Soli ta r)' Aggressive 
type or Group type. 

Figure 1. (Continued) 

431 
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Table 1. A Framework for Assessing Child Behavioral Problems" 

I. The initial contact. 
Identify the problem. Send out questionnaires or checklists. 

II. Clarify the referral question. 
After the parent has told you the problem, make certain that you and the parent are thinking about the same 
problem. You can do this by simply reflecting what the parent said: NIt sounds as if you are concerned about your 
child's getting up in the night, as well as the different ways you and your husband are handling the situation." 

III. . Determine the social context. 
A child is referred because someone is concerned. This doesn't mean a child needs treatment or that the child's 
behavior is the problem. Ask, "Who is concerned about the child?" NWhy is this person concerned?" NWhy is this 
person concerned now rather than at some other time?" Listen to the parents' affect in describing the problem: Are 
they overwhelmed, depressed, nonchalant? 

Iv. General areas to assess. 
A. Development 
B. Environment 
C. Consequences of behavior 
D. Physical status 

V. Specific areas to assess. 
A. Persistence of behavior 
B. Changes in behavior 
C. Severity of behavior 
D. Frequency of behavior 
E. Situation specificity 
E Type of problem 

VI. How is the behavior affecting the child and others? 
A. Who is suffering? 
B. Does the behavior interfere with the developmental process? 

VII. Where can you intervene? 
A. Development 

1. Teach new responses to the child, parent, or school. 
2. Change the behavior by increasing or decreasing it. 

B. Environment 
1. Change the cues that set off the behavior or prevent it from occurring. 
2. Change the emotional atmosphere. 
3. Change parental expectations, attitudes, or beliefs. 

C. Consequences of behavior 
1. Changes parents' responses to the behavior. 
2. Change others' responses to the behavior. 
3. Change the payoff for the child. 

D. Physical status 
1. Intervene in the cause of the problem. 
2. Treat the effect of the problem. 

-From C. S. Schroeder and B. N. Gordon. (1990). ~ssessment of Behavior Problems in Young Children.' In D. J. Willis and J. L. Culbertson 
(Eds.), Testing Young Children. Austin, TX: Pro-Ed. Adapted from Schroeder et al., 1983. 

often impractical for most clinicians in a medi­
cal setting. Similar coding procedures have 
been designed to code child behaviors in the 
clinic setting (Milich et al., 1982). 

Bebavior-Rating Scales 

There are numerous published and experi­
mental rating scales and behavioral checklists 

that clinicians can use in a hospital clinic. Sev­
eral of these scales and checklists are discussed 
here, but additional readings can be found in 
Barkley (1987, 1988a), Mash and Terdal (1988), 
Magrab (1984), Ollendick and Hersen (1984), 
and Willis and Culbertson (1990). A behavioral 
checklist derived from the DSM-III-R diagnos­
tic criteria for "Oppositional Defiant Disorder," 
"Conduct Disorder," and "Attention-Deficit 
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Referrals from 
within the hospital 

Referrals from 
outside the hospital 

Learning & Behavior Disorder Clinic 

(Secretary triages the referral) 

Options 

Behavioral 
Assessment 

& 

1. May schedule for treatment. 

2. May refer to other community resources for 
treatment 

3. May schedule for learning disorders 
assessment in Clinic or through the 
schools. 

4. May request consults re: medical 
management for ADHD. 

Options 

Psycho­
EducatiOnal 
Assessment 

1. May schedule in the clinic for assessment. 
Depending upon the problem may refer to 
pathologist, PT lOT, etc. 

2. May obtain testing from school and place in 
hospital chart since assessment has already 
been done. 

3. May request free assessement through the 
public schools with report sent to 
Clinic to be placed in hospital chart. 

4. May schedule in behavior disorders program 
andlor may request medical management for 
ADHD. 

Figure 2. Diagram of proposed learning and behavioral disorders clinic. 

Hyperactivity Disorder" is provided in Figure 1 
and can be used in conjunction with a parent 
interview and/or child observation. 

Unlike many other childhood disorders, 
ADHD comprises behaviors that are evident at 
times and to some degree in all children. Be­
cause ADHD is defined not by a few pathog­
nomonic signs, but by deviation in the fre­
quency and severity of behaviors, it has been 
argued that the diagnosis of ADHD should be 
dimensional (e. g., on a continuum of normal to 
severely deviant) as opposed to categorical 
(e.g., simply present or absent, such as a chro­
mosomal defect) (Barkley, 1987; Kazdin, 1988). 

From this model, accurate diagnosis and classi­
fication depend heavily on subjective ratings of 
the child's behavior in natural settings such as 
school and home. Thus, standardized behavior 
checklists and rating scales have become basic 
tools in the assessment of ADHD children. (See 
the reviews of such scales in Barkley, 1987, 
1988a; Edelbrock & Rancurello, 1985.) 

For parents' ratings, the most frequently 
cited and used measures include the Conners 
Parent Rating Scale-Revised (CPRS-R; Goy­
ette, Conners, & Ulrich, 1978), the Werry­
Weiss-Peters Activity Rating Scale (Routh, 
Schroeder, & Q'Tuama, 1974), the Child Behav-
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FamIly Name: Observer: 
Chlkfs Name- Date 
Mother Father COl POI Clean-Up TIme 

Baseline Treatment seSSIOnS Follow-Up 

8I] I 1 I 2 I 3 I 4 I 5 I 6 I 7 I B I 9 110 111 112 113 114 115 I I A I B I c I 
Parent Behaviors Total Child Behaviors Total 

Acknowledge Changes 
Activity 

Irrelevant 
Verbalization Cry IQnored 

Critical 
Responded to 

Statement Yell Ignored 

Responded to 
Physical 
Negative Whine IQnored 

Physical 
Responded to 

Posrtive Smart Ignored 
Talk Responded to 

Unlabeled 
Destructive Ignored Praise 

Labeled 
Responded to 

Prruse PhYSical IQnored 

DescRefl 
Negative Responded to 

Question Other Ignored 

Reflective 
Responded to 

Statement Response Following Noncompliance 
Descriptive Chair Warning followed by: 
Statement Compliance 

----------------------------------------- -------
Indirect Command followed by: 

No Opportunity Noncompliance 

-- --------- ------- Chair 
Compliance 

-- - --- ------------ --- -
Noncompliance 

Deviant Behavior on Chair 

Direct Command followed by: Leaves Chair without Permission 

No Opportunity 
Spank -- -- - ------ -------

Compliance Are you Ready? -- - ---------- -------
Yes 

Noncompliance ----------------------------------------- -------

Other No 

- .- -. - Comply following Chair 

Figure 3. Data recording sheet. (From S. Eyberg and E. Robinson, "Dyadic Parent-Child Interaction Coding System: A 
Manual," Psychological Documents, 1983, 13, Ms_ 2582. Reprinted by permission.) 
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ior Checklist and Profile (CBCL; Achenbach, 
1978; Edelbrock & Rancurello, 1985), the Home 
Situation Questionnaire (HSQ; Barkley, 1981), 
the SNAP Checklist (Pelham & Murphy, 1981), 
and the Yale Children's Inventory (Shaywitz, 
Schnell, Shaywitz, & Towle, 1986). Barkley 
(1981) suggested that a thorough assessment of 
hyperactive children should include at least the 
Conners PRS-R, the Achenbach CBCL, and 
Barkley's HSQ; consequently, these scales are 
briefly described. 

The Conners Parent Rating Scale-Revised 
(Goyette et al., 1978) is normed for use with 
children aged 3-17. Parents rate 48 behaviors 
on a zero to 3-point Likert scale, and the ob­
tained profile is determined from five scales: 
conduct, learning, psychosomatic problems, 
impulsivity-hyperactivity, and anxiety. 

The Child Behavior Checklist (CBCL; Achen­
bach & Edelbrock, 1983) is a rigorously re­
searched instrument that is normed for children 
aged 4-16, and an additional form is available 
for preschool children aged 2-3 (Achenbach, 
Edelbrock, & Howell, 1987). Although the ma­
jority of parent rating scales are narrow-band 
scales designed to document the presence of 
ADHD symptoms, the CBCL is a broad-band 
measure that contains individual scales repre­
senting both internalizing and externalizing 
disorders; thus, it allows a more comprehen­
sive measurement of the presence and patterns 
of the most common psychopathological be­
haviors. This scale is now widely used in clinic 
settings and is useful in pinpointing behavioral 
traits that may then need to be assessed in 
greater detail. The derived CBCL scales pro­
vide a profile of internalizing problems such as 
depression, social withdrawal, and somatic 
complaints, and the externalizing problems of 
hyperactivity, delinquency, and aggression. 
An additional broad-based rating scale useful 
as an initial diagnostic tool is the Personality 
Inventory for Children (PIC; Wirt, Lachar, Kline­
dinst, & Seat, 1984), which is designed to meas­
ure behavior, ability, affect, and family func­
tioning in children and adolescents aged 3-16. 

The Home Situations Questionnaire (HSQ; 
Barkley, 1981) was developed in order to assess 
situational variation in children's behavior dis-

orders, by obtaining information about specific 
settings and contexts in which the behaviors 
occur. Parents rate 16 items for both the pres­
ence and the severity of the problem in a partic­
ular context, and the profile provides useful 
information in planning contingency manage­
ment interventions. 

With regard to teacher rating scales, the 
CBCL has a teacher report form (CBClrTRF; 
Edelbrock & Achenbach, 1984), and this and 
the Conners Teacher Rating Scale (CTRS-R; 
Goyette et al., 1978) are used widely both in 
clinical diagnosis and for identifying research 
samples. Additional rating scales completed by 
teachers are the ADDIH Comprehensive Teacher 
Rating Scale (Ullman, Sleator, & Sprague, 1984) 
and the Self Control Rating Scale (SCRS; Ken­
dall & Wilcox, 1979). All of these scales permit a 
comparison of the child with behavior and at­
tentional disorders with data from normal age­
and sex-matched children to assist in establish­
ing the degree of deviance of the oppositional 
and/or ADHD symptoms. 

In the clinic setting, as the clinician inter­
views the parents, the DSM-III-R checklist of 
symptoms characterizing oppositional defiant 
disorders, ADHD, and conduct disorders can 
be given to the parents to fill out, or it can be 
mailed to the parents before the first clinic visit 
(see Figure 1). This simple checklist can aid the 
clinician in clarifying the child's problem and 
in developing appropriate interventions. 

Parent Scales 

Because parent and family functioning are 
often critical to assess in addition to the indi­
vidual child's behavior, several scales are rec­
ommended to provide information about par­
ents and family contexts. The Parenting Stress 
Index (PSI; Abidin, 1983) assesses the level of 
stress that the parents may be experiencing 
with their child and can be used to assess 
stress levels as treatment progresses. The 101 
items are rated on a 5-point scale, with items 
covering such areas as marital relationships, 
parental attachment to the child, aspects of the 
child's temperament, how reinforcing the child 
is to the parent, and parental depression. Addi-
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tional measures that evaluate possible environ­
mental influences on the child's problem are 
the Horne Environment Questionnaire (Sines, 
1983), the Family Environment Scale (Moos & 
Moos, 1981), and the Life Events Questionnaire 
(Herzog, Linder, & Samaha, 1981). 

Attention, Vigilance, and Impulsivity 

In addition to the methods described, spe­
cialized objective measures of vigilance and 
impulsivity and timed tests of immediate mem­
ory, perceptual planning, and perceptual speed 
are frequently used, both in assessing behav­
ioral baselines, and in evaluating response to 
medical, psychological, and educational man­
agement. 

Beginning with the research of Douglas and 
colleagues (see the reviews in Douglas, 1983, 
1984), the demonstration of deficits in cognitive 
processes in ADHD children has led to attempts 
to document these deficits both as an aid to 
clinical diagnosis and as an indication of the 
effectiveness of the intervention procedures. 
Douglas argued that the ADHD child's most 
basic attentional problems are related to defi­
cits in the investment, organization, and main­
tenance of attention and effort, and to deficits 
in the inhibiting of impulsive responding (Doug­
las & Peters, 1979). Many direct objective meas­
ures of attention and impulsivity have con­
sisted of laboratory tasks that have not been 
adequately norrned for use with children or 
subjected to stringent psychometriC analyses 
(Ostrom & Jenson, 1988). Howeve~ adaptations 
of some laboratory tasks, as well as child-nor­
med measures have been used in the spe­
cialized clinical assessment of various aspects 
of attention, concentration, and impulsivity 
(e.g., Conners & Wells, 1986; Kirby & Grimley, 
1986), and the use of such measures as an ad­
junct to parent and teacher behavior-rating 
scales both contributes to the validity of the 
diagnostic procedures and provides objective 
baseline data against which to assess clinical 
progress and response to medication. Such lab­
oratory measures of vigilance, impulsivity, and 
activity level are being more widely used clini­
cally, particularly in medical settings and uni-

versity-based clinics, where resources are more 
available. 

Vigilance has long been assessed by varying 
types of the continuous performance test (CPT), 
originated by Rosvold, Minsky, Sarason, Bra­
some, and Beck (1956). Although several ver­
sions have been described for experimental 
use, a behavior-based measure of vigilance has 
been developed for clinical use and is available 
commercially (Gordon Diagnostic System, or 
GDS; Gordon, 1983). A microprocessor is de­
signed to administer an eight-minute vigilance 
task in which the child sees randomly pre­
sented numbers on an electronic display and is 
directed to respond with a lever press only 
when she or he sees a designated number se­
quence (e.g., 9 preceded by 1). Normative data 
for the number of correct and incorrect responses 
are available on over 1,200 children aged 4-16 
(Gordon & Mettelman, 1988). However, much 
more validation research is needed before the 
CPT (and the GDS) becomes a reliable diagnos­
tic tool. One such study suggested that the 
CPT yielded both false positives and false neg­
atives when validated against other neuropsy­
chological measures, and the authors con­
cluded that caution should be exercised in the 
use of this device for ADHD screening {'from­
mer, Hoeppner, Lorber, & Armstrong, 1988). 

Impulsivity has often been assessed experi­
mentally by various perceptual search meas­
ures requiring the inhibition of responding and 
match-to-sample techniques. The Matching 
Familiar Figures Test (MFFT; Kagan, 1966) in­
volves 12 rnatch-to-sample pictures and is scored 
for the mean time taken to make the first re­
sponse (latency) and the total number of errors 
(incorrectly identified pictures). A longer (20-
item) version has been developed for older 
children (MFF-20; Cairns & Cammock, 1978), 
and norms are available for 5- to 12-year-old 
children (Cairns & Cammock, 1978, 1984). Al­
though the MFFT has been widely used and 
has been shown to significantly discriminate 
ADHD from normal children (Campbell, Doug­
las, & Morgenstern, 1971), its reliability and 
validity have been criticized (Milich & Kramer, 
1984). Another match-to-sample task is the 
Children's Embedded Figures Test (CEFT; 
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Karp & Konstadt, 1971), in which the child 
must discriminate geometric shapes embed­
ded in pictures. A different type of impulse 
control task is the Delay Task included in the 
GDS (Gordon, 1986). Table 2 lists sources of the 
specialized measures for assessing various as­
pects of attention. 

Learning DisQrders 

In a medical center program, the psycho­
logical assessment of children with suspected 
learning disorders may be undertaken for vary­
ing purposes and presumes varying levels of 
data gathering, ranging from simple to complex 
assessment. Types of referrals include (1) re­
quests for current cognitive functioning and/or 
academic achievement levels, implying straight­
forward psychometric procedures; (2) the eval­
uation of children with known brain pathology 
to assess the magnitude of the impairment, the 
degree of deterioration, the potential for reha­
bilitation, and the relative importance of neuro­
psychological and social-emotional factors as 
influencing current behavioral patterns; (3) the 

comprehensive psychoeducational assessment 
of children with complex learning and/or lan­
guage disorders for the purpose of determin­
ing prescriptive intervention and appropriate 
remediation; (4) the evaluation of school readi­
ness in preschool children; (5) the develop­
mental assessment of high-risk infants dem­
onstrating delayed development; and (6) the 
differential diagnosis of psychopathology, emo­
tional or motivational problems, and family pa­
thology that may present initially as school 
failure. 

Because both the determinants and the man­
ifestations of a child's learning disability may 
vary widely, it is rare that assessment is straight­
forward and simple. Merely documenting a 
child's intellectual potential and current achieve­
ment levels may be sufficient to determine eli­
gibility for specialized school placement; how­
ever, such a level of assessment is available in 
the public school at no cost to the parent. Brief 
assessments in clinical settings often stem 
from practical considerations of heavy clinical 
caseloads, paired with the time required for a 
comprehensive assessment (sometimes rang-

Table 2. Specialized ADHD Assessment 

Sustained attention or vigilance 
Continuous Performance Test (CPT) 
Gordon Diagnostic System 
Freedom from Distractibility 

(WISC-R: Arith, Cod, OS) 
Background Interference Procedure (Bender Gestalt) 
Reaction Time 

Delayed Reaction Time (DRT) 

Perceptual search or impulsivity 
Matching Familiar Figures Test (MFFT) 

MFF-20 
Children's Embedded Figures Test (CEFT) 

Organization and planning 
Porteus Maze Test 
WISC-R Mazes 

Immediate memory 
WISC-R Digit Span 
Detroit Word Order 
Detroit Sentence Imitation 
McCarthy Memory Scale 
Stanford-Binet Memory Scale 
K-ABC Sequential Processing Scale 

Rosvold et al. (1956) 
Gordon (1983) 
Kaufman (1975) 
Wechsler (1974) 
Canter (1976) 

Gordon (1983) 

Kagan (1966); Salkind and Nelson (1980) 
Cairns and Cammock (1978) 
Karp and Konstadt (1971) 

Porteus (1959) 
Wechsler (1974) 

Wechsler (1974) 
Hammill (1985) 
Hammill (1985) 
McCarthy (1972) 
Thorndike, Hagen, and Sattler (1986) 
Kaufman and Kaufman (1983) 
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ing from 4 to 12 hours, depending on whether a 
complete neuropsychological battery is re­
quired). Various approaches to the diagnosis of 
learning disabilities have advocated a flow dia­
gram set of procedures with a designated se­
ries of steps and recommended tests (e.g., 
Aaron, 1981). However, it must be cautioned 
that such approaches may be quite simplistic 
and may fail to result in an accurate portrayal of 
the multiple determinants of a child's actual 
school performance or may be insufficient 
for prescribing a well-integrated intervention 
plan. 

For example, the Wide Range Achievement 
Test-R (though widely used in assessment and 
effective as a screening instrument) cannot 
provide a realistic appraisal of a child's contex­
tual-reading or written-language skill. Sim­
ilarly, a more comprehensive theoretical frame­
work (e.g., Johnson & Myklebust, 1967) would 
dictate that deficiencies in written-language 
expression reflect underlying oral language de­
ficiencies, which should also be assessed for a 
determination of the remedial objectives. Thus, 
although learning deficits may occasionally be 
circumscribed, frequently they have more wide­
ranging consequences. An assessment of the 
child in isolation (i.e., without input from 
school personnel) may fail to detect the possi­
bility of unusually high expectations, competi­
tion from more intelligent and/or achievement­
oriented classmates, and failure to recognize 
that poor school achievement may be caused by 
an interaction of child, teacher, and home vari­
ables. As described in the section of ADHD 
characteristics, attentional problems are fre­
quently associated with poor school achieve­
ment; consequently, the learning-disabilities 
assessment must frequently be combined with 
an assessment of ADHD. Finally, such social­
emotional variables as depressed affect, pas­
sive style, poor motivation, low tolerance of 
frustration, and inefficient problem-solving 
strategies are some of the many factors that 
must also be considered in the assessment pro­
cess. For these reasons, a multifactorial ap­
proach to the assessment of learning disabilities 
has been advocated by a number of profes­
sionals (Adelman, 1971; Gaddes, 1983; Johnson 
& Blalock, 1987; Johnson & Myklebust, 1967; 

Taylor, 1988). Because basic psychometric as­
sessment is often provided by school systems, 
it is our opinion that medical center specialty 
clinics can provide very important clinical ser­
vices in conducting the more comprehensive 
learning-disabilities evaluations. 

A related issue with regard to the assess­
ment of childhood learning disorders is the 
frequent need for a multidisciplinary assess­
ment of these children. Over the past several 
decades, there has been increasing specializa­
tion and refinement in the assessment of chil­
dren's learning and developmental disorders, 
so that an integrated multidisciplinary team 
approach may be indicated for the diagnosis 
and management of many complex learning 
disorders. Because the behavioral consequences 
of such disorders are most apparent in the 
child's school functioning, it is important that a 
clinic include educational specialists or indi­
viduals with cross-speciality training in ap­
plied psychology as well as special education, 
in order to aid in formulating recommenda­
tions and providing intervention, which are 
often primarily educational in nature. The rela­
tively high proportion of learning disorders 
that reflect problems in processing phonologi­
cal and linguistic information necessitates con­
sultation with communication disorders spe­
cialists in speech and language pathology and 
audiology. Those children whose disorders re­
flect complex sensory integration and motor 
output impairment may require input from 
professionals in both medicine (developmental 
and behavioral pediatrics or pediatric neurol­
ogy) and physical medicine (occupational and 
physical therapy). The advantage as well as the 
challenge of such a multidisciplinary team ap­
proach is the provision of a careful integration 
of findings by varying professionals, which 
will prevent the fragmentation of services and 
will develop a well-integrated program of inter­
vention and regularly scheduled follow-up. 

Psychological and Psychoeducational 
Assessment 

Federal legislation has mandated appropriate 
educational programs for school-aged chil­
dren, including formal psychoeducational as-
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sessment (US. P.L. 94-142, 1977), and in addi­
tion, legislation providing an extension of such 
remedial programming for preschool children 
from birth to 5 years old has recently been 
enacted (P.L. 99-457). Thus, the formal assess­
ment of many children with learning problems 
is provided by public schools and state agen­
cies, and parents applying to medical center 
clinics should be apprised of their right to such 
an evaluation at no cost. However, assuming 
that the parent and/or the referral source may 
be requesting an independent and/or more 
comprehensive assessment, the following gen­
eral areas have been regarded as important in 
the evaluation of learning disabilities (Barkley, 
1981): (1) developmental-cognitive processes 
(i.e., verbal-linguistic, visual-spatial-construc­
tional, sequential-analytic, and planning pro­
cesses); (2) academic achievement in reading, 
spelling, math, and written expression; (3) en­
vironmental demands (i.e., demands placed 
on the child at home and at school); (4) reac­
tions of others, such as family members, peers, 
and teacher(s), to the child's school difficulties; 
and (5) interaction effects (i.e., the interaction 
of the child's specific pattern of strengths and 
deficits, motivational and social-emotional fac­
tors, and environmental responses as they af­
fect the child's overall performance and adjust­
ment). 

Because there is no single standard battery 
for the assessment of learning disabilities, the 
selection of assessment procedures (including 
interview, formal standardized test measures, 
rating scales, and informal or criterion-refer­
enced assessment) should obviously be based 
on the specific referral question. In many clinics 
that incorporate learning-disabilities and/or 
educational specialists, formal assessment 
using standardized measures may be followed 
by a period of diagnostic teaching, which in­
corporates an informal testing of the hypoth­
eses generated during the formal assessment, 
an assessment of the rate of learning of particu­
lar types of content, and a systematic applica­
tion of the instructional strategies derived from 
formal and informal assessment Reviews of 
specific psychoeducational procedures are 
available (e.g., Salvia & Ysseldyke, 1981; Sat­
tler, 1988) and Table 3 lists some of the most 

widely used formal measures in the area of 
learning-disabilities assessment. A description 
of the formal child neuropsychological assess­
ment procedures is not possible in this chapter, 
and the interested reader is referred to reviews 
in Hynd and Obrzut, 1981; Hynd and Willis, 
1988; and Rourke et al., 1983. 

Clinical Interventions 

Oppositional and Conduct­
Disordered Children 

Parent-Child Interaction Methods 

There is now a large accumulation of evi­
dence demonstrating that the interactions of 
parent and child are major determinants of 
each other's behavior (e.g., Patterson, 1976). 
Consequently, among the most effective tech­
niques for intervening with oppositional chil­
dren are in vivo methods designed to alter in­
appropriate parent-child interactions that have 
served to maintain the child's misbehavior. 
Forehand and McMahon (1981) and Eyberg and 
Robinson (1982) have developed treatment pro­
grams designed to teach parents to modify 
their children's noncompliance and related de­
viant behavior. Both of these programs are 
based on behavioral principles originally devel­
oped by Hanf and Kling (1973) and are de­
signed primarily for young children aged 3-8. 
Following a period of behavioral observation 
and assessment, during which baseline behav­
iorallevels are obtained (see Figure 3), parents 
and child enter into an intervention program. 
In Forehand and McMahon's two-stage pro­
gram, for example, Phase I is designed to teach 
parents differential attention to their child's be­
havior by demonstrating and practicing in­
stances of attending, rewarding, and ignoring 
specific behaviors. The practice of these skills 
occurs at home during a daily 5- to IS-minute 
session with the child entitled the "child's 
game" or "child-directed interaction." In the 
second phase, specific problem behaviors are 
targeted, and the parent is taught appropriate 
methods for issuing commands, for reinforc­
ing compliance, and for applying systematic 
consequences for noncompliance, such as a 
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General category 

Neuropsychological test batteries 

Intelligence test batteries 

Auditory-linguistic batteries 
Language abilities 

Receptive abilities 
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Table 3. Learning-Disabilities Assessment 

Age 
range 

8-12 

5-8 

9-14 

3-7 

2-8 
2-12 
2-adult 
6-16 

4-l3 

1-7 
2-10 
5-16 
3-7 
5-8 
5-adult 

5-adult 
2-adult 
5-6 
3-10 

3-12 

Selected test 

Luria-Nebraska Neuropsychological Battery-Children's Revision 
(Golden, 1987) 

Reitan-Indiana Neuropsychological Test Battery for Children (Reitan et 
a/., 1985) 

Halstead Neuropsychological Test Battery for Children (Reitan et a/., 
1985) 

Wechsler Preschool and Primary Scale of Intelligence-Revised 
(Wechsler, 1989) 

McCarthy Scales of Children's Abilities (McCarthy, 1972) 
Kaufman Assessment Battery for Children (Kaufman et al., 1983) 
Stanford-Binet Intelligence Scale-IV (Thorndike et a/., 1986) 
Wechsler Intelligence Scale for Children-Revised (Wechsler, 1974) 

Test of Language Development -2 (Primary; Intermediate) (Hammill et 
a/., 1988) 

Preschool Language Scale (Zimmerman et a/., 1969) 
Illinois Test of Psycholinguistic Abilities (Kirk et a/., 1968) 
Clinical Evaluation of Language Functions (Semel et al., 1980) 
Northwestern Syntax Screening Test (Lee, 1971) 

Auditory Discrimination Test (Reynolds, 1987) 
Goldman-Fristoe-Woodcock Test of Auditory Discrimination (Gold-

man et al., 1974) 
Lindamood Auditory Conceptualization Test (Lindamood et a/., 1979) 
Peabody Picture Vocabulary Test-Revised (Dunn et al., 1981) 
Boehm Test of Basic Concepts-Revised (Boehm, 1986) 
Test for Auditory Comprehension of Language-Revised (Carrow­

Woolfolk, 1985) 
Token Test for Children (Part V) (DiSimoni, 1978) 

(Continued) 

time-out procedure. The programs use model­
ing, role playing, and behavioral rehearsal with 
immediate feedback, as well as home practice 
assignments for the parents. The particular 
benefit of such techniques as these is that, by 
the use of an observation room and a bug-in-the­
ear device, parents receive immediate feedback 
regarding their management of the child's be­
havior while in the clinic setting and can then 
modify their responses and practice more ap­
propriate responses. 

tion patterns and modifying negative or coer­
cive communication patterns. Additionally, al­
tering or changing inappropriate reinforce­
ment patterns can be helpful. Often, there is a 
lack of reciprocal reinforcing interactions be­
tween parent and adolescents (Gross, 1983), so 
efforts to permit adolescents to negotiate privi­
leges depending on certain behaviors are a 
means of contracting between parent and ado­
lescent. Alexander and Parsons (1973) used be­
havioral contracting combined with training in 
negotiation and communication skills with a 
group of predelinquent and delinquent adoles­
cents and their families. The recidivism rate 
was lowered in the experimental population. 
Other behavioral contracting techniques are re­
ported in Kelley and Stokes (1982, 1984). 

Behavioral Contracting 

Parent-child/adolescent problems may be 
managed through assessing the family interac-
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General category 

Expressive abilities 

Visual-motor batteries 

Specialized cognitive abilities 
Visual-spatial, perception, 

memory 

Academic achievement batteries 
Achievement 

Reading 

Spelling, writing, and written 
language 

Math 

Motivational factors 

Classroom Intervention 

Age 
range 

2-16 
5-10 

5-adult 
2-15 
8-adult 

6-18 
5-adult 

4-9 

5-adult 
5-18 
6-18 
5-adult 

5-adult 
6-14 
6-adult 
5-18 
6-14 
6-14 

5-13 
7-18 
7-17 
5-12 

5-16 
6-18 

9-18 
7-15 

Table 3. (Continued) 

Selected test 

Expressive One-Word Picture Vocabulary Test (Gardner, 1979, 1983) 
Boston Naming Test (Kaplan et al., 1983) 

Bender Gestalt (Koppitz, 1964) 
Developmental Test of Visual-Motor Integration (Beery, 1982) 
Revised Visual Retention Test (Benton, 1963) 

Detroit Tests of Learning Aptitude-2 (Hammill, 1985) 
Woodcock-Johnson Psychoeducational Battery-Revised (Tests of Cog­

nitive Ability) (Woodcock & Johnson, 1989) 
Motor-Free Visual Perception Test (Colarusso & Hammill, 1972) 

Wide Range Achievement Test-Revised (Jastak et a/., 1984) 
Peabody Individual Achievement Test-Revised (Markwardt, 1989) 
Kaufman Test of Educational Achievement (Kaufman et a/., 1985) 
Woodcock-Johnson Psychoeducational Battery-Revised (Woodcock & 

Johnson, 1989) 

Woodcock Reading Mastery Test-Revised (Woodcock, 1987) 
Gilmore Oral Reading Test (Gilmore, 1968) 
Gray Oral Reading Test-Revised (Wiederholt et a/., 1986) 
Gates-MacGinitie Reading Test (MacGinitie, 1978) 
Durrell Analysis of Reading Difficulty (Durrell et a/., 1980) 
Decoding Skills Test (Richardson et ai., 1985) 

Test of Written Spelling (Larsen et a/., 1976) 
Test of Written Language-2 (Hammill et a/., 1988) 
Picture Story Language Test (Myklebust, 1965) 
Slingerland Screening Tests (Slingerland, 1970) 

Key Math Revised (Connolly, 1988) 
Stanford Diagnostic Math Test (Beatty et ai., 1976) 

Piers-Harris Children's Self-Concept Scale (Piers, 1984) 
Nowicki-Strickland Child Locus of Control Scale (1973) 

The clinician can use contingency manage­
ment and other behavioral approaches de­
scribed above in modifying a child's behavior 
in the classroom. Time may not always permit 
the clinician to travel to schools on behalf of the 
child, and if such consultation is necessary, 
charges may need to be discussed with the 
family. 

proposing one type of intervention over an­
other continue to be investigated (see Barkley, 
1981; Ross & Ross, 1976). However, approaches 
most commonly represent a combination of 
medical and behavioral management of these 
children. At present, substantial research has 
demonstrated the efficacy of stimulant medica­
tion in the treatment of ADHD children (Bark­
ley, 1977; Cantwell & Carlson, 1978; Whalen & 
Henker, 1976), and the criteria for the referral of 
a child for a medication trial have been dis­
cussed by Barkley and his colleagues (1981, 
1988a). Thus, if the treatment of this clinical 
group of children is to be undertaken in a 
learning- and behavior-disorders clinic, collab-

Management of ADHD Children 

Although treatments abound for ADHD chil­
dren, long-term efficacy and the evidence for 



442 PART VI • TEMPLATES FOR PROGRAM DEVELOPMENT 

oration with a physician is indicated, and pro­
tocols for the assessment of drug response are 
beginning to appear in the literature (e.g., 
Barkley, Fischer, Newby, & Breen, 1988). It is 
generally assumed that psychologists will be 
involved in directing the behavioral treatment 
of these children, in addition to stimulant drug 
management. Such a need is demonstrated by 
studies showing that, although stimulant drugs 
may enhance attention and decrease hyperac­
tivity, they do not improve school achievement 
(Barkley & Cunningham, 1978). Similarly, con­
trolled studies have demonstrated that a com­
bination of stimulant medication and behavior 
therapy is more effective than medication alone 
(e.g., Gittelman, Klein, Abikoff, Katz, Pollack, 
& Mattes, 1980). Thus, a number of behavioral 
appro~ches have been used with these chil­
dren: parent training in contingency manage­
ment (including token economy systems and 
parent-child interaction training as previously 
reviewed), self-control training using cogni­
tive-behavioral techniques and self-monitoring 
(Kendall & Braswell, 1985), and classroom man­
agement procedures (involving training teachers 
in contingency management techniques; Bark­
ley, 1981). 

Developing and Maintaining 
the Program 

Referral Source 

The development of a specialized clinical 
service for assessment and intervention with 
learning- and behavior-disordered children 
generally presumes the establishment of refer­
ral sources from both inside the designated 
medical setting and the community. The pri­
mary medical disciplines to be contacted are 
ordinarily the primary-care specialities of pedi­
atrics and family medicine, and those specialty 
areas that may be most apt to have referrals are 
pediatric neurology and child psychiatry. 

If the clinician can handle more referrals 
than are available in the medical setting and 
decides to market the learning- and behavior­
disorders clinic, letters to physicians in the 

private sector can be mailed, as well as letters 
to private schools. Detailed records of the num­
bers and types of referrals to the clinic must be 
kept. This type of documentation may enable 
the clinician to gain hospital approval to hire 
additional staff, especially as the waiting list 
begins to develop. The clinician who works 
closely with the schools and seeks to understand 
the "politics" of schools and their placement 
decisions will have greater success in attaining 
the services required for the child evaluated 
through the clinic. (See Table 4.) 

It is critical that the clinician provide timely 
feedback to the referring source. Once the re­
ferral is made to the clinic, the clinician can 
send or mail a standard letter stating: 

Thank you for referring-to the learning- and be­
havioral-disorders clinic. We are in the process of 
obtaining preliminary information on the child be­
fore scheduling him (or her) for an appointment. 
The results of our assessment will be sent to you 
after we see this child and his (or her) family. Again, 
thank you for the referral. 

Alternatively, the clinician may want to sched­
ule the clinic on specified days of the week, and 
referring sources can call and schedule the 
child and the parents for the next available 
opening. Because this procedure parallels the 
format of many medical clinics, physicians of­
ten prefer this means of patient scheduling. 
The drawback is that some patients will be 
scheduled who are not appropriate for the 
clinic. If this format is chosen, the secretary to 
the clinic then mails out forms and question­
naires appropriate to the referral question. The 
referral of any school-aged child who may have 
been evaluated at school can be followed- by a 
telephone call to the parents requesting that 
they provide reports of past school (or other 
agency) assessment. (See Figure 2.) 

Assessing behavioral disorders and what 
maintains the deviant behavior requires a one­
to two-hour time period, so that appointments 
may be scheduled accordingly, allowing time 
to see four to six patients per clinic day. Treat­
ment days, of course, are scheduled at another 
time. 

At the conclusion of the overall evaluation a 
copy of the report should be inserted in the 
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Table 4. Handling of Referrals (Options)a 

Option 1 

1. Secretary accepts referral, schedules and triages to 
learning- and behavior-disorders clinic day. 

2. Questionnaires or behavioral forms mayor may not be 
sent, depending on the time or first appointment. 

3. Secretary checks to see if child has been evaluated at 
school and obtains report if time permits. 

4. Once assessment is complete (behavioral or learning), a 
letter is sent to the referring source; report (and letter) is 
placed in the hospital chart. 

Option 2 

1. Secretary accepts referral, clarifies referral question, 
obtains patient's name, address, and telephone number 
as well as telephone number of referral source. 

2. Secretary sends appropriate questionnaire or obtains 
past testing. Clinician determines if assessment is nec­
essary. If assessment is not necessary, the outside school 
(or other) report and a notation are put in the hospital 
chart. 

3. If assessment is completed, a letter to the referral source 
is dictated; the report is sent and a copy is also placed in 
the hospital chart. 

a A file of all referrals, and referral questions, plus disposition, is kept by the clinician. This type of documentation may be helpful in 
obtaining support to hire additional staff. 

hospital record, and a notation should be made 
on the hospital progress sheet that is dated and 
notes that the child has been seen and the 
report filed. A letter should be sent to the refer­
ring physician that provides an overview of the 
findings and the recommendations. Realisti­
cally, the clinician in a medical setting cannot 
follow all children, so it is critical that the clini­
cian be familiar with the referral services in the 
community and use them as needed. Because 
the clinician is being asked for a consultation 
by the referring source, it is necessary to con­
sult again with that source before sending the 
child elsewhere. Most physicians, however, 
leave to the clinician the decision of whom to 
refer for treatment. 

Children referred because of learning disor­
ders require a longer assessment time, and 
therefore, the scheduling of these children 
does not conform to a clinic day when several 
children are scheduled. Again, it is important 
to learn what services are provided by the 
schools and which schools provide special-ed­
ucation classrooms or resource programs. 

Educating Physicians 

The learning- and behavior-disorders clinic 
can be an excellent teaching clinic for residents 
and those training to be developmental pedi­
atricians, child psychiatrists, or family medi-

cine practitioners. First, however, to ensure 
that the clinic will receive appropriate referrals, 
the clinic must be well defined. As referrals are 
made to the clinic, referral questions are often 
ambiguous or ill defined, and part of the task of 
clinicians is to teach physicians how to make 
good referrals. A referral form can be devel­
oped for the clinic on which physicians must 
write out what they want to learn as a result of 
the assessment. Or, if telephone referrals are 
made, the secretary can be trained to help find 
out what the physician wants to know and to 
write this on the referral form. Inappropriate 
referrals can be deflected, and suggestions 
about other referral sources can be made. For 
example, suicidal adolescents or a teenager 
hallucinating because of drugs may be referred 
to psychiatry or to another colleague. 

Part of the process of educating physicians 
will occur as they read the clinicians' reports or 
as clinicians talk to them about individual 
cases. 

Residents or other physicians may observe 
psychological testing and learn that it is time­
consuming and very different from the M.D.'s 
examination of patients. Teaching physicians 
about psychological testing and providing them 
a cursory education in the types of psychologi­
cal tests can aid their performance on the board 
exams required of them. 

Finally, teaching physicians how to use be-
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havioral scales can be helpful to them in their 
practice. As a result, they may be better able to 
distinguish ADHD from other behavioral dis­
orders and to make appropriate referrals early 
in the child's life. Efforts toward early interven­
tion and the prevention of problems, hopefully, 
will be the outcome of training in the learning­
and behavior-disorders clinic. 

Consultation with Health Teams 

Children with learning or ADHD problems 
may require services of other health care ~r~­
fessionals. In the planning stages of the clmlc 
the clinician will want to establish a working 
relationship with people in physical medicine, 
professionals in communiqltion disorders, 
neurologists, and pediatricians knowledgeable 
about ADHD. Educational specialists are ex­
tremely helpful and are needed ~o help wi~h 
the educational assessment of chIldren. ChIl­
dren with a language-based SLD or a child 
whose learning and motor activity has been 
hampered as a result of meningitis may need 
multiple services. In a learning-disorders clinic, 
the clinician can combine the findings of the 
various disciplines in one integrated report. 
Additionally, the clinician may be able to work 
out staffing time so that the various health care 
professionals meet together to integrate their 
findings on a particular child. 

The clinician will also be called on to consult 
with health professionals about children ad­
mitted to the hospital for a variety of reasons, 
from automobile accidents with head injury to 
physical or sexual abuse. Compliance issues 
often require behavioral strategies, and consul­
tations may be requested to address ways of 
ensuring that a diabetic will adhere to his or 
her diet. 

Clinical Case Report 

The following case report includes a clinical 
description of a child who demonstrated both 
behavioral and learning problems and for whom 
methods of assessment and behavioral inter­
vention are discussed. 

Referral and Background Information 

Mark w., a 7 -year-old boy, was referred to the 
learning- and behavior-disorders c~inic of .a 
large children's hospital. The refernng pedI­
atrician noted that this child had been followed 
by both the pediatric neurology and the ge­
netics services in this hospital since infancy, 
when he was initially evaluated for delayed 
development. His birth history information in­
cluded documentation of a small-for-gesta­
tional-age newborn infant (SIb, 90z), who was 
cyanotic at birth, and who was pl~ced in. a 
neonatal unit for several weeks followmg dehv­
ery. An inpatient hospitalization for a diagnos­
tic work-up of this infant at age 9 months re­
sulted in a diagnosis of Prader-Willi syndrome. 
This is a birth defect whose significant clinical 
features include muscular hypotonia, feeding 
problems (poor suck), hypogonadism, mild 
dysmorphism, delayed motor development, 
and short stature (Hohn, Sulzbacher, & Pipes, 
1981). Although approximately 50% of patients 
exhibit an interstitial deletion of chromosome 
15, cytogenetic studies of this child confirmed 
a normal karyotype. Of primary concern for 
cognitive and social development is the docu­
mented CNS dysfunction in these children, 
including mental retardation in 90% of cases 
(usually within the mild MRrange), andmod~­
rate to severe behavioral problems. These chIl­
dren are generally described as being affection­
ate and happy in the early years, but temper 
tantrums and stubbornness generally appear 
before age 5 and are believed to be a function of 
the generalized CNS pathology. Two additional 
behavioral symptoms are of considerable con­
cern. Many children exhibit diminished satiety 
between 2 and 3 years, frequently resulting in 
voracious appetites and a risk of severe obesity. 

Assessment 

When Mark was referred to the clinic for an 
evaluation of his learning-disorder and behav­
ioral problems, he was in the first grade and 
had been placed in a learning-lab resource 
room for two hours per day. A school psycho­
educational evaluation had been completed 
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two months before this referral. A summary of 
the teacher's observations contained the follow­
ing remarks: 

Mark is outstanding in verbal fluency and group 
participation but poor in sustaining attention, mo­
tivation, self-discipline, and effort. He does not 
complete assignments and requires much individu­
alized instruction. He demands attention and will 
go to great lengths to obtain it, including breaking 
pencils, breaking his glasses, wetting his pants, and 
using inappropriate language for shock effect. 

Additional information obtained by interview 
suggested that, at times, Mark's behavior was 
in control for up to 10 days, but that at other 
times, he was severely disruptive and was iso­
lated behind a screen in the classroom. Subse­
quently, his rocking his chair, hollering, and 
using inappropriate language generally re­
sulted in his being able to continue disrupting 
the class, and ultimately in his being sent to the 
principal's office. 

The following battery had been adminis­
tered to Mark by the school psychologist when 
Mark was 7 years, 3 months of age: 

WISC-R: Verbal IQ = 82; Performance IQ = 70; 
Full Scale IQ = 74 
Subtest 

Subtest 
Information 
Similarities 
Arithmetic 
Vocabulary 
Comprehension 
Digit Span 
Picture Completion 
Picture Arrangement 
Block Design 
Object Assembly 
Coding 

Scaled score 
5 
8 
7 
9 
9 
5 
7 
2 
5 
7 
7 

Stanford Binet (Form LM): IQ = 85; MA + 6 
years, 6 months 
Bender Gestalt Test: Koppitz Score 14; Visual 
Motor Age = 4-10 to 4-11 
Woodcock-Johnson Psychoeducational Battery: 

Area of achievement 
Oral Language Cluster 
Written Language Cluster 

Standard score 
80 
87 

Reading Cluster 75 
Passage Comprehension <63 
Calculation 79 
Applied Problems 67 

Because the school psychoeducational evalu­
ation had been recently performed, no further 
formal intellectual assessment was deemed 
necessary, and the assessment was designed to 
evaluate more carefully Mark's relative strengths 
and weaknesses, as well as to focus on evaluating 
Mark's reported noncompliant, disruptive, and 
negative attention-getting behaviors. The fol­
lowing additional measures were administered 
to Mark: perceptual-motor-Development Test 
of Visual Motor Integration, Motor-Free Visual 
Perception Test, and Purdue Pegboard Test; ac­
ademic achievement-Wide Range Achieve­
ment Test-R, Gates MacGinitie Reading Test, 
and Key Math Diagnostic Arithmetic Test; and 
social-emotional-Sentence Completion Test, 
Figure Drawings, Roberts Apperception Test, 
and Michigan Pictures Test-R. The parent and 
teacher forms of the Achenbach Child Behavior 
Checklist and the Conners Scale were obtained, 
together with interviews with both parents and 
telephone interviews with teachers and the 
school principal. 

Test results suggested that Mark's general 
mental ability ranged between borderline and 
low average levels, consistent with the typical 
clinical manifestations of Prader-Willi syn­
drome. He demonstrated particular deficits in 
motor skills, both gross motor coordination (as 
previously assessed) and graphomotor skills, 
fine motor planning, and coordination, which 
were significantly impaired relative to Mark's 
generalized cognitive delay. Although his sin­
gle-word identification, spelling, and simple 
written concrete-number-calculation skills were 
consistent with his grade placement, Mark 
demonstrated difficulty with the integration 
and comprehension of more abstract material. 
He showed particular difficulty in applying ba­
sic knowledge of quantity, manipulating num­
bers, calculating mentally, recognizing in­
formation needed, and following a series of 
logical sequential steps. In this regard, Mark 
had considerable difficulty with reasoning that 
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involved the interpretation and integration of 
meaningful sequential information (e.g., in his 
very deficient WISC-R Picture Arrangement 
performance), a cognitive deficiency that was 
useful in explaining some of his behavior. 

Data from the objective behavior-rating scales 
indicated that his parents and his teachers 
viewed Mark in a similar manner; there were 
elevations within the clinical range on the Ag­
gressive and Delinquent scales of the CBCL. 
However, Mark reportedly did not show physi­
cally aggressive behavior toward others; though 
bossy and demanding with peers, he did not 
strike out, and, in fact, he showed fearfulness 
when his provocations resulted in aggression 
toward him by other children. Mark's teachers 
rated the Inattentiveness scale of the Conners 
Scale as significantly elevated for Mark's men­
tal age; however, neither his teachers nor his 
parents reported an increased activity level or 
impulsivity. The ratings by the lab teacher and 
the regular classroom teacher differed signifi­
cantly, indicating that Mark was much better 
controlled in the small-group setting. Mark's 
attentional difficulties were reflected in his in­
ability to persist and complete tasks, and his 
overwhelming need for individual adult atten­
tion generally led to disruptive behavior. Thus, 
the most salient diagnostic impression ap­
peared to be that of the oppositional-defiant. 
child, whose lowered general intelligence and 
specific perceptual-motor impairment further 
limited his behavioral controls. 

Interviews with both parents and teachers 
suggested that Mark had learned to control his 
environment through inappropriate attention­
getting behaviors that had been inadvertently, 
but consistently, negatively reinforced both at 
home and at school. Typical examples of such 
contingency-based behaviors were in Mark's 
managing to obtain the attention of the entire 
class and his teacher by yelling and using bad 
language, and additionally, when he deliber­
ately wet his pants, his mother was called to the 
school to bring dry clothing, resulting in even 
further negative attention. Although Mark's be­
havior was somewhat more appropriate with 
his father, he appeared to test limits almost 
constantly with his mother, who acknowledged 
that she was ambivalent about disciplining 

Mark because of his handicap and had given in 
to Mark's demands at a very early age. Al­
though such methods as charting, stickers, 
and time-out procedures had been attempted 
by the parents, nothing had had any lasting 
effects on Mark's behavior. 

Although many behaviorally oriented psy­
chologists may not routinely use other more 
traditional types of personality assessment, a 
structured interview with Mark (using a sen­
tence completion format), together with projec­
tive storytelling, provided additional insight 
into Mark's behavior, and this information, in 
turn, proved helpful in the planning of a behav­
ioral intervention. Mark's responses to pictures 
depicting interpersonal situations with family, 
peers, and school indicated that he had diffi­
culty recognizing or comprehending anteced­
ents and consequences, and his responses sug­
gested that his practical social judgment was 
very likely quite impaired, and that he proba­
bly had difficulty predicting his and other's 
emotional responses. Apparent as well was 
Mark's acute sensitivity to adult affect; he ap­
peared to view women, in particular, as being 
frightened by strong emotional reactions in 
others. This appeared to reflect our observations 
of his mother's inability to take control of Mark 
when he was oppositional or tantrumming, 
thus reinforcing his feelings of omnipotence. 
Mark himself acknowledged that he often felt 
out of control when he began inappropriate 
behavior and could not stop, and his descrip­
tions of himself were of a "mean" and "naughty" 
child. 

Intervention 

A behavioral intervention program was initi­
ated, with the goal of modifying Mark's inap­
propriate behavior at home. Because the eval­
uation took place toward the end of Mark's 
first-grade school year, there was insufficient 
time to initiate a structured behavioral pro­
gram at school, with the exception of such pro­
cedures as having the mother leave a set of dry 
clothing at school so that wetting his pants 
would not be rewarded by his mother's coming 
to school. Firm directives that Mark must change 
his own clothing and return to his class were 
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effective in eliminating this behavioral symp­
tom. A meeting with school personnel resulted 
in the plan to place Mark in a small self-con­
tained class of 10 children the following school 
term. Before our evaluation, they had been 
doubtful about whether he would require a 
more restrictive residential or hospital-based 
program. Although he did not meet the strict 
guidelines for learning disabilities, the school 
system had no classroom available for children 
with behavior disorders, and classes for EMH 
(educable mentally handicapped) and ED (se­
riously emotionally disturbed) children were 
judged to be inappropriate for this child (be­
cause Mark's general achievements were well 
above those of the EMH children, and it was 
feared that he would further model inappropri­
ate behaviors observed of classmates in an ED 
class). The school principal, the special-educa­
tion teacher, and a representative from the state 
department of special education agreed to co­
operate in developing a contingency-based to­
ken economy program for rewarding Mark's 
appropriate academic and social behavior (as in 
Barkley, 1981). In addition, a time-out room 
removed from the classroom was designated, 
so that Mark's outbursts would not be nega­
tively reinforced by capturing the attention of 
the students and the teacher. 

The parents agreed to an intensive behavior 
management program to be carried out over 
the summer months, with the goal of seeing 
whether Mark's behavior could be brought under 
control at home and could then be generalized 
to situations outside the home. A program was 
initiated using Forehand and McMahon's meth­
ods (1981) for parent training in behavior man­
agement. During an initial session, Mark's par­
ents were provided with an overview of the 
program and a rationale for the use of contin­
gency-based approaches to noncompliant and 
inappropriate behavior that is believed to have 
been learned. The programmatic training was 
performed during a total of 15 weekly clinic 
sessions with both parents and Mark, during 
which behavioral charting was done regularly 
by the parents at home, and progress was re­
viewed during the clinic visits. 

When Mark entered school in the fall, a con­
tingency management program had been es-

tablished that included rewarding the other 
students for ignoring Mark's inappropriate re­
sponses. He began school with a halfday pro­
gram, which was gradually increased as Mark 
improved in his behavior. Periodic follow-up 
visits were scheduled through the clinic, in­
cluding individual supportive sessions for 
Mark's mother. At the end of the school year, 
Mark's behavior had improved sufficiently to 
allow him to attend a full-day program, with 
occasional time-out periods. Although the con­
tingency management program was effective 
in substantially reducing his noncompliant be­
haviors, this child's social cognition deficits 
dictated that he also needed intervention in his 
interactions with peers. He was subsequently 
referred to a social-skills-training group. 

Summary 

Children presenting with learning and be­
havior disorders are a high source of referral in 
a medical setting both from physicians on staff 
and from agencies or sources outside the medi­
cal setting. This chapter presented an overview 
of the literature on learning and behavior disor­
ders in children, with a particular emphasis on 
ADHD and learning disabilities. A discussion 
of methods of assessing learning or behavior 
disorders was presented, along with sugges­
tions for clinical intervention. Finally, the au­
thors suggested ways to develop and maintain 
a learning- and behavior-disorders clinic within 
a medical setting. 
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CHAPTER 25 

Development of a Program 
for Sleep Disorders 

Rosalind D. Cartwright 

Introduction: Definition of Clinical 
Problems and Patients 

Difficulties with sleep are very common in our 
time. Survey results from several large sample 
studies (Bixler, Kales, Soldatos, Kales, & Hea­
ley, 1979; Karacan, Thornby, & Williams, 1983; 
Welstein, Dement, Redington, Guilleminault, 
& Mitler, 1983) show that the rate at which 
persons report having difficulty getting to sleep, 
or staying asleep long enough to be rested the 
following day, on a chronic basis, runs between 
20% and 30% . Not all of these persons think of 
themselves as patients, nor do they complain to 
their physician. Nonetheless, according to a 
study by the Institute of Medicine (1979), the 
sale of over-the-counter sleep aids and of health 
food products claiming to facilitate sleep is so 
high as to confirm that there are many who 
attempt to treat themselves. In increasing num­
bers, these patients are now finding their way 
to the new specialized sleep centers. 

Common as it is, not getting enough sleep is 
only one of many types of sleep difficulties 

Rosalind D. Cartwright • Sleep Disorder Service and 
Research Center, Rush-Presbyterian-St. Luke's Medical 
Center, 1653 West Congress Parkway, Chicago, Illinois 
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recognized in the field of clinical sleep disor­
ders. The problems are divided roughly into 
three major groups: trouble with sleeping, 
trouble with staying awake, and troublesome 
behaviors intruding into sleep. Within these 
three clusters of disorders are many subclasses 
associated with different pathological factors 
underlying similar symptom pictures. Within 
these categories, there are also differing distri­
butions of patients by age, by sex, and even by 
personality patterns. 

Disorders of sleep, in other words, need to 
be understood by clinicians as a broad group 
of disturbances of the 24-hour rest-activity 
rhythm. Some of these have primary psycho­
pathology, some have secondary psychopa­
thology, and others have no psychopathology 
associated with them. These disorders have 
only recently been recognized as needing spe­
cialized attention. A diagnostic nosology has 
been developed to aid clinicians in identifying 
their patients' sleep-wake problems (Roffwarg, 
1979). This manual, currently under revision, 
outlines the criteria for ruling in and ruling out 
disorders falling within four major classes la­
beled A, B, C, and D (see Table 1). 

Within the A category are those patients pre­
senting with difficulty in initiating or maintain­
ing sleep, the so-called DIMS, or insomnias. 
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Table 1. Diagnostic Classification 
of Sleep and Arousal Disorders 
(Examples Only, Not Complete) 

A. DIMS: Disorders of initiating and maintaining sleep 
1. Psychophysiological 

a. Transient and situational 
b. Persistent 

2. Associated with psychiatric disorders 
3. Associated with the use of drugs and alcohol 
4. Associated with sleep-induced respiratory impair­

ment 
5. Associated with sleep-related nocturnal myoclonus 

and restless legs 
B. DOES: Disorders of excessive somnolence 

1. Associated with sleep-induced respiratory impair-
ment 

2. Narcolepsy 
3. Idiopathic eNS hypersomnolence 
4. Intermittent (periodic) DOES 

a. Kline-Levin syndrome 
b. Menstrual-associated syndrome 

5. Insufficient sleep 
C. DOSWS: Disorders of sleep-wake schedule 

1. Jet lag syndrome 
2. Work shift change 
3. Delayed sleep phase syndrome 
4. Advanced sleep phase syndrome 
5. Non-24-hour sleep-wake syndrome 

D. DYS: Dysfunctions associated with sleep or partial 
arousals (parasomnias) 
1. Sleep walking 
2. Sleep terrors 
3. Sleep-related enuresis 
4. Sleep-related gastrointestinal reflux 
5. Sleep-related head banging 

The B group consists of disorders of excessive 
somnolence, or the DOES. The Cs are patients 
for whom timing of sleep is the main difficulty. 
These are patients with a disorder of their 
sleep-wake schedule, or DOSWS. Finally, there 
is the 0 group, which consists of patients who 
have some disordered behavior intruding into 
sleep. These are called parasomnias, or dyssom­
nias, known as DYS. 

From a survey of 8,000 patients seen at sleep 
centers (Coleman, 1983), it has been reported 
that, among the A group of patients, the most 
common are those whose difficulty in getting 
enough sleep is associated with personality 
disorders or affective disorders. These make 

up about 35% of patients presenting to the 
sleep disorder centers complaining that they 
have difficJ.lty sleeping. The next most com­
mon are the so-called psychophysiological 
DIMS. These patients appear to be hyper­
aroused on a chronic basis, so that sleep initia­
tion and/or maintenance is a problem for them. 
About 15% of poor sleepers fall into this class. 
The third most frequent among the DIMS pa­
tients are those whose trouble is secondary to 
alcohol or drug use, including those who have 
become tolerant of or who are withdrawing 
from some prescription sleep medication. These 
account for about 13% of the DIMS. In another 
12%, the poor sleep is found to be related to an 
underlying sleep disorder called periodic nwve­
ments of sleep, or PMS. This is a rhythmic, per­
sistent muscle twitching, usually of the lower 
extremities, and sometimes as subtle as a flex­
tion of only the big toe. Even though the move­
ment is slight, it is often sufficient to lighten 
sleep or to fragment it with many microarousals. 
A few patients also have awakenings at night 
because of disturbing dreams, sleep-related 
pain (such as arthritis), a noisy environment, 
panic attacks, abnormally aroused EEGs (al­
pha-delta sleep), or respiratory disorders. The 
underlying causes of short sleep, or sleep of 
such poor quality that it leaves the patient unre­
freshed, are so varied that it is clear that this 
group of patients needs to be carefully assessed 
before treatments are undertaken. This evalua­
tion must include psychological assessment for 
the true understanding of the DIMS patient. 

By and large, it is safe to say that at least half 
the patients complaining of not getting suffi­
cient sleep to carryon productive waking lives 
also· have significant psychopathology that re­
quires a psychological diagnosis and treat­
ment. In these cases, the sleep problem is a 
surface manifestation of an underlying inabil­
ity to handle stress and/or affect appropriately, 
so that tensions are not discharged during 
waking in a healthy fashion. Both anxiety and 
depression are enemies of sleep. Anxiety is 
usually associated with delayed sleep onset 
and depression with early sleep offset or early­
morning awakening. Both types of patients feel 
their sleep to be inadequate. 
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In the remaining half of the DIMS patients, 
some physical pathology is at the base of the 
disorder, but they may have developed a condi­
tioned anxiety around their inability to sleep or 
a secondary depression resulting from a long 
history of chronic daytime fatigue. These, too, 
need to be addressed, with an emphasis on 
correcting the basis of the sleep disruption. 

DIMS patients can be complicated and always 
require a careful multidisciplinary assessment 
of both their waking and sleep functioning be­
fore the undertaking of any treatment program. 
Unfortunately, most patients who complain are 
usually put directly on some pharmacological 
agent. This treats the symptom but may mask 
the problem rather than correct it. 

The B category of patients share the symp­
tom of excessive daytime sleepiness, commonly 
referred to as EDS. This definition may not 
seem to distinguish them clearly from the A 
patients, who are tired because of having too 
little nighttime sleep. The difference here is that 
the Bs usually have no nighttime sleep com­
plaints at all. Many avow that they "sleep like a 
rock," yet they have overwhelming sleepiness 
during their waking activities. 

Two diagnoses are associated with daytime 
sleepiness following a night of sleep; theyac­
count for most of these patients: narcolepsy 
and sleep apnea syndrome. These are by far 
the commonest problems presenting to the 
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specialized sleep disorder centers for help. In 
many ways their symptom pictures in the of­
fice resemble each other. Both types of patients 
report difficulty in maintaining wakefulness, 
particularly under sedentary conditions: driv­
ing, watching Tv, even eating, and especially 
while sitting in church or at long meetings. A 
careful history taken in the office soon sepa­
rates these two (see Table 2). 

Further clarification of the differences be­
tween these two can be made by interviewing 
the spouse. In most instances, sleep apneic 
patients are not self-referred; they come for 
treatment at the insistence of the employer or of 
the bed partner. Employers refer patients be­
cause they fall asleep at work, and bed partners 
because their own sleep is disrupted by the 
raucous snoring of the patient. When noisy 
breathing is followed by a cessation of respira­
tion (the apneic pause) lasting more than 10 
seconds, followed by a gasping, choking noise 
as respiration begins again, the diagnosis can 
be presumed but must be confirmed in the 
sleep laboratory. The patient is often unaware 
of this behavior, which results in comprised 
oxygenation and many microarousals through­
out the night. Both of these are implicated in 
their difficulty in maintaining daytime wake­
fulness, despite the patients' own impression 
that they are good sleepers who fall asleep as 
soon as their heads hit the pillow. The fight for 

Table 2. Differentiating Sleep Apnea and Narcolepsy in the Interview 

Age of onset 
Sex ratio 
Associated with 

Structural abnormality of the upper airway 
Weight gain 
Nocturnal snoring 
Hypertension 
Cataplexy 
Sleep paralysis 
Automatic behaviors 
Daytime sleep attacks 
Psychological factors 
Marital situation 
Work history 

Narcolepsy 

Early years 12-22 
Equal 

No 
No 
No 
No 
Yes 
Yes 
Yes 

Short 
Absent 

Often single 
Often in jeopardy 

Sleep apnea 

Middle years 40-50 
85% male 

Yes 
Yes 
Yes 
Yes 
No 
No 
No 

Long 
Often present 

Marriage disrupted 
Depends on severity 
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breath can be described by partners only if they 
have not already left the shared bed to sleep in 
peace elsewhere. The narcoleptic, on the other 
hand, sleeps quietly, although many have sleep 
interruptions throughout the night. 

According to Coleman (1983), narcolepsy 
makes up 25% and sleep apnea 50% of those 
who present with symptoms of difficulty in 
maintaining wakefulness. The remaining pa­
tients are a mixture of bipolar patients in the 
depressive phase of their illness, natural long 
sleepers trying to fit their lives into an eight­
hour sleep schedule, patients with chronic ob­
structive pulmonary disease, and assorted 
others. 

In the C group are patients suffering from 
sleep schedule difficulties. These are less com­
mon than either the As or the Bs. They fall into 
two main subgroups: phase-advanced and the 
phase-delayed sleepers. The phase-advanced 
are sleepy too early in the evening and wake 
too early in the morning; the so-called larks or 
early birds. The phase-delayed patients are the 
opposite. They are not sleepy until very late at 
night and are not ready to wake up until very 
late in the day; these are the so-called sleep­
yheads or nightowls. Two other diagnoses ap­
pear often enough to be mentioned as part of 
this group: those with non-24-hour sleep-wake 
patterns and those with jet lag or shift-work­
related sleep problems. Both phase-advanced 
and phase-delayed patients may present as 
DIMS patients, complaining of inadequate 
amounts of sleep. The phase-advanced person 
who is sleepy at about 8:00 p.m. but fights off 
sleep until a more socially acceptable bedtime 
of 10:30 or 11:00 p.m. may wake naturally at 4:00 
a.m. Such patients need their eight hours to 
feel rested but get only 5 or 5Yz hours. The 
phase-delayed person who is not sleepy but 
goes to bed at 10:30 or 11:00 because of a need to 
be up at 7:00 a.m. and who is unable to fall 
asleep until the early morning hours also suf­
fers from an inadequate amount of sleep. These 
two types of patients are easily identified if 
they allowed to follow their own internal body 
clock schedule for a week or two while they 
keep a log of their sleep-wake hours. If they 
also log their temperatures are regular inter-

vals, the phase-advanced person may show an 
early-evening temperature drop, and the phase 
delayed sleeper a late reduction in tempera­
ture. Because the sleep-wake rhythm of most 
people is closer to 25 than 24 hours, young 
people who habitually stay up later and sleep 
later in the morning during holiday periods 
may find that their sleep-wake rhythm has 
drifted. When school starts, these youngsters 
find they cannot fall asleep earlier and wake up 
on time. These individuals need some special­
ized treatment to help them get back on track. 

The last class of disorders, the D group, or 
the parasomnias, are more common in the very 
young and in the elderly than they are during 
the adult years. Young children may have noc­
turnal enuresis, sleep terrors, sleep-walking 
episodes, or stereotyped behaviors such as 
sleep rocking or head banging, which are very 
upsetting to the household. They themselves 
usually have no recollection of these episodes 
and show no evidence of daytime disturbance. 
These are developmental disorders that rarely 
persist beyond the teenage years but may recur 
later in life if the person is under stress. Com­
monly, these sleep-related behaviors occur dur­
ing the first third of the night, usually at times 
of transition: at sleep onset in the case of stereo­
typed movements, or at the transition from the 
first deep sleep of the night to more active 
rapid-eye-movement (REM) sleep for those 
with night terrors, sleep walking, and some 
types of enuresis. 

In the elderly, there are confusional states 
that are related to the sleep-wake cycle and are 
called sundowning and a newly recognized 
type of REM-sleep-related acting out of violent 
behaviors in some who have lost the protective 
muscle paralysis that usually accompanies 
dreaming sleep (Schneck, Bundlie, Ettinger, & 
Mahowald, 1986). Parasomnias can be dan­
gerous. The child sleepwalker may get out of 
the house. The night terror person may crash 
through a glass window in a panic state. El­
derly REM-behavior-disorder patients may at­
tack the sleeping spouse or break their own 
bones defending themselves against a dreamed 
intruder. All of these individuals require help. 

As this brief introduction shows, sleep disor-
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ders can occur in persons of all ages. The first 
complaint may be of a physical or psychologi­
cal difficulty rather than of a sleep disturbance. 
No wonder these patients are not always recog­
nized by either physicians or mental health 
workers as suffering from a disorder of sleep 
requiring specialized attention. Many go from 
physician to physician seeking some help, only 
to be told to "take a vacation" or "take a sleep­
ing pill" before finding someone with the ex­
pertise to address the diagnostic questions ap­
propriately. Such experts are usually to be 
found in the sleep disorder service of a major 
medical center, although such services are now 
being initiated in many small hospitals and 
even in some free-standing clinics. The impor­
tant issue for patients seeking help is not the 
size of the service but whether there is both 
psychological expertise and medical compe­
tence available, and whether they will be fully 
evaluated before a treatment program is under­
taken. Not only is a team approach important, 
it is even more important that at least one mem­
ber of the team be accredited to diagnose and 
treat sleep disorders (i.e., hold a degree as an 
accredited clinical polysomnographer, or ACP) 
and that the service itself be accredited by the 
Association of Sleep Disorder Centers. This 
accreditation ensures that patients with sleep­
wake difficulties will be fully evaluated, that 
the sleep laboratory test will be properly con­
ducted, and the results will be accurately inter­
preted. 

A Review of the Literature 

The literature in this field is divided into two 
types: (1) the basic studies of normative sleep, 
including its development from infancy through 
old age, and the various individual differences 
that are within normallirnits and (2) the litera­
ture of clinical sleep disorders. This literature is 
now vast, and no short review can do it justice. 
In fact, a growing number of new general text­
books is now available (Anch, Browman, Mit­
ler, & Walsh, 1988; Kryger, Roth, & Dement, 
1989; Williams, Karacan, & Moore, 1988) as well 
as some excellent more specialized works, such 

459 

as those of children's sleep disorders (Ferber, 
1985; Guilleminault, 1987; Weissbluth, 1984), 
on sleep in aging (Esmer, Kurtz, & Webb, 1985), 
on insomnia (Kales & Kales, 1984), and on the 
epidemiology of these disorders (Guillemi­
nault & Lugarasi, 1983). There is a specialized 
journal devoted to this literature called, appro­
priately, Sleep, as well as an annual volume of 
abstracts, Sleep Research. What is not well repre­
sented in this literature are the more behavioral 
and psychological aspects involved in the gene­
sis of these problems, their impact on the pa­
tient, and their management. In fact, as the 
field expands clinically to meet the high de­
mand for services from patients, it is becoming 
increasingly "medicalized." With the influx of 
medically trained specialists seeking new pa­
tients, pulmonologists have become involved 
with the respiratory disorders of sleep (apnea), 
neurologists with the sleep seizures and narco­
leptic patients, psychiatrists with the insom­
nias, specialized biological rhythm experts 
with patients presenting with phase-shifted 
sleep, and pediatricians with parasomnias. 
Psychologists have increasingly given ground 
to these practitioners and have devoted them­
selves more to research than to practice en­
deavors. This does not serve the patients well. 
A most important aspect of this field has been 
its recognition of the complexity and the inter­
active impact of sleep disorders on waking 
functioning and, conversely, of how waking 
behaviors impact sleep. This approach requires 
psychological input and an interdisciplinary 
approach. 

The most important literature in this field 
starts with the Rechtschaffen and Kales (1968) 
manual for the laboratory recording and scor­
ing of normal human sleep. This manual has 
now been supplemented by a volume of labora­
tory procedures edited by Guilleminault (1982) 
and by the important classification system of 
these disorders referred to earlier, edited by 
Roffwarg (1979). These three are the basic tech­
nical texts defining laboratory recording and 
procedures for the reduction of the data needed 
to diagnose a wide variety of sleep disorders. 

The treatment literature is more scattered. 
For the psychophysiological insomnias, several 
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excellent behavioral programs are available, in­
duding the stimulus control program devel­
oped by Bootzin and Nicassio (1978) and the 
sleep restriction method developed by Spiel­
man, Saskin, and Thorpy (1987). Both are aimed 
at reducing wake time in bed. Both require 
sensitive management and continued patient 
contact. For the anxiety- and depression-re­
lated insomnias, psychotherapy is often indi­
cated (Kales & Kales, 1984). Here, the cognitive 
therapy approach may be useful (Beck, Rush, 
Shaw, & Emery, 1979). For the "conditioned" 
insomnias, some forms of relaxation training 
can be effective if the patients are carefully 
selected (Hauri, 1978). 

Among the large group of patients falling 
into the DOES diagnosis, the sleep apneic pa­
tients are the most prevalent. These patients are 
dearly suffering from a physical problem: an 
airway that is compromised by the relaxation of 
sleep. These have now been well described in 
several review papers (Kurtz & Krieger, 1987; 
Mishoe, 1987; Strohl, Cherniak, & Gothe, 1986). 
Their treatment options are many: surgery (Fu­
jita, Conway, Zorick, & Roth, 1981), mechanical 
devices (Cartwright & Samelson, 1982; Sul­
livan, Berthon-Jones, & Issa, 1981), and behav­
ioral programs (Cartwright, Lloyd, Lilie, & 
Kravitz, 1985). The marital problems of apneic 
patients have only recently been noted (Cart­
wright & Knight, 1987). There has not yet been 
enough work done to define the criteria for 
assigning patients to specific treatment op­
tions, although this work is clearly needed 
(Cartwright, Stefoski, Caldarelli, Kravitz, 
Knight, Lloyd, & Samelson, 1988). 

The research on narcolepsy has established 
this disorder as a specific disturbance of the 
REM sleep system (Rechtschaffen & Dement, 
1969; Richardson, Carskadon, Flagg, Van Den 
Hoed, Dement, & Mitler, 1978). The impor­
tance of genetic counseling for these patients, 
the need for spouse support, and the impor­
tance of patients' own understanding of good 
health habits for the control of their daytime 
symptoms are often noted in this literature. In 
general, follow-up psychological counseling to 
supplement the usual pharmacological treat­
ments has been neglected. 

Important to the understanding of daytime 
sleepiness that is not caused by either sleep 
apnea or narcolepsy is the work of Carskadon 
and Dement (1981) and Carskadon (1982), who 
have studied the sleep of adolescents, young 
adults, and the elderly under natural and ex­
perimentally controlled sleep restriction sched­
ules. They have mapped the effects of short­
ened sleep on napping behavior the following 
day. This work shows clearly that voluntary 
restriction of noctural sleep increases daytime 
sleepiness markedly. This has not been well 
recognized by patients. The restriction of sleep 
hours is better tolerated by adolescents than it 
is later in life. Daytime sleepiness resulting 
from voluntary sleep restriction is diagnosed 
as insufficient sleep syndrome, a funny title for 
a serious and widespread problem. 

The literature on sleep schedule difficulties is 
not extensive. Perhaps the best of this work is 
that by Weitzman, Czeisler, Coleman, Spiel­
man, Zimmerman, and Dement (1981), which 
defines the problem of phase delay as one of 
chronobiology and a treatment program of 
chronotherapy to correct it. 

In the area of the parasomnias, night terrors, 
sleep walking, and noctural enuresis have been 
modeled as disorders of arousal (Broughton, 
1968). These are related to an unusually deep 
sleep in the first or second cycle, leading to 
difficulty in accomplishing a normal shift to the 
more aroused REM sleep without some behav­
ioral arousal being triggered. This model has 
now been supplemented by one in which ab­
normal behaviors do not abort REM but actu­
ally occur in REM sleep itself (Schneck et al., 
1986; Schneck, Bundlie, Patterson, & Maho­
wald, 1987) as true enactments of dreaming. 

Methods of Psychological Assessment 

By now, it is clear that a good psychological 
assessment is essential for patients presenting 
to sleep disorder services. There is consider­
able pressure for such services to act as labora­
tories to which the patient is referred for a nigh t 
of sleep recording (polysomnography) without 
any prior assessment by a sleep expert. This is 
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seen as saving money for the HMOs and private 
insurance companies, but in fact it may prove 
more expensive in the long run. A good assess­
ment before a night study may indicate that the 
more expensive laboratory test is not necessary, 
or that some additional monitor should be added 
at the time of the recording to clarify the diag­
nosis. 

A sleep disorder assessment requires some 
data generated by the patient at home before an 
office visit and a good diagnostic interview by 
a well-trained interviewer. The recommended 
assessment data include a sleep log for at least 
two weeks, in which patients record their pre­
sleep mood, all medications taken before sleep, 
lights-out time, time to fall asleep, number of 
awakenings, wake time, and postsleep mood. 
Many laboratories use a 24-hour log covering 
daytime nap episodes as well as the noctural 
sleep period. These are usually a little more 
complicated for the patient to understand and 
so are best given in the office, where the in­
structions can be spelled out. The logs are then 
returned at the next visit or by mail. In addition 
to the log of sleep-wake times, most services 
ask patients to fill out a questionnaire describ­
ing their sleep-wake behavior, covering such 
items as the type of events that disturb their 
sleep (e.g., the need to urinate, pain, coughing 
or choking, heartburn, or reflux, noise, light, 
heat, snoring by partner or by self, nightmares, 
or cramping or twitching of muscles). These 
data help to focus the clinical interview on fac­
tors that the patient has noted. 

To fill out the picture of the patient, it is also 
important to administer a short psychological 
test battery. Sometimes, this is sent to the pa­
tient in advance, along with the sleep log and 
the questionnaire. At other times, it is com­
pleted at the time of the first appointment The 
usual battery consists of the Minnesota Multi­
phasic Personality Inventory (MMPI), the Trait/ 
State Anxiety Scale, a sentence completion 
test, and a schedule of recent events. This bat­
tery gives an overview of how depressed or 
anxious the patient may be, whether psycho­
therapy appears to be indicated, and how well 
it may be accepted. If the patient's profile shows 
high levels of cognitive confusion or a propen-
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sity for angry acting-out behaviors, it is better 
to know it before designing a treatment pro­
gram. 

The most important part of the prelaboratory 
assessment is the clinical interview, which 
should follow up on any of the items identified 
in the self-report data. Is the patient a Sunday­
night-only insomniac, or is the insomnia consis­
tent across all nights? Does the patient report 
restless legs before sleep and many sleep inter­
ruptions in the log? Does the patient report no 
trouble with nocturnal sleep, but many epi­
sodes of daytime drowsiness along with a 
weight gain and dry mouth on awakening? The 
clinical interviewer must be knowledgeable 
about all the signs of the various sleep disorders 
and must be alert in pursuing the symptoms of 
each that he or she suspects may account for the 
symptom picture. For DIMS patients, this in­
cludes a history of the difficulty; any precipi­
tating events associated with the original epi­
sode, as well as subsequent exacerbations; 
what treatments have been tried in the past; the 
current health status; the use of alcohol, caf­
feine, nicotine, and other known sleep disrup­
ters; the present stressors in the patient's life, 
including her or his own health; and the status 
of the patient's relationships, employment, and 
finances. The attempt here is to separate those 
DIMS patients who are unable to relax into 
sleep because of high levels of psychological 
tension, or an affective disorder, from those 
who are phase-delayed; have an organic prob­
lem underlying their sleep disturbance, such 
as periodic movements in sleep (PMS); have an 
occult sleep apnea that causes them to arouse 
frequently because of inadequate respiration; 
or use or withdrawal from substances that dis­
rupt sleep. 

In general, the knowledge about sleep is so 
poor both among in the public and among in­
ternists that misdiagnoses are frequent. A nar­
coleptic who suffers disturbed nocturnal sleep 
can be confused with an insomniac and may be 
treated inappropriately if not seen by a knowl­
edgea ble person who traces the early history of 
daytime sleepiness and the other symptoms 
related to this disorder. 

The best training in these diagnostic skills 
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comes from a thorough familiarity with the 
roster of sleep disorders, which is usually 
gained only by working with such patients on a 
sleep disorder service. The best test of the level 
of competency in this task is passing the board 
examination and being awarded the ACP de­
gree. 

Once the initial assessment is done in the 
office, the next step is usually a laboratory eval­
uation. This consists of one or two nights of 
recording for seven hours, during the patient's 
normal sleep time. The specific parameters 
measured depend on the presumptive diag­
nosis, although some leads are standard for all 
patients: at least two channels of EEG-one for 
eye movements (EOG), and one for chin muscle 
(EMG)-and one EKG are always recorded. 
The other parameters-nasal and oral airflow, 
thoracic and abdominal impedance, and ear 
oximetry-are needed to diagnose sleep apnea. 
The EMG of the anterior tibialis muscles is re­
corded to look for periodic movements of sleep. 
The EMG of the masseter muscles is recorded 
for bruxism and so on. The all-night recording 
may be followed by a series of daytime naps. 
This test is always done if narcolepsy is the 
suspected diagnosis, and it may be done to 
estimate the degree of daytime sleepiness fol­
lowing a night of sleep for -those patients who 
report difficulty in remaining awake while 
driving. 

The montage for diagnosing each sleep dis­
order has been set out in the laboratory proce­
dures text edited by Guilleminault (1982). It 
goes without saying that getting a good record­
ing requires good technical assistants who not 
only are capable of producing artifact-free re­
cords but can interact well with patients, ex­
plain the procedures clearly, put patients at 
their ease, and be responsive to their needs for 
assistance at night. These assistants must also 
be alert to major medical problems, must be 
trained in CPR, and must be aware when to call 
for medical assistance. Sleep patients may have 
cardiac arrhythmias, sleep seizures, confu­
sional episodes, or other problems that are 
sleep-induced. Technicians who are in charge 
must be very knowledgeable about patient 
management during the long recording pe-

riod. Each 30-second epoch of the resulting 
polysomnogram, or PSG, must then be scored 
both for sleep stages and for clinical events 
before a diagnosis is made and its severity 
estimated. Only then should an intervention 
be planned. 

Clinical Interventions 

7reaUng the DIMS 

For the DIMS patient, the intervention de­
pends on the diagnosis of the underlying cause. 
These treatments are usually behavioral or 
pharmacological or both. For those patients 
whose poor sleep is associated with a stressful 
event that is transient, the intervention may 
consist of support only, with reassurance that 
good sleep will return. If daytime functioning 
is severely impaired by lack of sleep, some 
medication may be recommended on a short­
term basis only. The rule of thumb for sleep 
medications is to pick one that is short-acting, 
such as Halcion or Restoril, and that will not 
interfere with alertness during waking hours, 
and to phase it out after no more than three 
weeks. 

For patients who have long-standing difficulty 
in falling asleep, but who can sleep through the 
night once sleep has been initiated, it is impor­
tant first to rule out an affective or anxiety 
disorder, or a phase delay of sleep. The first can 
be estimated from the MMPI and the clinical 
interview, and it can also be identified from a 
sleep recording showing an abnormally early 
first REM period (see Figures 1 and 2). If the 
patient appears to be suffering from a major 
affective disorder, this, of course, should be 
treated either by an antidepressant or psycho­
therapy or both. If the patient has a heightened 
level of anxiety, it, too, may be treated with an 
antianxiety medication, psychotherapy, relax­
ation training, or all three. 

If the patient's sleep is phase-delayed, and 
sleep onset is prolonged, but a normal length 
of sleep can be sustained on weekends or holi­
days when the usual wake-up time can be ex­
tended, then the onset of sleep can be adjusted 
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Figure 1. Typical sleep pattern of a young human adult. Stage 1 sleep and REM sleep are graphed on the same level 
because their EEG patterns are very similar. 
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Figure 2. Typical sleep in depression. 

to occur earlier. There are two main treatment 
approaches. The first is recycling the sleep it­
self through a program of delaying bedtime by 
two hours each night until the desired onset 
time has been reached. This program takes 
strong motivation and about 10 days to accom­
plish (see Figure 3). 

The second method is to use a standard 
wake-up time regardless of how much sleep 
has been obtained and to have patients expose 
themselves to very bright, full-spectrum light 
or sunlight for at least an hour at this time. This 
early-morning light treatment helps to reset the 
circadian clock to an earlier awake time. Spe­
ciallights are available commercially on a rental 
basis for this purpose. Those patients who are 
neither phase-delayed nor suffering from an 
affective or anxiety disorder, but who have dif-

CLOCK TIME 
DAYS Midnight 4 8 Noon 4 8 Midnight 4 

Before Treatment 
1 
2 
3 
4 

Treatment 
1 
2 
3 
4 
5 
6 
1 
8 
9 

10 
11 
12 
13 
14 

o in bed awake • in bed asleep 

Figure 3. An example of chronotherapy. 
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ficulty obtaining enough sleep, may be helped 
by anyone of a variety of other interventions 
(e.g., taking a 20-minute hot bath two hours 
before bedtime) (Horne & Shackell, 1987; Se­
witch, 1987). This bath artificially raises the 
core body temperature, and the hour-and-a­
half interval after it allows time for the tempera­
ture to fall before sleep time. This reduction in 
temperature helps to deepen and prolong nat­
ural sleep. Although it is controversial in the 
literature, L-tryptophan, a natural amino acid, 
taken in amounts of 1-4 grams before bedtime, 
has proved effective in shortening sleep onset 
time for some patients (Hartmann, Lindsley, & 
Spinweber, 1983). Currently this has been with­
drawn from the market while the Center for 
Disease Control investigates the source of a 
contaminant introduced in the supply from one 
manufacturer. 

Strict sleep scheduling (always maintaining 
the same bedtime and rise time) also helps the 
sleep-wake rhythm to become more clearly 
established. Relaxation training, especially of 
the type using muscle stretching and deep 
breathing, has proved useful for those insom­
nia patients with racing thoughts that interfere 
with sleep initiation. Given that many DIMS 
patients are found to have elevations in the 2, 4, 
and 7 scales of the MMPI (Kales & Kales, 1984) 
and may be described as internalizers of ten­
sions, many profit from a psychotherapeutic 
approach. This should be aimed at helping the 
patient to learn better techniques for dealing 
with tensions and at increasing their sense of 
self-efficacy. Many need to learn that they can 
survive if they do express their feelings. 

Sleep maintenance is a somewhat more diffi­
cult problem to manage without medication. 
First, it must be established whether there is 
any underlying cause of the nocturnal arousals, 
such as periodic movements in sleep (PMS), or 
nightmaring. This can be done only with a 
sleep recording. For PMS, this recording must 
include an EMG of both right and left legs. If 
this diagnosis is sustained by a recording show­
ing rhythmic bursts of muscle activity that dis­
rupt sleep at a rate of more than five per hour, 
this activity may be treated either by a muscle 
relaxant such as Klonopin or by an electrical 

stimulator (patterned after a TENS unit, which 
fatigues these muscles prior to sleep). For night­
mares, REM sleep interruptions to obtain dream 
reports should be followed by psychotherapy 
to address the issues uncovered. 

If no underlying pathology is found, fre­
quent awakenings can be approached by the 
stimulus control method of Bootzin and Nicas­
sio (1978) or by Spielman, Saskin, and Thorpy's 
sleep restriction method (1987). The first re­
quires the patient to get out of bed if not asleep 
within 20 minutes but to stay up no longer than 
20 minutes before trying again. This program 
ensures that the bed will not be associated with 
lying awake for long periods of time. The prob­
lem is that many patients lose patience with 
getting up and down as often as they must 
before gaining enough control over their sleep 
to benefit. If they work at it, patients can be­
come sufficiently fatigued to sleep better. The 
sleep restriction method is easier for most pa­
tients to accomplish successfully, This requires 
that they set their wake-up time at a desired 
hour and limit their bedtime to the average 
number of hours actually slept for the past two 
weeks. This may be very few for some severe 
insomniacs. If, for example, the sleep log shows 
an average of only four hours of sleep and if the 
rise time must be 6:00 A.M., the patient may not 
go to bed until 2:00 A.M. and must stick to this 
schedule for as long as it takes her or him to 
sleep through without interruption. The pa­
tient is then allowed to increase the time spent 
in bed very gradually, 15 minutes a week, but 
only as long as she or he continues to sleep 
through. This program can take a few months 
to accomplish, but it is often successful in giv­
ing patients a normal sleep span again. 

Another major cause of sleep disturbance is 
alcohol or drug addiction or the withdrawal 
from these substances. These patients may 
need a carefully planned reduction of their 
medication and the use of some more benign 
substance for an interim, along with a good 
deal of support from their sleep clinician. 

In general, DIMS patients need careful psy­
chological diagnosis and treatment, as the 
greatest proportion of their problems are asso­
ciated with some psychopathology, poor sleep 
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habits, or behavioral problems, such as sub­
stance abuse. 

Treating the DOES 

The problems in this diagnostic group, as a 
whole, are often due to basic sleep pathology, 
psychological difficulties being secondary. The 
most common DOES diagnosis is sleep apnea 
syndrome. The interventions available for this 
sleep-related breathing disorder vary widely. 
There are various types of surgery, such as 
submucous resection (SMR) which opens the 
nasal passages surgically; uvulopalatopharyn­
goplasty (UPPP), which widens the opening of 
the oropharynx; tonsillectomy; advancement 
of the mandible; and tracheostomy. All are per­
formed in an effort to eliminate this problem. 
The difficulty with these surgeries, other than 
tracheostomy, is that they are often unsuccess­
ful in preventing the continued collapse of the 
upper airway. More often, mechanical devices 
are used to hold the airway open. Nasal contin­
uous positive airway pressure, or nCPAP (Sul-
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livan et al., 1981), has become a common inter­
vention for those with severe apnea (see Figure 
4). The nose mask and hose are attached to a 
compressor. The pressure level is adjusted in 
the sleep laboratory so that it is high enough to 
prevent airway collapse. Although this is a suc­
cessful treatment for many patients, compli­
ance with it as a long-term treatment is difficult 
to maintain. Patients need to be encouraged 
during this treatment to undertake weight loss 
through dietary changes and exercise so that 
they may reduce the severity of their sleep dis­
order or even eliminate the problem altogether. 

Another device that can be helpful for some 
apneic patients is called the tongue-retaining 
device, or TRD (Cartwright & Samelson, 1982). 
This device, worn during sleep, holds the tongue 
in a forward position by suction. It prevents the 
retrolapse of the tongue and the resulting block­
age of the airway that commonly occurs when 
the patient sleeps in the supine position. This 
device is much smaller and easier to tolerate on 
a long-term basis than the nCPAP. However, it 
is appropriate only for those with a patent na-

Figure 4. Nasal continuous positive airway pressure for sleep apnea. 
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sal airway and a clear increase in the rate of 
apneic pauses when they sleep in the supine 
position. 

The observation that 60% of all sleep apneic 
patients have significantly more snoring and 
apneic events when they are supine than when 
they sleep in the lateral position has led to the 
development of other mechanical devices. One 
simple behavioral intervention of this kind is a 
position alarm worn on the chest, which sounds 
whenever the patient remains in the supine 
position for more than 15 seconds (see Figure 
5). Another is a T-shirt with a pocket on the 
back to hold tennis balls (see Figure 6). These 
sleep position trainers are especially useful for 
those patients whose rate of apnea during lat­
eral sleep time is at or near normal limits. They 
need to be coupled with patient education in 
good health habits to prevent any progressive 
worsening of the apnea. These habits include a 
weight loss program for those who are signifi­
cantly above ideal body weight, exercise, and 
alcohol restriction. 

Aside from direct attention to the apnea, 

these patients often need marital counseling. 
They are so noisy at night and sleepy during 
the day that many spouses become resentful. 
They feel that they have no real partner during 
the day or peaceful night sleep for themselves. 
A support society for these patients (the Sleep 
Apnea Support Society) has recently been es­
tablished and can be of great benefit to both 
partners. 

The second major cause of daytime sleepi­
ness, narcolepsy, is most often treated with a 
daytime stimulant medication or a combination 
of such an agent (usually Cylert or Ritalin) along 
with a medication to control the cataplexy or 
loss of muscle tone associated with the expres­
sion of strong emotion experienced by many of 
these patients. Here, the clinical psychologist 
has a role in helping the patient learn to live 
with his or her disorder. Most narcoleptics can 
have their most troublesome symptoms con­
trolled with medication, but often, there is a 
long delay before the correct diagnosis is given 
and the appropriate treatment is started. Be­
cause this disorder usually appears in teenage 

Figure 5. Position monitor and alarm. 
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Figure 6. T-shirt with tennis balls for sleep apnea. 

years, a youngster's life can be severely af­
fected by his or her inability to maintain wak­
efulness in school and/or failure to maintain 
body tonus when excited. Many narcoleptic 
children have been accused of being on drugs, 
of being lazy, or even of being mentally re­
tarded. They are often discriminated against 
by peers anfl _disciplined by authorities for be­
havior which is not under their control. The 
potential damage to self-image and social rela­
tions is real and needs psychological attention. 

Jreating the DYS 

The sleep-related behavior disorders noctur­
nal enuresis, bruxism, sleep walking, night ter­
rors, head banging or body rocking, and night­
maring are all more common in young children 
than in adults. For the most part, these be­
haviors take care of themselves as the child 
matures. Some of those that are severe and 
persistent can be approached behaviorally. The 
bell-and-blanket routine for enuresis is well 
known. A similar approach has been devel-

oped for bruxism, or tooth grinding. This in­
volves monitoring the masseter muscles during 
sleep. When grinding begins, an alarm sounds. 
Some patients with sleep walking, night ter­
rors, and stereotyped movements in sleep have 
been helped by hypnosis. Nightmaring in chil­
dren and adults often yields to dream therapy, 
in which the patient works out an understand­
ing of the fear and gets practice in handling it 
more directly during waking. 

Developing and Maintaining 
a Sleep Service 

Sleep disorder services draw their patients 
from many sources: primary-care physicians 
who are baffled by a patient's sleep symptoms; 
psychiatrists who have been treating patients 
with benzodizepines for sleep and find them 
now tolerant of these medications; otolaryngol­
ogists who suspect a sleep apnea due to some 
obstruction in the upper airway; neurologists 
whose patient's spouse or parents report that 
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the patient makes strange movements in sleep; 
and pediatricians when a family is disturbed 
by a child's night terrors or his or her inability 
to wake in time for school. But most of all, the 
referrals stem from the patients themselves 
once they learn that a sleep disorder service is 
now available. It is important for professionals 
in this field to reach out to inform their commu­
nity of their availability by accepting the many 
offers to appear on local radio stations or TV 
news spots to discuss the signs and symptoms 
of sleep troubles. Physicians also need to be 
educated. Psychologists at medical centers 
should take the opportunity to lecture to medi­
cal students, to offer to give grand rounds, and 
to open up their service for medical students to 
do elective clerkship rotations-in short, to use 
all avenues to communicate about these disor­
ders and their services. 

It is also important for a new service to 
"give," as well as to "get," referrals in order to 
maintain the flow of patients. Those who come 
directly to the service will need consultation 
with other health care professionals, such as 
dieticians for the obese apneic; pulmonary 
function testing is also appropriate for these 
patients. Many require the help of a cardiolo­
gist to manage the hypertension and cardiac 
arrhythmias associated with severe sleep apnea. 
An examination by a good ear, nose, and throat 
(ENT) specialist is also recommended. Patients 
who are referred by a physician need to have 
their doctor kept up to date and consulted 
about their further evaluation at each point. 
Nothing cuts off patient flow faster than "pa­
tient stealing." The patient's own physician 
needs to be included on the health care team. 
Copies of all results from the laboratory should 
be sent to her or him along with an explanation 
of these results and the suggested treatments 
discussed. 

Within a sleep disorder service, there needs 
to be a multidisciplinary group that meets reg­
ularly to discuss the incoming patients and 
their evaluation and care. There should be on 
the team at least one mental health expert and 
one physical health expert who are well versed 
in sleep disorders. Others who should be in­
vited to become consultants are pharmacolo-

gists, pediatricians, pulmonary physicians, 
psychiatrists, neurologists, ENT specialists, 
and nursing personnel. In a teaching hospital, 
there may also be psychology interns rotating 
through the service and participating fully. 

Follow-up of patients is also important. Pa­
tients should be given full feedback on their 
laboratory test findings. For those who are sent 
home on a mechanical device such as the nasal 
CPAp, inquiry must be made into whether the 
pressure needs to be raised or lowered to main­
tain control of the apnea or whether they can be 
withdrawn from this treatment altogether when 
sufficient weight has been lost. Patients put on 
medication may become tolerant and need to 
be followed for this tolerance and problems 
with side effects. 

Because sleep disorder services are outpa­
tient in nature, patients need to be informed of 
the importance of clearing with their health 
care carrier concerning their coverage for this 
type of service. Most third-party payers cover 
80% of the charges associated with a sleep 
evaluation but may not cover psychotherapy, 
for example. Running a laboratory is expen­
sive. The acquisition and maintenance of equip­
ment, supplies, and personnel make this a 
high-cost service. Starting a new service re­
quires an investment of approximately $35,000 
per bed in equipment alone. Personnel costs 
are high because the testing and sleep record 
scoring are very labor-intensive. Computeriza­
tion is coming to this field but is not yet reli­
able. 

Clinical Case Examples 

G.B.: A Sleep Apnea Patient 

Presenting complaints: G.B., a 38-year-old married 
man, consulted the sleep disorder service in March 
1987, complaining of nocturnal snoring, which had 
become progressively louder; disrupted sleep; flail­
ing of the arms; and sleep talking. He was also 
falling asleep at dinner parties, on airplanes, at the 
wheel of a car, and as a passenger. He had no exercise 
activity and had had a steady weight gain over the 
last 10 years from 200 to 269 pounds. He came to the 



CHAPTER 25 • SLEEP DISORDERS 

interview with a very concerned wife, who reported 
that the patient's father had recently died and had 
weighed over 500 pounds. The patient felt that ~e 
was genetically doomed to be obese an? that his 
business entertaining at lunches and dmners re-
quired a diet of rich foods and alcohol. .. 

Assessment: Psychologically, G.B. was functIomng 
well. His MMPl showed him to have strong de­
fenses, to be rather uninsightful, and to be socially 
poised, as befitted his profession of investment 
counselor. Only his Scales 3 and 5 peaked above 70. 
His marriage was a good one, and he drew strength 
from it. In the sleep laboratory, he slept only 41 % of 
his 7 hours of bedtime. He had a total of 46 awaken­
ings. Ninty-four percent of his sleep cons~sted ~f 
EEG Stages 1 and 2 (the lightest sleep). Durmg thiS 
period, he had 263 episodes of obstructive sleep 
apnea. The average duration of these was 23 sec­
onds. His rate of respiratory distress was 180 events 
per hour. Clearly, he was sleepy in the daytime be­
cause of his nightly struggle to breathe. 

Treatment: Following his follow-up interview, when 
the treatment options were discussed, G.B. re­
turned to the laboratory for a trial of nasal contin­
uous positive airway pressure (nCPAP). At a pres­
sure of lOcm/H20, his apnea rate dropped from 180 
to 25 per hour. This equipment was ordered for ~im 
on a rental basis on the contingency that he begm a 
weight loss program. 

After three months, his wife called to report that 
he had not yet started the recommended program. 
He was contacted and reminded that the nCPAP was 
a crutch, not a cure. The cure was up to him. Eight 
months later, he returned to the laboratory and 
weighed in at 218, a 50-pound loss. He had taken up 
a nightly walking program with his wife and a 
change in food habits. 

When G. B. was reevaluated without the nCPAP to 
see if his apnea count was now reduced, he had no 
apnea. He slept 70% of the seven-hour night, and for 
the first time in the laboratory, he had delta (deep 
sleep). He was given feedback that he could now give 
up the nCPAP equipment. He was skeptical and 
decided to come back six months later to be sure he 
had remained apnea-free. In June 1988, he had an­
other sleep test. He had continued to lose weight in 
the interim, a total of 81 pounds. He remained 
apnea-free, with normal sleep architecture, no sleep 
flailing, no sleep talking, no daytime sleepiness, and 
no snoring. The nCPAP had served its purpose. It 
kept him breathing at night and active during the 
day while he changed his health habits: no business 
dinners, and salads only for lunch. His wife was 
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very proud of him and continued to support his 
changed lifestyle. 

M.A.: An Insomnia Patient 

Presenting complaints: M.A. is a 58-year-old mar­
ried man with a long history of poor sleep, which he 
considered psychogenic and for which he had un­
dertaken five years of psychoanalysis. He explained 
his poor sleep as being due to his nightly excessi~e 
ruminations concerning the health problems of hiS 
family. His first wife had died young, and the sec­
ond had had critical illnesses. He also admitted to 
dissatisfactions with himself at midlife. 

Assessment: The patient's MMPI showed a chronic 
depressive picture. He appeared to fear that he was 
in a rut in his career and to be dissatisfied with a 
poor sex life in the marriage. He felt lonely and used 
repression, denial, and somatization as defenses. 

Treatment: The patient was given relaxation train­
ing, thought-stopping techniques, and the Boot~in 
stimulus control instructions (no more than 20 mm­
utes in bed and, if not sleeping, getting up for no 
more than 20 minutes before returning to bed). In 
addition, the patient was seen every other week for 
five sessions of marital therapy, during which he 
expressed to his wife his needs for more sexual 
cl.Jseness. He continued to log his sleep, which im­
proved steadily. Originally, he would take three to 
four hours to fall asleep. This time was reduced to 
one half or one hour without the use of medication. 
After nine weeks, he declared he was now satisfied 
with his sleep and terminated treatment. The mar­
riage and sexual relationship improved, the wife 
having learned to be more responsive to him and the 
patient having learned how to help her feel this way. 

Summary 

Patients with disorders of sleep represent a 
new and growing opportunity for patient care. 
Their problems often involve both psychologi­
cal and medical components. They require a 
team approach to their evaluation and manage­
ment. Programs can be based in anyone of a 
number of hospital departments but require a 
psychologist as a full partner. Sleep is an area 
of health influenced so heavily by emotional 
stress, and by the patient's health behaviors, 
that many kinds of psychological knowledge 
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need to be brought to bear on the diagnosis 
and management of these problems. The psy­
chologist brings his or her special viewpoint of 
seeing symptoms in the context of the patient's 
whole life and uses this viewpoint to help clar­
ify the issues and design treatments that pa­
tients can use productively to gain more restor­
ative sleep. 
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CHAPTER 26 

Diabetes 
Clinical Issues and Management 

Daniel J. Cox, Linda Gonder-Frederick, 
and J. Terry Saunders 

Introduction to Diabetes 
and Program Development 

Mechanisms and Etiology 

The term diabetes actually embraces a number 
of different disease processes characterized by 
chronically high blood glucose (BG) levels 
(Cox, Gonder-Frederick, Pohl, & Pennebaker, 
1986). In the nondiabetic person, glucose me­
tabolism is largely controlled by a feedback 
system between BG concentration and the beta 
cells of the pancreas that produce and release 
the hormone insulin. Insulin secretion lowers 
BG concentration by (1) allowing glucose to 
enter and be utilized by cells; (2) promoting 
glucose storage; and (3) inhibiting the release 
of stored glucose. This finely tuned system 
prevents BG levels from becoming abnormally 
high (hyperglycemia) or abnormally low (hy­
poglycemia), maintaining a relatively narrow 
homeostatic range between approximately 60 
and 150 mg/dl. 

Daniel J. Cox, Linda Gonder-Frederick, and J. Terry 
Saunders • Behavioral Diabetes Research, Department 
of Behavioral Medicine and Psychiatry, University of Vir­
ginia Health Sciences Center, Charlottesville, Virginia 
22901. 

Diabetic hyperglycemia is caused by abnor­
malities in insulin production or utilization. 
Table 1 summarizes diabetic abnormalities in 
BG as well as underlying mechanisms. Be­
cause glucose is not properly metabolized, it 
accumulates in the bloodstream. There are two 
major types of diabetes: Type I and Type II 
(Drash, 1984; Sperling, 1988). Type I diabetes, 
also called insulin-dependent diabetes, can occur 
at any age but typically begins before the age of 
30, the onset being most likely between ages 5-
6 and 10-12. Genetic, autoimmune, and infec­
tion factors appear to be involved in the devel­
opment of Type I diabetes. The most popular 
formulation (Craighead, 1978) is that a genet­
ically predisposed individual encounters a 
stressful condition, like a viral infection that 
triggers an autoimmune response that destroys 
pancreatic beta cells, and the result is an inabil­
ity to produce adequate insulin. After the on­
set of Type I diabetes, patients must take insu­
lin injections in order to survive. 

At the time of diagnosis, most Type I patients 
are severely hyperglycemic and suffering from 
dehydration and ketoacidosis. Dehydration 
and the classic symptoms of frequent urination 
and increased thirst are a result of the kidneys' 
attempts to eliminate excess glucose through 
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Table 1. BG Fluctuations in Insulin-Dependent Diabetes Mellitus 

BE level 
BG range (mgldl) Causes 

Hyperglycemia 
Diabetic ketoacidosis (coma) 

Severe hyperglycemia 

Moderate hyperglycemia 

Mild hyperglycemia 

Euglycemia 
Normal postprandial 
Normal fasting 

Hypoglycemia 
Mild hypoglycemia 

Moderate hypoglycemia 

Severe hypoglycemia 
Insulin shock (coma) 

the urine. Ketoacidotic comas are caused by 
decreased blood pH, which is a result of in­
creased levels of ketones, a by-product of body 
fat breakdown when glucose is not available to 
the cells. 

Type II diabetes, known as non-insulin-depen­
dent diabetes (NIDDM), is also characterized by 
chronic hyperglycemia, but the onset typically 
occurs after age 40 (Drash, 1984). It is the most 
common chronic disease in the U. S. Unlike in 
Type I, Type II symptoms typically emerge 
very gradually; therefore, the illness is often 
undetected. As in Type I diabetes, abnormali­
ties in insulin action are involved, but insulin 
resistance rather than insufficient insulin pro­
duction is the basic mechanism (Olefsky, 1976). 
There is a strong genetic component, with 
nearly a 100% concordance rate between identi­
cal twins. Obesity and minimal exercise also 
appear to contribute to insulin resistance. Ap­
proximately 90% of Type II patients are obese, 
and it is estimated that 90% of them could be 
treated with diet and exercise alone (New­
burgh & Conn, 1979). However, most take oral 
medications or insulin injections to lower BG. 

1200 Insufficient insulin 
Insulin resistance 

400 Excess food intake 
Fever or infection 

250 Stress or emotional changes 
Unknown factors 

160 

140 Normal glucose metabolism 
80 

70 Excessive insulin 
Insufficient food intake 

60 Strenuous exercise 
Stress or emotional changes 

50 Unknown factors 
20 

The personal and societal impact of diabetes 
is reflected in the number of people affected 
and the effects of the disease. In the U.S., there 
are 5-6 million diagnosed cases of diabetes 
involving 5% of the population. The vast major­
ity (90%) of these are Type II cases. It is esti­
mated that another 4-5 million undiagnosed 
cases exist. Because of the long-term complica­
tions associated with diabetes, life expectancy 
after diagnosis is thought to be reduced by an 
average of 30%. 

Long-Term Complications 

Both Type I and Type II diabetes are associ­
ated with long-term complications. Diabetes 
can adversely affect any part of the body, but 
the most common effects are seen in the eyes, 
the kidneys, the feet, the blood vessels, and the 
nervous system. There is growing evidence 
that chronic hyperglycemia plays a causal role 
in the development of long-term diabetic com­
plications; however, genetic factors may also 
contribute (Cahill, Etzwiler, & Freinkel, 1971; 
Cox et aI., 1986). Both the rate of development 
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and the severity of complications vary greatly 
across individual patients. 

Visual Impairment. The most common com­
plication is retinopath}j a degenerative disease 
of the small blood vessels in the retina that can 
cause visual impairment and blindness. By 15 
years following diagnosis, 97% of Type I and 
80% of Type II patients show evidence of reti­
nopathy. Approximately 12% of the people 
who have had diabetes for more than 30 years 
are blind, and in the U.S., diabetes is the lead­
ing cause of blindness occurring between ages 
20 and 74. 

Nephropathy. In the U.S., diabetes is also re­
sponsible for 20-30% of all kidney disease. By 
the 15th year after diagnosis, approximately 
33 % of Type I and 20% of Type II patients have 
developed some degree of kidney disease. Of 
Type I patients, 30-40% eventually develop 
end-stage renal disease. 

Neuropathy. Diabetes can result in damage to 
any part of the nervous system, but the periph­
eral and autonomic nervous systems are most 
commonly affected. Peripheral neuropathy typi­
cally begins with abnormal sensations and/or 
severe pain in the lower limbs and feet. Eventu­
all}j loss of sensation occurs, which results in a 
decreased awareness of injury to the feet and 
the legs. This insensitivity to pain, in combina­
tion with peripheral vascular disease, which 
impairs healing processes, contributes to lower 
limb amputations. Autonomic neuropathy 
contributes to cardiovascular problems, gastro­
intestinal problems, and sexual impotence. 

Macrovascular Disease. Both Type I and Type 
II diabetes greatly increase the risk of coronary 
heart disease and cerebrovascular disease. All 
macrovascular diseases occur at an earlier age 
and are more extensive and severe in the dia­
betic population. There is increased risk of 
myocardial infarction and a two to six times 
higher rate of stroke. Hypertension is quite 
common, occurring in 50% of cases. 
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1reatment 

In response to the growing evidence that 
chronic hyperglycemia is a major contributor 
to the above complications, the medical man­
agement of diabetes has increased its emphasis 
on a tighter control of glucose levels. The goals 
of treatment are to normalize glucose metabol­
ism as much as possible, while avoiding over­
treatment, in order to reduce the risk of long­
term complications. In essence, the person 
with diabetes must attempt to duplicate behav­
iorally the normal and automatic metabolic 
functions via a complex self-treatment plan that 
involves balancing medication or injections, di­
etary modification, exercise, and self-testing of 
BG or urine. These four major components 
of the diabetic regimen are described in more 
detail in the following sections. 

It is important to point out that there is no 
one diabetic regimen. Self-treatment regimens 
vary greatly across types of diabetes, individ­
ual patients, and prescribing physicians. To 
appreciate the psychological and behavioral 
demands imposed by diabetes, it is useful to 
remember that the regimen must be performed 
on a daily basis for the remainder of the pa­
tient's life. 

Insulin and Other Medications 

Insulin injections are the keystone of treat­
ment for Type I patients. Although insulin ther­
apy is used in Type IT diabetes, oral medica­
tions, which lower BG by increasing insulin 
secretion, are more common. At least one in­
jection must be taken dail}j but as many as 3 to 
5 daily injections may be prescribed, depend­
ing on the complexity of the regimen. Insulin 
is classified according to the time course of 
its action (short, intermediate, or long-acting) 
as well as its source (beef, pork, or synthetic 
human). 

The most common and simplest regimen in­
volves a combination of a short-acting and an 
intermediate or long-acting insulin taken in 
one daily injection before breakfast. In the 
more traditional (and still most common) model 
of treatment, a fixed insulin dose is prescribed 
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by the physician, and the patient attempts to 
keep food intake (amount and schedule) and 
activity levels constant from day to day. More 
intensive and flexible insulin regimens are nec­
essary for the optimal control of Type I dia­
bete~, which requires multiple daily injections. 
The ideal regimens involve the use of multiple 
injections, with self-determined doses ad­
justed on a day-to-day basis according to BG 
test results. 

Insulin therapy also has complications, the 
most important being hypoglycemia. Hypo­
glycemic episodes occur when BG levels be­
come too low to provide sufficient metabolic 
fuel for the maintenance of normal bodily func­
tion, primarily brain function. At 50-70 mg/dl, 
symptoms begin to occu~ including epineph­
rine-induced symptoms caused by hormonal 
counterregulatory mechanisms (e.g., trembling, 
heart rate increase, and lightheadedness) and 
neuroglycopenic symptoms caused by inade­
quate brain glucose (e.g., confusion, slurred 
speech, and motor discoordination). As BG 
levels decrease, the symptoms become more 
severe, and seizures or coma can occur. Hypo­
glycemic episodes are common with insulin 
therapy and increase in frequency when pa­
tients attempt to maintain BG levels closer to a 
normal range. From the patient's perspective, 
hypoglycemic episodes are physically unplea­
sant, potentially embarrassing, frightening, 
and dangerous. 

Diet and Exercise 

The concept of a diabetic diet has gone through 
many transformations since the early 1980s. 
Current recommendations include limited in­
take of simple carbohydrate (sugar), increased 
consumption of complex carbohydrates, and 
reduced fat intake (Arky, 1983; National Insti­
tutes of Health, 1987). Although regimens vary 
greatly, almost all persons with diabetes follow 
some sort of dietary plan. For patients using 
insulin therapy, the timing of food intake is as 
important as food amount and type. Diet is the 
treatment of choice for the Type II patient, who 
typically needs to reduce caloric intake and 

increase energy expenditure. Diet and aerobic 
exercise in combination appear to produce 
greater therapeutic benefits that either alone, 
so regular and frequent aerobic exercise is of­
ten prescribed. 

Self-Monitoring 

The purpose of the self-testing of blood or 
urine is to (1) prevent unacceptable BG levels; 
(2) monitor overall diabetes control; and (3) 
evaluate the effectiveness of self-treatment 
(Schiffrin & Belmonte, 1982; Skyler, 1981b). At 
the most minimal level, daily urine tests are 
needed to detect the presence of ketones, signi­
fying extreme and prolonged hyperglycemia. 
Optimally, self-testing of blood samples is 
done, using a drop of blood obtained via finger 
prick that is placed on reagent strips to be 
either visually interpreted or read by meters. 
The frequency of self-testing varies greatly; 
some patients perform only a few tests per 
week, and others perform several tests each 
day. Three to four daily tests appear to be 
needed for Type I patients before any improve­
ments in diabetes control occur. With complex 
regimens involving multiple daily injections or 
insulin pumps and adjusted insulin dose, more 
frequent testing is reqUired (American Dia­
betes Association, 1987). 

Education 

The self-treatment of diabetes requires the 
person to acquire a large amount of informa­
tion and to master a number of skills. For this 
reason, education and training play a major 
role in diabetes management. At diagnosis, the 
person needs to quickly acquire basic survival 
skills, such as insulin administration and treat­
ment of hypoglycemia. Continuing education 
is also important, as the individual's needs 
change over the course of the disease and as 
new advances are made in treatment. Unfor­
tunately, the majority of patients receive inade­
quate education, which is one of the greatest 
barriers to optimal diabetes care (Cox et al., 
1986; Miller, Goldstein, & Nicolaison, 1978). 
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Adopting and Maintaining 
Self-Care Behavior 

From the patient's point of view, diabetes is 
an extremely challenging disease. It is a life­
threatening, lifelong condition whose treat­
ment requires an uncommon degree of active 
involvement on the part of the patient: 

People who live with diabetes always live with un­
relieved stress. Throughout each day. no matter 
what else they are doing, they must be tuned-in to 
their own bodies in order to anticipate the need for 
more insulin, more food (quick sugar), or even exer­
cise. For the person with diabetes a simple headache 
must be analyzed. He needs to kno~ why he has 
the feeling? What caused it? Is it potentially threat­
ening? He may then have to take immediate and 
appropriate action. As well as anticipating insulin 
reaction, infections, and illness, and making neces­
sary adjustments, there are smaller, daily frustra­
tions. He must resist the temptations of sweets. 
alcohol, and too much food, as well as cope with the 
awkward social situations such actions create. From 
the moment a person develops diabetes. for 24 
hours a day, 365 days a year, for the rest of his life. 
he is responsible for managing the unmanageable. 
controlling the uncontrollable, and coping with the 
incurable-his diabetes. (Hoover, 1983, p. 41) 

It is hardly surprising, therefore, that one of 
the most common reasons for psychological 
referral of people with diabetes is failure to 
adopt and/or to maintain some aspect of self­
care behavior, that is, "noncompliance." In or­
der to evaluate and treat these problems ade­
quately, the psychologist should consider at 
least three areas of interpersonal and psycho­
logical functioning: the patient-practitioner re­
lationship, the patient's values and health be­
liefs, and the patient's perceived barriers to 
self-care. 

Patient-Practitioner RelationshiP 

In the literature on health psychology, the 
problem of adopting and maintaining self-care 
behavior is often discussed as an issue in com­
pliance (e.g., Feuerstein, Labbe, & Kuczmier­
czyk, 1986; Gatchel & Baum, 1983; Stone, Cohen, 
& Adler, 1979). The use of this term suggests a 
therapeutic relationship in which the practi­
tioner prescribes a course of treatment that the 
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patient is expected to follow. As Anderson 
(1985) pointed out, the inequality and lack of 
reciprocity in such a relationship can create the 
problem of noncompliance by removing pa­
tients, their values, and their concerns from the 
goal-setting aspects of the treatment process. 
This problem is difficult to address either indi­
vidually or systemically because its roots are 
deeply embedded in standard medical practice 
and cultural expectations. 

To some extent, the problem can be ad­
dressed in individual cases by educating pa­
tients and encouraging them to become more 
active participants in the decision-making pro­
cess. In the professional education literature on 
diabetes, there is now a strong emphasis on 
patient activation (Hiss, 1986; Rost, 1989; Roter, 
1977), on building educational partnerships 
with patients (Powers, 1989), and on reconcep­
tualizing the problem of compliance as one of 
adherence. The advantage of the latter term is 
that it implies "a more active, voluntary collab­
orative involvement of the patient in a mutually 
acceptable course of behavior to produce a de­
sired preventative or therapeutic result" (Mei­
chenbaum & Turk, 1987, p. 20). (Also see Chap­
ter IS, by Turk & Meichenbaum, in this book.) 

Although these are steps in the right direc­
tion, the standard values of medical training 
and the context of the medical setting are pow­
erful influences that act to maintain traditional 
patterns of care provision. For example, in a 
recent study of goal setting by physicians pro­
viding diabetes care (Dobson, Nord, & Haire­
Joshu, 1989), none of the six physicians studied 
used statements pertaining to goal acceptance 
by the patient. The psychologist should be 
aware of these dynamics in the patient-practi­
tioner relationships when assessing the under­
lying causes of a referral for failure to comply 
with medical treatment. 

Patients' Values and Health Beliefs 

There is evidence that the health beliefs of 
persons with diabetes are related to their adop­
tion and maintenance of self-care behaviors 
(Bloom. Cerkoney, & Hart, 1980). Becker and 
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Maiman (1975) described a health belief model 
that contains several major elements: perceived 
severity of the health threat and susceptibility 
to it, perceived cost versus benefits of treat­
ment, and cues to action (i.e., internal or exter­
nal stimuli that initiate health behaviors). Each 
of these elements represents an area of belief 
held by patients that can influence their deci­
sion to adopt or not to adopt a recommended 
health care behavior. For example, the person 
with diabetes who believes that he or she has 
"just a touch of sugar" (low severity of health 
threat) is less likely to adopt a self-care be­
havior aimed at treating this condition than a 
person who believes that he or she has serious 
diabetes. In treating problems of adopting or 
maintaining self-care behaviors, the psychol­
ogist should assess the health beliefs of the 
person with diabetes to determine if this is a 
contributing factor. Harris, Linn, Skyler, and 
Sandifer (1987) developed and validated a 38-
item Diabetes Health Belief Scale based on the 
health belief model that may be useful for this 
purpose (see '~ssessment"). 

Perceived Barriers to Self-Care 

Another important factor in the patient's abil­
ity to adopt and maintain self-care behaviors is 
perceived environmental barriers. Timely and 
accurate administration of medication, regular 
exercise, controlled eating, and regular and ac­
curate testing of blood glucose are all behaviors 
that can be made easier or more difficult by the 
patient's environment. To the degree that the 
environment presents barriers to these behav­
iors (e.g., lack of time, lack of an appropriate 
setting, lack of necessary resources or supplies), 
the patient may be expected to experience diffi­
culty in adopting or maintaining self-care be­
haviors. Scales for measuring environmental 
barriers to adherence in diabetes have been 
developed by Glasgow, McCaul, and Schafer 
(1986) and Irvine, Saunders, Blank, and Carter 
(1989). These scales are clinically useful in that 
they reveal patients' perceptions and attribu­
tions regarding the effect of the environment 
on their self-care. Thus, the scales provide a 

useful point of departure for more in-depth 
discussions of patients' everyday experiences 
and feelings about coping with diabetes and 
diabetes self-care. 

Clinical Issues in Diabetes Mellitus 

Overview 

The following eight sections describe clinical 
problems with unique relevance to patients 
with diabetes, concluding with the clinical im­
plications in each problem area. This is not an 
exhaustive listing of either clinical problems or 
possible interventions. Additionally, all indi­
viduals with diabetes do not necessarily have 
such problems. However, clinicians should be 
alerted to these problems and their implica­
tions. 

Adjustment 

Problem 

Developing and managing diabetes are rid­
dled with adjustments. Though there is sparse 
research on the subject, we conceptualize such 
adjustments as being analogous to grieving a 
loss, passing through the five stages (Sperling, 
1988) of denial, anger, negotiation, depression, 
and accommodation. Although this adjust­
ment process may be a natural course, the se­
quence of stages may differ across individuals, 
and some individuals may either be delayed in 
reaching or never achieve accommodation. 

The first major adjustment is to the diag­
nosis, and to the loss of a healthy body and all 
of the spontaneous behaviors that such a body 
permits. We speculate that Type I diabetes de­
mands a more dramatic adjustment, given that 
a failure to make the most basic accommoda­
tions, such as insulin injections, immediately 
threaten survival. Unfortunately, the person 
with Type II diabetes can frequently tolerate, in 
the short run, the perspective, "I've only got a 
little sugar in my blood, so I'll stop eating 
candy and everything will be OK" Failure to 
come to terms with the diagnosis of diabetes is 
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likely to lead to inadequacy in or a total ab­
sence of self-treatment and eventual long-term 
complications (see "Patients' Values and Health 
Beliefs"). 

In addition to adjusting to the diagnosis and 
the treatment regimen, the inevitable complica­
tion demands adjustment. Losing one's leg, 
sexual functioning, kidney functioning, bowel 
control, or vision or being condemned to chronic 
pain so that even pulling the sheet over the feet 
is excruciating, represents a loss of major propor­
tions. If the patient fails to accept and accom­
modate to such losses, then life can be frozen at 
the time when such complications develop. The 
impact of these complications is even more 
damning because of their gradual develop­
ment. For example, visual loss may have an on­
again-off-again course, so that a person may 
awaken one morning with blood in the vitreous 
totally clouding vision and two weeks later 
may awaken with clear vision. Individuals may 
be uncertain about whether they are going 
blind. In fact, the transitional process has been 
shown to be more distressing than terminal 
blindness (Bernbaum, Albert, & Duckro, 1988). 
A similar transitional process may occur with 
male sexual functioning; a man may interpret a 
sexual failure as reflecting neuropathy and 
may subsequently avoid sexual function with 
his partner. 

The adjustment to such traumatic events is 
not a simple phenomenon. Adjustment is ac­
complished in degrees. As in the field of plastic 
surgery, where there is no correlation between 
degree of physical disfigurement and subse­
quent psychosocial adjustment (Edgerton & 
Langman, 1982), there is probably no correla­
tion between the nature and the type of loss 
and the diabetic patient's subsequent quality of 
adjustment. 

Implications and Interventions 

There are few specific guidelines available to 
aid the clinician either in prophylatically help­
ing patients to adjust to complications or in 
correcting an ongoing poor adjustment pro­
cess. Although participation in diabetic sup-
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port groups may be most efficacious because 
individuals burdened by the same issues can 
support, confront, and aid one another, those 
individuals who need such groups the most are 
probably the least likely to participate. 

As clinicians, we should be alert to these 
issues, and we should consider two levels of 
intervention: First, realizing that adjustment to 
loss is a normal process, we can educate and 
aid patients and their families as losses are 
experienced, thereby possibly aiding in the ad­
justment process and avoiding any secondary 
problems. Second, when the adjustment to 
losses continues to be dysfunctional beyond six 
months (American Psychiatric Association, 
1987, '~djustment Disorders"), direct clinical 
intervention is indicated. One problem is the 
definition of dysfunctional and the typical un­
willingness of individuals with dysfunction to 
accept help. Dysfunction means that daily func­
tion and quality of life are significantly dis­
rupted beyond their premorbid levels, in excess 
of what is justified by the actual loss. For exam­
ple, it would not be considered dysfunctional if 
a recent amputee discontinues his previous 
hobby of skiiing, but it would be dysfunctional 
if that same individual gave up socializing with 
friends. When patients recognize this dysfunc­
tion and find it ego-dystonic, they will proba­
bly be receptive to regrief work (Zisook, 1987). 
However, for individuals who deny either such 
dsyfunctions or realistic limitations (e.g., who 
continue to drive when their vision has deterio­
rated), access to the patient may be best gained 
through couples or family therapy. 

Depression 

Problem 

Depression has been conceptualized as 
learned helplessness, anger turned inward, 
and adjustment to loss. We have already dis­
cussed the numerous losses that are part of the 
diabetes process, as well as depression as a part 
of the grieving process. Depression may be­
come permanent if the grieving process is not 
completed. 
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Although there are strong speculations that 
complications result from poor metabolic con­
trol, we do not know how good this control 
needs to be nor whether there is a critical phase 
in the life course of the disease during which 
this control needs to be optimized. There is 
also evidence that genetic makeup significantly 
influences who will and will not develop var­
ious complications and when these complica­
tions will surface. What we do know is that it is 
virtually impossible to have diabetes for a long 
time and to avoid all complications. This is 
fertile ground for learned helplessness: "I've 
been trying to control my blood glucose for the 
past five years, exercise regularly, and even 
quit smoking, but that didn't prevent my heart 
attack." Alternatively, patients may experience 
such losses with the thoughts, "If I had have 
only worked harder," "It is all my fault that I am 
losing my sight," or, ''Why didn't I take my 
diabetes more seriously?" Given these factors, 
it is easy to imagine how anger can be turned 
inward when complications begin to develop. 

These may be reasons why repeated studies 
have demonstrated that individuals with dia­
betes, as a group, are significantly more de­
pressed than their nondiabetic counterparts 
(Lustman, Griffith, & Clouse, 1988). This find­
ing is supported whether one uses simple self­
report measures, such as the Hopkins Symp­
toms Checklist 90, or more elaborate interview 
schedules. However, this is not to say that, if 
one has diabetes, a concurrent diagnosis should 
also be depression. 

Implications and Interoentions 

If the depression can be linked to the onset of 
complications, then regrief work (Zisook, 1987) 
should be considered. When depression ap­
pears to be related to unrelenting self-care de­
mands, cognitive therapies should be consid­
ered (Beck, 1976). 

Although this discussion suggests that dia­
betic depression is secondary, it is also possible 
that diabetic patients have a concurrent diag­
nosis of primary depression, which needs to 
be considered along with pharmocotherapy or 
traditional psychotherapy. 

Family Adjustment 

Overoiew 

The impact of diabetes on the family cannot 
be overemphaSized. The impact of the family 
on diabetes management is also enormous. 
The family unit has been described as the "en­
vironment in which diabetes management" 
and coping occur (Newbrough, Simpkins, & 
Maurer, 1985). The coping resources and re­
sponses of family members, both adaptive and 
maladaptive, will influence the adjustment to 
and the incorporation of diabetes manage­
ment. The onset of diabetes in a family mem­
ber is best viewed as a source of significant and 
chronic stress on the family structure. Imme­
diately on diagnosis, family members need to 
begin acquiring new information and skills for 
basic diabetes management, which often ne­
cessitates unwelcome changes in family routines 
and lifestyle. Other diabetes-related stressors 
include financial strain, anxieties about com­
plications and reduced life expectancy, and fre­
quent medical crises, such as hypoglycemic 
episodes. 

For all of the above reasons, it is not surpris­
ing that families living with diabetes often ex­
perience problems that require psychological or 
behavioral intervention. The difficulties com­
monly experienced by families are determined 
to a large extent by which family member has 
diabetes. Many of the problems encountered 
by the parents of a child with diabetes are 
unique and are different from those encoun­
tered by the spouse of a person with diabetes. 
For this reason, these two types of family units 
are discussed separately here. 

Problems in the Child or Adolescent with Dia­
betes. The degree and frequency of maladjust­
ment and poor outcome in children with dia­
betes are a controversial question, and studies 
have yielded mixed results. Some researchers 
have found social dysfunction and other symp­
toms more prevalent in diabetic children ija­
cobson, Hauser, Wertlieb, Wolfsdorf, Orleans, 
& Vieryra, 1986), and others have found no 
increased risk of psychosocial difficulties (Ko­
vacs, Finkelstein, Feinberg, Crouse-Novak, Pau-
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lauskas, & Pollack, 1985). At present, the most 
reasonable interpretation appears to be that, 
although diabetes may contribute to psychoso­
cial problems in children, they do not neces­
sarily occur. 

Two common patterns of maladjustment have 
been described: overdependence and overin­
dependence (Mattsson, 1979). Overdependence 
is usually associated with increased fearful­
ness, reduced activity levels, and reduced so­
cial interaction. There is some evidence that 
this pattern is most common in cases of early 
onset (Holmes, 1986). Parental anxiety has been 
cited as the primary contributor to the child's 
sense of vulnerability and the resulting overde­
pendence. It is not uncommon for the parents 
of a child with diabetes to refuse to leave the 
child alone, even long after being left alone is 
developmentally appropriate. Many of these 
children are not allowed to be away from their 
parents for long periods, such as sleepovers, or 
to participate in sports and other group activ­
ities. Although one can empathize with the 
overanxious parents who have witnessed their 
2-year-old having hypoglycemic seizures, over­
protection will significantly interfere with nor­
mal development. 

Problems with overdependence are often no­
ticed when transitions toward self-care in the 
child are difficult. By age 10, and often much 
earlier, children should become responsible for 
at least part of their own self-treatment (Drash, 
1979; Wysocki, Meinhold, Cox, & Clarke, 1990). 
This should include performing self-tests of 
blood or urine, giving their own insulin injec­
tions, and knowing how to treat hypoglycemia. 
Between the ages of 12 and 14, the adolescent 
child should be capable of complete self-treat­
ment. 

The other common maladaptive response, 
overindependence, occurs when the child will 
not accept parental advice and support and 
may even indulge in risk-taking behaviors (Gold­
stein & Hoeper, 1987; Mattsson, 1979). Not sur­
prisingly, this pattern is most common in ado­
lescents, but it can occur in younger children. 
Diabetes-related issues are extremely impor­
tant and anxiety-provoking to parents, as well 
as constantly present, so that they are almost 
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perfect vehicles for the expression of rebellion 
and control in the adolescent. Covert mis­
management of insulin, meals, or exercising 
(frequently resulting in medical crises) is not 
uncommon in adolescent patients. Typically, 
the adolescent expression of conflicts over in­
dependence and the testing of limits via dia­
betes management result in parents' remaining 
overinvolved in the child's treatment. 

The most positive prognosis for good adjust­
ment and diabetes management occurs in fam­
ilies characterized by a stable structure, sup­
portive relationships, and an ability to cope well 
with adversity before the diabetes diagnosis 
(Johnson, 1980; Simonds, Goldstein, Walker, & 
Rawlings, 1981). In contrast, problems are most 
common in families characterized by marital 
conflict, unstable structures, limited resources, 
and social isolation (Koski & Kumento, 1977; 
Orr, Golden, Myers, & Marrero, 1983). Families 
already under a great deal of stress may find 
their coping capacities overwhelmed by the ad­
ded demands of diabetes management. All 
children with chronic diseases, including dia­
betes, are at increased risk of parental neglect, 
which most often takes the form of medical 
care neglect or failure to comply with treatment 
recommendations (Horan, Gwynn, & Renzi, 
1986). 

Implications and Interoentions 

Obviously, family therapy is often the inter­
vention of choice for family adjustment prob­
lems and crisis situations. For parents having 
marital difficulties that are exacerbated by dia­
betes-related issues, couples therapy is usually 
effective. For the very young child, play ther­
apy has been recommended to provide an out­
let for emotional distress and the development 
of coping skills. A relatively new treatment 
innovation for older children involves peer sup­
port and counseling, involving work in group 
settings where children can share diabetes-re­
lated issues and learn coping skills from each 
other. Another alternative is a "buddy system," 
in which newly diagnosed children are paired 
with other children who have successfully ad­
justed, offering an opportunity for modeling 
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and learning good coping skills. This may be 
accomplished in summer diabetic camps. 

For the adolescent child, the presenting 
problems are often issues surrounding non­
adherence to treatment requirements. In such 
cases, family therapy may be helpful to im­
prove communication and methods of coping. 
Behavioral interventions, such as token econ­
omy techniques, have proved useful in such 
cases (Epstein, Figueroa, Farkas, & Beck, 1981), 
and even without contingency management, 
techniques such as goal setting and contracting 
may improve self-care behaviors (Schafer, Glas­
gow, & McCaul, 1982). Parents may be included 
in behavioral interventions as providers of rein­
forcement or participants in contracting. How­
ever, in cases where the diabetes regimen has 
become a vehicle for power struggles, individ­
ual work with the adolescent may help to make 
self-treatment an issue of adolescent respon­
sibility and to improve self-efficacy and self­
esteem. 

Problems for the Mamed Couple 

Unfortunately, the impact of diabetes on the 
quality of marital relationships has received 
virtually no attention by researchers. We can 
probably assume, however, that, for adults as 
well as children, supportive, well-functioning 
couples with adequate emotional, financial, 
and social resources have the best prognosis for. 
successful coping, whereas dysfunctional and 
non supportive couples will have more diffi­
culties. 

Balancing responsibilities for diabetes man­
agement becomes an issue for many couples. 
Individuals who are overdependent on their 
spouses continue these patterns in diabetes­
related issues, increasing the risk of psycho­
logical burden on the spouse and potential 
conflict. Other individuals exhibit overinde­
pendence, refusing to accept positive, benefi­
cial forms of support. There is some evidence 
that diabetes control is better in married than 
in unmarried men but is not better in married 
than in unmarried women. Although specula­
tive, this evidence may reflect a tendency for 
nondiabetic female spouses to instigate changes 

in the family's eating and other routines, whereas 
female diabetic spouses fail to instigate similar 
changes on their own behalf. 

A particularly difficult situation arises when 
a diabetic spouse denies the seriousness and 
the possible implications of his or her illness. In 
our experience, these cases have most often 
involved nondiabetic wives who are frightened 
and angry, and who do not know how to deal 
with a diabetic husband who denies his illness; 
the result is frequent hypoglycemia or compli­
cations. 

Surveys of young adults suggest that the 
presence of diabetes has a significant impact on 
marriage and family planning (Ahlfield, Soler, 
& Marcus, 1985). Diabetes was viewed as inter­
fering with family activities and as a "source of 
friction" by more than one third of the people 
surveyed; the men were more likely to endorse 
diabetes as a marital stressor. More diabetic 
than nondiabetic adults decide not to have chil­
dren; the decision may be related to concerns 
about decreased health or life expectancy, fear 
of genetic transmission, or fear of unsuccessful 
pregnancies. 

The presence of diabetes can be expected to 
interact with, and perhaps to exacerbate, any 
previously existing problems in a marriage. 
Couples with poor communication skills and 
an inability to resolve conflicts are likely to 
have difficulties dealing effectively with dia­
betes-related issues, which require a high level 
of cooperative behavior. For these couples, the 
added stress of diabetes management is likely 
to cause marital problems that require inter­
vention. 

Implications and Interventions 

The young diabetic adult who is considering 
marriage may have significant anxieties con­
cerning childbearing, future health status, and 
reduced life expectancy. In addition, the part­
ner who is considering marrying a person with 
diabetes may have similar, but often unex­
pressed, concerns about the future. Premarital 
counseling is highly recommended in such 
cases, as it provides an opportunity for both 
individuals to express and work through dia-
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betes-related issues, including feelings about 
future uncertainties. This early intervention 
may also be beneficial in helping the young 
couple to develop agreements concerning their 
attitudes toward and responsibilities in dia­
betes management. 

For the married couple, the presence or onset 
of diabetes may create psychological distress or 
may exacerbate previously existing problems in 
the relationship. Assessments of marital diffi­
culties in couples with diabetes should always 
directly address such possible interactions. In­
tervention may involve modifications in tradi­
tional couples therapy, for example, focusing 
on marital conflict surrounding diabetes-related 
issues. However, therapeutic benefits may also 
require a multimodal approach in which sepa­
rate interventions are included to address dia­
betes-specific problems. The case study sec­
tion describes such a case, which required 
conventional marital techniques to improve 
communication and conflict resolution skills, 
as well as individualized blood glucose aware­
ness training. 

Obesity 

Problem 

Obesity is strongly associated with NIDDM. 
Approximately 80% of individuals with NIDDM 
are obese at the time of diagnosis, and the 
incidence of NIDDM increases exponentially 
with an increasing degree of obesity (Salans, 
Knittle, & Hirsch, 1983). Although there is no 
clear evidence of a causal connection between 
obesity and NIDDM, weight reduction is indi­
cated for persons with NIDDM for at least two 
reasons. First, even small amounts of weight 
loss are often followed by significant reduc­
tions in hyperglycemia. Second, weight loss 
may lead to reductions in hypertension, which 
is one of the major complications of diabetes 
(see "Hypertension"). In this sense, weight re­
duction can be viewed as a tool for controlling 
diabetes and for controlling or preventing the 
development of hypertension. 

Although weight loss and weight mainte­
nance are extremely important aspects of dia-
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betes treatment, they present formidable chal­
lenges to the patient and the practitioner. Studies 
have shown that persons with diabetes may 
have more difficulty losing weight than those 
who do not have the disease (Henry, Wiest­
Kent, Schaeffer, Kolterman, & Olefsky, 1986; 
Wing, Marcus, Epstein, & Salata, 1987). It is not 
clear whether this difficulty is due to behav­
ioral or metabolic factors. However, obese per­
sons with NIDDM are often referred for psycho­
logical treatment because they are perceived or 
perceive themselves to be unable to comply 
with prescribed weight-loss regimens. In ad­
dressing this issue, it is important to determine 
whose goal weight loss is. It is essential that 
the patient be personally motivated and take 
personal responsibility for efforts directed at 
weight loss, regardless of how desirable these 
efforts are from a medical standpoint. The con­
sequence of attempting to supply extrinsic mo­
tivation for difficult and permanent behavior 
changes is likely to be failure to lose weight or 
weight loss followed by regain to an even 
higher weight. The latter outcome is a major 
problem among lifelong dieters. There is evi­
dence to indicate that this "yo-yo" pattern of 
weight loss and regain leads to a lowering of 
metabolic rate, making weight loss or mainte­
nance even more difficult (Buckmaster & Brow­
nell, 1988). 

Implications and Interventions 

In terms of treating obesity, there are at present 
no indications for differential treatment of per­
sons with diabetes. It is important to realize 
that a variety of psychological, metabolic, so­
cial, and genetic factors influence the develop­
ment and maintenance of obesity. Psychological 
treatment addresses cognitive and behavioral 
factors in obesity to a limited extent and with 
limited success. In general, behavior modifica­
tion programs for weight loss, either by them­
selves in the case of mild obesity, or in combina­
tion with very low-calorie diets in the case of 
moderate obesity, have been shown to be effec­
tive in reducing weight. Long-term weight-loss 
maintenance is much more difficult to achieve. 
Treatment components that improve weight 
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maintenance include behavioral screening, on­
going self-monitoring, a structured eating plan, 
group support, and structured exercise (Green 
& Saunders, 1988). Because of the multifaceted 
nature of effective obesity treatment, a pro­
grammatic approach with multidisciplinary 
support is essential. 

Hypertension 

Problem 

The prevalence of hypertension among pa­
tients with diabetes, particularly NIDDM, is 
extremely high (Hall, 1986). Estimates run be­
tween 30% and 60%, increasing with age and 
the duration of the diabetes (Runyan, 1988). 
The pathophysiology of hypertension in dia­
betes is multifactorial and not fully under­
stood. Elevated levels of plasma insulin, a char­
acteristic of many patients with NIDDM who 
are "insulin-resistant," may cause sodium re­
tention by the kidney, leading to increases in 
blood volume that result in hypertension (Hall, 
1986; Peterson & Jovanovic-Peterson, 1988). Al­
ternatively, insulin-deficient patients may be 
unable to eliminate salt and water because of 
renal insufficiency; the result is, again, hyper­
tension (Hall, 1986). 

Hypertension is viewed as the most impor­
tant factor in accelerating the development of 
renal disease and retinopathy (American Dia­
betes Association, 1988). Diabetic patients with 
hypertension are also at increased risk of the 
full range of cardiovascular complications of 
diabetes, including coronary artery disease, 
myocardial infarction, stroke, and retinopathy. 
In upper age groups, over 70% of the deaths of 
diabetics are due to renal and cardiovascular 
complications (Runyan, 1988). Obesity, another 
cardiovascular risk factor, is present in about 
80% of patients with both diabetes and hyper­
tension. Thus, hypertension, diabetes, and ob­
esity often present clinically as a triad. 

Implications and Interoentions 

The treatment of hypertension is compli­
cated because of the need to avoid pharmaco-

logical interventions that will adversely affect 
glucose control or lipid levels. Beta blockers are 
generally avoided because they raise lipid levels 
and decrease insulin secretion and may cause 
hypoglycemia while masking many of its symp­
toms. There are other antihypertensive drugs 
that do not have these side effects, including 
angiotensin-converting enzyme (ACE) inhibi­
tors, alpha 1 and alpha 2 blockers, and calcium 
channel blockers (Peterson & Jovanovic-Peter­
son, 1988). However, nonpharmacological in­
terventions should be the treatment of first 
choice in approaching hypertension among 
persons with diabetes. 

Peterson and Jovanovic-Peterson (1988) advo­
cated a multifaceted approach directed toward 
normalizing blood glucose and weight, increas­
ing exercise, eliminating smoking and alcohol, 
and reducing stress and sodium intake. Weight 
reduction is the primary consideration for the 
large number of patients who have the triad of 
diabetes, hypertension, and obesity because it 
reduces the insulin resistance common to all 
three diseases, as well as blood glucose and 
blood pressure levels. Behavioral techniques 
are useful in modifying eating behavior (see 
"Obesity"), alcohol consumption, smoking, 
and exercise. Biofeedback and relaxation tech­
niques are useful in teaching patients to cope 
better with stress and may help to reduce hy­
pertension. Patients with hypertension and di­
abetes should be assessed with respect to their 
potential to benefit from weight loss, lifestyle 
change, and stress reduction. 

Sexual Dysfunction 

Problem 

Sexual dysfunction, particularly impotence, 
is a serious and well-documented problem 
among diabetic males; it can occur any time 
after adolescence. The prevalence of impotence 
among diabetic men has been found to be as 
high as 50-60%, far higher than in the normal 
male population (Ellenberg, 1983). Although 
up to 90% of impotence in the general popula­
tion is due to psychological causes, 80-90% of 
the impotence among men with diabetes is at 



CHAPTER 26 • DIABETES 

least partly organic or neurological (Clarke, 
1988). The latter sources of impotence include 
congenital abnormalities, trauma, systemic dis­
ease, vascular disease, endocrine deficiency, 
and central, spinal, and peripheral neuropathy. 
Impotence can also be induced by drugs, in­
cluding certain antihypertensives and anti­
depressants. It is common for impotence to 
have multiple determinants and to be exacer­
bated by problems of psychological adapta­
tion. For example, Clarke (1988) discussed a 
case of impotence in a male diabetic that origi­
nated in metabolic control but was exacerbated 
by alcohol consumption and performance anx­
iety. 

The organic and neurological sources of im­
potence in diabetic men are relatively well un­
derstood, and there are fairly clear bases for 
distinguishing these from psychological eti­
ologies. Autonomic neuropathy, one of the ma­
jor complications of diabetes, is also the major 
cause of organic impotence (Ellenberg, 1983). 
Diabetic autonomic neuropathy involving the 
pelvic parasympathetic nerves prevents any 
possibility of an erection by blocking the path­
way for the neurological reflex that dilates the 
penile arteries. This blocking of the reflex has 
important implications for differential diag­
nosis. 

Impotence due to autonomic neuropathy has 
a gradual and progressive onset, developing 
over a period of months or years. Erections 
become less firm and less frequent over this 
period, eventually fading away altogether. les­
ticular sensitivity is also lost, but libido and 
ejaculation remain intact (Clarke, 1988). By 
contrast, impotence of psychological origin of­
ten has a more sudden onset and may be asso­
ciated with specific circumstances or partners. 
Masturbation may continue to be effective in 
bringing about erections, and nocturnal erec­
tions still occur. Testicular sensitivity remains, 
but libido is often diminished. 

In women, the role of organic factors is not as 
clear or well understood. There is evidence that 
women with Type II diabetes have an increased 
prevalence of sexual dysfunctions, but this dif­
ference does not hold up among those with 
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Type I diabetes (Schreiner-Engel, 1988). If or­
ganic or neurological mechanisms were the 
primary cause of sexual dysfunction in diabetic 
women, then one would expect the prevalence 
of these problems to be at least as great among 
Type I women as among Type II women. Psy­
chological factors may offer a better explana­
tion. For example, Schreiner-Engel (1988) sug­
gested that the relatively early onset of Type I 
diabetes may enable women to incorporate the 
presence of the disease into their developing 
sexual identities and relationships. By contrast, 
the later onset of Type II diabetes may have a 
much more detrimental effect on preexisting 
female sexual identity, self-image, and marital 
relationships. 

Implications and Interventions 

Although there is no hope of restoring a nor­
mal erection in men who suffer from diabetic 
autonomic neuropathy, aids are available that 
allow the individual to engage in vaginal in­
tercourse. These include penile implants, suc­
tion-constriction devices, and external me­
chanical aids (Witherington, 1989). Because the 
use of these devices involves major adaptation 
and commitment by both sexual partners, psy­
chological counseling is an important compo­
nent of this treatment approach. In treating 
diabetic patients, the practitioner must be aware 
of the increased probability of sexual dysfunc­
tion, and whether organic factors are clearly 
implicated in the etiology of sexual dysfunc­
tion or not, psychological factors must always 
be addressed. Treatment includes a variety of 
approaches, including individual counseling 
or psychotherapy, marital counseling, and/or 
sexual therapy. 

Incontinence 

Problem 

One of the more psychologically and socially 
disturbing consequences of neuropathy can be 
fecal incontinence. Neuropathy can lead to loss 
of feeling in the rectum. Rectal distension sen-
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sations are the typical signal that a bowel move­
ment is pending and that one needs to find a 
bathroom or to tighten the external anal sphinc­
ter muscle to prevent fecal leakage. Additionally, 
neuropathy can lead to loss of control of the 
anal sphincter muscles, which results in failure 
to prevent a bowel movement. Although a low­
frequency complication, incontinence may have 
major ramifications: damage to one's self-con­
cept and restrictions of one's social activities in 
fear of having a humiliating fecal accident in 
public. Like sexual dysfunction, this is a com­
plication that is frequently not discussed by 
either patient or health care provider. 

Implications and Interoentions 

Interventions occur at two levels: First, if the 
accidents are uncontrollable, individuals can 
be helped to accept and cope with the problem. 
The patient can be assisted in developing hy­
gienic behaviors such as frequent toileting, 
using enemas, wearing adult diapers, and using 
deodorants that allow the resumption of social 
activities. Handicapped parking stickers can 
alleviate the concern that "If I have an accident, 
I won't be able to get to my car to leave the 
situation and care for myself." Second, anal 
EMG (Sims, Remler, & Cox, 1988) and mano­
metric biofeedback procedures (MacLeod, 1983) 
have been demonstrated to treat incontinence 
effectively. Manometric biofeedback involves 
placing a balloon in the rectum, inflating that 
balloon to simulate a stool, and having pres­
sure sensors from the balloon display the rectal 
distension on a polygraph. This feedback is 
designed to train individuals to discriminate 
the sensations of a full rectum. An additional 
balloon is inflated in the anal canal, with pres­
sure sensors displaying external anal sphincter 
strength on the polygraph. This procedure al­
lows patients to see the activity of the sphinc­
ter, and permits training and strengthening of 
this muscle. Surface EMG biofeedback involves 
the use of routine biofeedback devices using 
pediatric disposable EKG electrodes taped bi­
laterally to the anal opening to monitor and 
subsequently train striated external anal sphinc­
ter EMG. 

Problem 

Symptom Recognition 
and Interpretation 

Diabetic hypoglycemia and hyperglycemia 
are associated with physical symptoms, al­
though the specific symptomatology differs 
from individual to individual. At first glance, 
the relationship between diabetic blood glucose 
symptoms and clinical problems may not be 
obvious. However, our experience in both treat­
ment and research has repeatedly shown that 
the failure to accurately interpret blood glucose 
symptoms is a significant contributor to psy­
chological distress and problems with self­
treatment (Cox etal., 1986; Gonder-Frederick & 
Cox, 1990). ,Hypoglycemic symptoms appear 
to present the most difficulties for persons with 
diabetes, partly because the physiological ef­
fects of hypoglycemia, such as epinephrine se­
cretion and neuroglycopenia, result in mood 
lability and feelings of anxiety, irritability, and 
confusion (Gonder-Frederick et al., 1989). 

For some individuals, it is difficult to distin­
guish hypoglycemia-related mood changes 
and genuine emotional responses. They fre­
quently misattribute their mood lability to 
some other source. This misattribution may 
cause problems in self-perception and interper­
sonal relationships. For example, the anxi­
etylike symptoms associated with hypoglyce­
mia may be misinterpreted as a panic attack, or 
genuine anxiety symptoms may be misattrib­
uted to low BG. The negative emotional feel­
ings that occur with hypoglycemia may also be 
mistakenly attributed to people in the environ­
ment, such as co-workers, friends, spouses, 
and children, with obvious negative implica­
tions for social interactions and relationships. 
In addition to the misattribution of emotions, 
the inability to recognize hypoglycemic symp­
toms may cause other forms of interpersonal 
stress. Bizarre responses and behaviors may 
occur with hypoglycemia, as well as extreme 
mood change, resulting in significant social 
and occupational problems, and even in job 
loss for some individuals. 

Failure to recognize glucose symptoms, both 
hypoglycemic and hyperglycemic, interferes 
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with optimal self-treatment and diabetes con­
trol (Gonder-Frederick & Cox, 1990; O'Con­
nell, Hamera, Knapp, Cassmeyer, Eaks, & Fox, 
1984). A person cannot treat and correct unac­
ceptably low or high BG levels that are unde­
tected. Our own research, as well as others', 
has repeatedly demonstrated that persons with 
diabetes frequently fail to detect glucose symp­
toms (Cox, Clarke, Pohl, Gonder-Frederick, 
Hoover, Zimbelman, & Pennebaker, 1985; Gon­
der-Frederick, Cox, Pennebaker, & Bobbitt, 
1986). For example, it is very common for indi­
viduals to "miss" the early, more subtle hypo­
glycemic symptoms, which if untreated may 
result in severe hypoglycemia. Because of au­
tonomic neuropathy and other physiological 
changes, symptoms may also disappear or al­
ter as diabetes progresses, and individuals may 
be unable to rely on cues that previously served 
as indicators of hypo- and hyperglycemia. 

Implications and Interoentions 

Because of the frequency and significance of 
problems in symptom recognition, we have de­
veloped an intervention specifically designed 
to improve BG detection and estimation in dia­
betic patients. Blood glucose awareness train­
ing (BGAT) involves systematic instruction in 
two major areas: awareness of the symptoms, 
moods, and cognitive changes that signal BG 
extremes and awareness of the environmental 
and behavioral factors that influence BG. Ses­
sions are conducted weekly in a group setting 
for seven weeks. Throughout BGAT, the partic­
ipants complete a BG diary that requires them 
to estimate their own glucose level several 
times each day. To complete a diary entry, they 
record all of the information (symptoms, food, 
and time of day) relevant to their estimate, 
estimate their BG, and then measure their ac­
tual BG level. The accuracy of the estimate is 
then evaluated and graphed. The positive ef­
fects of this systematic instruction and feed­
back have now been documented in several 
studies (Cox, Carter, Gonder-Frederick, Clarke, 
& Pohl, 1988; Cox, Gonder-Frederick, Julian, 
Carter, & Clarke, 1989); BGAT produces im-
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provements in estimation accuracy and meta­
bolic control. 

If formal BGAT is not feasible, the clinician 
should still consider and assess the influence of 
BG symptomatology on presenting problems, 
especially with self-reported episodes of mood 
lability or anxiety attacks. This can be done by 
having the patient monitor and record both 
daily moods and physical symptoms, along 
with concurrent BG levels that are analyzed for 
patterns and relationships. If BG fluctuations 
are a contributing factor, then either normaliza­
tion of glucose levels to reduce symptoms or 
improved recognition of glucose symptoms 
may offer some relief. Although BG fluctua­
tions are typically ignored as a significant fac­
tor, it has been our experience that practitioners 
are likely to encounter situations where glucose 
symptomatology exacerbates other psychologi­
cal and social difficulties (see Case Study 2). 

Phobias 

Problem 

From a simplistic perspective, the theoretical 
model of in vivo exposure would suggest that 
individuals with diabetes should not be afraid 
of injections or finger pricks for self-monitoring 
of BG (SMBG), because they experience both 
regularly. However, it has been our experience 
that a minority of patients have a significant 
fear of such routine behaviors that functions as 
a barrier to their frequent routine performance. 
For example, instead of using a multiple injec­
tion regimen or doing 5MBG four times a day, 
patients use a single injection or measure their 
blood glucose only when absolutely necessary. 

During these routine behaviors, such pa­
tients frequently engage in a lot of muscle brac­
ing, hypoventilation, and either anxiety-pro­
voking ("It is going to hurt; I can't do it") or 
dissociative ("Its not really happening to me") 
cognitions. Patients with such difficulties are 
often embarrassed by their fears and may try to 
hide them. However, these fears are typically 
detectable both by reviewing the low frequency 
of such self-care behaviors and by watching 
their performance. 
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Hypoglycemia can lead to aversive physical 
symptoms, mood disruptions, cognitive dys­
functions, accidents, and even death. As a re­
sult of such personal or vicarious traumatic 
experiences, psychologically predisposed indi­
viduals may develop a phobia to hypoglyce­
mia. This can lead the patient either to avoid­
ance behaviors that result in elevated blood 
glucose, that provides a cushion between their 
regular blood glucose level and the dreaded 
hypoglycemia, or to agoraphobiclike symp­
toms, where the patient fears being left alone, 
which represents the possibility of no one be­
ing available to treat their hypoglycemia (Cox 
et al., 1987). 

It is also possible that people lacking a healthy 
fear of hypoglycemia may be more vulnerable to 
severe hypoglycemic episodes and would ben­
efit from emotional reconditioning to enhance 
their respect for the seriousness of hypogly­
cemia. This reconditioning may be extremely 
important, as approximately one diabetic pa­
tient in eight has a severe hypoglycemic epi­
sode yearly, that may not only result in life- and 
property-threatening accidents but also lead to 
permanent cognitive deficits (Wredling, Lins, 
Adamson, Theorell, & Levander, 1988). 

Implications and Interoentions 

Once such fears are detected and evaluated, 
they may resolve with typical fear-reducing be­
havioral interventions, such as reciprocally in­
hibiting relaxation training and cognitive re­
structuring, hypnosis, or, in rare instances, 
more in-depth psychotherapy. 

Fear of hypoglycemia may be a little more 
difficult, as it is difficult to expose an individ­
ual systematically to in vivo graded hypoglyce- . 
mia, and hypoglycemia should be reasonably 
feared. Although it has not yet been tested, 
theoretically individuals with such fears and 
elevated glycosylated hemoglobins can be iden­
tified and put through a fear reduction process 
of education, in vivo exposure to hypoglyce­
mia, cognitive restructuring, and blood glu­
cose awareness training. Individuals are typ­
ically hypoglycemic just before meals, when 
insulin action is peaking, or sometimes follow-

ing intensive exercise. These naturally occur­
ring events may be a primary source of in vivo 
exposure to hypoglycemia. 

Assessment 

When a patient sees a health care profes­
sional, the typical agenda is to assess current 
blood glucose control and the development 
and progression of any physical complications. 
Consequently, the focus is on diaries of blood 
glucose and insulin records, and on a physical 
exam of the eyes, heart, and feet. Because of 
this limited focus, the press for time, and the 
limited treatment options, frequently little at­
tention is given to a psychological examination. 

The routine screening of psychological symp­
toms is important not only because individuals 
with diabetes are more vulnerable to psycho­
logical distress, but also because psychological 
distress may significantly disrupt patients' self­
care behaviors and may thus put them at risk of 
acute and chronic complications. 

To avoid confusion, it must be said that we 
are not implying that all or even most individ­
uals with diabetes have significant psychologi­
cal disturbances. What we are saying is that 
psychological symptoms are common and may 
have serious ramifications; therefore, they jus­
tify routine screening, similar to the routine 
retina exams given because of the increased 
risk of retinopathy. In assessing psychological 
functioning, one must consider two dimen­
sions: the premorbid-postmorbid dimension 
and the psychological-physical dimension (see 
Figure 1). 

Individuals with diabetes have a pre morbid 
personality on which the disease diagnosis 
and management is superimposed. A passive­
dependent personality may respond very dif­
ferently to the demands of self-injection and 
self-measurement of blood glucose from an ob­
sessive-compulsive personality (Jacobson & 
Hauser, 1983). These factors should be assessed 
with traditional psychological assessment 
tools. Because the focus here is on a static pre­
existing personality, such an assessment need 
be done only once. 
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Physical 

e.g. Thyroid screening e.g. Symptom·BG monitoring 

Premorbid Postmorbid 

e.g. MMPI e.g. Table 3 

Psychologic.?~ 

Figure 1. A conceptual model of considerations in the psy­
chological assessment of patients with diabetes. 

The postmorbid factors are diabetes-specific 
behaviors, adjustment reactions to the diabetes 
itself, and general psychological changes that 
occur following diagnosis. Skyler (1981a) called 
for the development of diabetes-specific in­
struments that would more specifically ad­
dress the unique needs of the patient with and 
the demands of diabetes. Although there has 
been a groundswell of support for this idea it is 
important to realize that the traditional psy­
chological tools have their place, such as the 
assessment of depression and anxiety. Like ret­
inopathy, this type of general screening should 
be routinely done on at least an annual basis. 
Table 2 illustrates such a screening instrument. 

Psychological symptoms may have either a 
psychological or a physiological basis (see Case 
Study 2). For example, lethargy and depression 
can be caused by chronic hyperglycemia second­
ary to caloric loss and increased acidosis and 
blood-urea nitrogen (BUN). Chronic pain syn­
dromes may be influenced, in part, by hypergly­
cemia, which may lower the pain threshold 
(Herrman-Lee, 1989). Anxiety, irritability, atypi­
cally increased sexual arousal, and apparent 
irrational behaviors may be due to hypoglyce­
mia (Gonder-Frederick, Cox, Bobbitt, & Penne­
baker, 1989). Acute cognitive dysfunction both 
during an assessment session and elsewhere 
may be due to hypoglycemic neuroglycopenia 
(Ryan, 1988). 
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Although traditionally it has been difficult to 
separate endogenous from exogenous depres­
sion in individuals with chronic illness, the 
potential etiological role of blood glucose can 
be assessed in two ways: First, in a behavioral 
analysis, blood glucose may be monitored dur­
ing times when the psychological symptom is 
present and when it is not, for a determination 
of any blood glucose-symptom patterns (see 
Case Study 2). Second, the relation of eu­
glycemia and the abatement of symptoms can 
be established. If the symptoms are associated 
with hypoglycemia, the symptoms should re­
solve in a matters of minutes, whereas if the 
symptoms are due to chronic hyperglycemia, 
they may not resolve until after a week of good 
metabolic control. 

Health care providers are generally not going 
to look for psychological morbidity; and conse­
quently, they infrequently refer their patients 
for either psychological evaluation or interven­
tion. Therefore, it may be useful to have the 
diabetic unit routinely administer a very brief 
psychological screening. When patients en­
dorse certain items in certain ways, further 
inquiry is indicated. This could result in a psy­
chological consultation, an informal call to a 
staff psychologist, or further questioning by 
the medical staff (see Table 2). 

In addition to standard psychological and 
neuropsychological test instruments, new dia­
betes-specific instruments for psychological­
postmorbid conditions should be considered. 
Examples of these appear in Table 3. 

Case Studies: Clinical Problems 
Associated with Diabetes 

Case Study 1 

The patient was a 46-year-old while female with a 
four-year history of NIDDM and morbid obesity 
(5' 4", 254 pounds) of 25 years duration. The treat­
ment of her diabetes had included attempted weight 
loss, exercise, and oral hypoglycemic agents. Many 
options had been tried to achieve weight loss, in­
cluding supplemented fasting, "fad" diets, hyp­
nosis, diet pills. diet clubs, and having her jaws 
wired for three months. Some months before, a ran-
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Table 2. Diabetes Psychological Screening Questionnairea 

Name ______________ _ Date ____ _ 

1. How do you feel about having diabetes? (check one) 
_ I find it hard to believe that I really have diabetes. 
_ It makes me angry. "Why me?" 
_ If I do the right things, it will go away. 
_ It means that life and my body will never be the same. 
_ It is one of life's problems and I just try to handle it. 

2. How often would you say arguments or conflicts in your family happen? Place an X in the 
parentheses ( ) above the phrase that best describes how often arguments or conflicts occur. 

( ) ( ) ( ) ( ) ( ) ( ) ( ) 
Almost Much less Less often About More often Much Almost 
never often than than average than more often constantly 

typical typical typical than 
families families families typical 

families 

_No 3. Do you have any difficulty with your sexual functioning? _ Yes 

Not at all Extremely 

4. How serious do you think your diabetes is? 
5. How likely do you think it is that you will develop 

any complications of diabetes or that existing com­
plications will worsen? 

6. How effective do you think your diabetes treat­
ment is at preventing serious long-term complica­
tions? 

7. How much of a hardship or burden is your dia­
betes care? 

8. How difficult is it for you to take care of your dia­
betes? 

9. How satisfied are you with your involvement in 

1 234 5 

1 2 3 4 5 

1 2 3 4 5 

12345 

1 2 3 4 5 

making decisions about your diabetes care? 1 2 3 4 5 
10. To what extent do you feel sad, little interest in 

life, and low energy levels? 1 2 3 4 5 
11. How much do your family and friends help care 

for your diabetes? 1 2 3 4 5 
12. To what extent do you worry about and keep your 

blood sugar high to avoid severe low-blood-sugar 
reactions (an insulin reaction)? 1 2 3 4 5 

13. Do you smoke? _ Yes _ No 
14. How many alcoholic drinks do you have each day? _ a day 
15. All things considered, how satisfied would you say you are with your life with your life right 

now. Place an X in the parentheses ( ) above the word or phrase that best describes how 
satisfied you are. 

( ) ( ) ( ) ( ) ( ) ( ) ( ) 
Very Satisfied Somewhat Neither Somewhat Dissatisfied Very 

satisfied satisfied satisfied dissatisfied dissatisfied 
nor 

dissatisfied 

16. Is there anything not asked in this questionnaire that you would like to tell your health care 
provider? 

'Item content: 1 = adjustment; 2 = family stress; 3 = sexual dysfunction; 4-7 = health beliefs; 8 = barriers; 9 = 
patient-practitioner relationship; 10 = depreSSion; 11 = social support; 12 = fear of hypoglycemia; 13-14 = 
health behavior; 15 = quality of life; 16 = other information. 
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Table 3. Diabetes-Specific Assessment Instruments 

Number 
Instrument Reference of items 

ATT-39 Dunn et al. (1986) 39 
Barriers Scale Irvine et al. (1989) 54 

Diabetes Locus of Control Bradley et al. (1984) 42 
Scale 

Diabetes Family Behavior Schafer et al. (1986) 16 
Checklist 

Hypoglycemic Fear Survey Cox et al. (1987) 27 

Diabetes Knowledge Scale Garrard et al. (1987) 15 
Diabetes Health Belief Harris et al. (1987) 38 

Scale 
Diabetes Quality of Life DCCT (1988) 46 

Scale 
Male Sexual Dysfunction Abel et al. (1982) 7 

Questionnaire 

dom blood glucose test yielded a value of 296 mg/dl, 
and her glycosylated hemoglobin was 20.1%; both 
were extremely high values. At that time, the op­
tions available to her for diabetes and weight control 
were presented, including insulin therapy, the gas­
tric bubble, and gastric stapling. She refused all of 
these. It was explained that she was at acute risk of 
developing complications of diabetes. She stated 
that she understood but was helpless to do anything 
about her problems. She was willing to see a psy­
chologist, and a referral was made. 

The patient was seen for abou t 25 sessions over the 
course of a year. The treatment focused on (1) help­
ing the patient to understand the reasons for her 
inability to cope more effectively with diabetes self­
care, particularly weight loss, and (2) working with 
the patient to develop behavioral strategies for con­
trolling her eating behavior. The outcomes of treat­
ment were limited improvements in eating behavior 
(decreased bingeing and the development of a 1,500-
calorie meal plan) and glycosylated hemoglobin 
(17.1%), as well as a better understanding by the 
patient of how her values and health-related beliefs 
influenced her efforts to control her eating. With 
respect to the latter, the patient came to realize that 
dating and past sexual experiences had made her 
extremely ambivalent about the possibility of losing 
weight and becoming more physically attractive. 
Also, as long as the threat of complications from 
diabetes remained theoretical, the patient was un-

Assessment objective 

General psychological adjustment to diabetes 
Environmental factors that block or interfere with ex­

ecution of self-care behaviors 
Locus of control scale that identifies patients who are 

poor risks for pump therapy 
Family factors that enhance appropriate self-care be­

haviors 
Identification of patients with significant fear of fu­

ture hypoglycemic episodes that may lead to poor 
metabolic control 

A generic clinical diabetes knowledge scale 
Assessment of severity or vulnerability and cost-ben­

efit dimensions of the health belief model 
Quality-of-life scale measuring satisfaction, impact, 

and social and diabetes worry 
Differentiates psychogenic from organic impotence 

willing to sacrifice the pleasure she derived from her 
lifestyle for potential improvements in health. The 
patient left therapy with a clearer understanding and 
acceptance of the risks she was running, and why 
she was doing so. 

The value of this case in the present context is 
twofold. First, it illustrates the difficulties that psy­
chologists can expect to encounter in the area of 
diabetes self-care. Second, it highlights some of the 
complexities that arise when psychological treat­
ment is used as a tool to achieve medically desirable 
lifestyle changes. Because of the importance of the 
patient's own values and goals, it may be that a result 
that would be seen as a "failure" from a medical 
point of view is at least acceptable from a psychologi­
cal perspective. 

Case Study 2 

A couple in their mid-40s, married for 18 years, 
presented to the behavioral medicine clinic com­
plaining of problems with the husband's hypoglyce­
mia. He had had diabetes for 23 years and used 
insulin pump therapy to control his blood glucose. 
The wife reported that he was having frequent hypo­
glycemic episodes, which were quite frightening to 
her, and that he often became very irritable when 
these episodes occurred. The husband admitted to 
recent mood lability but denied that it was related to 
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his diabetes. Further assessment revealed a long 
history of frequent arguments, difficulty in expres­
sing emotions, and an inability to resolve conflicts. 

A treatment plan was designed to address both 
the diabetes-specific and the more traditional mari­
tal problems. The husband first underwent glucose 
counterregulation testing (constant intravenous in­
sulin infusion until hypoglycemia occurs to allow an 
assessment of the ability to hormonally stabilize or 
reverse blood glucose). The test revealed (1) defec­
tive counterregulation and (2) an inability to detect 
hypoglycemia despite neuroglycopenic sympto~s. 

Throughout his 11 weekly therapy sessions, the 
husband kept a blood glucose diary in which he 
recorded (1) his symptoms; (2) his estimated current 
glucose level; and (3) his actual glucose level as de­
termined by 5MBG four times daily. An analysis of 
these data showed that the husband was very fre­
quently hypoglycemic although he was unaware of 
it (e.g., estimating his glucose to be normal when it 
was actually quite low). Based on these findings, the 
husband's diabetes treatment plan was revised to 
include more frequent self-tests, snacks before physi­
cal activity, and increased trust in his wife's sugges­
tion that he test his blood glucose. 

Traditional marital therapy focused on improving 
communication and negotiation skills. A behavioral 
approach was used in which the couple learned and 
practiced more appropriate reactions in conflict situ­
ations, as well as the expression of positive emo­
tions. The homework assignments included commu­
nication and listening exercises, increased physical 
contact, and the recording of arguments. On termi­
nation, the couple had significantly decreased the 
frequency of their arguments and had improved 
their conflict resolution skills. They indulged in 
more frequent positive interactions, including tak­
ing walks and planning one weekly pleasure outing 
together. The husband's awareness of his inability to 
detect hypoglycemia and its effect on his moods 
convinced him to use 5MBG more frequently and to 
increase his efforts to avoid low blood glucose and to 
reduce his hypoglycemic episodes. 

This case illustrates the need for specific as­
sessment and intervention that focuses on the 
diabetes-related aspects of the presenting prob­
lems. In this particular case, the wife's desire to 
improve the quality of the relationship was 
greatly increased by her husband's willingness 
to change his diabetes management. The posi­
tive outcome demonstrates the potential bene-

fits of combining diabetes-specific and tradi­
tional therapeutic approaches. 

Summary 

The management of diabetes is clearly a 
complex behavioral process, influenced by a 
multitude of disease, individual, social, and 
situational variables. It is clear that behavior 
affects diabetes and that diabetes affects be­
havior. Consequently, the understanding and 
management of diabetes will progress with the 
mutual respect and collaboration of medical 
and behavioral science professionals at both a 
clinical and a research level (Cox et al., 1986). 
Major clinical problems with unique relevance 
to patients with diabetes have been described 
in this chapter. Guidelines for psychological 
assessment and interventions have also been 
presented in an effort to integrate clinical psy­
chology into the treatment of diabetes. 
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CHAPTER 27 

Psychological Theory, 
Assessment, and Interventions 
for Adult and Childhood Asthma 

Thomas L. Creer, Russ V. Reynolds, and Harry Kotses 

Introduction: Description 
of the Disorder 

Although the symptoms that comprise asthma 
were described by many ancient writers, a pre­
cise definition of asthma has eluded scholars 
and scientists alike. As Sol Permut observed, 
"It's like love-we all know what it is, but who 
would trust anybody else's definition?" (cited 
in Gross, 1980, p. 203). Gross (1980) suggested 
that Permut undoubtedly made his remarks 
because 

the etiology or etiologies are obscure, the clinical 
picture is diverse, and the pathophysiological mecha­
nisms are seemingly multiple, yet it borders or over­
laps other conditions to the extent that it makes it 
necessary to decide "what is asthma and what is 
not," if we wish to communicate what is being re­
ferred to. (p. 203) 

The problem of defining asthma is illus­
trated by comparing three definitions. Pearl­
man (1984) emphasized that asthma is a disor-
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der of the bronchial tree in which there is recur­
rent and at least partially reversible gener­
alized obstruction to airflow. Williams (1982) 
stressed the hyperirritability of the airway to 
various stimuli and the extreme variability of 
the disorder. Finally, a definition by a commit­
tee of the American Thoracic Society (1987) fea­
tures the characteristic that attacks can reverse 
either with treatment or spontaneously. Con­
sidering all these descriptions, the following 
definition might be proposed: Asthma is a dis­
order characterized by increased hyperreac­
tivity of the airways to various stimuli, includ­
ing (1) allergens; (2) nonspecific irritants, such 
as exercise and cold air; and (3) infections. Sev­
eral responses may occur, including (1) con­
striction of the smooth muscle in the bronchial 
wall; (2) swelling of the bronchial walls; (3) 
increased mucus secretion; (4) infiltration of 
the inflammatory cells; or (5) a combination of 
these factors. The occurrence of these re­
sponses is commonly referred to as an asthma 
attack; these attacks, episodes, or flare-ups oc­
cur intermittently, vary in severity, and may 
reverse either spontaneously or as a result of 
treatment. This definition emphasizes four 
major characteristics of asthma: the hyperreac-
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tivity of the airways and the intermittency, vari­
ability, and reversibility of attacks. 

Hyperreactivity of the Airways 

Stimuli that have no effect when inhaled by 
normal individuals can trigger bronchocon­
striction in patients with asthma. An increas­
ingly large number of stimuli have been identi­
fied as producing attacks, although the specific 
stimuli that trigger episodes vary both from 
patient to patient and from attack to attack in 
the same patient. There are patients, mainly 
children, who suffer seasonal asthma. They 
experience asthma when allergen counts are 
high but are often asthma-free during the re­
mainder of the year. They are sometimes said to 
have extrinsic asthma because their attack trig­
gers are outside the body. A second category of 
patients, often adults with late-onset asthma, 
experience flare-ups on a perennial basis. A 
gamut of stimuli may trigger their attacks, in­
cluding nonspecific irritants and infections. 
Their asthma is often referred to as intrinsic or 
ideopathic with precipitating stimuli that are 
hard to identify. (To further complicate this 
picture, most patients have mixed asthma; this 
means that both extrinsic and intrinsic stimuli 
trigger their attacks.) 

Intermittency of Attacks 

The frequency of attacks varies from individ­
ual to individual and, for any given patient, 
from time to time. A patient may suffer several 
attacks during a day or may go months, even 
years, between attacks. The frequency of at­
tacks suffered by a particular patient is a func­
tion of the number and diversity of the stimuli 
that trigger his or her asthma. As noted, some 
patients suffer attacks only during certain sea­
sons when pollens are present in their environ­
ment; for others, however, any number and 
variety of stimuli can precipitate flare-ups. 

Variability of Attacks 

Variability refers to the severity both of dis­
crete attacks and of the overall condition of a 
patient's asthma. This characteristic was sug-

gested by Williams (1982) to be the reason 
why asthma has escaped a precise definition. 
Asthma severity presents two major concerns 
to medical and behavioral scientists. First, 
there is no standard way of classifying either a 
given attack or the overall course of a patient's 
disorder as mild, moderate, or severe asthma. 
Second, the lack of operational definitions con­
cerning the severity of attacks complicates the 
already intricate matter of assessing a condi­
tion that may change over time. 

Reversibility of Asthma 

Reversibility is the sine qua non of asthma 
according to McFadden (1980); it distinguishes 
the condition from other types of respiratory 
conditions, particularly emphysema, where 
there is no reversibility. This characteristic pre­
sents two major concerns to the asthma treat­
ment team. First, reversibility is a relative con­
dition. Although the majority of patients show 
complete reversibility of airway obstruction, 
others do not, even with intensive therapy. Sec­
ond, the ability of attacks to remit sponta­
neously makes it difficult to establish, with 
certainty, which intervention produced the 
change (Creer, 1982). 

Psychological Iactors: 
A Systems Perspective 

Although psychological variables are impor­
tant in the assessment and treatment of many 
cases of adult and childhood asthma, they are 
not causative in a primary sense; psychological 
events precipitate or exacerbate asthma only for 
those individuals with hypersensitive airways 
(Sadler, 1982). Because the relationship be­
tween psychological variables and illness is re­
ciprocally multidirectional, a concise summary 
of the connections between thoughts, emo­
tions, actions, environment, and physiological 
asthmatic processes is not possible (see Engel, 
1986; Tobin, Reynolds, Holroyd, & Creer, 1986). 
Therefore, any discussion of psychological fac­
tors and asthma is likely to oversimplify the 
clinical reality of a single case. 

Two useful schemes assist our thinking about 
the relationship of psychological events, psy-
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chological interventions, and asthma. Matus 
(1981) outlined three levels of psychological fac­
tors that operate with asthma: psychological 
precipitants, such as emotional arousal, that 
have a direct effect on lung function; psycho­
logical exacerbants, such as panic, that contrib­
ute to a worsening of asthma because of their 
inhibiting effects on adequate self-care actions; 
and psychological factors, such as secondary 
gain, low self-esteem, or inadequate asthma 
knowledge, that interfere with preventive ac­
tions. Similarly, Creer (1982) discussed three 
levels of psychological interventions: psycho­
therapy aimed at resolving the conflicts that 
hypothetically cause asthma (an approach now 
in disfavor); the institution of behavioral proce­
dures, such as relaxation, for their direct effects 
on lung function; and the use of behavioral and 
psychotherapeutic methods to modify behav­
ior (e.g., medication noncompliance) or to re­
solve conflict (e.g., ambivalence about author­
ity figures such as physicians) that has led 
indirectly to the mismanagement of the pa­
tient's asthma. 

The next section of this chapter focuses on 
the hypothesized direct effects of emotion, 
stress, and relaxation on lung function. The 
subsequent section provides an overview of 
behavioral and psychotherapeutic interven­
tions targeted for psychological factors that 
contribute indirectly to asthma. 

Direct Psychological Effects: 
Stress and Relaxation 

A direct link between asthma and psycho­
logical factors has been hypothesized for over 
two millennia. In the Middle Ages, Maimoni­
des reiterated some of the teachings of Hippo­
crates when he wrote that mental anguish or 
distress in asthma patients prevented normal 
respiration. In the modern era, a similar theme 
was echoed first by Mackenzie (1886), who told 
how a patient with "rose asthma" experienced 
constriction of the nasal passages, respiratory 
discomfort, tightening of the chest, and nasal 
secretion when brought into contact with an arti­
ficial rose. The ideas embodied both in the an­
cient teachings and in the more recent clinical 
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observations culminated, in the 20th century, 
in the psychosomatic formulation of asthma. 

Despite the long association between asthma 
and psychology, the systematic study of the 
role of psychological factors in asthma began 
only in recent years. The research in this area has 
focused on how psychological factors exacer­
bate or reduce asthma. Psychological factors 
associated with the exacerbation of asthma in­
volve stress; factors associated with the reduc­
tion of asthma have to do with relaxation. Kot­
ses, Hindi-Alexander, and Creer (1989) recently 
reviewed research that showed that stress and 
relaxation, respectively, exacerbated and re­
duced asthma. Although the findings from this 
work are both positive and unambiguous, the 
authors' interpretation is subject to debate. 

Experimental Evidence for Direct 
Psychological fuctors in Asthma 

Three approaches have been used experi­
mentally to bring about increases in airflow 
resistance in asthma patients: threat of aversive 
stimulation, imagination of aversive events, 
and performance of aversive tasks (see Kotses 
et al., 1989). The most popular of the three, 
threat of aversive stimulation, involves the use 
of a suggestion procedure. Patients have been 
told they would experience symptoms of asthma 
after inhaling a substance that was identified as 
a bronchoconstrictor. Usually, a neutral sub­
stance was administered. In a few cases, how­
ever, a bronchoconstrictor was administered to 
determine how the response to the drug plus 
the warning differed from the response to only 
the drug (see Kotses et al., 1989). 

When a neutral substance is presented as a 
bronchoconstrictor, many asthma patients ex­
hibit increases in airflow resistance. When a 
bronchoconstrictor is administered and identi­
fied, asthma patients exhibit a greater increase 
in airflow resistance than they do when the 
same drug is administered without identifica­
tion. These findings parallel those from other 
experiments, in which asthma patients either 
imagined aversive events or performed aver­
sive tasks. Adult asthma patients experienced 
increased airflow resistance when they imag­
ined asthma, cough, fear, and anger; pediatric 
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asthma patients evidenced increased airflow 
resistance when they imagined fear and anger. 
Both adult and pediatric asthma patients in­
creased airflow resistance when they watched 
stressful movies, and asthmatic adults did so 
when they performed mental arithmetic. Clearly, 
a variety of procedures have resulted in airflow 
resistance increases in asthma patients. What 
these procedures have in common is that they 
all incorporate elements of stress. On this 
basis, it may be concluded that stress is respon­
sible for airflow resistance increases in asthma 
patients (see Kotses et al., 1989). 

Just as stress exacerbates asthma, relaxation 
leads to improvement in asthma. Two ap­
proaches to relaxation have been used: general 
relaxation and limited relaxation. The most 
popular general relaxation procedure used with 
asthma patients has been a form of progressive 
relaxation training ijacobsen, 1938). It has been 
effective in producing decreases in airflow re­
sistance when used by itself (Alexander, 1972; 
Alexander, Miklich, & Hershkoff, 1972), and 
when combined with biofeedback (Davis, Saun­
ders, Creer, & Chai, 1973; Scherr, Crawford, 
Sergent, & Scherr, 1975), autogenic training 
(Alexander, Cropp, & Chai, 1979; Moore, 1965), 
guided imagery (Hock, Rodgers, Reddi, & 
Kennard, 1978), or reciprocal inhibition (Mik­
lich, Renne, Creer, Alexander, Chai, Davis, 
Hoffman, & Danker-Brown, 1977). Usually, the 
combination of progressive relaxation training 
plus another procedure results in greater im­
provement in airflow than progressive relax­
ation training alone. Other general relaxation 
procedures that have resulted in asthma im­
provement include hypnosis plus relaxation in­
structions (Ben-zvi, Spohn, Young, & Kattan, 
1982; Maher-Loughnan & Kinsley, 1968; Smith, 
Colebatch, & Clarke, 1970), suggestion of easier 
breathing (Luparello, Leist, Lourie, & Sweet, 
1970), quasi-hypnotic instructions (Tal & Mick­
lich, 1976), and imagining relaxation plus recip­
rocal inhibition (Yorkston, Eckert, McHugh, 
Philander, & Blumenthal, 1979; Yorkston, Mc­
Hugh, Brady, Serber, & Sergeant, 1974). 

Limited relaxation also effects improvements 
in asthma patients. This form of relaxation is 
achieved through electromyographic biofeed­
back training. It is called limited because its 

relaxation effects are restricted to the trained 
response (Glaus & Kotses, 1979; Kotses & Glaus, 
1982); biofeedback-induced relaxation of one 
set of muscles is not reflected in other muscles. 
Relaxation limited to the facial musculature led 
to decreases in airflow resistance in children 
with asthma immediately after training (Kot­
ses, Glaus, Bricel, Edwards, & Crawford, 1978), a 
few hours after training (Kotses, Glaus, Craw­
ford, Edwards, & Scherr, 1976), and several 
months after training (Kotses, Harver, Segreto, 
Glaus, Creer, & Young, 1989). In the latter case, 
biofeedback-induced facial relaxation was com· 
bined with instructions to practice facial relax­
ation at home without the aid of electronic feed­
back. 

The research described above clearly dem­
onstrates that stress and relaxation, respec­
tively, increase and decrease airflow resistance 
in asthma patients and thereby influence symp­
toms of asthma. These findings have been 
taken to mean that emotional or psychological 
factors modulate asthma. Contributing to the 
conclusion is the traditional idea that increased 
airflow resistance and asthma are equivalent. 
In all likelihood, however, the conclusion is not 
warranted. Asthma and increased airflow re­
sistance are not equivalent, and the effects of 
psychological factors on airflow resistance do 
not occur exclusively in asthma patients. Re­
cent work has shown that some of the proce­
dures producing airflow resistance increases 
in asthma patients also produce increases in 
healthy individuals. The procedures investi­
gated include mental arithmetic (Kotses, West­
lund, & Creer, 1987) and threat of aversive stim­
ulation (Kotses, Rawson, Wigal, & Creer, 1987). 

Psychological Assessment 
and Clinical Interventions 

General Considerations 

Physicians and other members of the medi­
cal treatment team usually refer an asthmatic 
patient for behavioral medicine or psychiatric 
consultation when the individual's asthma is 
not controlled, despite the use of usual and 
appropriate medical care. In addition, a patient 
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may be referred to a clinical psychologist be­
cause it is suspected that psychological factors 
contribute to or in some way complicate the 
management of his or her asthma. In some 
cases, despite adequate management of the 
patient's asthma, a physician may judge that a 
psychological intervention could further im­
prove the overall asthma management and/or 
quality of life for the asthmatic. Alternately, 
some patients are referred simply because they 
are uncooperative with treatment or present 
some other behavior problem. 

The complexity of asthma as a medical disor­
der and the host of psychological factors that 
are associated with adaptation to asthma make 
it a challenging clinical problem to assess and 
treat. Two types of preliminary psychological 
assessment strategies have been developed for 
asthmatic patients. The first approach is the 
use of a checklist or structured interview such 
as the Asthma Problem Behavior Checklist 
(APBC; Creer, Marion, & Creer, 1983). This in­
strument provides self-report information con­
cerning a broad range of asthma-related behav­
ioral, emotional, and lifestyle problems. The 
content areas surveyed with the APBC include 
medication compliance, addictive behaviors, 
asthma triggers, attack early-warning signs, 
panic, assertiveness skills, psychological symp­
toms (e.g., depression), medication side ef­
fects, family conflict, limits in daily living, and 
self-management skills of the patient and the 
family. 

An alternative approach to the psychological 
assessment of an asthmatic patient is the use of 
the Battery of Asthma Illness Behavior (e.g., 
Dirks & Kinsman, 1982; Dirks & Kreischer, 
1982). This battery consists of three paper-and­
pencil instruments: the Minnesota Multiphasic 
Personality Inventory (MMPI), the Respiratory 
Illness Opinion Survey (RIOS), and the Asthma 
Symptoms Checklist (ASC). The MMPl as­
sesses general personality characteristics as in­
terpreted from the standard clinical scales and 
experimental scales (Barron, 1953; Dirks, Schraa, 
Brown, & Kinsman, 1980; Lachar, 1974; Nav­
ran, 1954). The RIOS assesses attitudes toward 
asthma and its treatment such as optimism 
about coping with the illness, regard for medi­
cal staff, locus of control over asthma manage-
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ment, and the degree of stigma patients associ­
ate with their illness (Staudenmayer, Kinsman, 
& Jones, 1978). The ASC measures the subjec­
tive symptomatology that patients experience 
during acute asthma episodes, including so­
matic symptoms (e.g., hyperventilation and 
airway obstruction), affective symptoms (e.g., 
panic-fear and irritability), and fatigue (Kins­
man, Dahlem, Spector, & Staudenmayer, 1977). 

The structured interview and the psycholog­
ical testing strategies have different inherent 
strengths and weaknesses. However, both pro­
vide a comprehensive preliminary assessment 
of asthmatic referrals. In most hospital settings, 
there is limited time to conduct an assessment, 
to formulate a treatment plan, and to carry out 
an intervention; for example, in 1984, the aver­
age hospital stay for a child admitted for asthma 
was 3.6 days (Halfon & Newacheck, 1986). 
Therefore, an efficient yet comprehensive as­
sessment, as afforded by the two methods dis­
cussed above, is a necessity. (See Matus, 1981, 
for a comprehensive overview of the assess­
ment of psychological factors that contribute to 
precipitating, exacerbating, or maintaining 
asthma.) 

SPecific Problems 

Panic and Phobic Responses 

Symptoms of panic are often associated with 
attack onset in adults and children with asthma. 
In some cases these symptoms are anticipatory 
because they occur with the mildest symptoms 
of asthma, whereas for other individuals the 
panic occurs only with moderate to severe 
asthma episodes. Asthmatic patients can also 
develop phobic reactions to medical equip­
ment and procedures, or to the hospital itself 
(Creer, 1979). In any case, panic and other fear 
reactions can contribute to the onset or worsen­
ing of an asthma episode and can directly inter­
fere with a patient's ability to make decisions 
and effectively manage an attack. Further, panic 
is implicated as contributing to asthma deaths 
in many cases (Friedman, 1984). 

Symptoms of panic include sudden appre­
hension or fear, shortness of breath, dizziness, 
choking, increased heart rate, shaking, sweat-
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ing, nausea, numbness or tingling, and chest 
pain (American Psychiatric Association, 1987). 
Several of these symptoms, such as shortness 
of breath, are common signs of asthma and 
therefore may be a simple indication of attack 
onset and not panic per se. In assessing for 
panic reactions in the context of asthma, it is 
important to document the presence of other 
symptoms, such as sudden apprehension or 
fear, that are less likely to be confounded with 
primary asthma symptoms. 

Panic assessment strategies can include the 
use of the Asthma Problem Behavior Checklist 
(Creer et al., 1983), The Panic-Fear scale on the 
MMPI (Dirks et al., 1980), the Panic-Fear scale 
on the Asthma Symptom Checklist (Kinsman 
et ai., 1977), or a simple review of the acknowl­
edged symptoms of panic (American Psychi­
atric Association, 1987). 

The treatment of choice for panic or phobic 
reactions is systematic desensitization (Wolpe, 
1958) or some other self-directed exposure 
method involving relaxation. There are gener­
ally three steps in these exposure methods. 
First, the patient is taught to relax using pro­
gressive deep-muscle (Jacobson, 1938) or some 
other form of relaxation. Second, situations or 
experiences associated with panic are arranged 
by the patient in a hierarchy from least fearful 
to most fearful. In the case of asthma-induced 
panic, such a list might include the experience 
of asthma early-warning signs or the sight of 
an emergency room. Last, the experience of 
relaxation, as induced by the chosen relaxation 
method, is paired with imagining or actual 
exposure to the feared situation(s). Several 
other sources provide a more detailed introduc­
tion to using these methods with asthmatics 
(see Creer, Renne, & Chai, 1982; Creer & Rey­
nolds, 1990a; Reynolds, Kotses, Creer, Bruss, & 
Joyner, 1989). 

The desired impact of relaxation-based expo­
sure treatments are at least threefold. First, 
they are designed to decrease anticipatory fear 
and panic before attacks. In this regard, at least 
one study has shown a long-term decrease in 
chronic anxiety following biofeedback-induced 
facial relaxation (Kotses et al., 1989). Second, 
different forms of relaxation have been found 

to have a direct effect on asthma by inducing a 
modest improvement in lung function (e.g., 
Alexander et ai., 1972; Kotses et al., 1978), al­
though these effects appear to be short-term in 
most cases (Kotses & Glaus, 1981). (Of course, 
most medication effects are time-limited fol­
lowing ingestion as well.) Third, teaching pa­
tients an active, self-initiated coping strategy 
such as relaxation can enhance their confi­
dence in their ability to manage their asthma. 
Theoretically, such a belief is thought to be 
related to the initiation and persistence of self­
management efforts (Tobin, Wigal, Winder, 
Holroyd, & Creer, 1987). 

Systematic desensitization was originally 
developed as a procedure to be used in the 
clinician's office; however, relaxation is more 
commonly introduced today as a coping skill 
that patients use primarily in their own daily 
living. Research with a variety of lifestyle-re­
lated problems has demonstrated the impor­
tance of transferring these skills to daily living. 
For example, the only biofeedback-relaxation 
study that has demonstrated long-term effects 
on asthma included a home practice compo­
nent (Kotses et ai., 1989). The use of such a 
coping-skills approach should help provide for 
the generalization of treatment effects to the 
home environment after discharge from the 
hospital. 

Medication Noncompliance 

There is little doubt that poor medication 
compliance is a significant problem in the treat­
ment of asthma. Estimates of the degree of 
medication compliance in children have been 
as low as 2% (Sublett, Pollard, Kadlec, & Ka­
ribo, 1979). Although the course of asthma is 
variable, and the direct relationship between 
interventions and asthma outcomes are diffi­
cult to determine, one study found that chil­
dren who adhere poorly to the proper use of 
theophylline, a commonly prescribed broncho­
dilator, experience more wheezing and de­
creased lung function compared to children 
who are compliant (Cluss, Epstein, Galvis, 
Fireman, & Friday, 1984). Also, the increase in 
pediatric hospitalization for asthma, despite 



CHAPTER 27 • ASTHMA 

the development of more effective medications, 
has been attributed to poor medication compli­
ance (Jerome, Wigal, & Creer, 1987). 

There are several direct and indirect methods 
of assessing compliance to asthma medication 
(Jerome et al., 1987). Such methods include 
blood and serum assays (Weinberger & Cus­
key, 1985), biological markers such as ribo­
flavin (Cluss et al., 1984), observation (Jerome et 
al., 1987), self-report via the use of a daily 
asthma diary (Creer et al., 1988), and pill or 
liquid counts (Rapoff & Christophersen, 1982). 
It's important to note that, unfortunately, sig­
nificant others, including parents, may not pro­
vide more accurate medication reports than the 
identified patient (Parish, 1986). The charac­
teristics of a particular clinical setting and pa­
tient population dictate the most appropriate 
method of assessment. 

Several interventions are suggested for im­
proving medication compliance in adult and 
child asthmatics. For example, education about 
asthma medications should be a part of any 
compliance intervention (Haynes, Taylor, & 
Sackett, 1979; Rapoff & Christophersen, 1982). 
Topics to be covered include medication mech­
anisms of action, medication benefits, and 
probable side effects. (A discussion of asthma 
education programs appears below.) Two be­
havioral techniques, shaping and contracting, 
have also been found to be effective methods of 
promoting medication compliance. Shaping in­
volves the systematic positive reinforcement of 
gradual approximations of the timely and ap­
propriate use of asthma medications (Creer & 
Reynolds, 1990b). Behavioral contracting is a 
common method used to promote adherence to 
behavioral or pharmacological prescriptions. 
This method requires that a written contract be 
developed that clearly specifies the behavioral 
goals (e.g., taking theophylline before break­
fast and dinner) and the consequences of com­
pliance and/or noncompliance (see Jerome et 
al., 1987). 

Improving asthma medication compliance 
sometimes necessitates that the patient negoti­
ate with the physician about changes in the 
medication regimen. Minimizing a regimen's 
complexity and tailoring medication use to the 
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patient's lifestyle are accepted features of an 
individualized medication regimen (Garfield, 
1982; Haynes et al., 1979). A detailed review of 
medication compliance assessment and inter­
vention methods can be found elsewhere (Je­
rome et al., 1987). 

Misperception of Asthma Severity 

Poor awareness of changes in asthma sever­
ity has been attributed to psychological factors, 
such as coping or defense styles, and to physi­
ological mechanisms, including low hypoxic 
drive (e.g., Rubinfeld & Pain, 1976; Steiner, 
Higgs, Fritz, Laszlo, & Harvey, 1987). What­
ever the process, the misperception of changes 
in lung function can adversely affect the man­
agement of asthma. For example, individuals 
who misperceive the severity of their symp­
toms are less likely to comply with their pre­
scribed medication regimen (Becker, Radius, 
Rosenstock, Drachman, Schuberth, & Teets, 
1978). Also, an inaccurate perception of asthma 
may contribute to the rising mortality rate for 
asthmatics, especially the sudden-onset deaths 
(Barger, Vollmer, Felt, & Buist, 1988). 

There are two complementary approaches to 
assessing the presence of problems caused by 
symptom misperception which may be used in 
conjunction with one another. First, the clini­
cian may inquire about a prior history of sudden­
onset attacks that required emergency medical 
treatment. A lack of general awareness of one's 
asthma symptoms and trouble in identifying 
asthma triggers may also indicate that there are 
problems with accurate symptom perception. 
The Asthma Problem Behavior Checklist, dis­
cussed above, provides a structured interview 
format for eliciting this information (Creer et 
al., 1983). Alternately, one can assess symptom 
discrimination objectively through the use of 
lung function measures. Other sources pro­
vide an adequate discussion of the lung func­
tion tests used to identify patients with percep­
tual difficulties (Gottfried, Altose, Kelsen, & 
Cherniack, 1981; Rubinfeld & Pain, 1976). 

The recommended intervention for patients 
with symptom discrimination problems (daily 
lung function assessment at home with the use 
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of a portable peak flow meter; see Williams, 
1982) is important for at least two reasons. First, 
daily lung function assessment may help pa­
tients learn to discriminate changes in airway 
obstruction (i.e., asthma severity), although re­
search has produced contradictory findings in 
this regard (Higgs, Richardson, Lea, Lewis, & 
Laszlo, 1986; Silverman, Mayer, Sabinsky, Will­
iams-Akita, Feldman, Schneider, & Chiara­
monte, 1987; Sly, Landau, & Weymouth, 1985). 
Second, lung function assessment can be used 
to confirm the onset or worsening of an attack. 
Lung function values can help patients decide 
when to implement attack prevention steps 
(e.g., drinking water and resting), to take addi­
tional as-needed medication (e.g., inhaled bron­
chodilators), or to seek emergency medical 
treatment (Reynolds et al., 1989; Williams, 
1982). 

In addition, research suggests that lung 
function values, through the use of Bayesean or 
other statistical methods, can be used to pre­
dict individual attacks for certain patients. The 
initial research suggests that patients need to 
self-monitor asthma symptoms and lung func­
tion values for at least four weeks before predic­
tion is possible (Harm, Kotses, & Creer, 1985). 
For some patients, such a sustained data collec­
tion effort is worthwhile. Probability estimates 
based on peak expiratory flow rate (PEFR) data, 
collected twice daily, have produced a three- to 
fivefold increase in the predictability of asthma 
episodes over base rate for asthmatic children 
(Harm et al., 1985; Taplin & Cree~ 1978). 

Clearly, daily peak flow assessment provides 
the technology for increasing the predictability 
of asthma episodes. However, research has yet 
to demonstrate that lung function data will be 
used by patients to improve self-management 
of their asthma. For example, the only treatment 
study to include asthma prediction training 
with other self-management training yielded 
no additional improvement in the patient's abil­
ity to manage their asthma over the effects of a 
multicomponent self-management program 
alone (Marion, 1987). 

Several technological and practical problems 
exist that may limit the effective use of lung 
function and probability data in asthma deci-

sion making and self-management for individ­
ual patients. For example, when asthma epi­
sode base rates are very low or very high, there 
will be little or no improvement and, in some 
cases, a decrement in asthma-episode-predic­
tion accuracy (Harm et al., 1985). In addition, it 
is not clear that patients will comply with self­
management recommendations even in the 
face of increased probability of asthma; they 
may disregard lung function data as they do 
other symptom feedback. Making the predic­
tion procedure as simple and clear as possible 
is likely to increase compliance. Also, no study 
has demonstrated that the improved rates are 
stable and therefore hold up over time (Taplin & 
Creer, 1978). Finally, the Bayesean model lends 
itself to the establishment of a single lung­
function cutoff score, below which a patient 
would be urged to take specific asthma man­
agement actions. Alternatively, using daily 
PEFR values in a logistic regression model, 
which can yield daily attack-probability esti­
mates for any lung function value, may provide 
more useful information to the patient and the 
health care team (Bruss, 1989). (A discussion of 
Bayesean and logistic regression prediction 
models is beyond the scope of this chapter; see 
Harm and colleagues, 1985, and SPSS, 1988.) 

Despite the empirical and practical ques­
tions that remain to be studied, anecdotal ob­
servations of adults and children with asthma 
indicate that some patients make effective use 
of lung function data in the same way that they 
make effective use of observed daily changes 
in other asthma symptoms (e.g., wheezing and 
fatigue). Even if lung function values do not 
prove to be useful in the daily prediction of 
asthma, patients can use them as powerful aids 
in the asthma-management decision-making 
process. 

Medication Side Effects 

Five primary drug classes are used to control 
asthma: xanthine, beta-adrenergic, corticoste­
roid, cromolyn sodium, and anticholinergic 
medications (Matts, 1984; Scanlon, 1984). Any 
one of these medications, with the possible 
exception of cromolyn sodium, can produce 
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physical, emotional, or cognitive side effects 
that are easily misinterpreted as psychological 
symptoms. Further, the common need for poly­
pharmacy in the treatment of asthma increases 
the likelihood and variety of such side effects. 

Primary in the assessment of medication 
side effects is a working knowledge of the most 
common side effects produced by the major 
classes of asthma medications. With this knowl­
edge, the clinician can choose among three 
approaches to detecting medication side effects: 
structured interviews or survey questionnaires, 
personality inventories, and/or neuropsycho­
logical instruments. Structured interviews or 
surveys that may be useful include the Asthma 
Problem Behavior Checklist (Creer et al., 1983) 
or the Child Behavior Checklist (Achenbach & 
Edelbrock, 1979). Standardized personality in­
ventories such as the MMPI or the Personality 
Inventory for Children have also been used 
(e.g., McLoughlin, Nall, Isaacs, Petrosko, 
Karibo, & Lindsey, 1983). Neuropsychological 
assessment has included the Wechsler intel­
ligence scales and components of the Halstead­
Reitan or Luria-Nebraska batteries (e.g., Fura­
kawa, Shapiro, DuHamel, Weiner, Pierson, & 
Bierman, 1984; Kasenberg & Bloom, 1987). Re­
gardless of what assessment method is used, it 
is useful to collaborate with physicians and to 
use an ABA manipulation of medication use to 
determine which drug is causing which side 
effect (Murphy, Dillon, & Fitzgerald, 1980). 

Xanthine medications, which have a chemi­
cal structure similar to caffeine, can cause a 
number of side effects that may be brought to 
the attention of a psychologist. The most com­
monly prescribed xanthine medications are for­
mulations of theophylline. Theophylline can 
cause acute and potentially life-threatening side 
effects, which are due to drug overdose or a 
unique theophylline sensitivity in individual 
patients (Weinberger, Lindgren, Bender, Ler­
ner, & Szefler, 1987). (See Ellis, 1985, for a dis­
cussion of the side effects associated with 
theophylline toxicity.) It is unlikely that a psy­
chologist will be confronted with symptoms of 
theophylline toxicity (e.g., vomiting blood), as 
these symptoms are likely to bring a patient to 
the emergency room. A consulting psycholo-
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gist is more likely to be faced with more subtle 
and transient theophylline side effects that 
may present as a psychological symptom or 
syndrome. For example, case reports and clini­
cal trials have identified side effects suggestive 
of anxiety and depression such as irritability, 
depressed mood, crying, or suicidal ideation, 
as well as nausea, nervousness, sleep distur­
bance, decreased appetite, attention deficits, 
irritability, restlessness, and decreased fine­
motor coordination (e.g., Joad, Ahrens, lind­
gren, & Weinberger, 1986; Kasenberg & Bloom, 
1987). It appears that children are more likely to 
have idiosyncratic reactions to theophylline, 
although a small percentage of adults « 10%) 
also have theophylline sensitivity (Nelson & 
Schwartz, 1987). (See Hill & Szefler, 1987, or 
Weinberger and colleagues, 1987, for a discus­
sion of the medical controversies that surround 
the use of theophylline.) 

Beta-adrenergic bronchodilators, another 
commonly used antiasthmatic medication, 
stimulate the central nervous system (CNS). 
Common symptoms of CNS overstimulation 
include dizziness, headache, increased blood 
pressure, nausea and vomiting, nervousness, 
disturbed sleep, increased sweating, and weak­
ness (Fernandez, 1987; Galant, 1983). These 
problems, if they do occur, are usually short­
lived. Patients suffering more serious physical 
side effects, such as chest pain or irregular 
heartbeat (Fernandez, 1987; Galant, 1983), are 
likely to contact their physician as soon as pos­
sible. Fortunately, newer adrenergic broncho­
dilators, such as albuterol, produce fewer car­
diovascular symptoms and other side effects of 
CNS excitation (Wolfe, Yamate, Biedermann, 
& Chu, 1985). 

One problem associated with the use of in­
haled beta-adrenergic medications is their over­
use. This is a serious problem because overuse 
of inhaled albuterol or other adrenergic bron­
chodilators can lead to the constriction of the 
bronchial tubes and a worsening of an asthma 
attack (Galant, 1983). Asthma that is out of 
control, requiring frequent emergency room 
visits, may be due to the overuse of these medi­
cations. 

Corticosteroids are the most powerful anti-
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asthma drugs available (Milner, 1982). Unfor­
tunately, when corticosteroids are used in pill 
or injectable forms they have the greatest po­
tential for causing serious physical and emo­
tional side effects, so that their long-term use is 
limited except in the most severe cases (Hollis­
ter & Bowyer, 1987; King & Chang, 1987). The 
availability of inhaled corticosteroids in recent 
years has changed the way these medications 
are used (Clark, 1985). Whereas the effects of 
inhaled steroids are largely restricted to the 
lungs, oral steroids, because they rely on diges­
tion and entry into the blood system, affect 
many organs and produce undesirable effects 
throughout the body (Hollister & Bowyer, 1987). 
Therefore, oral steroids affect the body more 
globally and cause more serious side effects 
than inhaled steroids. 

The potential for side effects from oral ste­
roid treatment depends on the dose level and 
the length of the treatment (King & Chang, 
1987). Major physical side effects, such as growth 
suppression in children, take months to de­
velop. Treatment for a few days or a few weeks 
to help an individual recover from an asthma 
flare-up is relatively safe (Milner, 1982). Long­
term daily use at high dose levels is more likely 
to produce serious side effects. The possible 
physical side effects of long-term use of oral 
corticosteroids include cataracts, weakness and 
fatigue, osteoporosis, changes in body shape, 
unusual weight gain or weight loss, adrenal 
suppression, and, in children and adolescents, 
growth suppression. Psychologists are some­
times called on to help patients cope with these 
life-changing side effects. Psychological side 
effects that have been reported include" steroid 
euphoria," psychosis, and mood swings (Hol­
lister & Bowyer, 1987; Medical Economics Com­
pany, 1988). 

Because anticholinergic bronchodilators are 
inhaled, their primary effect is in the lungs. 
They are poorly absorbed by the body and are 
excreted rapidly, so that the likelihood of side 
effects is minimized. The most common side 
effect is coughing, found in about 6% of the 
patients who use the drug. Less common side 
effects include nervousness, nausea, gastroin­
testinal problems, and dry mouth, all found in 

less than 3% of the patients who use the drug 
(Medical Economics Company, 1988). 

Asthma Knowledge 

Basic knowledge about asthma and its care 
has been found to be poor among asthma pa­
tients and family members (Bucknall, Robert­
son, Moran, & Stevenson, 1988; Martin, Lan­
dau, & Phelan, 1982; Spykerboer, Donnelly, & 
Thong, 1986). Deficits in asthma knowledge 
have been thought to contribute to medication 
noncompliance (Martin et al., 1982), poor symp­
tom discrimination (Creer, 1983), inadequate 
self-care and a reliance on emergency care 
(Bucknall et aI., 1988), and overall asthma mor­
bidity and mortality (Hindi-Alexander, 1987). 
We also speculate that limited asthma knowl­
edge is related to family conflict around asthma 
and asthma-precipitated anxiety and panic. In 
addition, variability in physician knowledge, 
due to differences in specialization, has been 
associated with adequacy of care for asthma 
(Greenwald, Peterson, Garrison, Hart, Mosco­
vice, Hall, & Perrin, 1984). Thus, knowledge 
about asthma is essential to the patient, the 
family, and the health care provider. 

Asthma education efforts have taken many 
forms. Asthma education programs have been 
developed for children (Rubin, Leventhal, Sa­
dock, Letovsky, Schottland, Clemente, & Mc­
Carthy, 1986), families (Creer, Backial, Burns, 
Leung, Marion, Miklich, Morrill, Taplin, & Ull­
man, 1988; Hindi-Alexander, 1987), and adults 
(Creer, Kotses, & Reynolds, 1989; Snyder, Win­
der, & Creer, 1987). In addition to traditional 
asthma education (e.g., pathophysiology, 
asthma triggers and early-warning signs), sev­
eral of these programs also provide training in 
specific asthma self-management skills such as 
relaxation, daily monitoring of lung function, 
problem solving, and assertion training (e.g., 
Creer et aI., 1988). 

Several excellent reference books are avail­
able for patients, families, and nonmedical cli­
nicians working with asthmatics (Gershwin & 
Klingelhofer, 1986; Plaut, 1988; Weinstein, 1987). 
Also, other sources provide patient and thera­
pist materials for the development of outpa-
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tient asthma education and self-management 
programs (Creer, Backial, Ullman, & Leung, 
1986; Creer, Kotses, & Reynolds, 1989; Rey­
nolds et al., 1989). 

Family Dysfunction 

Dysfunctional family relationships, partic­
ularly between an asthmatic child and his or 
her mother, have long been a focus in the 
asthma literature. For example, cross-sectional 
studies have documented a high degree of de­
pendency, enmeshment, overprotectiveness, 
and parental anxiety in some families with an 
asthmatic child (e.g., Rubenstein, King, & 
London, 1979; Staudenmayer, 1981). Contem­
porary wisdom, which recognizes asthma as a 
physical disorder, highlights the reciprocal in­
teraction between the management of a pa­
tient's asthma and the larger context of family 
relationships (Matus, 1981; Sadler, 1982). 

Ultimately, dysfunctional family systems are 
associated with the mismanagement of chronic 
illness (e.g., Masterson, 1985; Staudenmayer, 
1981). Structural family theory provides a use­
ful model for conceptualizing the communica­
tion and relationship problems of dysfunc­
tional families (Liebman, Minuchin, & Baker, 
1974; Masterson, 1985). The most common struc­
tural problems found in families with a chron­
ically ill member include the overinvolvement 
of one parent with a sick child, referred to as a 
coalition (Penn, 1983), or a family exclusively 
focused on a chronically ill member as a way to 
bind the family together and to cope with other 
conflicts such as a failing marriage (Masterson, 
1985). The goals of structural family therapy 
include creating flexible family boundaries, 
where closeness and distance are both toler­
ated depending on the situational demands; 
involving both parents in the management of a 
child's illness; improving family conflict resolu­
tion; addressing concrete problems that in­
volve other family members, which are not be­
ing dealt with because of the patient's asthma; 
and encouraging the asthmatic patient to as­
sume age-appropriate responsibilities and 
freedoms (Liebman et ai., 1974; Masterson, 
1985). Considerable improvement in familv re-
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lationships and asthma management have re­
sulted from the use of structural family therapy 
(e.g., Liebman et ai., 1974). An adequate treat­
ment of the theory, assessment, and interven­
tion strategies associated with structural fam­
ily therapy is beyond the scope of this chapter 
(see Liebman et ai., 1974; Masterson, 1985). 

Developing and Maintaining 
the Program 

Introducing an intervention program, in­
cluding the teaching of self-management skills, 
has enhanced our approach to developing and 
maintaining programs for both inpatients and 
outpatients of hospitals and treatment facili­
ties. This experience will serve as the basis for 
the remainder of the discussion. 

Inpatient Referrals 

Most clinics and hospitals have procedures 
for referring patients to psychologists for eval­
uation or treatment. These psychologists are 
often members of behavioral medicine or con­
sultation-liaison psychiatry units (Brown & 
Waterhouse, 1987; McKegney & Schwartz, 1986; 
Sadler, 1982). Referrals range from a formal 
written request to an informal comment made 
during morning rounds attended by psycholo­
gists and physicians. Most of these requests 
reflect legitimate concerns, although Creer, 
Renne, and Christian (1978) noted four recur­
ring referral problems. 

Consensual Ambiguity 

Consensual ambiguity refers to physicians 
and nurses both agreeing that a certain patient 
exhibits a particular problem behavior. The dif­
ficulty is that the same term may be used by 
different professional staff with little agree­
ment on how the terms are to be defined behav­
iorally. Thus, instead of having a known target 
behavior, psychologists often spend consider­
able time in attempting to determine the exact 
behavior they are to assess and, if possible, 
change. 
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New-Patient Syndrome 

Staff often focus more on the behaviors of 
newly admitted patients than on their asthma. 
As a result, referrals are often made for an 
evaluation of a patient early in his or her stay 
even though, with the passage of only a few 
days, these behavioral patterns disappear. 

Big-Name Phenomenon 

Certain patients are referred to psycholo­
gists more than others. It is not always clear 
why these patients require greater attention by 
the psychological staff. Sometimes, these pa­
tients are credited with exhibiting far more 
inappropriate behaviors than they could ever 
have performed. These patients are not neces­
sarily more troublesome than others, but their 
names are simply better known to the attend­
ing medical staff. 

Behaviors Involving Only One Patient 

If a patient behaves in a way that disturbs 
other patients and the medical staff, he or she is 
almost immediately referred to a psychologist. 
However, behaviors such as head banging, en­
uresis, and even encopresis are not always re­
ferred to the psychological staff, as these be­
haviors do not usually affect other patients. 

Outpatient Referrals 

In many cases, the psychologist is concerned 
only with inpatients. However, with increased 
competition among hospitals, many psycholo­
gists are being asked to develop and market 
programs for smoking cessation, weight reduc­
tion, eating disorders, and other types of phys­
ical disorders. Having had a number of years' 
experience with outpatient programs, we will 
briefly highlight the techniques used to contact 
and maintain referral sources. Generally inef­
fective techniques include personal letters 
(they are ignored even if they reach the physi­
cian), telephone calls (despite promises by 
medical personnel, they often prove unproduc-

tive), and talks to local medical societies (the 
physicians who attend these meetings often 
promise assistance, but they tend to forget 
such promises). Visits to health maintenance 
organizations are not effective because these 
groups usually have their own programs, and 
although interest is shown by personnel at city 
hospitals and neighborhood health centers, re­
ferred patients are often unreliable. More suc­
cessful strategies for developing a referral base 
include the use of public service announce­
ments, brochures describing the program that 
can be left with physicians and in clinic waiting 
rooms, and most important, continual per­
sonal contacts with physicians. A single phone 
call or letter, as noted above, is usually not 
effective. This last tactic mimics that used by 
successful pharmaceutical sales personnel. The 
psychologist should keep in contact with phy­
sicians to see if she or he can encourage them to 
enroll their patients in the program(s) that the 
psychologist is involved in. A large number of 
patient referrals from only a few physicians or 
groups of physicians can ensure the success of 
most psychological programs. Finally, the word 
of mouth of those patients who have been suc­
cessfully worked with also ensures a constant 
source of patients for the program. 

Collaborating with Physicians 

We could paraphrase Tennessee Williams in 
A Streetcar Named Desire by saying that we 
"have always depended upon the kindness of 
strangers" because, overall, physicians have 
cooperated with us to help achieve the suc­
cesses we have attained together. Setting up 
any inpatient or outpatient program to work 
with asthma patients requires some level of 
collaboration with physicians. There are a few 
practical tips we would like to offer with re­
spect to working with physicians. First, it is 
impossible to work with all physicians; the 
psychologist must be selective. Physicians with 
the better reputations are often more receptive 
to psychological approaches. They know that 
they do not have all the answers for managing a 
complex problem such as asthma, and they 
welcome any assistance. Also, most physi-
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cians are initially skeptical of working with 
psychologists. However, once they observe that 
the psychologist has made progress with a pa­
tient, they are not only cooperative but willing 
to read educational materials. We have heard 
physicians casually describe what occurred 
with a patient in terms that indicate that they 
have become very familiar with the psycho­
logical aspects of asthma. Finally, we would 
suggest that psychologists publish some of 
their articles in medical journals, both to edu­
cate physicians and to become known to the 
medical community. 

Consultation with Health Team 

There are a few stylistic considerations in 
regard to serving as effective consultants to 
health care teams. First, the psychologist must 
be prepared to answer questions and must 
know patient charts, as well as any changes 
that may have occurred in a patient's behavior. 
A form of daily monitoring contributes immea­
surably to this process. Second, psychologists 
should avoid treading on medical turf. They 
should know something about the medical pro­
gress of a patient, but it is up to medical per­
sonnel to discuss these problems. Third, the 
psychologist should read medical journals. Im­
portant articles relevant to the psychosocial 
management of asthma appear regularly. The 
purpose of keeping abreast of these journals is 
not to turn psychologists into physicians, but 
to permit them to understand what is said 
during rounds and other meetings of the treat­
ment team. They also enhance the psycholo­
gist's ability to use behavioral procedures with 
patients afflicted by asthma. Fourth, it is help­
ful to attend annual meetings of the American 
Academy of Allergy and Immunology and the 
American Thoracic Society/American Lung 
Association. Generally, there is more relevant 
information available at these meetings than at 
those designed for psychology or behavioral 
medicine. Finally, psychologists should know 
their role on the treatment team. They are the 
psychologists on the treatment team; others 
should recognize this and listen to whatever 
advice they have to offer. 
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Patient Flow through System 

The system designed for asthmatic patients 
will be a function of whether they are inpatients 
or outpatients. Patient flow through the system 
encompasses preentry, intake evaluation, on­
going monitoring, termination or discharge 
evaluation, and follow-up evaluation. Each of 
these components is briefly summarized here. 

Preen try 

It is useful to collect information from pa­
tients before they enter a clinic or hospital. This 
preliminary assessment information can be 
used to gauge the changes that occur as a 
consequence of hospitalization. In outpatient 
self-management programs, it is useful to have 
patients begin collecting diary and report-of­
attack data before they receive self-manage­
ment training. This information provides pa­
tients and clinicians with objective information 
about asthma episodes that can be used to 
make early treatment decisions. 

Intake Evaluation 

When a patient is admitted to a hospital or 
an outpatient program, the psychologist wants 
to detect the psychological contributions to the 
patient's asthma as soon as possible. This eval­
uation should be comprehensive, using a struc­
tured interview and/or a battery of psychologi­
cal measures (see above). 

Treatment and Ongoing Monitoring 

The use of structured interviews, behavior 
checklists, and psychological assessment bat­
teries is discussed earlier in this chapter. Other 
instruments that may be useful in an intake or 
ongoing evaluation include the Asthma Self­
Efficacy Scale (Tobin et al., 1987) and the Piers­
Harris Self-Concept Scale (Piers & Harris, 1964). 
These measures assess attitudes and beliefs 
relevant to the management of asthma. In addi­
tion, with the Child Behavior Checklist (Achen­
bach & Edelbrock, 1979), one can obtain invalu­
able information from the parents of children 
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with asthma. The ongoing use of behavioral 
checklists, often completed by nurses, can be 
invaluable in monitoring an inpatient's pro­
gress. With outpatients, we ask that a Report of 
Attack/Episode Form (Creer et al., 1986) be 
completed by the patient after each attack. This 
procedure has proved useful with both chil­
dren and adults in helping them learn what 
stimuli trigger attacks and how they respond to 
such episodes. 

Termination or Discbarge Evaluation 

Before a patient is terminated from an outpa­
tient program or is discharged, it is useful to 
evaluate him or her to determine if progress 
was made in specific problem areas and if fur­
ther intervention is necessary. This evaluation 
usually involves a readministration of the in­
struments used at intake. 

Follow-Up 

Whether the patient was treated as an inpa­
tient or an outpatient, it is wise to assess his or 
her progress 6-12 months after discharge or 
completion of a program. This assessment not 
only provides useful information on the pa­
tient's progress but permits the psychologist to 
evaluate the effectiveness of the program and 
any aftercare interventions. 

Clinical Case Example 

The case we have selected conveys the type of 
problems faced by both adults and children with 
asthma. The patient, Bob, is a 39-year-old man who 
was diagnosed as having asthma in early childhood. 
He is married and successful in his chosen profes­
sion. He was enrolled in a course to acquire self­
management skills to manage his asthma. 

The patient was diagnosed as asthmatic when he 
was 5 years old. Although his asthma was consid­
ered perennial, in that he could expect to suffer 
attacks throughout the year, he was particularly 
prone to asthma flare-ups during the summer 
months. In an attempt to prevent attacks, Bob's par­
ents restricted him to his room. There was no air­
conditioning unit or other air-filtering system in the 
room; instead, Bob was forced to stay in a hot, hu-

mid room with closed windows. He was not allowed 
to participate in activities with his peers, nor, judg­
ing from his descriptions, did he receive adequate 
medical treatment (although his treatment was prob­
ably standard for that time). Bob believes that his 
parents, especially his father, did what they thought 
was correct in their attempt to manage Bob's asthma. 
At the same time, however, he expressed feelings of 
loss and bitterness about his childhood. Further­
more, he noted that his parents thought that the 
asthma would disappear of its own accord as Bob 
grew older. Although it is true that some asthmatic 
children do experience fewer symptoms as they 
grow into adulthood, there is no way to predict 
which children will be fortunate in this respect. In 
addition, more recent evidence suggests that chil­
dren really do not" outgrow" their asthma: although 
there may be a decrease in frequency over a period of 
time, asthma attacks can unexpectedly return and 
may often be of greater severity in adulthood. In 
summary, Bob believes that he was denied not only a 
normal childhood, but the opportunity to select a 
more appealing profession because of lifestyle lim­
itations placed on him by his parents because he 
suffered asthma. 

Bob has continued to experience attacks as he has 
grown older. His asthma is such that he requires 
several medications, prescribed on both a mainte­
nance and an as-needed schedule. He is not compli­
ant with his medication instructions and prefers to 
follow his own judgment. Although his noncom­
pliance has not resulted in a serious asthma attack, 
such as status asthmaticus or steadily worsening 
asthma, there is always the potential for such an 
event to occur. The noncompliance is perhaps a re­
flection of Bob's attitudes toward physicians. His 
negativism toward medicine developed when he ad­
mitted himself to an emergency room with acute 
asthma. The physician in charge did not recognize 
the severity of Bob's attack but nevertheless hospi­
talized him for observation. Bob wanted more inten­
sive care because he believed he was about to lose 
consciousness. It turned out that Bob was correct 
and the physician was wrong: if it had not been for 
the alert monitoring of a respiratory technician, 
he could have succumbed to his attack. As it was, 
the status asthmaticus he experienced was reversed, 
and Bob survived. However, he does not trust physi­
cians to any great extent, although he has carefully 
shopped around to find the most reputable physi­
cian from whom to receive treatment. 

There is another problem that repeatedly plagues 
Bob: He is concerned about whether he and his wife 
should have children because he fears they will not 
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only suffer asthma but experience the same emo­
tional scars he bears from his childhood. Although 
he has been married for 10 years, he and his wife 
have postponed having children. 

To solve the above problems, several strategies 
have been taken. First, Bob has been an active partic­
ipant in a self-management program for asthma. 
This has helped him realize that many of the prob­
lems he has experienced are not unique to him; if 
anything, he has discovered that he has not suffered 
either the severity of attacks or the number of behav­
ioral consequences of other members of his group. 
He likes to share his experiences at these meetings 
and has requested occasional group meetings after 
the formal aspects of training were completed. Sec­
ond, Bob has learned that, although there is a possi­
bility that he and his wife may have a child who has 
asthma, the chances are that any asthma would be 
better controlled than was possible when Bob was a 
child. Thus, he and his wife have decided to have a 
family. Third, in an attempt to overcome the bitter­
ness he feels because of his childhood, Bob has 
started individual psychotherapy. This has assisted 
him to come to grips with some of the feelings he has 
about his asthma and the consequences of the disor­
der. Finally, despite his increased knowledge about 
and skill in managing his asthma, Bob is still non­
compliant with medication instructions, particularly 
with respect to maintenance medications. A specific 
program and method for monitoring Bob's compli­
ance will need to be established to correct this prob­
lem. His improved respect for his physician should 
also help. Thus, any success attained with Bob in 
improving his compliance will rely on a synthesis of 
behavioral and medical expertise. 

Summary 

A variety of methods for psychological as­
sessment of and intervention with asthma have 
been described. It is likely that psychologists 
will increasingly be called on to use these and 
other methods to assist asthmatic patients. At 
the turn of the century, a leading English phy­
sician, Sir William Osler, said that asthmatic 
patients were of little medical concern as, he 
quipped, they "panted towards old age." As 
we charge toward the end of this century, this 
statement is increasingly fallacious. Surveyaf­
ter survey reports that childhood asthma is the 
leading cause for the hospitalization of chil­
dren. This situation is not confined to the 
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United States but depicts a worldwide trend 
with respect to childhood asthma. More and 
more adults also experience what is referred to 
as late-onset asthma. These cases often reflect 
what physicians view as severe and difficult­
to-manage asthma. Asthma can appear sud­
denly in adults who have heretofore experi­
enced excellent health. These individuals are 
often unprepared to cope with the lifestyle 
limitations that asthma can bring. Further, the 
number of stimuli that trigger asthma in the 
work environment-occupational asthma-is 
soaring. At one time, only a few stimuli were 
thought to trigger asthma; now, a host of differ­
ent triggers are being identified. With the con­
tinued deterioration of our environment, this 
trend will continue. 

The increasing rate of deaths due to asthma 
is particularly troublesome in an age when im­
proved medical procedures and medications 
are available. Although asthma still accounts 
for a small proportion of mortality compared to 
such conditions as heart disease and cancer, the 
rise of asthma-related deaths recently resulted 
in experts gathering from across the globe to 
discuss how the trend could be controlled 
(Sheffer & Buist, 1987). A reversal of these 
trends in asthma mortality and morbidity will 
require an interdisciplinary treatment approach. 
As Selner (1988) recently told his medical col­
leagues in the Bela Schick Lecture on the future 
of allergy, "The allergist must establish a rela­
tionship with a psychologist. There are 30,000 
of them out there, find one" (p. 76). Selner's 
advice could not come at a more opportune 
time for the millions who suffer from asthma. 
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CHAPTER 28 

Psychological Characteristics 
and Treatment of Patients with 
Gastrointestinal Disorders 

Harry S. Shabsin and William E. Whitehead 

Introduction 

The gastrointestinal tract has long been known 
to be among the most reactive of the organ 
systems in humans (Beaumont, 1833; Cannon, 
1929; Pavlov, 1910). The esophagus, the stom­
ach, and the small and large intestines make up 
the major organs of this system, and the gen­
eral anatomical structure of these organs is 
similar in that they are composed of an outer 
layer of longitudinally oriented smooth muscle 
covering an inner circular smooth muscle layer 
(Vander, Sherman, & Luciano, 1975). It is the 
contractions of these outer longitudinal and 
inner circular smooth muscle layers that pro­
duce the propulsive or peristaltic activity of the 
gastrointestinal tract. Beneath these muscle 
layers lie the muscularis mucosa, composed of 
both circular and longitudinal muscle fibers, 
and the submucosal and mucosal linings of the 
lumen, which contain exocrine gland cells se-
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creting protective fluids and, in the intestine, 
digestive enzymes. 

Medical disorders affecting each of the ma­
jor components of the gastrointestinal (GI) tract 
have at one time or another been hypothesized 
to be related to stress or emotional trauma. 
These disorders include functional illnesses 
such as the irritable bowel syndrome (IBS) and 
globus hystericus, as well as psychosomatic 
illnesses with more well-defined tissue pathol­
ogy, such as peptic ulcer disease (PUD) and 
inflammatory bowel disease (IBD). Diagnosti­
cally, the major difference between functional 
and psychosomatic gastrointestinal disorders 
lies in the occurrence of verifiable tissue lesions 
in the cell wall of the lumen of the GI tract. 
When GI symptoms occur in the absence of 
tissue pathology or a known disease entity, 
they are diagnosed as being of a functional 
origin. In such instances, complaints of pain or 
other symptoms are thought to be related to 
abnormal functioning of an otherwise healthy 
organ rather than to specific organic lesions or 
tissue pathology. When GI symptoms are seen 
in the presence of tissue lesions of unclear or 
unknown etiology, they are often thought of as 
being psychosomatic in origin. This is espe-
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cially true if patients with these types of disor­
ders appear to exhibit personality characteris­
tics that differentiate them from individuals 
who do not suffer such illnesses. 

From a medical perspective, functional dis­
orders are often considered related to abnor­
mal motor or myoelectrical activity of the GI 
tract (Almy & Tulin, 1947; Christensen, 1975), 
whereas illnesses considered psychosomatic 
have been attributed to inappropriate immune 
responses or to a breakdown in mucosal bar­
riers (Kirsner & Shorter, 1982; Schrager & Oates, 
1978). However, regardless of the medical diag­
nosis, psychological factors appear to play a 
part in exacerbating or bringing on symptoms 
in many functional and psychosomatic gastro­
intestinal disorders by affecting physiological 
activity. As a result, functional and psycho­
somatic GI illness can also be thought as being 
psychophysiological in nature (Whitehead & 
Schuster, 1985). 

Functional Disorders of the GI Tract 

Irritable Bowel Syndrome 

Although the etiology of functional GI disor­
ders is unclear, they account for a majority of 
the patients presenting with gastrointestinal 
complaints. One of the most prevalent func­
tional gastrointestinal disorders is the irritable 
bowel syndrome. It is the most commonly oc­
curring diagnosis made by gastroenterologists, 
accounting for as many as 50-70% of all office 
visits made by patients with abdominal com­
plaints (Ferguson, Sircus, & Eastwood, 1977; 
Kirsner & Palmer, 1958). Although not all of 
these patients experience IBS on a regular basis, 
it is experienced as a chronic condition by a 
smaller, but still sizably significant, proportion 
of the general public. Studies suggest as many 
as 8-22% of the population in Western coun­
tries experience this disorder on a recurring 
basis (Drossman, Sandler, McKee, & Lovitz, 
1982; Thompson & Heaton, 1980; Whitehead, 
Winget, Fedoravicius, Wooley, & Blackwell, 
1982). 

As is typical of functional disorders, IBS is a 
difficult disorder to diagnose because its symp-

toms are similar to those of a variety of organic 
diseases, such as ulcerative colitis or diverticu­
lar disease, that affect the GI system. The most 
frequently reported symptoms associated with 
IBS are abdominal pain, constipation, diar­
rhea, abdominal distension, intestinal gas, or 
alternating periods of constipation and diar­
rhea in the absence of any organic disease or 
pathology (Schuster, 1984; Thompson, 1979). 
Because of the difficulty in diagnosing IBS 
based on the presenting complaints, several 
studies have attempted to define the features of 
this disorder that separate it from organic dis­
eases presenting with similar symptoms. Man­
ning, Thompson, Heaton, and Morris (1978) 
found increased bowel movements associated 
with the onset of abdominal pain, looser stools 
associated with the onset of abdominal pain, 
abdominal pain often eased after a bowel move­
ment, and visible abdominal distension to be 
the best discriminators of IBS. Statistical analy­
sis showed IBS patients to be significantly more 
likely to report each of these four symptoms 
than patients with other GI disorders. In their 
patients with IBS, Manning et al. (1978) found 
91 % to have two or more of these symptoms, 
compared with only 30% with other diseases 
who reported more than two of these symp­
toms. These investigators also found feelings of 
abdominal distension, rectal mucus, and feel­
ings of incomplete evacuation to occur more 
often in IBS, although these symptoms did not 
occur significantly more frequently than in pa­
tients with organic diseases. Kruis, Thieme, 
Weinzierl, Schussler, Holl, and Paulus (1984) 
found alternating constipation and diarrhea or. 
a combination of abdominal pain and irregu­
larities of bowel habits to occur significantly 
more often in IBS than in other GI disorders. 
However, unlike the Manning et al. (1978) study, 
these symptoms were predictive only when 
organic disease had been ruled out. 

Motility and MyoelectriC Activity 

Many of the symptoms associated with IBS 
have been attributed to abnormal intestinal 
motility (Connell, 1974; Kellow & Philips, 1987; 
Shabsin & Whitehead, 1988; Thompson, Laid­
low, & Wingate, 1979). Differences in the var-
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ious indices of colonic motility have been found 
between normals and IBS patients during rest 
(Dinoso, Goldstein, & Rosner, 1983; Latimer, 
Sarna, Campbell, Latimer, Waterfall, & Daniel, 
1981), after a meal (Harvey & Read, 1973; Sul­
livan, Cohen, & Snape, 1978), and in response 
to distensions of the colon (Ritchie, 1973; White­
head, Engel, & Schuster, 1980). Abnormal myo­
electric slow-wave activity of the colon has also 
been reported to be associated with IBS (Snape, 
Carlson, & Cohen, 1976; Taylor, Darby, & Ham­
mond, 1978; Welgan, Meshkinpour, & Hoehler, 
1985). However, other investigators (Latimer et 
ai., 1981) have failed to support such findings, 
suggesting that further research is needed to 
clarify the relationship between IBS and intesti­
nal myoelectric activity. 

Psychological Considerations 

Medical clinic patients with IBS symptoms 
have been found to be significantly more neu­
rotic than other medical groups (Esler & Goul­
ston, 1973; Palmer, Crisp, Stone hill, & Walker, 
1974). In a well-controlled study, Ryan, Kelly, 
and Fielding (1983) found IBS patients to ex­
hibit significantly more somatic and free-float­
ing anxiety than matched controls, and Hislop 
(1971) found anxiety to occur three times more 
frequently in an IBS group than in age- and sex­
matched controls. Hysteria, the development 
of physical symptoms in response to stress or 
psychological conflict (Graham, 1977), in con­
junction with anxiety or depression, has also 
been found to be a common psychological trait 
in IBS patients (Liss, Alpers, & Woodruff, 1973; 
Young, Alpers, Norland, & Woodruff, 1976), 

Patients with IBS have also been found to 
have more somatic complaints than normal 
control groups, to visit their physicians more 
often for minor complaints, to rate their colds 
as more serious than do others, and to visit 
their doctors and have more hospitalizations 
for acute physical illness than PUD patients, 
even through PUD is a more serious illness 
than IBS (Sandler, Drossman, Nathan, & McKee, 
1984; Whitehead et al., 1982). Latimer, Camp­
bell, Latimer, Sarna, Daniel, and Waterfall (1979) 
suggested that IBS patients differ from other 
groups in their preoccupation with bowel symp-

toms and in their health-seeking behavior, and 
Whitehead et al. (1982) hypothesized that the 
increased somatic concerns exhibited by IBS 
patients are an expression of learned illness 
behavior acquired in childhood through re­
wards and attention provided by parents for 
somatic symptoms. 

Support for the involvement of illness behav­
ior or a somatization disorder in IBS also comes 
from studies that have investigated the symp­
toms of this disorder in the general population, 
that is, individuals who have not sought medi­
cal assistance for IBS-like symptoms. Overall, 
only about 20-50% of the general population 
with IBS symptoms seeks medical assistance 
(Drossman, Sandler, McKee, & Lovitz, 1982; 
Thompson & Heaton, 1980; Whitehead, Bos­
majian, Zonderman, Costa, & Schuster, 1988), 
and those who seek medical advice have been 
differentiated from those who do not based on 
neurotic psychiatric traits, that is, elevated 
levels of hypochondriasis, depression, hyste­
ria, and general neuroticism rather than the 
occurrence of symptoms (Drossman, McKee, 
Sandler, Mitchell, Cramer, Lowman, & Burger, 
1988; Greenbaum, Abitz, VanEgeren, Mayle, 
& Greenbaum, 1984; Whitehead et al., 1988). 
Whitehead et al. (1988) and Drossman et al. 
(1988) also found that non-medical-consulters 
with IBS symptoms were no different psycho­
logically from asymptomatic controls, suggest­
ing that psychological characteristics are an 
important factor in determining the decision to 
seek medical consultation for the symptoms of 
IBS but are not necessarily a prerequisite to the 
development of these symptoms. 

EsoPbageal Disorders 

Functional GI disorders have also been de­
scribed in the esophagus. The primary pur­
pose of the esophagus is the transportation of 
food from the mouth to the stomach (High­
tower, 1974). This transportation is accom­
plished by distally migrating bands of contract­
ing circular muscle activity. This motility is 
initiated primarily by the act of swallowing and 
secondarily by distension of the esophagus. 
Once begun, the contractions proceed in an 
involuntary fashion from the upper boundary, 
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the pharyngoesophageal sphincter, or upper 
esophageal sphincter (UES), of the esophagus 
to its lower boundary, or gastroesophageal 
sphincter, often termed the lower esophageal 
sphincter (LES). The esophagus, it should also 
be noted, is slightly different from other GI 
muscle tissue in that its upper third consists of 
striated muscle rather than smooth muscle. 
This gradually changes to smooth muscle in 
the middle third of esophagus, and the lower 
third of this organ consists entirely of smooth 
muscle tissue similar to the remainder of the 
GI tract. 

Two common disorders of the esophagus 
that appear to be functional are diffuse esopha­
geal spasm and nutcracker esophagus. Diffuse 
esophageal spasm (DES)' is a frequently de­
scribed motility disorder of the esophagus and 
is characterized by repetitive, nonpropulsive 
contractions that occur either spontaneously or 
following normal contractions initiated by swal­
lowing (Castell, 1982). These contractions are of 
greater amplitude and longer duration than the 
esophageal contractions seen in normals and 
do not appear to be related to esophageal dis­
ease or tissue damage (Earlam, 1975; Hender­
son, 1980; Whitehead & Schuster, 1985). The 
typical symptoms associated with DES are 
chest pain and dysphagia (difficulty in swal­
lowing). 

Nutcracker esophagus is also a frequently 
occurring disorder in patients complaining of 
chest pain. In this disorder, peristalsis is nor­
mal but the amplitude of esophageal contrac­
tions is approximately double that of normal 
levels. Together, DES and nutcracker esoph­
agus account for over 55% of the motility find­
ings in patients complaining of noncardiac 
chest pain (Katz, Dalton, Richter, Wallace, Wu, 
& Castell, 1987). 

Globus hystericus, the feeling of a lump in 
the throat, is another frequently reported esoph­
ageal symptom occurring in between 18% and 
46.5% of the general population and is found 
more often in women and in patients with IBS 
(Thompson & Heaton, 1982; Watson, Sullivan, 
Corke, & Rush, 1978). Globus occurs most fre­
quently between meals and has been sug­
gested to be related to physical disorders such 
as hiatal hernia, heightened cricopharyngeal 

pressures, reflux esophagitis, peptic ulcer dis­
ease, and cervical spinal disorders (Malcom­
son, 1966; Watson & Sullivan, 1974). However, it 
appears that these disorders do not account for 
the symptoms of globus in many patients com­
plaining of these sensations (Caldarelli, An­
drews, & Derbyshire, 1970; Mair, Schroder, 
Modalsli, & Maurer, 1974). 

Psychological Considerations 

The psychological profile of patients with 
noncardiac chest pain is remarkably similar to 
that of IBS patients, a finding perhaps sug­
gesting a similar emotional etiology in these 
disorders. In general, patients have heightened 
levels of anxiety, depression, or hypochondria­
sis. Using the Million Behavioral Health Inven­
tory (MBHI), Richter, Obrecht, Bradley, Young, 
and Anderson (1986b) compared patients with 
nutcracker esophagus to IBS patients, patients 
with benign structural abnormalities of the 
esophagus, and a normal control group. Both 
patients with nutcracker esophageus and those 
with IBS had significantly higher scores on 
measures of somatic anxiety and general gas­
trointestinal susceptibility, a measure of the 
likelihood that an individual will respond to 
stress with GI symptoms. Clouse and Lustman 
(1983), using DSM-III criteria (American Psy­
chiatric Association, 1980), found patients with 
DES to exhibit somatization disorders, anxiety 
disorders, or depression. In this study, 50 con­
secutive referrals for chest pain were blindly 
rated on the occurrence of specific distal esopha­
geal motility disorders. Of 25 patients with 
such disorders, 21 had psychiatric diagnoses, 
compared to only 4 of 13 without motility dis­
orders. 

Both of these studies are interesting in that 
they compared groups of patients with similar 
esophageal symptoms, only some of whom 
had motility disorders. It is often argued that 
psychiatric diagnoses are the result of symp­
toms rather than being a factor in the etiology 
of complaints. If this were the case, one should 
expect all patients with symptoms to display 
elevated psychological traits associated with 
neuroticism. However, Richter et al. (1986) and 
Clouse and Lustman (1983) found only patients 
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with specific motility disorders to exhibit psy­
chiatrically elevated scores. Patients with symp­
toms related to structural abnormalities of the 
esophagus or with nonspecific motility abnor­
malities were not found to be psychologically 
different from normal controls or the general 
population. This finding suggests that symp­
toms alone are not enough to cause psycho­
pathology and that elevated levels of somatic 
anxiety or depression may be a precipitating 
factor in the onset of chest symptoms related to 
esophageal motility disturbances. Support for 
this position also comes from reports that have 
found the symptoms of DES to occur more 
often when patients are anxious or tired (Ear­
lam, 1975; Henderson, 1980). 

Globus sensations have also been associated 
with emotional states and have been attributed 
to suppressed crying by psychoanalytic theor­
ists (Glaser & Engel, 1977). They are reported to 
occur frequently during periods of strong emo­
tions and to abate with crying (Thompson & 
Heaton, 1982). The sensations of globus have 
also been attributed to the voluntary act of 
repeated swallowing, which may occur during 
time of stress or tension (Schatzki, 1964). This 
results in a reduction of saliva, and thus brings 
about the feeling of a lump in the throat, which 
may become worse as a person focuses on this 
feeling or increases swallowing in an attempt 
to get rid of the feeling. In general, although 
globus symptoms appear to occur frequently 
in the general population, they do not appear 
to be considered serious by those experiencing 
these sensations, as they account for only 1-3 % 
of ear, nose, and throat medical consultations 
(Freeland, Ardran, & Emrys-Roberts, 1974; 
Malcomson, 1966). 

Psychosomatic Disorders 
of the GI Tract 

Inflammatory Bowel Disease 

Ulcerative colitis and Crohn's disease are 
considered the major inflammatory diseases of 
the bowel. Ulcerative colitis involves recurrent 
inflammation and ulceration of the mucosal 
portion of the colon and the rectum and occurs 

with an incidence of approximately 50 to 100 
cases per 100,000 in the general population, 
although this figure varies among different cul­
tural and ethnic groups (Mendeloff, 1975; Ston­
nington, Phillips, Melton, & Zinsmeister, 1987). 
Crohn's disease is a more generalized subacute 
and chronic inflammation that may involve any 
portion of the gastrointestinal tract, but it is 
most commonly found in the distal ileum, the 
colon, and the anorectal area (Kirsner & Shorter, 
1982). Its occurrence in the general population 
appears to be between 20 and 40 cases per 
100,000 (Binder, Both, Hansen, Hendriksen, 
Kreiner, & Torp-Pedersen, 1982; Mendeloff, 
1975). The most common symptoms of IBD are 
diarrhea, rectal bleeding, weight loss, and ab­
dominal pain. 

Psychological Considerations 

Inflammatory bowel disease has historically 
been considered a psychosomatic disorder re­
lated to obsessive-compulsive, passive-depen­
dent, and anxious or depressive personality 
characteristics because of the high incidence of 
these traits found in patients with this disorder, 
many of whom have been studied intensively 
by psychoanalytically oriented psychothera­
pists (Bellini & Tansella, 1976; Engel, 1955; 
Ford, Glober, & Castelnuovo-Tedesco, 1969; 
Mahoney, Ingram, Hundley, & Yaskin, 1949). 
However, many of the earlier studies associat­
ing IBD with psychological traits were retro­
spective or were not well controlled, and not all 
studies have supported the finding of psycho­
pathology or the uniqueness of specific psy­
chological traits in IBD (Esler & Goulson, 1973; 
Feldman, Cantor, SolI, & Bachrach, 1967a,b; 
Goldberg, 1970). A number of more recent 
controlled studies, however, have found IBD 
patients to be significantly more neurotic, de­
pressed, hypochondriacal, hysterical, obses­
sive-compulsive, and alexithymic than normal 
or medical control groups, although not neces­
sarily more so than non-IBD patients with psy­
chosomatic illnesses (Fava & Pavan, 1976-
1977b; Hezler, Stillings, Chammas, Norland, & 
Alpers, 1982; McMahon, Schmitt, Patterson, 
& Rothman, 1973; Sheffield & Carney, 1976; 
West, 1970). 
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In addition, McKegney, Gordon, and Levine 
(1970) found the level of psychopathology as 
measured on the Cornell Medical Index, a 
health questionnaire that has been found to be 
sensitive in detecting emotional disturbances 
in medical populations (Abramson, 1966), to be 
significantly correlated with the duration and 
severity of IBD. These authors also reported 
that 68% of the patients with Crohn's disease 
and 86% of the patients with ulcerative colitis 
had had a well-defined and serious life crisis in 
the six months before the onset of their physi­
cal illness. This relationship between emo­
tional stress and the onset of IBD has also been 
reported by others (Grace, 1953; Hislop, 1974; 
Whybrow, Kane, & Lipton, 1968), and the rela­
tionship between specific stressors and the on­
set of symptoms has been shown to be quite 
similar (Fava & Pavan, 1976-1977a) for patients 
with IBD and those with IBS, a disorder con­
sidered primarily psychophysiological in ori­
gin. These findings suggest that the interaction 
between emotional stress and psychological 
characteristics can affect the onset of exacerba­
tion of the symptoms associated with IBD. 

On the other hand, although the theory that 
psychological traits contribute to the develop­
ment of IBD is intriguing, the mechanism by 
which personality traits may result in the gas­
trointestinal pathophysiology resulting in IBD 
remains to be elucidated. Consequently, more 
emphasis has been placed recently on organic 
or environmental explanations, in which inap­
propriate immune system responses, bacterial 
contagions, or diet is hypothesized to account 
for the development of IBD (Kirsner & Shorter, 
1982). However, efforts in this direction have 
been no more successful in conclusively deter­
mining the cause of IBD . than have psycho­
logically oriented theories. 

Peptic Ulcer Disease 

Peptic ulcer disease involves the develop­
ment of ulcerating lesions in the lining of the 
stomach or the proximal portion of the small 
intestine. Peptic ulcers are related to a failure of 
the mucosal lining to protect the stomach or the 
intestine from gastric acid or pepsin, a diges-

tive agent that breaks down protein. The fac­
tors that are thought to be involved in the de­
velopment of PUD include abnormalities in the 
neutralization of acid by the secretion of bicar­
bonate, physical abnormalities in the mucosal 
lining, or the hypersecretion of gastric acid or 
pepsinogen, the precursor to pepsin (Card & 
Marx, 1960; Donaldson, MacCrae, & Parks, 
1983; Flemstrom, 1981; Schrager & Oates, 1978; 
Wormsley, 1969). 

Approximately 10% of the population experi­
ences PUD (Pflanz, 1971), and duodenal (proxi­
mal small intestine) ulcers occur almost three 
times as frequently in Western cultures as do 
gastric (stomach) ulcers (Bonnevie, 1975a,b). 
Studies of Oriental cultures, on the other hand, 
show gastric ulcers to occur almost twice as 
often as duodenal ulcers (Kawai, Shirakawa, 
Misaki, Hayahsi, & Watanabe, 1989). The rea­
son for this discrepancy is unclear, although it 
is possible that diet, smoking, or other cultural 
factors are involved. The primary diagnostic 
symptom of PUD is a gnawing hungerlike pain 
that is relieved by eating, although abdominal 
pain is not always reported in patients with 
peptic ulcers and may occur in the absence of 
documented ulcerations (Peterson, Sturdevant, 
Frankl, Richardson, Isenberg, Elashoff, Sones, 
Gross, McCallum, & Fordtran, 1977). The se­
rious complications of PUD include vomiting, 
internal bleeding, and perforation of the stom­
ach or intestine, resulting in infection of the 
peritoneal cavity. 

Psychological Considerations 

In addition to physiological abnormalities, 
personality characteristics and emotional stress 
have also been implicated in the development 
of PUD. Alexander (1950) proposed that uncon­
scious psychological conflicts result in auto­
nomic arousal or alterations in endocrine re­
sponses that may initiate the disease processes. 
Such autonomic and endocrine alterations are 
the result of emotional states such as anger, 
depression, or anxiety produced by uncon­
scious psychological conflict. Frustrated oral 
and dependency needs have also been consid­
ered essential emotional conflicts in the devel-
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opment of PUD (Alexander, French, & Pollack, 
1968). Graham and his colleagues (Grace & 
Graham, 1952; Graham, Lundy, Benjamin, Kab­
ler, Lewis, Kunish, & Graham, 1962) inter­
viewed patients with a variety of illnesses 
thought to be psychosomatic in origin and 
found that patients with pud often described 
feeling that they had not been given what they 
were due by others and expressed a desire to 
avenge what they considered to be wrongful 
acts against them by others. There is also evi­
dence that peptic ulcer patients tend to be more 
introverted, anxious, and depressed than indi­
viduals without PUD (Ecklenberger, Overbeck, 
& Biebel, 1976; Whitehead et al., 1982). 

Although many of the studies associating 
personality characteristics with PUD are infer­
ential (i.e., psychological characteristics sep­
arating PUD patients from other groups are 
assumed to be related to the onset of peptic 
ulcerations, but underlying disease processes 
are not studied), there are some studies that 
have investigated the relationship between emo­
tional conflict and alterations in GI physiology 
that may be related to the onset of iIIness. 
Weiner, Thaler, Reiser, and Mirsky (1957) inves­
tigated personality characteristics in army re­
cruits with high and how pepsinogen levels. 
By the use of blindly scored projective tests, 
71 % of the pepsinogen hypersecreters were 
identified based on their level of immaturity, 
dependency, and oral needs in relation to their 
level of masculine defenses and paranoid ide­
ations. In the study, increased pepsinogen 
levels were correlated with increased gastric 
acid output, and 7 of the 10 subjects with the 
greatest dependency needs went on to develop 
peptic ulcerations. Also using projective meas­
ures, Cohen, Silverman, Waddell, and Zui­
dema (1961) found ulcer patients to exhibit sig­
nificantly more dependency needs and less 
aggression and anger than control patients 
with other illnesses. 

Stress and Abnonnal GI Functioning 

A feature common to many psychophysio­
logical disorders is the occurrence of stressful 
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events preceding symptom onset or exacerba­
tion. A recent study (Stemback, 1986) found 
gastrointestinal symptoms to be the second 
most often reported response to stress in Amer­
ica, and it is estimated that more than 50% of all 
medical visits to gastroenterologists are for 
functional disorders known to be affected by 
stress (Drossman, Powell, & Sessions, 1977; 
Kirsner & Palmer, 1958). Studies suggest that 
stressful environmental or emotional events 
may interact with the psychological charac­
teristics described above to precipitate psycho­
physiological gastrointestinal disorders. 

The stressors frequently associated with psy­
chophysiological illnesses in the GI tract in­
clude worry over money, health, family, relation­
ships, work, and everyday mundane problems 
(Chaudhary & Truelove, 1962; Hill & Blendis, 
1967; Pflanz, 1971; Stemback, 1986; Wolf & 
Almy, 1949). Emotional and environmental 
stresses have been found to be a factor in the 
expression of symptoms associated with IBD 
and DES (Clouse & Lustman, 1983; Faulkner, 
1940; Hislop, 1974; Monk, Mendeloff, Siegel, & 
Lilienfeld, 1970) as well as in the exacerbation or 
onset of symptoms related to PUD and IBS 
(Chaudhary & Truelove, 1962; Davies & Wil­
son, 1937; Grayson, 1972; Hill & Blendis, 1967; 
Hislop, 1971). 

However, the type of stress experienced may 
playa role in the development of gastrointesti­
nal symptoms. For instance, using Paykel's 
scale for the qualitative differentiation of life 
events (Paykel, Prusoff, & Uhlenhuth, 1971) 
and the Holmes and Rahe (1967) scale, Fava and 
Pavan (1976-1977a) compared 20 IBS, 20 IBD, 
and 20 appendicitis patients for levels of stress 
in the six months preceding their iIIness. Both 
the IBD and the IBS patients had similar num­
bers of stressful undesirable events involving 
losses and exits from the social field preceding 
their illness, as measured on the Paykel scale, 
which uses modified subsets of the Holmes 
and Rahe scale. However, the IBS patients re­
ported more stressful events from the entire 
Holmes and Rahe scale preceding their illness 
than did the IBD patients, although the IBS and 
the IBD patients reported more stressful events 
preceding their illness on both scales than did 
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the appendicitis patients. Mendeloff, Monk, 
Siegel, and Lilienfeld (1970), using the Holmes 
and Rahe scale, also found that IBS patients 
reported more stressful events in the six months 
before hospitalization for their illness than did 
IBD patients. There findings suggest that IBD 
patients may be more sensitive to social stresses 
and that IBS patients respond to and experience 
a greater variety of overall stress preceding 
their illness. 

Stressful environmental events also appear 
to be an important factor in the onset of PUD. 
Duodenal ulcers occur more often in urban 
than in rural settings and are found more often 
in populations under duress of war than in 
times of peace (Pflanz, 1971). In addition, pro­
fessions with high levels of inherent stress, 
such as police officer or air traffic controller, 
also have greater incidences of PUD (Cobb & 
Rose, 1973; Grayson, 1972; Richard & Fell, 
1975). This epidemiological evidence relating 
environmental stress to PUD is also supported 
by controlled studies that have measured stress­
ful events before the onset of illness or that 
have compared stressful events in PUD pa­
tients to those in matched controls (Alp, Court, 
& Grant, 1970; Sapira & Cross, 1982), although 
there is some evidence that duodenal ulcers 
may be more related to stress than gastric ul­
cers (Piper, Greig, Shinners, Thomas, & Craw­
ford, 1978). 

Although the physiological process by which 
personality traits might interact with stress to 
produce the symptoms in psychosomatic GI 
disorders remains to be pinpointed, it appears 
that alterations in motility produced by stress 
may be responsible for many of the physical 
complaints reported by patients with func­
tional GI disorders. 

Almy and his associates (Almy, 1951; Almy & 
Tulin, 1947) were the first modern investigators 
to document alterations in colonic motility in 
subjects under stress. In a series of observa­
tional studies using proctoscopic visualization 
of the colon, Almy found that stressors such as 
cold-pressor or experimenter-evoked anxiety 
altered motility in both IBS and normal sub­
jects and that these alterations ceased after the 
termination of the stressful period. However, 

such reversals took longer in IBS patients, and 
alterations in colonic activity appeared to be 
related to coping strategies. Changes in colon 
motility were not observed in subjects experi­
encing physical stress until they expressed an 
emotional reaction to their situation, and the 
type of colon activity was reported as being 
related to the attitude that the subjects adopted. 
Subjects expressing hostility, defensiveness, or 
active coping strategies showed increased mo­
tility, while subjects expressing helplessness, 
defeat, or a subdued acceptance showed de­
creased motility. Similar findings were re­
ported by Wolf and Wolff (1947), and changes 
in intestinal motility were also found to be re­
lated to personality characteristics by Lechin, 
Van Der Dijs, Gomez, Lechin, and Arocha 
(1983), who reported that decreased motility 
was associated with somatization disorders, 
hypochondriasis, and obsessive-compulsive 
traits, whereas increased motility was found to 
be related to guilt, anxiety, agitation, and de­
personalization. 

Using modern electrical and pressure re­
cording equipment, Welgan et al. (1985) investi­
gated colonic motility in IBS patients and nor­
mal controls to stressors involving cold pressor, 
mental arithmetic, and fear. Although IBS pa­
tients had significantly more motor activity at 
rest than did normals, both groups signifi­
cantly increased their colon motility during 
stress. The IBS group also showed a significant 
increase in slow-wave (2-4 cpm) myoelectric 
activity during stress compared to controls. In 
a separate study, Welgan, Meshkinpour, and 
Beeler (1987) found IBS patients to have signifi­
cantly more colonic motility during periods.of 
anger than a control group. No difference was 
found between IBS and normals during pe­
riods of rest. In both of these studies, IBS pa­
tients displayed significantly greater amounts 
of hypochondriasis, hysteria, and depression 
than did normals as measured on the Minne­
sota Multiphasic Personality Inventory (MMPI). 

Studies such as Welgan's suggest that stress 
alone is not enough to produce IBS. Because 
both normals and IBS patients increase colonic 
motility in response to a variety of stressors, it 
would appear that it is the combination of per-
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sonality traits and the experience of emotional 
or environmental stress that leads to the devel­
opment of IBS. Support for this conclusion 
comes from studies that have investigated IBS 
symptoms in individuals who either do or do 
not seek medical consultation for their abdomi­
nal complaints (Drossman et al., 1982; Sandler 
et al., 1984; Whitehead et al., 1988). In general, 
these studies have found patients more likely to 
report stress influencing their abdominal symp­
toms and to have significantly higher levels of 
neuroticism than nonpatients. 

Emotional or environmental stress has also 
been shown to cause increased esophageal 
contractions or esophageal spasms in both nor­
mal subjects and patients complaining of non­
cardiac chest pain (Faulkner, 1940; Rubin, Nag­
ler, Spiro, & Pilot, 1962; Stacher, Steinringer, 
Blau, & Landgraf, 1979; Wolf & Almy, 1949; 
Young, Richter, Anderson, Bradley, Katz, Mc­
Elveen, Obrecht, Dalton, & Snyder, 1987). An­
derson, Dalton, Bradley, and Richter (1989) 
compared 10 noncardiac chest pain patients 
with esophageal contraction abnormalities, 9 
noncardiac chest pain patients without esopha­
geal contraction abnormalities, and 20 normal 
controls during baseline and laboratory­
induced stress. The stressors in this study in­
cluded unpredictable bursts of 100-db white 
noise or difficult cognitive discrimination tasks. 
All subjects showed significant increases in 
esophageal contraction amplitudes during 
stress, and patients initially diagnosed with 
esophageal contraction abnormalities showed 
the greatest increases. Correlated with these 
changes in esophageal function were signifi­
cant increases in both observed and self-rated 
reports of anxiety for each of the three groups 
during the stressful conditions. 

Studies such as that by Anderson et al. (1989) 
appear to delineate a direct relationship be­
tween stress, motility, and symptoms of non­
cardiac chest pain (NCP). However, the rela­
tionship between NCP and abnormalities of 
esophageal motility is not clear cut. A number 
of researchers have found little correlation be­
tween periods of NCP and the occurrence of 
contraction abnormalities (Anderson et al., 
1989; Clouse, Staiano, Landau, & Schlacter, 
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1983; Katz, Dalton, Richter, Wu, & Castell, 
1987; Peters, Maas, Petty, Dalton, Penne~ Wu, 
Castell, & Richter, 1988). This dissociation of 
motility disorders from NCP led Shabsin, Katz, 
and Schuster (1988) to suggest that esophageal 
motor abnormalities may simply be physiologi­
cal markers for individuals more apt to experi­
ence NCP symptoms in response to various 
environmental stimuli, including stress. 

Evidence indicating that patients report their 
NCP symptoms more frequently during pe­
riods of fatigue, anxiety, or emotional arousal 
(Benjamin, Richter, Cordova, Knuff, & Castell, 
1983; Henderson, 1980; Jacobson, 1927), taken 
together with studies showing that contraction 
abnormalities of the esophagus are signifi­
cantly associated with elevations of anxiety, 
depression, and somatic concerns (Le., Clouse 
& Lustman, 1983) suggests that NCp, like IBS, 
has a strong psychological component in the 
etiology or exacerbation of symptoms. Further 
evidence for a psychological component in 
both IBS and NCP comes from studies that 
have found patients with symptoms associated 
with both of these disorders to report pain at 
significantly lower distension pressures in the 
esophagus or colon than do normals (Richter, 
Barish, & Castell, 1986a; Ritchie, 1973; White­
head et al., 1980) and to have significant eleva­
tions in somatic anxiety and gastrointestinal 
susceptibility, a measure of the likelihood of an 
individual's responding to stress with GI symp­
toms (Richter et al., 1986b). It thus appears at 
present that emotional or environmental stress, 
combined with psychological characteristics, 
are important considerations in the symptoms 
associated with NCP and IBS. 

Treatment 

Since Jacobson's early descriptions (1927) of 
treating gastrointestinal symptoms with pro­
gressive muscle relaxation (PMR), a number of 
investigators have reported successfully treating 
a variety of GI disorders with behavioral, cogni­
tive, and psychotherapeutic procedures. Many 
of these studies are descriptive case reports, and 
others have used small numbers of subjects, 
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usually without adequate controls. Thus, fur­
ther research is needed on the effectiveness of 
psychotherapy in treating GI disorders. How­
ever, there are a few large and well-controlled 
studies (e.g., Svedlund, Sjodin, Ottoson, & 
Dotevall, 1983) that have produced positive re­
sults and that lend support to many of the case 
reports finding psychotherapy to be an effec­
tive means of treating chronic GI symptoms. 

Irritable Bowel Syndrome 

Svedlund et al. (1983) divided 101 IBS pa­
tients into two matched groups and followed 
them at 3 and 15 months. Both groups received 
medical management consisting of bulk-form­
ing agents and, when appropriate, anticholin­
ergic agents, antacids, and minor tranquilizers. 
The control group received only medical man­
agement, while the experimental group also 
received 10 one-hour psychotherapy sessions 
spread over the first three months of the study. 
Svedlund and his associates used a variety of 
techniques, including behavior modification, 
problem solving, and stress management, to 
help patients modify maladaptive behavior 
and to find solutions to problems. The therapy 
was focused on ways of coping with stress and 
emotional problems, and both physical and 
psychological symptoms were used to assess 
improvements during this study. The physical 
symptoms consisted of ratings of somatic com­
plaints, abdominal pain, and bowel dysfunc­
tion. The psychological outcome measures were 
based on scores obtained for total psychologi­
cal symptoms, an asthenic-depressive syn­
drome, and an anxiety syndrome. The assess­
ments took place before the subjects were 
assigned to groups and at 3- and IS-month 
follow-ups. 

Both groups studied by Svedlund et al. (1983) 
showed improvement in somatic and psycho­
logical scores after three months of treatment. 
The experimental group showed significantly 
greater improvement, however, on total so­
matization and abdominal pain than the con­
trols at first follow-up, and all three somatic 
measures were significantly improved over 
those in controls at 15 months. In addition, the 

patients receiving psychotherapy continued to 
show improvement between 3 and 15 months, 
whereas those receiving only medication re­
gressed toward the initial severity of their 
symptoms at the IS-month follow-up. In con­
trast to the physical scores, no changes in psy­
chological symptoms occurred after 3 months, 
and the differences in the psychological symp­
toms between groups was not significant at 
either the 3- or the IS-month follow-up. In addi­
tion to supporting the use of psychotherapy in 
the treatment of IBS, this study also validates 
reports showing a poor prognosis for the long­
term treatment of IBS patients with medica­
tions alone (e.g., Waller & Misiewicz, 1969). 

Other therapies based on the work of Ellis 
(1962) directed at changing irrational cogni­
tions concerning both symptoms and stressful 
life events or the work of Fordyce (1976) using 
behavioral therapy to decrease reinforcers of 
chronic illnesses have also been found effective 
for treating the symptoms of IBS. The majority 
of these studies have used singly or in combi­
nation, a variety of strategies, including PMR, 
cognitive restructuring, stress management, 
behavior modification, or desensitization pro­
cedures (Cohen & Reed, 1968; Harrell & Bei­
man, 1978; Hedberg, 1973; Jacobson, 1927; Kha­
tami & Rush, 1978; Mitchell, 1978; Youell & 
McCullough, 1975). Hypnotically induced re­
laxation and aversive behavioral therapy have 
also been reported to be successfully used in 
the treatment of IBS (Dolezalova, Cerny, & 
Jirak, 1978; Legalos, 1977; Miller & Kratochwill, 
1979; Whorwell, Prior, & Colgan, 1987). 

Biofeedback has also been reported as an 
effective treatment for IBS symptoms. In a 
group study using a waiting list control popu­
lation, Giles (1978) found relaxation training 
using biofeedback to be an effective procedure 
for treating symptoms arising from functional 
gastrointestinal disorders. However, the best 
results were obtained from a combination of 
biofeedback plus psychotherapy. Other studies 
have also reported successfully treating IBS 
using biofeedback (Blanchard, Schwartz, & 
Neff, 1988; Weinstock, 1976). The above studies 
used frontalis EMG biofeedback or finger tem­
perature training, and patients achieved the 
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greatest improvements when biofeedback was 
given in combination with psychotherapy in­
volving behavioral or cognitive strategies. 

Specific biofeedback based on bowel sounds 
has also been attempted as a treatment for IBS. 
Using electronic stethoscopes, Furman (1973) 
and Radnitz and Blanchard (1988) were able to 
reduce symptoms in patients by providing 
feedback based on bowel sounds. The patients 
were taught to alternatively increase and de­
crease bowel sounds in order to gain control 
over bowel activity. However, others have not 
been able to replicate these results (Weinstock, 
1976), and only half of the patients treated by 
Radnitz and Blanchard (1988) showed improve­
ment in their symptoms by using bowel sound 
feedback. 

In general, it appears that nonspecific bio­
feedback aimed at increasing overall relaxation 
may be more effective than specific biofeed­
back based on bowel activity. This conclusion is 
supported by an interesting study conducted 
by Whitehead (1985), in which two groups of 
IBS patients were given either biofeedback 
based on colon motility or stress management 
based on PMR and desensitization training. 
The patients provided with stress management 
substantially reduced their complaints of ab­
dominal pain but showed no alteration in co­
lonic activity. The group provided with motility 
biofeedback, on the other hand, showed sub­
stantial decreases in abnormal motility pat­
terns but no change in abdominal pain com­
plaints. Half the biofeedback patients were 
then crossed over to the stress management 
group. These patients responded to stress man­
agement with decreased symptoms but no fur­
ther changes in motility. Although the total 
number of subjects in this study was small, the 
efficacy of stress management for the crossed­
over patients adds increased significance to 
these findings and suggests that psychological 
factors may be more important in the treatment 
of IBS symptoms than are abnormalities in 
physiological activity. 

Few studies have reported on the use of psy­
chodynamic or nondirective psychotherapy for 
the treatment of IBS. Hislop (1980) described a 
series of 52 IBS patients whom he provided 
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with brief psychodynamically oriented ther­
apy designed to explore emotional states and to 
help in the expression of repressed emotions. 
Recent life events were also explored, and reas­
surance was provided. For the majority of the 
patients, therapy was made available in the 
form of three or fewer one-hour sessions spaced 
two to four weeks apart. Following treatment, 
46% of the patients described their symptoms 
as absent or improved on self-report question­
naires, but no statistical analysis was per­
formed and no control group was used. As a 
result, these findings must be accepted with 
caution, especially as others (Waller & Misie­
wicz, 1969) have indicated that follow-up con­
tact alone seems to help patients with IBS, and 
psychodynamically oriented therapy typically 
requires more than three hours to be effective. 
Overall, then, relaxation procedures, cognitive 
psychotherapy, and behavior modification 
strategies appear to be the only documented 
psychological therapies effective in helping pa­
tients with IBS and would seem to be the treat­
ments of choice for this disorder. 

EsoPbageal Disorders 

As with IBS, one of the more useful thera­
peutic procedures for treating psychophysio­
logical disorders of the esophagus appears to 
be relaxation training. Jacobson (1927) was the 
first to use relaxation procedures in the treat­
ment of gastrointestinal disorders and reported 
several cases of esophageal spasm treated suc­
cessfully with progressive muscle relaxation. 
Latimer (1981) reported on a single case of 
esophageal spasm treated successfully with 
frontalis EMG feedback and PMR. Latimer's 
patient was able to reduce her total perceived 
spasm time from an initial 10 hours a week to 
less than 1 hour a week by the end of a IS-week 
treatment period. Latimer also used a double 
swallowing technique that proved helpful to 
this patient. These gains were maintained at a 
six-month follow-up after the treatment was 
terminated. 

Shabsin et al. (1988) reported using PMR, 
frontalis EMG, and index finger temperature 
biofeedback in conjunction with behavior mod-
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ification and cognitive restructuring in the suc­
cessful treatment of chest pain due to vigorous 
achalasia, a neurological disorder causing por­
tions of the esophagus to become aperistaltic. 
The typical symptoms of this disorder include 
chest pain and dysphagia, and manometric 
findings often show DES as well as aperistaltic 
activity. The patient in this report had proved 
refractory to both medical and surgical man­
agement for control of her symptoms over a 10-
year period. After completion of the treatment, 
the patient was followed at 3 and U months 
without a return of her symptoms, although 
her abnormal motility patterns did not change 
from their pretreatment state. This dissociation 
of esophageal motility from symptoms was 
also reported by Latimer (1981) and, as with 
IBS, suggests the importance of psychological 
characteristics in chronic symptoms related to 
esophageal dysfunction. 

Although there are no reports of the behav­
ioral management of globus hystericus, several 
case histories have been published describing 
the use of biofeedback, relaxation strategies, or 
behavior modification in the treatment of pa­
tients complaining of difficulty swallowing or 
upper esophageal dysphagia. Using biofeed­
back and psychotherapy, Shabsin (1988) treated 
a 62-year-old woman complaining of swallow­
ing difficulties, nausea, vomiting, and abdomi­
nal pain. The patient's symptoms had begun 
eight months before treatment, at a time when 
her husband was undergoing cardiac bypass 
surgery, from which he successfully recovered, 
and they had a fairly stereotypical pattern, be­
ginning with the patient's focusing on her diffi­
culty in swallowing. This was followed by at­
tempts to clear her throat. When these failed to 
alleviate her swallowing difficulty, she began to 
clear her throat more vigorously and to increase 
the contractions of her abdominis rectus (ab­
dominal) muscles. This process resulted in her 
symptoms of abdominal pain, nausea, and 
retching, which the patient termed vomiting. 

The treatment of this patient initially con­
sisted of PMR, combined with EMG biofeed­
back from electrodes placed symmetrically on 
the lateral aspects of the cricopharyngeal (throat) 
muscles. It has been suggested that patients 

with swallowing difficulties experience spasms 
of the cricopharyngeal muscles (Watson & Sul­
livan, 1974), and it was hypothesized that bio­
feedback would enable this patient to voluntarily 
decrease any inappropriate activity of these 
striated muscles. The patient was also provided 
with cognitive stress management trafuing in­
volving positive statements about her health 
and recovery, and behavior modification was 
used by withdrawing attention that the patient 
was receiving from her family for her symp­
toms. Over the 12-week treatment program 
provided to this patient, her symptoms de­
creased from their initial level of four to six 
times a day to less than once a week. Frontalis 
EMG biofeedback, relaxation training, and 
aversive behavior therapy have also been re­
ported as being used successfully in the treat­
ment of patients with swallowing difficulties 
(Haynes, 1976; Solyom & Sookman, 1980). 

Inflammatory Bowel Disease 

Several studies have reported that suppor­
tive psychotherapy (i.e., non-insight-oriented, 
non-anxiety-provoking therapy in which the 
therapist supports the patient with approval 
and help in dealing with problems that the 
patient finds difficult) produces both symp­
tomatic and psycholOgical improvement in pa­
tients with IBD (Grace, Pinsky, & Wolff, 1954; 
Groen & Bastiaans, 1951; Karush, Daniels, 
Flood, O'Connor, Druss, & Sweeting, 1977; Ka­
rush, Daniels, O'Connor, & Stern, 1968). Typ­
ically, 60%-70% of IBD patients treated with 
supportive psychotherapy show improvements 
in their illness ranging from total remission to a 
decrease in symptoms. In the best controlled of 
these studies, Grace et al. (1954) compared 34 
IBD patients treated with psychotherapy with 
34 age, sex, and severity-of-disease matched 
IBD controls. The patients treated with psycho­
therapy differed from those not receiving psy­
chotherapy in terms of number of patients ex­
periencing improvements in their illness (65% 
vs. 32%), hospitalizations for relapses (53% vs. 
29%), the average number of weeks spent in the 
hospital (9.5 vs. 11.5), and the number of pa­
tients needling ileostomy surgery (3 vs. 10). 
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In general, the psychological improvements 
found in IBO patients treated with supportive 
psychotherapy involve decreases in anxiety 
and an improvement in their abilities to interact 
with others in social or work-related situations 
(Karush et aI., 1968). Personality characteris­
tics, on the other hand, were generally not al­
tered to any significant degrees in IBO patients 
responding to psychotherapy. This finding 
would suggest that long-term insight-oriented 
psychotherapy directed toward altering person­
ality is not necessary in treating IBO patients. 

Relaxation exercises have also been found to 
be helpful in treating patients with IBD. Shaw 
and Ehrlich (1987) reported randomly assign­
ing 40 ulcerative colitis patients to either a PMR 
treatment group or a waiting control group con­
tacted by phone once per week. The groups 
were of equal number and were sex matched 
but not age matched, and none of the patients 
had a history of psychosis or psychiatric hospi­
talization. Following treatment, the PMR group 
reported significantly less distress from their 
symptoms and significantly less intense and 
less frequent abdominal pain related to their 
IBO than did the controls. In addition, after 
treatment, but not before, significantly fewer 
patients treated with PMR were using anti­
inflammatory drugs than were controls. This 
reduction in medication is quite encouraging, 
as many anti-inflammatory agents, such as 
prednisone, used to treat IBO have serious side 
effects. Other forms of relaxation training in­
volving autogenic training (Luthe & Schultz, 
1969) have also been reported in uncontrolled 
studies to be effective in treating patients with 
ulcerative colitis (OeGossely, Koninckx, & Len­
fant, 1975; Schaeffer, 1966). 

Overall, the studies conducted so far indi­
cate that decreases in psychological anxiety 
and physical arousal can be helpful in treating 
the patient with IBD. They also suggest that 
behavioral and cognitive strategies may be 
helpful for the patient with lBO, although these 
studies remain to be done. 

Using behavior modification and cognitive 
restructuring, we have recently treated a pa­
tient with IBO at the Gastrointestinal Pain Cen­
ter of the Francis Scott Key Medical Center. 
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The patient was a 46-year-old male with a 20-year 
history of Crohn's disease. In the six years before the 
patient was seen at the Pain Center, his illness had 
become much more severe, and he was taking large 
amounts of steroids with only moderate alleviation 
of his symptoms. 

When first seen, this patient was experiencing a 
great deal of social and family disability related to 
his symptoms, although he continued to work. He 
was also very angry and bitter about his illness and 
felt it had ruined his life. The patient spent most of 
his free time lying down or complaining to his wife 
about his illness. The behavior modification involved 
decreasing the attention that the patient's wife gave 
him as a result of his symptoms. It also included 
increasing the recreational and social activities en­
gaged in by the patient, both on his own and with his 
wife. The cognitive aspects of the treatment involved 
altering the patient's perceptions that he was' too sick 
to engage in nonwork activities and helping him 
accept his illness without anger or despair. After six 
months of weekly psychotherapy, the patient's ab­
dominal symptoms from his illness were greatly 
improved (i.e., two to three or fewer episodes of 
abdominal pain per month compared to the daily 
and almost constant pain he had experienced before 
ther~py). The patient was followed over the next year 
and maintained the improvements he had obtained 
with psychotherapy. In addition, his anti-inflamma­
tory medication was reduced by 50% during this 
time by his gastroenterologist without any increase 
in his symptoms. 

Although a case study, this report is similar 
to other larger studies in that the patient im­
proved using non-insight-oriented forms of 
psychotherapy, and it suggests the usefulness 
of behavior modification and cognitive psycho­
therapy in the treatment of symptoms arising 
from IBD. 

Peptic Ulcer Disease 

In several controlled studies (Chappell, Ste­
fano, Rogerson, & Pike, 1936; Svedlund & Sjo­
din, 1985), dynamically oriented psychotherapy 
using cognitive and behavioral strategies aimed 
at reducing stress, anxiety, and emotional prob­
lems has been shown to be effective in treating 
symptoms arising from PUD. Svedlund and 
Sjodin randomly assigned 103 peptic ulcer pa-
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tients to either a control group or a psychothera­
peutic group. Both groups received medical 
management as needed, consisting of ant­
acids, anticholinergics, H2-receptor antago­
nists, or minor tranquilizers, and the experi­
mental group received three months of weekly 
one-hour psychotherapy in the form of stress 
management and problem solving for issues of 
emotional importance to the patient. Suppor­
tive therapy was primarily used, but insight 
and anxiety-provoking therapy was also em­
ployed with those patients who could tolerate 
it. At three months following therapy, both 
groups showed improvement in their symp­
toms, although the patients given psychotherapy 
showed greater decreases in somatic symp­
toms than did the controls. However, these dif­
ferences between groups were not statistically 
significant. At IS-month follow-up, however, 
the psychotherapy group showed significantly 
fewer somatic symptoms than did the control 
group, which had begun to regress back to­
ward the original level of symptoms before 
medical treatment. 

Chappell et al. (1936) treated 32 peptic ulcer 
patients with behavior modification aimed at 
decreasing the social rewards for having PUD 
symptoms. Cognitive psychotherapy involv­
ing the patients' thinking of themselves as re­
covering or being healthy, as well as distraction 
to combat anxiety and worry, was also used. 
The patients were also informed of the relation­
ship between emotional arousal, worry, and 
physiological changes in their GI tract that 
might lead to PUD. The patients received psy­
chotherapy daily in small groups for six weeks. 
After six weeks, 30 of the 32 experimental pa­
tientswere free of symptoms and were eating a 
normal diet compared to only 2 of the 20 PUD 
control patients. These gains had been main­
tained at three-year follow-up, with 26 of the 28 
experimental patients reporting no symptoms 
or only mild symptoms over this time period. 

Brooks and Richardson (1980) reported simi­
lar results using intensive but briefer psycho­
therapy involving rational emotive therapy (e.g., 
Ellis, 1962) and assertiveness training. The pa­
tients were seen for eight sessions over a two­
week period and were then followed at 60 days 

and 42 months. At both follow-ups, the pa­
tients receiving psychotherapy were experienc­
ing fewer days of ulcer pain and were consum­
ing fewer antacids than the control patients 
provided with three sessions of supportive 
therapy. The experimental patients also had 
fewer hospitalizations following treatment than 
did controls, and after 42 months, only one of 
the nine experimental patients had experienced 
an illness relapse, compared to five of the eight 
controls. Frontalis EMG biofeedback and PMR 
have also been reported in several case studies 
as being effective in relieving PUD symptoms 
and in healing peptic ulceration as shown by 
radiological evidence (Aleo & Nicassio, 1978; 
Beaty, 1976). 

As with other psychophysiological GI ill­
nesses, brief forms of behavioral and cognitive 
psychotherapy appear to be effective in treat­
ing PUD. However, of all the disorders dis­
cussed in this chapter, the medical manage­
ment of PUD is the most effective. The use of 
histamine H2 antagonists and antacids has 
been scientifically well documented as healing 
peptic ulcers and as preventing relapses (Dron­
field et al., 1979; Winship, 1978). This finding 
seems to have led to a decreased interest in the 
use of psychotherapy in the treatment of PUD, 
as medical management is more cost-effective 
in terms of both time and money. On the other 
hand, for the patient who continues to experi­
ence frequent episodes of PUD and who has 
the psychological characteristics associated 
with this illness, psychotherapy may provide 
the most beneficial treatment over an extended 
period of time. 

Program Development 
and Implementation 

In spite of evidence suggesting that psycho­
logical traits and stress can influence the course 
of certain gastrointestinal disorders, the medi­
cal community, with notable exceptions, has 
not readily sought psychotherapy as a form of 
treatment for GI illnesses. A portion of the ex­
planation lies in the fact that physicians gener­
ally receive little training in the psychological 
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aspects of illness and are not oriented by their 
education to see illness from this perspective. 
On the other hand, neither are psychologists 
typically given much exposure to the medical 
aspects of GI illnesses in their training, so that 
they may misinterpret a patient's complaints or 
refuse medical referrals that are appropriate. 

Developing a psychological practice in a 
medical setting, therefore, requires, first, the 
ability to communicate effectively with the 
medical community. Often, this necessitates 
developing an understanding of both the med­
ical and the psychological aspects of a particu­
lar illness. Lack of medical knowledge makes it 
difficult to discuss physical illness from a psy­
chological perspective or to provide effective 
information to the medical community about 
ways in which psychotherapy can be used to 
help patients. Physicians are concerned about 
their patients and are more likely to trust a 
patient to psychotherapy if they feel that the 
therapist has an adequate understanding of 
the medical considerations involved in a pa­
tient's symptoms. In addition, without such 
information, it is difficult to treat patients psy­
chologically who may be experiencing compli­
cated and sometimes health-threatening medi­
cal symptoms. 

Information about the interaction between 
psychology and medicine can be conveyed by 
giving talks at hospital grand rounds or other 
medical meetings and conferences, by main­
taining an active correspondence about a pa­
tient's care with the referring physician, by 
offering to provide in-service talks to medical 
support teams, or by personal communica­
tions. Such activities increase the credibility of 
using psychotherapy for medical patients and 
help to promote a collegial relationship be­
tween the professionals involved in a patient's 
health care. 

Establishing independence is also an impor­
tant element in providing health care in a medi­
cal setting. Psychologists should request hos­
pital privileges in order to see inpatients and 
make notes in medical charts. Obtaining staff 
privileges facilitates being perceived as part of 
the medical community and helps to promote 
patient referrals. Establishing independence 
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also means participating in referring patients to 
other specialists when appropriate for further 
medical or psychiatric evaluation. Hospitals or 
medical institutions can best be thought of as 
groups of specialized consultants who refer 
back and forth to each other as needed in order 
to provide health care to a patient. Participating 
in this network helps to establish psychological 
evaluation or treatment as part of the patient 
care process. 

Our experience at the Francis Scott Key Med­
ical Center has been mostly with outpatients, 
although we do provide inpatient evaluation and 
short-term treatment programs for hospitalized 
patients. We do not provide treatment for ter­
minally ill patients, and most other inpatients 
are discharged before much psychotherapy for 
treating disorders related to long-term person­
ality characteristics can be accomplished. Of­
ten, however, we continue to treat patients once 
they have been released from the hospital. For 
the most part, we find that treating stress-re­
lated GI disorders is more effective in an outpa­
tient program, where patients can learn to cope 
with stressful situations on a daily basis. 

We also believe that evaluation is an impor­
tant aspect of any treatment program. Each of 
our patients has a nonstructured interview as 
part of the intake procedure. This portion of 
the evaluation is designed to provide informa­
tion on drug dependency (prescription or non­
prescription), secondary-gain issues, family 
problems, emotional status, and other factors 
that may be pertinent to the patient's symp­
toms. Personality characteristics are obtained 
by means of the MMPI (Hathaway & McKinley, 
1942) or the Symptom Check List-90 (SClr90) 
(Derogatis, Lipman, & Covi, 1973), and a de­
pression inventory such as the Beck (Beck, 
Ward, Mendelson, Mock, & Erbaugh, 1961) or 
Hamilton (Hamilton, 1967) is administered as 
part of the standard intake evaluation. Meas­
ures of anxiety, assertiveness, mental status, 
and other personality characteristics are also 
obtained as deemed appropriate. Such infor­
mation is then used in communicating the pa­
tient's needs and emotional state to the refer­
ring physician, as well as in planning the 
treatment protocol for the patient. 



532 PART VI • TEMPLATES FOR PROGRAM DEVELOPMENT 

A brief outline for the psychological man­
agement of patients with gastrointestinal disor­
ders is given below: 

• Medical evaluation to rule out or treat or­
ganic disorders. 

• Psychological evaluation including per­
sonality, behavioral, and cognitive assess­
ments. 

• A treatment program capable of providing 
some combination of: Psychotherapy for 
depression, anxiety, and somatization dis­
orders. Behavior modification. Family ther­
apy. Stress management. Cognitive restruc­
turing strategies. Biofeedback and relaxation 
training. 

Summary 

This chapter has detailed the psychological 
characteristics associated with psychophysio­
logical disorders or the gastrointestinal tract 
and the psychological treatment strategies that 
have been shown useful in alleviating or elim­
inating the symptoms accompanying these 
disorders. The most effective procedures have 
involved behavioral, cognitive, and psycho­
physiological (i.e., biofeedback and relaxation 
training) forms of psychotherapy. In general, 
many of these techniques may be seen as in­
volving various forms of stress management, 
and their effectiveness would appear to be as­
sociated with the central role that stress has 
been shown to play in the onset or exacerbation 
of functional and psychosomatic gastrointesti­
nal disorders. At present, psychological and 
behavioral management programs, in conjunc­
tion with medical screening, appear to provide 
the best approach to treating the patient with 
psychophysiological disorders of the gastroin­
testinal tract. 
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CHAPTER 29 

Programs for the Treatment 
of Dental Disorders 
Dental Anxiety and 
Temporomandibular Disorders 

Barbara G. Melamed and David J. Wtlliamson 

Introduction 

Surveys indicate that 4 % -10% of the adult pop­
ulation avoid dental treatment because of ex­
treme fears, and probably an even larger per­
centage (up to 25%) avoid dental treatment 
except when they are symptomatic (Ayer & 
Corah, 1984). Extreme dental fears were re­
ported in 23% of 14- to 21-year-olds, and there 
is a continuing reduction in fear with age. Den­
tists are generally inconsistent in their ap­
proach to dealing with anxious patients. Corah 
(1988) reported that three quarters of the den­
tists surveyed felt that patient anxiety was the 
greatest barrier to regular dental care. Very few 
dentists, however, ask the patient whether he or 
she is anxious. They are afraid that the question 
will suggest that there is something to be anx-
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ious about. Many dentists admit that they 
themselves become anxious if they deal with 
anxious patients. Dentists need to know both 
how to recognize patient anxiety and what to 
do about it. The first part of this chapter re­
views the etiology of dental anxiety and indi­
cates how it can be measured in child and adult 
patients. Strategies for reducing patient anxiety 
are provided in terms of the treatment of pa­
tients by psychologists and the education of 
dentists in behavior management strategies for 
preventing dental phobia. The second part of 
the chapter deals with temporomandibular 
disorder (TMD), a pain syndrome increasingly 
recognized as being influenced by psychologi­
cal factors. The term temporomandibular disorder 
has been adopted instead of the more com­
monly temporomandibular joint disorder (TMJ) in 
order to encompass a wider range of patho­
genic processes both within and outside the 
temporomandibular joint that contribute to the 
symptoms reported by patients suffering from 
this syndrome. Etiological theories of TMD as 
well as behavioral interventions aimed at alle­
viating the problem are discussed. 
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Dental Anxiety 

Anxiety is a complex variable. The prospect 
of dental treatment may evoke fears of many 
different things. A questionnaire survey found 
that 12 million American people avoid dental 
treatment because of psychological concerns 
(Friedson & Feldman, 1958). Kleinknecht, Kle­
pac, and Alexander (1973) found that many 
aspects of the dental situation contribute to 
anxiety, including a fear of 

1. Criticism for poor oral hygiene 
2. Loss of control 
3. Pain 
4. The anesthetic injection 
5. The sound and sensation of the drill 

These fears may generalize, and the result is 
that the dentist and associated stimuli, such as 
offices, support personnet and treatment in­
struments, become sources of discomfort. 

In our survey of children (Cuthbert & Mela­
med, 1982), those between 6 and 7 years of age 
reported the greatest fear. Across an age range 
of 4-14 years, a fear of choking was ranked the 
highest, followed by injections and drilling. 
These findings are consistent with an Austra­
lian survey (Herbertt & Innes, 1979) that found 
that third- and fourth-grade children (8-9 years 
of age) were reporting the least cooperation 
and the most anxiety during dental treatment. 

Children learn to fear the dentist vicariously 
through the media or by hearing from peers or 
parents about the dread of dental treatment. 
Children who have not previously experienced 
dental examinations may have anticipatory 
fears that are quickly alleviated by the actual 
experiences that they undergo in the dental 
operatory. The avoidance of dental treatment 
by adults and their children continues to be a 
major public health concern, despite the initia­
tive of pedodontists in seeking early visits with 
the child to employ active preventive measures 
and minimize dental problems. 

The discomfort experienced during dental 
visits may sometimes be unpleasant, but not 
objectively harmful. Unfortunately, like other 
health services, dental care is often neglected 
because of immediate discomfort and the long-

term nature of deleterious consequences. Pa­
tients who are severely dental-phobic do not go 
for routine work. The vast majority of people 
eventually do seek dental treatment. The few 
who are true dental phobics are characterized 
by avoiding dental appointments, forgetting 
appointments, or requiring extreme sedation, 
even general anesthesia, in order to cope with 
routine dental treatment. Many seek dental 
care only when pain is already involved. This 
provides an ideal situation for the classical con­
ditioning of emotionally aversive responses 
and avoidance behavior. The true dental phobic 
may tolerate discomfort and deterioration of 
oral health for many years. Fearful patients of 
this type have been found to score higher on 
Eysenck's Neuroticism Scale and lower on the 
Extraversion scale than nonfearful controls 
(Lautch, 1971). Adult dental patients who are 
highly anxious in general may require a differ­
ent psychological approach from those who 
may be nervous about the dentist, but who are 
low in general anxiety. These individuals need 
to be referred to clinical psychologists. 

A second important role for the clinical psy­
chologist is the education of dental practi­
tioners. The dentist's handling of the patient in 
the operatory not only affects the quality of 
care that can be delivered but influences the 
patient's future behavior with regard to dental 
care. Thus, the iatrogenic effects of an adverse 
dentist-patient interaction is yet another source 
of dental phobia. Studies with children (Mela­
med, Hawes, Heiby, & Glick, 1975a; Melamed, 
Weinstein, Hawes, & Katin-Borland, 1975b) 
have provided evidence that a high level of fear 
in children during a dental examination pre­
dicted the degree of disruption during actual 
restorative treatment. Pedodontists have used 
the tell-show-do techniques for many years in 
managing the normal child patient. These 
techniques provide information to the patient 
about what to expect and how to react. The 
literature on imparting information about im­
pending stressful events, such as medical pro­
cedures, suggests that different types of indi­
viduals need different types and amounts of 
information (Melamed, 1982). Yet, in the litera­
ture on dentist-patient communication, such 
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undefined terms as empathy, friendliness, and a 
calm, competent image are thought to be suffi­
cient for the treatment of most patients. 

Many dentists are encouraged to use posi­
tive reinforcement to obtain cooperation with 
the dental procedures. Unfortunately, they of­
ten delay the reinforcement (i.e., the child re­
ceives a general treat at the end of the session). 
Comments of praise are often too general for 
the child to learn much about the expected 
behavior. Although a few studies exist in which 
positive tangible reinforcement improved the 
dental chair behaviors of mentally retarded 
children (Kohlenberg, Greenberg, Reymore, & 
Mass, 1972) or psychotic adults (Klinge, 1979), 
there is little definitive research on reinforce­
ment strategies consistently applied with nor­
mal dental patients. 

With the difficult child dental patient, den­
tists are taught to be firmer and to use a loud 
voice and restraints if necessary to control dis­
ruptive behavior. Yet, retrospective reports 
suggest that the development of dental phobias 
involved previous noxious experience in the 
dental setting and negative family attitudes 
(Forgione & Clark, 1975; Shoben & Borland, 
1954). In spite of the general cautions in the 
application of punishment procedures in the 
parent training and the animal behavior litera­
ture, 95% of pedodontists polled sometimes 
use restraints or hand-over-mouth techniques 
in the control of their patients (Levy & Domoto, 
1979). Although the suppression of uncoopera­
tive behavior may be an immediate result of the 
use of criticism, punishment, or ridicule, the 
effect may be short-lived. In fact, the patient's 
return for further dental treatment, as well as 
future avoidance behaviors in other medical 
situations, may be negatively affected by the 
anxiety generated by this experience. 

This chapter includes documented case il­
lustrations and controlled research investiga­
tions that address many of the same issues that 
confront psychologists who treat fear and anxi­
ety disorders. The practical issues of getting 
the phobic patient into the dental office in­
cludes applications of behavioral approaches 
already known to reduce irrational fear behav­
ior. Many methods of presenting preparatory 
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information for both adults and children in 
improving their cooperation during dental treat­
ment have been adopted by dentists, but there 
is a lack of empirical validations regarding 
which intervention is most likely to succeed 
with a given patient. 

Assessment of Psychological Factors: 
A Three-Systems Approach 

Psychologists have been using the dental op­
eratory as a laboratory for studying fear behav­
iors and for comparing the effectiveness of dif­
ferent behavioral strategies. Melamed (1979) 
provided evidence that there exists a wide vari­
ety of instruments sensitive to the dental anxi­
ety of adult and child patients. The need for a 
multidimensional approach to the study of 
fear-related behaviors is based on the lack of 
high correlations between subjective, behav­
ioral, and somatic indices (Kleinknecht, Bern­
stein, & Alexander, 1977). 

Separate measures for adults and children 
are used, as developmental level and social 
desirability affect which behaviors are likely to 
be observed. Although self-reported fears of 
adult patients have been found useful in dis­
criminating between high- and low-anxiety 
dental patients (Corah, 1969; Gale, 1972; Klein­
knecht et ai., 1973; Kleinknecht & Bernstein, 
1979), the children's self-reported ratings are 
not as reliable an indication of their fear. Gen­
eral anxiety measures such as the Taylor Mani­
fest Anxiety Scale and the State-Trait Anxiety 
Inventory (Spielberger, Gorsuch, & Lushene, 
1970) have been adapted and found valid in 
reflecting change of anxiety in adults in the 
dental situation (Lamb & Plant, 1972). 

On the other hand, children's behavior in the 
dental setting has been a more reliable and 
valid indication of their discomfort when meas­
ured by observations of movement, attempts to 
dislodge instruments, protests, and cries (Mela­
med, 1979) than the measures of self-report. In 
preschool children, movement appears to be 
related to anxiety (Glennon & Weisz, 1978). 
Kleinknecht et al. (1977) found, on the other 
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hand, that the most frightened adult patients 
were those who moved the least during actual 
treatment. Perhaps adults have learned more 
subtle cues for signaling anxiety (e.g., plead­
ing eye movements and grunting). 

Patients' anticipatory arousal is often higher 
than their actual response during treatment, 
and patients' failure to sit still or cooperate may 
endanger proceeding without taking special 
care to help patients control their affective dis­
charge. Physiological measures of arousal, 
particularly heart rate and palmar sweating, 
have been found to discriminate between high­
and low-anxiety dental patients. These meas­
ures are also sensitive to which dental proce­
dures elicit the most anxiety in a given person. 

Children's lear Measures 

Self-Reports 

Statements such as "When will it be over?" 
"Will it hurt?" "I want my mommy," or "I've got 
to go to the potty" may indicate fear. The Chil­
dren's Fear Survey Schedule, modified for den­
tal items (Figure 1; Cuthbert & Melamed, 1982; 
Melamed et aI., 1975b) has been found to be 
predictive of the degree of disruption of the 
child in the dental chair. It has also been vali­
dated as an index in change of dental fear fol­
lowing therapeutic modeling. However, its use 
is limited to children above the age of 4. It also 
needs to be individually administered orally 
to younger children. 

CHILDREN'S FEAR SURVEY SCHEDULE 

-------~.--------------------

I dentists 
2 doctors 

3. injections (shots) 

4. having som .. body examine 
your mouth 

5 having to open your mouth 

6. having a stranger touch you 

7. having som .. body look at 
you 

Thf' d .. ntist drilling 

9 t .... sight of the d"ntist dril· 
ling 

10 the noise of the dentist dril· 
ling 

II having somebody put in­
struments In your mouth 

12 chokong 

l!l having to go to the hospital 

14 peopl in white uniforms 

15 having the nurse d .. an your 
t .... th 

'01 afraid 
at all 

1 

A littl .. 
afraid 

2 

A fair 
amount 

3 

hild was: 
Cooperative 

Anxiow about questions 
Answered questions 

Understood questions 

Pr .. lty much 
afraid 

4 

Figure 1. Dental subscale of the Children's Fear Survey Schedule. 

y\!$ no 

yes .no 
yts no 

yes no 

Very 
afraid 
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Behavioral Indices 

The practicing dentist would prefer a quick 
screening device to call attention to the chil­
dren with a high probability of disruptiveness. 
The decision to use local anesthesia is some­
times made out of convenience than because of 
patients' needs. However, this injection proce­
dure itself elicits one of the strongest fears in 
children as measured by heart rate increase, 
enhanced anxiety reports, and movement. Fran­
kel (1980) suggested the use of a tickle test to 
help the dentist decide which children to use 
local anesthesia with. In 100 children between 
the ages of 6 and 14 who were inexperienced in 
dental treatment, a significant difference was 
found between those children who required 
anesthetic treatment and those who did not by 
using a prior response to being tickled. Chil­
dren, especially boys, who laughed were more 
likely to require an anesthetic during treat­
ment. Unfortunately, children who were con­
sidered management problems were excluded 
from the study. 

The use of mothers' expectations of how their 
children will behave, when based on previous 
observation of their children during dental 
treatment, is an excellent way to predict children 
who may require more management (Mela­
med,1979). 

Treatment 

Those investigators using behavioral rating 
scales (Klorman, Hilpert, Michael, LaGana, & 
Sveen, 1980; Koenigsberg & Johnson, 1975; 
Melamed, Yurcheson, Hawes, Hutcherson, & 
Fleece, 1978; Venham & Quatrocelli, 1977) have 
been very successful in showing the consis­
tency of behavioral disruption across treatment 
sessions. This allows a standard behavioral de­
vice for predicting disruptiveness and evaluat­
ing the effects and influences of dentists' man­
agement strategies. Different stages of dental 
treatment have also been identified as produc­
ing varying amounts of stress. Venham and his 
colleagues (Venham, Bengston, & Cipes, 1978) 
found that, although patients' responses to cav­
ity preparation remained fairly consistent across 
treatment sessions (for 3- to 5-year-olds), there 
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was an increase in clinically rated anxiety and 
heart rate and a decrease in cooperation during 
the injection of local anesthetic. Observational 
rating scales have been specifically developed 
for younger toddlers (Chambers, Fields, & Ma­
chen, 1981; Fields, Machen, Chambers, & Pfef­
ferle, 1981). 

Physiological Measures 

The research on psychophysiological re­
cordings on children (Lewis & Law, 1958) indi­
cates that these are useful and valid measures 
of transient stress during dental treatment. 
Heart rate has been found to be a particularly 
sensitive measure of fear during dental treat­
ment. Children inexperienced in dental proce­
dures showed a greater change in heart rate 
and more variability than those experienced in 
the procedures. Pulse rates increased even 
more during the anticipation of the procedure 
than during the actual implementation (Duper­
son, Burdick, Koltek, Chebib, & Goldberg, 
1978). 

It is only by doing a profIle analysis of concor­
dance and desynchrony between these indicants 
of anxiety that we can more fully understand 
the process of fear change. The more intense 
the phobia, the more likely these systems are to 
positively covary and to call for a broad-based 
treatment program. There is also a need to be 
practical. Except for research purposes, it would 
probably suffice to ask the parent how the child 
behaved during early treatments and actually to 
observe the child's disruptive behaviors during 
less critical intrusive procedures than dental 
injections (i.e., during prophylaxis or dental 
x-ray procedures). 

Adult lear Measures 

Self-Report 

The most popular scale used to assess dental 
fear is the Corah (1988) Dental Anxiety Scale. It 
is a four-item multiple choice test that takes 
less than five minutes to administer. It has 
been used for over two decades and is reliable 
and has predictive validity. Unfortunately, not 
all dentally phobic patients obtain high scores 
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on this scale. A small percentage of patients 
showing extremely marked physiological re­
sponses indicative of anxiety during dental 
treatment do not necessarily score high on this 
scale. Early and Kleinknecht (1978) reported 
that personality factors may also show different 
responses regarding fear based on their ten­
dency toward the extreme on repression-sensi­
tization. They found that sensitizers were more 
physiologically aroused than repressors as 
measured by the palmar sweat index during 
auditory tapes of the dentist's drill. There was a 
positive relationship between the degree of 
fear of dentistry and the tendency toward sen­
sitization. 

Clinical Interventions 

One would expect procedures directed at 
arousal reduction to have a more specific effect 
on the physiological system, whereas behavior 
change (opening the mouth wide) may induce 
cooperative behavior while still leaving the pa­
tient autonomically aroused. Self-reported fear 
reduction often lags behind other changes 
(Hodgson & Rachman, 1974). A broad-range 
treatment directed at alleviating discomfort in 
all three systems would probably have the 
most likelihood of resulting in long-term effec­
tiveness. After an analysis is made of the inten­
sity and the disruptiveness of behaviors within 
the three systems (subjective, behavioral, and 
physiological), treatment should be focused 
first on the system most susceptible to change. 
It is often useful to pinpoint the origin of the 
fear and to specify the current antecedents of 
arousal and avoidance behaviors. 

7reaUng Dental Jears in Children 

The specialty of pedodontics recognizes that 
children present unique problems in the dental. 
operatory. The behavioral management of the 
child cannot be separated from the quality of 
the dentist's work. The emotional state of the 
child and what he or she learns about the pleas­
antness or unpleasantness of the early dental 
appointment will influence his or her future 

oral health behaviors. Fear has been identified 
as an important factor in the disruptive behav­
ior of the school-aged child in the dental office. 
Practicing dentists consider the fearful, disrup­
tive child to be among the most troublesome of 
problems in their clinical work (Levy & 00-
moto, 1979). Yet, Brockhouse and Pinkham 
(1980) demonstrated that dentists without years 
of experience had a poor ability to predict how 
anxiously a child will behave. 

The child must cooperate or must at least 
passively comply with the dentist's procedures 
in order to have the technical procedures com­
pleted. Although some dentists prefer to pre­
medicate children so as to reduce the possi­
bility of disruption, others prefer to involve the 
child as an active participant. From the point of 
view of child development (Murphy, 1952), a 
child who copes successfully with stress ac­
quires feelings of mastery that contribute to a 
healthy self-concept. Therefore, dentists may 
be viewed as socializing agents, teaching chil­
dren from very early how to handle discomfort 
appropriately. 

The treatment approach in the area of chil­
dren's dental behavior focuses on the issues of 
(1) identifying the variables that will predict 
disruptive behavior in the dental office; (2) ex­
amining parental (usually maternal) influences 
on the child's behavior; (3) preventing dental 
phobias through preparatory information; (4) 
replacing maladaptive anxiety with good cop­
ing skills; and (5) management procedures 
used to promote cooperation during treatment. 

Predictors oj Disruptiveness 

Psychologists can help by identifying which 
types of children are likely to present manage­
ment problems. A generally nervous or high­
strung disposition was described in 54% of 
dentally anxious children, but in none of the 
nonanxious patients (Lautch, 1971). Children 
who are already identified as difficult by the 
school or the parent should be seen by pedo­
dontist. 

Preschool children (3-5 years) may not have 
the coping skills to deal with the new experi­
ence of receiving dental treatment. Develop-
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mentally delayed children exhibit a more anx­
ious response to dental visits. In research by 
Venham and his colleagues (1978, 1979), anxi­
ety among normal preschoolers was related to 
scores indicative of lower self-adequacy, higher 
guilt, self-distrust, and self-rejection. Children 
who are generally more anxious or insecure 
exhibited greater situational stress. Higher 
heart rates or anxiety ratings were correlated 
with personality disorders of passive with­
drawal, cautiousness, pessimism, and avoid­
ance of failure. 

The child's previous experience in the dental 
and medical settings also predicted cooper­
ativeness. Children with prior experience were 
rated as more cooperative. The Behavior Profile 
Rating Scale during prophylaxis was a good 
predictor of treatment disruptiveness (Mela­
med et al., 1975a,b). 

Presence of Others: Maternal Variables 

A great deal of controversy has been gener­
ated about whether the mother or father should 
be allowed in the dental operatory during the 
child's treatment. Although the mother's pres­
ence with younger children is assumed to be 
anxiety-inhibiting, it is less clear what to expect 
with an older child. Separation anxiety is the 
younger child's natural reaction to the removal 
of the mother from the operatory. Therefore, for 
children under 3, it is widely recommended 
that the mothers be permitted to remain with 
the child. Preschool children derive the most 
benefit from their mother's presence if the 
mother is properly instructed and motivated 
(Frankl, Shiere, & Fogels, 1962). Venham, Bengs­
ton, and Cipes (1977, 1978) systematically eval­
uated the effect of the mother's presence on the 
child's reaction to dental stress. In one study, 
they varied whether the mother was present or 
absent over two independent visits. A combi­
nation of physiological, self-report, and behav­
ioral measures failed to produce a significant 
effect. However, the mother's presence on Visit 
1 and absence on Visit 2 produced lower anxi­
ety and greater cooperation than the reverse 
order. Younger children were more anxious on 
the second visit regardless of the mother's pres-
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ence. In a more naturalistic design, in which 
the decision regarding the parent-child sep­
aration was left up to the parent and the child, 
the presence or absence of the parent did not 
produce any significant differences in behavior 
(Venham et ai., 1978). The reaction depended in 
part on what the parents did during the visit. If 
they were calm and responded with confidence 
when their child was moderately anxious, no 
adverse reaction was produced. 

In an attempt to help mothers become less 
anxious, Pinkham and Fields (1976) investi­
gated the effects of preappointment proce­
dures on maternal anxiety. Previous research 
(Wright, Alpern, & Leake, 1973) had demon­
strated that, when the dentist provided pre­
treatment information to mothers, their anxiety 
was reduced. The 3- to 5-year-old children and 
their mothers either (1) were given a preap­
pointment visit one week before the dental ap­
pointment; (2) were given the preappointment 
visit during which the child watched a prepara­
tory videotape separately; or (3) did not have a 
preappointment visit. There was a significant 
reduction in the maternal scores on the Taylor 
Manifest Anxiety Scale for the combined treat­
ment-film group. However, there was no cor­
relation between maternal anxiety and the 
child's behavior during dental treatment. 

Preparatory Information 

The tell-show-do technique (Addelston, 1959) 
has been widely used in preparing children for 
dental treatment. The procedure has some 
components of familiarization and some of 
modeling, in that the child is told what will 
happen and observes a demonstration by the 
dentist. Early management techniques for in­
troducing fearful children to the dental opera­
tory involved having them observe a successful 
peer (Adelson & Goldfried, 1970) or sibling 
(Ghose, Giddon, Shiere, & Fogels, 1969), which 
added the ingredient of providing the child 
with a response to compete with anxiety. Even 
a pleasant interaction with the dental assistant 
outside the operatory is just as effective as 
these behavior techniques (Sawtell, Simon, & 
Simeonsson, 1974). These behavioral tech-
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niques all have in common providing the child 
with information regarding what will occur. 

Melamed and her colleagues (1975a, b) found 
clear evidence that children without prior ex­
perience showed reduced fear-related diSrup­
tive behavior in the operatory after viewing a 
preparatory videotape immediately before the 
impending event. This approach involves a 
child scheduled to undergo dental treatment 
viewing another person, usually a pee~ receiv­
ing the same or similar treatment. The model 
who undergoes treatment experiences no ad­
verse consequences and usually receives rein­
forcement for "good" behaviors (i.e., sitting 
quietly in the chair, and keeping the head still 
and the mouth open). Thus, both information 
about the procedure and a template about how 
to behave are provided. This procedure is most 
effective for children who have not had pre­
vious dental treatments. 

The fact is that some children do not code the 
information presented by videotape or imag­
ery instruction (Chertok & Bomstein, 1979). 
One third of children between 5 and 13 years 
were unable to respond to covert modeling 
experiences suggested by instructions to visu­
alize other children in dental situations. This 
study found that the covert modeling groups 
did not reduce fear to any greater extent than 
imagining the fear-relevant stimuli alone. There 
is some evidence of a curvilinear relationship 
between the amount of information provided 
and the anxiety of children (Herbertt & Innes, 
1979; Melamed et al., 1983b). The stress pro­
duced by too much information may heighten 
their awareness, particularly if they have had a 
negative previous experience. For younger chil­
drt?n, play with dentistry-related toys may be 
more effective than imagery in giving them a 
sense of control. 

Coping-Skills Training 

In focusing on preventive procedures for 
preschool children (ages 44-71 months), Siegel 
and Peterson (1980) demonstrated the effective 
use of both sensory information and coping 
instructions (relaxation, controlled breathing, 
and distraction) as compared to no treatment 

for control groups subjects. There was a signifi­
cantly lowered heart rate response in the cop­
ing-group subjects after the treatment and im­
mediately preceding dental work, although 
both treatment groups behaved well. 

Melamed, Yurcheson, Hawes, Hutcherson, 
and Fleece (1978) clearly found that previous 
experience attenuated the effect of modeling. 
Children with previous experience did not 
benefit from either a demonstration of the local 
anesthetic or peer modeling as compared with 
viewing an unrelated film. They probably had 
the information about what would occur. How­
ever, children with no previous experience had 
reduced disruptiveness following a modeling 
videotape of a youngster adequately handling 
his dental experience. Klorman et al. (1980) 
found similar effects. 

In a study of experienced dental-phobic chil­
dren, Klingman, Melamed, Cuthbert, and Her­
mecz (1984) found that the opportunity to prac­
tice along with the peer models depicted in the 
videotape had a greater effect on fear reduc­
tion, both subjectively and behaviorally, than 
merely observing these coping strategies used 
by the peer models. This behavioral rehearsal 
is thought to work either by strengthening an 
already-existing coping strategy (Le., con­
trolled breathing) or by teaching the child a 
new way of handling fea~ such as distraction or 
relaxing imagery. "Stress inoculation" is identi­
fying when to use these strategies and prac­
ticing under simulated conditions so that the 
child feels more confident about his or her suc­
cess of using them when needed (Meichen­
baum, 1977). 

The complexity of these findings for treat­
ment recommendations suggests that different 
types of preparation procedures work better 
with different children. The therapist needs to 
find out what children already use to cope with 
stress and to remind them to use this during 
the dental visit. 

Patient Management 

The dental literature has an abundance of 
articles (Barenie & Ripa, 1977; Chambers, 1977; 
Weinstein & Getz, 1978) promoting the use of 
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behavior modification techniques in managing 
the child dental patient. However, with the 
widespread use of nitrous oxide and analge­
sics, there is less need to deal with the child's 
anxiety-related disruptive behaviors. Wein­
stein and Nathan (1988) cautioned against the 
unselective use of nitrous oxide, as limited re­
search exists and they found that younger chil­
dren (under 6) did not benefit as much as did 
older children. Their data (Weinstein, Domoto, 
& Holleman, 1986) suggested that children 
who have been exposed to N20 in stressful 
settings may be more difficult to manage dur­
ing future administrations of nitrous oxide. 
There is a need to wean children so that they 
can handle treatment without the drug. Cham­
bers (1977) argued that some anxiety or uncer­
tainty about future events is adaptive and that 
children should not routinely be deprived of 
the experience of coping with and mastering 
their fears. 

In a recent survey of 223 pedodontic diplo­
mates (Levy & Domoto, 1979), 95% reported 
that, in most situations, undesirable behavior 
could be managed through personal interac­
tion alone. The use of local anesthesia when 
performing restorative procedures was deemed 
desirable by 96%. This is the aspect of treat­
ment most conSistently found to evoke anxiety. 
The mildly fearful child is most likely to resist 
the dentist at this phase of treatment. 

The management of the child patient is one 
of the most difficult skills to teach dental stu­
dents. There is agreement that the degree of 
cooperation of the child during treatment influ­
ences the quality of the work and the speed 
with which it can be accomplished. Dentists 
need to know that taking some time to familiar­
ize the child with the procedures will actually 
shorten the treatment time. Children should be 
told that, if they sit still, they will be done 
quicker. Johnson, Pinkham, and Kerber (1979) 
showed, by use of the Psychological Stress 
Evaluator (a voice indicator of stress), that den­
tists, regardless of their level of experience, 
show stress when faced with difficult child 
management situations. Yet, very little course­
work is devoted to identifying potential behav­
ioral problems and how they should be han-
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died. The negative effects of some behavior 
management strategies currently taught (e.g., 
hand-over-the-mouth with airway restriction), 
are not made clear during dental training. 

There is an assumption by some that a loud 
voice and, if necessary, either physical or me­
chanical restraints will solve all problems. Al­
though surveys show that only a small percent­
age of child patients disrupt treatment to the 
extent that they fail to have the necessary work, 
Levy and Domoto (1979) estimated that 6% of 
children may learn through poor experiences 
to avoid dental treatment later on. Hand-over­
mouth management had been used by 87.8% 
of those dentists surveyed to manage temper 
tantrums, hysteria, aggression, or resistance in 
their 2- to 9-year-old patients and in hand­
icapped children. Some feel that these re­
straints are necessary for some normal children 
to protect them and the dentist from injury and 
to make them aware that their undesirable cop­
ing strategy is neither necessary or useful. 
Learning theory in psychology suggests that 
punishment procedures may have a short-lived 
suppressive effect, and that, in the long run, it 
may result in such deleterious behaviors as 
increased anxiety or aggression, or avoidance 
of the punishing agent. 

Melamed and her colleagues (1983a) syste­
matically investigated the effects of dentists' 
use of instruction alone; instructions plus praise 
for cooperative behavior (positive reinforce­
ment); instructions plus criticism, restraint, or 
loud voice for inappropriate behavior (punish­
ment); or the use of instructions with both con­
tingent reward and contingent punishment. 
The data on two samples of urban and rural 
lower- to middle-socioeconomic-class children 
aged 4-12 years consistently revealed that in­
structions alone facilitated cooperation during 
subsequent treatment sessions. The use of con­
tingent praise and punishment also reduced 
behavior disruptiveness. These treatment man­
agement strategies had different effects de­
pending on the child's level of fear and previous 
experience in dental treatment. Children high 
in disruptive behaviors during the examination 
did not show any significant tendency to im­
prove with repeated experience alone. They 
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did best with the contingent use of both reward 
and punishment. Those children who were 
older than 7% years of age, who were low in 
dental fear, or who had had previous treatment 
experience were made worse if the dentist used 
punishment as a treatment strategy. Weinstein 
and his colleagues (1982) also found that the 
dentist is able to obtain compliance in about 
85% of children by directive guidance alone. In 
fact, the use of criticism is more likely than any 
other response style to be followed by negative 
child behaviors. 

Intervention Strategies with Adults 

Systematic Desensitization 

Growing out of Pavlovian respondent condi­
tioning notions, systematic desensitization rep­
resents an attempt to countercondition the fear 
that a patient has learned to associate with the 
sights, smells, and sensations involved in den­
tal treatment. Adult patients, like children, are 
also sensitive to criticism. Systematic desensi­
tization involves working with the patient to 
construct a hierarchy of the specific things that 
patients fear. 

Table 1 represents one patient's hierarchy. First, 
the individual is taught progressive relaxation. 
The hierarchy is then presented from the low­
est to the highest fear-provoking situation, 
while the patient is instructed to imagine each 
scene vividly while remaining relaxed. If at 
any point the patient feels anxious, the scene is 
aborted, and the patient again assumes a re­
laxed state. Repetitions occur until the complete 
hierarchy can be imagined without anxiety. 
Then, exposure to real-life events is prompted. 
This therapy usually takes 11 sessions and is 
accomplished outside the dental office. 

Graduated Exposure 

This technique involves gradual exposure to 
the feared stimuli in imagination, in videotape 
simulation, or in real life. The therapist involve­
ment is less extensive, and no hierarchy of 
items is constructed. Instead, the material is 
organized by chronological steps. By having 

Table 1. Tentative Dental Hierarchy 
for Patient C.P. 

(Arranged from Low- to High-Anxiety Items) 

1. You are picking up the phone and calling the dentist for 
an appointment. 

2. You are getting out of the car and looking at the outside 
of the dentist's offices. 

3. You are walking into the receptionist's area of the den­
tist's office, and you tell one of the receptionists that 
yOlJ.'re here for your appointment. 

4. You have been sitting in the reception area of the 
dentist's office for about 5 minutes. 

5. You have been waiting in the office for your turn for 
about 20 minutes. 

6. You are sitting in the dental chair in an upright position. 
7. You are getting a novocaine shot for numbness. 
8. The saliva ejector is placed in your mouth. 
9. You have your mouth open while the dental assistant 

stands over you and places her hand inside your 
mouth. 

10. You have been in the dental chair for about 15 minutes. 
11. You hear the noise of the dentist's drill (both fast and 

slow speed). 
12. You are sitting in the dental chair in a full reclining 

position. 
13. You are having stitches removed from your gum. 
14. You have been in the dental chair for about 45 minutes. 
15. You feel the pain after having a tooth pulled. 
16. You feel the numbness of the novocaine wearing off 

and the dull, tingly feeling as it is happening. 
17. Dentist is putting moist material in your mouth to 

make a mold, and you keep your mouth closed for one 
minute. 

18. You have your mouth open wide while the dentist and 
the assistant stand over your and place their hands 
inside your mouth, forcing you to breathe through 
your nose. 

the patient watch simulated dental settings 
(e.g., watch a film), the results have been some 
excellent reductions in fear by self-report (Corah, 
Gale, & Illig, 1979) and on behavioral measures 
(Kleinknecht et al., 1977). Exposure allows the 
patient to anticipate events. 

Imaginal Flooding 

This procedure also involves exposure to 
frightening stimuli, but there is an attempt to 
elicit maximal anxiety instead of presenting 
the hierarchy gradually. This procedure does 
not require learning relaxation responses and 
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must be conducted by a clinician who is skilled 
in the technique, as high levels of anxiety are 
elicited and the less experienced therapist may 
cause the patient to drop out of treatment. 

Modeling 

This procedure involves exposure to the ele­
ments of the dental situation with the demon-

549 

traction in patients treated under hypnosis 
(Forgione, 1988). However, much of the same 
control has been accomplished with the auto­
genic-training, imaginal, and cognitive-control 
procedures already discussed. Because hyp­
nosis must be learned through professional 
training, it is unlikely to be used directly by 
many practitioners. 

stration of appropriate behaviors. It is rarely 
used with adults. The most common use of this Distraction and Self-Control 

procedure, as it is applied to dental treatment, 
involves both in vivo exposure and symbolic 
modeling. 

Stress Inoculation 

This procedure involves modeling, informa­
tion, and coping-skills provision and involves 
three steps. The patients are shown how pain 
and fear contribute to their experience of dis­
comfort. The second phase helps them to select 
three or four coping strategies to use to tolerate 
dental treatment. Then, they integrate these 
skills into an active coping plan and practice it 
under simulated conditions. Then, they are 
asked to use it during an actual treatment ses­
sion. 

Biofeedback 

This is an attempt to directly condition the 
arousal response by asking the patient to re­
duce autonomic activity in a particular system 
(e.g., muscle tension, or heart rate) by means 
of controlling a display that represents their 
own variation. Both electromyographic and 
heart-rate or breathing biofeedback procedures 
have been used with and without systematic 
desensitization and have resulted in the suc­
cessful reduction of self-rated anxiety (Hirsch­
man, Young, & Nelson, 1979; Miller, Murphy, 
& Miller, 1978). It appears that the perceived 
sense of control is the effective ingredient. 

Hypnosis 

There have been studies that show a de­
crease in bleeding and discomfort during ex-

Corah and his colleagues (1978, 1979) exam­
ined the effects of distraction (playing a video­
game), relaxation (via audiotape), perceived 
control (pressing a button to stop the dentist), 
and a no-treatment control condition on physi­
ological arousal level (heart rate and skin re­
sistance) and self-reports of discomfort and 
anxiety. Both relaxation and active distraction 
reduced anxiety ratings, particularly of high­
fear patients, from the first visit to the second 
visit. In another study examining perceived 
control over aversive events, patients who were 
given a device to signal the dentist regarding 
their discomfort showed significantly less dis-

. comfort than patients who felt that they had no 
control over what the dentist did (Thrash, 
Marr, & Box, 1982). 

In summary, despite these readily available 
treatments, there is little in the research litera­
ture to suggest which patients may benefit from 
which procedures. It is clear that the patient 
who avoids the dentist must first be approached 
outside the dental operatory and encouraged 
to discuss her or his fears and concerns. 

Program Development 

This chapter provides the rationale for con­
sidering dental anxiety a multifaceted problem 
that has different causes and different mani­
festations. A graduated approach involving 
parents, teachers, dentists, and psychologists 
is recommended. The three-systems approach 
is used to evaluate patients' fears, specific 
avoidance behaviors, and physiological re­
sponses to dental treatment before a strategy is 
selected. 



550 PARr VI • TEMPLATES FOR PROGRAM DEVELOPMENT 

Dental lear Clinic 
within the Psychology Sendce 

For many years, the Department of Behav­
ioral Sciences in the University of Florida Den­
tal School had a fear clinic. Despite massive 
efforts to educate the public and to invite the 
patients to receive treatment, this facility was 
vastly underutilized. In fact, the investment ?f 
money in building a mock dental operatory m 
which patients could be desensitized for their 
concerns seemed cost-ineffective. The dental 
setting itself elicited too many fears t? allow 
the dentally anxious person even to begm treat­
ment. The dentists were encouraged to handle 
their own patient management problems; how­
ever, an identified psychologist in the dental 
school was on call to assist with disturbed pa­
tients. The child dental clinic had its own way 
of handling the anxious child. For very young 
or retarded children, a papoose board or mother 
was used to provide restraint. In cases of loud 
crying or disruptive activity, a child was re­
moved from the clinic and isolated in a separate 
quiet area. In this location, dentist~ often in­
stilled behavioral control by loud VOice or pun­
ishment-oriented techniques. Therefore, we 
established a separate clinic for the treatment of 
fear and anxiety disorders within the Clinical 
and Health Psychology Division. The fact that 
it was located within the Dental Towers build­
ing was not highlighted. Pa~ents .were ~el­
comed by a receptionist and mtervtewed m a 
quiet, dimly lit office that had the. comfortable 
appearance of a living room. No mstruments, 
sounds, or smells of dentistry were apparent. 
The task of the clinical psychologist consists of 
identifying the factors in the medical, dental, 
and family history of the patient that may have 
elicited the anxiety. 

Primary Prevention 

The Number 1 rule is to educate the patient 
and the health care team about the importance 
of preventive approaches. This means attempt­
ing to get the young patient in for treatment 
before there is any painful occurrence. Parents 
should never trick children or threaten them 

with dental visits; instead, the dentist should 
be presented as their health advocate, just .like 
the pediatrician. With the advent of fluonda­
tion programs that successfully compete with 
carious development, more attention needs to 
be focused on the child patients and proce­
dures that can generate proper daily dental 
care. Elaborate school programs have been de­
veloped for elementary and secondary schools 
(Lund & Kegeles, 1979; Martens, Frazier, Hirt, 
Meskin, & Proshek, 1973). These focus on 
teaching compliance with self-care by provid­
ing contingent rewards. The p~oble~ o~ long­
term maintenance of these habits still eXists. If 
schools are used to fill the educational role of 
providing preventive care instructi~ns a~~ut 
good diet, oral hygiene, and preventive Vls~ts, 
much will be accomplished toward decreasmg 
dental anxiety in the general population. Com­
munity dentistry approaches (Bailey & Reiss, 
1979; Reiss, Piotrowski, & Bailey, 1976) have 
encouraged the use of appointment reminders 
and financial rewards to parents of lower eco­
nomic classes for bringing their children to the 
dentist when finances as well as education may 
hinder early attention to dental needs. 

The most critical feature in good patient co­
operation is the quality of th~ relations~ip be­
tween the dentist and the patient. The skill that 
the practitioner has in putting the pat~ent at 
ease is much more important than the time he 
or she takes to accomplish treatment. Patients 
report that dentist behaviors that would reduce 
their anxiety included explaining the proce­
dures before starting; giving specific informa­
tion during the procedures; instructing the pa­
tient to be calm; giving warnings about the 
possibility of pain; verbally s~pporting ~he pa­
tient with reassurance; helpmg the patient to 
redefine the experience; giving the patient some 
control over the procedures; teaching the pa­
tient to cope with distress; and providing dis­
traction. These behaviors would help the pa­
tient build trust in the dentist. Patients who 
perceive the dentist as warm and empathic as a 
result of these types of interactions are more 
likely to report satisfaction with their treatment 
(Corah, 1988). Baron, Logan, an~ Kao (19:0) 
found that dentists were accurate m detecting 
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patient pain, but less so about patient's anxiety, 
especially if the procedure being performed 
was stressful to the dentist. 

Treatment of the Dentally Avoidant Adult 

Part of what anxious patients fear is being 
ridiculed for their fear. Given the high number 
of patients who avoid regular treatment be­
cause of their concerns about pain or their fear 
of loss of control, the practitioner should listen 
carefully to their concerns. A recent study of 
memory of dental pain (Kent, 1985) indicated 
that patients who had greater expectation of 
pain had more consistent pain reports regard­
less of the actual amount of pain experienced. 
Sometimes, merely voicing their concerns al­
lowed them to get past their initial hesitancy. 
Verbal and nonverbal communication skills are 
important for dental students, and psycholo­
gists can play an integral role in the behavioral 
science curriculum by teaching dental practi­
tioners to recognize fear and anxiety in them­
selves and in their patients. 

The answer is not to put dentally anxious 
patients "out" for their dental treatment. Al­
though pharmacological approaches are some­
times indicated for extensive treatment or dental 
surgery, the use of premedication and intra­
venous conscious sedation must be clearly war­
ranted as they often deny patients an oppor­
tunity to learn how to cope. The goal of the 
practitioner should be to quickly wean the pa­
tient off all but local anesthetics because we 
undergo dental treatment throughout our life 
span. 

The "stepped approach" to treating anxious 
patients is adopted from Klepac's recommen­
dation (1988). The lowest step is education. 
This may come by allowing patients to view 
educational materials about the treatment they 
will undertake in the dental setting. Gatchel 
(1986) reported that, by itself, the group admin­
istration of a desensitization type of film to 
community members avoiding dental treat­
ment brought many patients back into treat­
ment. There also exist self-administered stress 
inoculation manuals from which the patient 
can obtain self-help with minimal therapist 
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contact. There are many books and audiotapes 
now on the market designed to be used by the 
fearful dental patient (Horowitz, 1987; Kroeger, 
1988; Milgrom, Weinstein, Kleinknecht, & Getz, 
1985). An entire issue of The Dental Clinics of 
North America (October 1988) was devoted to 
dental phobia and anxiety. 

The next step may involve some professional 
time: if the patient is not able to progress on his 
own, the potentially disturbing steps need to 
be organized so that systematic desensitization 
or graduated exposure can be accomplished. 
Many commercially available videotapes can 
be used with monitoring by a professional. 

lf the dentist invites the patient in for a famil­
iarization or nontreatment session, just the op­
portunity to see, hear, and smell the environ­
ment may decrease some concerns. The patient 
also has an opportunity to become comfortable 
with the practitioner. The opportunity to share 
concerns and provide suggestions to the practi­
tioner about how they can interact to assist the 
dentist during treatment may do a lot to instill a 
sense of control in the patient. 

The highest level of involvement is the most 
costly and should be called into use only if the 
other alternatives have failed. This level re­
quires a therapist-administered behavioral in­
tervention, such as the use of stress inocula­
tion, systematic desensitization, in vivo and 
participant modeling, biofeedback and hyp­
nosis. Even in the worst of cases, the therapist 
needs finally to eliminate herself or himself 
from the actual treatment process so that the 
patient will accomplish a feeling of self-control. 

Referral 

In certain instances, patients should be re­
ferred to a specialist in behavioral modification. 
Children who have failed to receive treatment 
continuously because they present manage­
ment problems should be seen by pedodontists 
rather than chancing a further buildup of nox­
ious experiences. 

Adults who have been unable to receive den­
tal treatment without medication should be 
considered for day surgery, in which general 
anesthesia can be used to begin the restorative 
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process by quickly alleviating pain that may 
have developed from neglect of their oral needs. 

In summary, the most important approach 
to dental anxiety is the treatment of the patient 
as an individual with a problem that he or she 
neither created nor desires. An evaluation of 
what has led to patients' discomfort as well as . 
of what coping skills they already have for han­
dling other distressful experiences will guide 
the practitioner, be he or she dentist, psycholo­
gist, parent, teacher, or peer. 

Case Illustrations 

In order to illustrate the need to individual­
ize assessment and treatment, four patients 
who were treated at the University of Florida 
Fear and Anxiety Disorders Clinic are de­
scribed. We have selected four patients who 
avoided dental treatment. All of them had a 
dental injection phobia, but they required dif­
ferent approaches based on the nature of the 
presenting complaint. Our lack of success with 
one of the patients illustrates what happens 
when coordination between the dentist and the 
psychotherapist fails. We discuss each case in 
terms of the presenting problem, the assess­
ment used, the major treatment approach, and 
the criteria for improved behavior. Traditional 
psychological assessment, including the Minne­
sota Multiphasic Personality Inventory (MMPI) 
and the Anxiety Disorders Interview Scale, 
was undertaken in the cases where underlying 
personality problems or severe psychopathol­
ogy needed to to be ruled out. 

easel 

Reason for Referral 

Louise was a 16-year-old female referred to 
the clinic by her general practitioner because of 
a long-standing fear of injections. She had al­
ways fainted at the sight of needles. She did not 
have any traumatic events associated with her 
fear, although as an adolescent she had had 
back surgery and had had to wear a brace for 
scoliosis for three years. As a child she is 

thought to have had a seizure. Her father also 
had vasovagal syncope, and her mother got 
faint and rigid in anticipation of receiving an 
injection. The immediate reason for seeking 
treatment was that Louise would be unable to 
continue at school unless she received vaccina­
tions, as the family had lived abroad and she 
was not up-to-date on the required inocula­
tions. She had begun to realize that this phobia 
was restricting her life because she was reluc­
tant to seek a medical career, couldn't travel to 
countries that required shots, and was con­
cerned about blood tests for marriage and 
other screenings. 

Assessment 

Louise received a battery of self-report ques­
tionnaires and was interviewed at length. The 
results of the test battery, including the Child 
Diagnostic Screening Scale, the Fear Survey 
Schedule, the Dental Fear Questionnaire, and 
the Anxiety Disorders Interview Schedule, in­
dicated that hers was a well-circumscribed fear 
of injections, needles, and other blood and mu­
tilation items. Although her fear of dentistry 
was not above the normal range, her com­
plaints of nausea and fainting made her a 
somewhat undesirable patient. Her main fears 
did not keep her from going to the dentist, but 
if she received advance warning about an injec­
tion or an operative procedure, she would be 
extremely weary and exceedingly apprehen­
sive to the degree that it interfered with her 
normal school day. 

Treatment 

The first phase of Louise's treatment involved 
having her construct scenes for use in an as­
sessment of her imagery ability and the specific 
circumstances surrounding her injection fears. 
She was then asked to imagine herself in these 
situations, as if they were actually happening, 
and then to rate how much anxiety they made 
her feel. This systematic desensitization hier­
archy was also used in vivo while she received 
treatment by a dentist with the chair tilted back 
to prevent fainting. Her blood pressure was 



CHAPTER 29 • DENTAL ANXIETY AND TMD 

continuously monitored. Her most fear-pro­
voking scene was a memory of when she went 
to the doctor's office to get her gamma globulin 
shot at the age of 9. She described this in the 
following script: 

You are in the doctor's office to get your gamma 
globulin shot. Everyone is in a large white room. 
Your heart beats faster as one by one your mom, 
sister, and brother go first and you are next. Your 
palms are sweaty and you feel nauseous. Your dad 
and the doctor and you enter a small, dim room 
with a flat black table in the center. When your turn 
comes, you are forced bodily onto the table, as you 
need to have the shot in your rear end. You feel tense 
all over. You are screaming, and your fists are 
clenched so tight that you break a Barbie doll you are 
holding. You remember the air conditioning even 
though you are feeling hot all over, and you can 
smell the alcohol. 

Physiological recordings made during four 
sessions as she imagined this scene (imaginal 
flooding) revealed that, although she experi­
enced a moderate degree of vividness, the anx­
iety as revealed by heart rate and galvanic 
sweat response was not elevated. 

A behavior test was constructed in which she 
was confronted by a hierarchy of situations by 
means of videotape or actual life exposure. 
These included sitting on a doctor's examining 
table, watching an injection into an orange, 
and sitting in the dental chair in view of the 
syringes, alcohol, and instruments. She also 
watched blood drawn in the laboratory, watched 
children self-inject and have a finger prick on 
the diabetes unit. She also was taken by car to 
the doctor's office, and had her arm swabbed 
by the nurse in preparation for a shot. Because 
the patient actually fainted during her observa­
tion of the self-injection, we consulted with the 
neurologist in order to rule out organic seizure 
activity. The dentist was willing to work with 
her to help her become more accepting of injec­
tions. We assisted the dentist by continuously 
recording Louise's blood pressure reactions in 
order to anticipate any possible rapid drop in 
blood pressure so the dental chair could be 
reclined. She was given local anesthetic injec­
tion and dental examination with no problems. 
The presentation of other videotaped scenes 
caused no marked drops in blood pressure. 
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Termination Criterion 

The patient was accompanied to the Board of 
Health. We arranged the situation to match her 
imaginal fear scene. The patient had no ad­
verse reaction to watching her brother receive 
his shots. She remarked that the small room, 
the smells of alcohol, and the air conditioning 
no longer led to an increase in her discomfort. 
She received her injections and returned to 
school. There was no further need for our assis­
tance. 

Case 2 

Reason for Referral 

"Doc" was a 52-year-old white male referred 
to the Fear Clinic by his local dentist, who was 
unable to treat him because of his reaction to 
local anesthetic injections. This reaction in­
volved feeling faint, clammy, and nauseous; 
having a rapid heart beat; and getting spots 
before his eyes when any "caine" anesthetic 
was used. The local allergist refused to test 
Doc, as he believed that the idiosyncratic reac­
tion was potentially fatal. Other than these re­
actions, Doc felt that he was in good health. He 
had a similar reaction when viewing any sort of 
invasion into the body, through an accident or a 
medical procedure, and he wanted to find a 
medical reason for his reaction. He had diffi­
culty watching television and had not been 
able to visit his fiancee following a surgical 
procedure. He had much anxiety related to 
dental work. Although he required extensive 
treatment, he was unable to complete this work 
because of his refusal to take local anesthetics. 
He was obsessed with information about health 
and played the role of doctor adviser to his co­
workers, on whom he performed blood pres­
sure checkups. He brought to the first therapy 
appointment a folder full of medical articles on 
the subject of injection allergies and kept co­
pious notes on his progress. 

Assessment 

Doc's assessment consisted of self-report 
and physiological and behavioral assessment. 
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He reported extreme fear of dentists, open 
wounds, witnessing surgical operations, hu­
man blood, and fainting. As part of the behav­
ioral assessment, he was monitored in a mock 
dental operatory, in which he observed and 
handled needles. He reported little anxiety ex­
cept during a videotaped demonstration of a 
venipuncture and color slides depicting oral 
injections. He had a marked physiological re­
action specific to his fear scenes. His mother 
was a dental assistant and had told him how 
she lost her teeth following childbirth because 
the patient and his brother had used up her 
calcium. She had had the patient's nonincisot 
first teeth extracted under local anesthetic at 
age 11. As a teenager he had had gingivitis that 
required penicillin tooth powder, which he 
thought may have led to the initial allergy. He 
did not have a high pain threshold. He was 
reportedly susceptible to certain types of mo­
tion sickness. He had had reactions that he 
called "shock reactions" after his son's opera­
tion on an Achilles tendon and his fiancee's 
lumpectomy. The patient reported that 15 years 
before, he had self-injected for sinusitis and 
could give injections to others without any 
problem. His MMPI was within normal ranges, 
with elevations on the masculinity and hysteria 
scales. 

Treatment 

The patient constructed two personal fear 
scenes related to his dental concerns. 

Fear Scene 1. You are in the dental chair as the dentist 
gets the needle ready. You breathe deeply. He sprays 
a topical in your mouth. After receiving the novo­
caine injection, you feel a rush in your whole body. 
As it starts to take effect you feel faint, nauseous, 
clammy; and have snowy vision. You need to breathe 
deeply. Your dentist tells you that you need to get a 
filling taken care of right away. Your feelings return 
and you feel tense all over. You begin to worry about 
the lengthy procedure. You heart beats faster as you 
breathe deeply. Time passes slowly as you hear the 
cracking of the tooth as the dentist asks for the 
scalpel. He tells you he's beginning to cut into your 
gums. 

Fear Scene 2. You are having a surgical procedure for 
periodontal disease, which is a lengthy procedure. 
You need to remain conscious. You feel terrified as 

the dentist injects various places in your mouth. You 
feel trapped as he is laying the gums open and 
scraping the bone. You breathe deeply and think, 
"Get this over with." It feels as if it will never end. 
You feel fatigued from the tension. Your hands feel 
clammy as the dentist says, "I hope we can save that 
tooth." 

The physiological reaction showing increased 
heart rate and sweating was specific to Doc's 
fear items. During the imaginal flooding ses­
sions that followed, he showed a greater ability 
to tolerate the imaginal stimuli without any 
autonomic reactivity. He reported that he was 
now going out of his way to watch TV shows 
showing operations. 

He was also seen by a dentist who agreed to 
conduct an experimental condition to evaluate 
whether his "caine reaction" was really of an 
allergic nature. We saw the patient in the emer­
gency dental operatory. The patient was fully 
informed about the procedures, in which he 
would receive two injections: one would con­
tain an active anesthetic, lidocaine, and the 
other would be a saline solution. He was not 
told in which· order the injections would be 
administered. He showed a larger anticipatory 
anxiety reaction, including an increased breath­
ing rate, a flushed face, and an increased heart­
beat, during the first injection with the inert 
substance than during the second injection. In 
fact, the greatest anxiety symptoms occurred 
as he was awaiting the procedure. 

Termination Criterion 

After this session, Doc was convinced that he 
really did not have an allergic reaction and 
could resume dental treatment. The TV shows 
that had made him anxious if they showed 
operations no longer affected him, and he was 
able to hear other patients' accident stories 
without becoming ill or overinvolved. He re­
turned to his local dentist, who carried out 
periodontal surgery, with and without novo­
caine. The patient wrote us a letter sharing his 
success in having gall bladder surgery without 
any problems and in making an adjustment to 
his dentist's newest partner, who had been able 
to complete the necessary extractions and den­
tal restorations. 
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Case 3 

Reason for Referral 

Ms. Clem was a 20-year-old white female 
who was self-referred to the Fear Clinic for the 
treatment of a long-standing dental phobia. 
She had been unable to tolerate dental proce­
dures since age 8, when she had been trauma­
tized in her dentist's office. Physical abuse, 
involving physical restraint and dental extrac­
tions in the absence of anesthesia, was accom­
panied by foul language. There had been an 
attempt by her parents to reinstate dental treat­
ment when the patient was 11 and 13 years of 
age, with further failure. The patient recalled 
that she had been held against her will by the 
dental assistants and that neither time had the 
restorations actually taken place. As she recal­
led these incidents, the patient became over­
whelmed, cried, became flushed, and per­
spired heavily, and her hands shook. She had 
not sought dental treatment for the past seven 
years, although her teeth were irregularly spaced 
and she reported pain in the rear teeth. Never­
theless, the patient was attractive and wanted 
to pursue a career as an airline stewardess or a 
model. 

Assessment 

The patient's psychological history had sev­
eral psychosomatic features: she had had re­
current abdominal pain and possible ulcers, 
and she had missed much school during ado­
lescence. Her MMPI was within normal range. 
She was an above-average high school student 
and had worked part time since graduation as a 
receptionist at a beauty salon. She was married 
and had no children. The initial evaluation con­
sisted of self-report measures of personality. 
Her fear scores showed that she had a fairly 
circumscribed area of concern, including den­
tists, blood, and injections. Her scores on the 
Dental Fear Scale were very high. 

The behavioral assessment involved asking 
her to observe a film of an intravenous (IV) 
injection, and it was stated that a simulated 
injection would take place. During further ob­
servational assessment, the patient progressed 
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through a series of tasks that involved her mov­
ing progressively closer to and touching a set of 
syringes and needles. She refused to allow a 
needle to be placed next to her skin. 

Treatment 

Our oral surgeon saw Ms. Clem to deter­
mine the extent of her extraction, orthodontic, 
and restorative needs. She was cooperative 
during the dental history but refused initially 
to open her mouth; there was much hysteria 
and crying as she told about her early dental 
experiences. After a brief examination, it was 
found that she had moderately severe gingivi­
tis, dental caries in several teeth, and a severe 
Class I malocclusion with a maxillary mandi­
bular arch discrepancy. Her needs included 
complete dental X-rays; dental prophylaxis; 
caries control; removal of third molars; and 
possible extraction of Tooth 37. The surgeon 
recommended general anesthesia for the ex­
tractions but felt that the patient needed to 
learn to accept dental treatment while awake in 
order to undertake the orthodontics tre~tment. 

She was seen for 16 sessions of behavioral 
treatment over the next nine months. The initial 
phase of treatment involved imaginal flooding 
to scenes used by the patient to describe her 
traumatic experiences. 

Fear Scene 1. You are 11 years old and are in the 
dentist's office for extractions. Your heart races and 
you feel nauseous. Your palms and face are sweaty. 
Your whole body is shaking, you're crying, and you 
can't catch your breath. Strong hands are holding 
you down. You are gasping for air; your fists are 
clenched as the hands force a black mask with terri­
ble-smelling gas on your face. You feel suffocated. 
You have no control over the situation. You scream 
into the mask, but the doctor and the nurse keep 
telling you to quit being ridiculous. They try to put 
an IV in your arm. It's a sharp stinging pain. They 
keep saying your veins roll. 

By the end of the flooding, the patient was 
able to talk about these events without becom­
ing anxious and depressed. The next phase of 
treatment involved assisting Ms. Oem in break­
ing down her fear into components that could 
be more easily addressed: (1) sounds and sights 
of the dental operatory; (2) injections; (3) loss 
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of control; and (4) confinement. Each of these 
components was addressed with exposure­
based methods. The patient's fearful reactions 
to the sights and sounds of dental instruments 
were addressed by gradually approaching the 
actual setting-first by listening to audiotapes, 
and then by giving her a set of dental instru­
ments and asking her to handle them and put 
them in her mouth. The final phase was allow­
ing the therapist to put the instruments in her 
mouth. A stranger then conducted a mock ex­
amination. The patient then met our dental 
hygienist, who did not perform any prophy­
laxis for two sessions, during which the patient 
listened to nice music through headphones. 

The injection component was treated by sys­
tematic desensitization and film modeling. She 
learned cue-controlled relaxation and imagery 
distraction techniques to deal with her loss of 
control. She practiced these coping skills while 
allowing herself to be in a small, enclosed of­
fice without any way out. She also learned to 
replace catastrophic thoughts with the positive 
consequences of dental treatment, including 
good health and improved appearance. A fe­
male dentist in operative dentistry worked 
with her restorative and extraction needs. Ms. 
Clem then transferred without difficulty to a 
male orthodontist. One year later, she had 
completed orthodontic and dental treatment 
and had moved to another city. She had been 
able to continue to have routine dental work 
without problems. 

Case 4 

Reason for Referral 

Mrs. S. was a 45-year-old married woman 
who was referred to our Fear and Anxiety Dis­
orders Clinic because of agoraphobia. She had 
a nine-year history of panic attacks. These had 
begun to occur when her husband returned 
from service. The symptoms appeared to be 
related to marital strife and feelings that she 
had little control over her life. She could not 
drive alone and often accompanied her hus­
band to his job so as not to be alone at home. 
She had avoided dentists for over 20 years be-

cause of a fear of dying. As a result, her teeth 
were in poor condition. There were many miss­
ing teeth. She had difficulty chewing and was 
in constant pain. She had a long history of 
psychiatric problems. The clinical diagnosis 
was agoraphobia with panic attacks. She could 
not be left alone, refused to drive, and had 
difficulty in any situation of confinement, such 
as a beauty shop or a dental office. The family 
was being manipulated by her need to return 
to a distant city so that she could live closer to 
her mother. 

Assessment 

Testing revealed that her basic problem was 
agoraphobia, not dental anxiety. She could tol­
erate injections but would not allow anything 
to be placed in her mouth. She had avoided 
dentists, she claimed, because of the expense 
and the travel required to maintain consistent 
treatment. The MMPI revealed much psychopa­
thology, with extreme elevations in depression 
and psychasthenia. Her physiological assess­
ment revealed an intense autonomic response 
to situations in which she believed she might 
die. 

As part of her assessment, we had her seen 
by an oral surgeon who agreed to do her dental 
work under general anesthesia, so that she 
could avoid many of the concerns she had 
about experiencing unusual bodily sensations. 
She also expressed concern about her appear­
ance and did not feel that she could go in for the 
extraction of any teeth if she would have to be 
toothless for any length of time. 

Treatment 

Because of her inability to eat and her serious 
anorectic condition, we felt that her dental 
health needed to be explored. The visit with 
the oral surgeon went poorly. Although we had 
discussed the patient's fears, he ignored her 
wish to have all dental work delayed until after 
the Thanksgiving holidays. He told her she 
needed to have the remaining lower teeth ex­
tracted immediately. The therapist attended 
the oral surgery with her and held her hand 
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and coached her in controlled breathing until 
she was anesthetized. Further work was needed 
in preparation for dentures. She kept putting 
her appointments off. After several attempts to 
have her complete the dental work failed, the 
patient also became more resistant to resuming 
the therapy contacts to deal with her ongoing 
agoraphobia. 

Termination Criterion 

The patient failed to make progress. Her 
dental needs seemed to take precedence, but 
when the therapist attempted to coordinate 
this effort for her, the patient, who did not like 
the oral surgeon, withdrew from treatment. 
The miscalculation of the oral surgeon about 
the patient's readiness to undertake the oral 
surgery scared her out of treatment. Our coor­
dination of the treatment efforts failed to ac­
complish the aims of the therapy. The patient 
was fitted for lower dentures six months later 
by a private dentist of her choosing. Filewich 
(1988) wrote about the difficulty of providing 
treatment for the agoraphobic dentally phobic 
patient. In this case, we failed to establish the 
two primary steps that needed to be given 
priority: (1) providing the patient with a sense 
of being in control of the situation and her 
anxiety symptoms and (2) training in relabel­
ing or reinterpreting her symptoms as indicat­
ing nondisaster. In our eagerness to alleviate 
her poor dental condition, we went along with 
the oral surgeon's suggestion of general anes­
thesia. Perhaps a combination of systematic 
densensitization and cognitive restructuring 
would have been more effective. The dentist's 
style is also particularly important in treating 
the agoraphobic. The dentist should be friendly, 
kind, supportive, understanding, flexible, and 
uncontrolling, but firm. We failed to find a 
dentist who would encourage her to undertake 
the extractions at a pace that she could tolerate. 

In each of these cases, dental treatment was 
avoided because of feared aspects of the treat­
ment. It was important in the development of 
the individual treatment programs to discover 
what aspect or situations evoked the fears and 
to address treatment in those areas. Thus, both 
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Patient 1 and Patient 2 needed to deal with their 
fears of a catastrophic event, death, or fainting 
in reaction to the injection. Patient 3 needed to 
unlearn her conditioned aversive reaction to 
many more aspects of the treatment setting, 
given her history of mistreatment by dentists. 
Patient 4 was not given any help with her over­
whelming panic regarding the activation of her 
own bodily symptoms. The direct approach 
was overwhelming. 

Temporomandibular Disorders 

Pain-Related Dental Problems 

In addition to the psychologist's role in deal­
ing with dental fears, a great deal of progress 
has been made since the early 1970s in apply­
ing cognitive-behavioral strategies to the treat­
ment of a number of pain disorders. As more 
psychologists are being included on interdisci­
plinary pain management teams, the role of 
psychological factors in influencing the etiol­
ogy and progress of a variety of pain syn­
dromes is being examined more closely than 
ever before. In a dental setting, one of the pain 
disorders most commonly seen is temporo­
mandibular disorder (TMD), in which the pa­
tient presents with a nagging pain (usually 
unilateral) in the region of the temporoman­
dibular joint and the masseter muscle. This 
disorder is also marked by occasional "pop­
ping" and II clicking" of the joint, limitations in 
jaw mobility, headache, and facial tenderness. 
Epidemiological studies indicate that a large 
percentage of the population (up to 60%) expe­
riences at least one symptom; therefore, we 
refer to this syndrome as TMD to include all of 
the disorders. The disorder affects men and 
women in equal numbers; however, in clinic 
samples of TMD patients, women usually out­
number men by a ratio of at least 2 to 1 (Clarke, 
1982; Kleinknecht, Mahoney, & Alexander, 
1987). In addition, the vast majority of TMD 
patients in clinics are within the 20-40 age 
range, although epidemiological data do not 
show this relationship between TMD symp­
toms and age (Kleinknecht et al., 1987). In those 
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rare cases where TMD occurs in children under 
the age of 16, the available literature suggests 
that it may be more likely to be accompanied by 
psychopathology (most commonly depression) 
than in the adult population, although the pau­
city of data on younger TMD patients makes 
this conclusion somewhat tenuous (Pillemer, 
Masek, & Kaban, 1987). 

The etiology of TMD remains somewhat elu­
sive, although a number of factors have been 
implicated. The chief factor that is believed to 
playa role in perpetuating the pain is bruxism, 
or the grinding and clenching of teeth. In turn, 
there is great uncertainty about why bruxing 
occurs, and why many people who brux have 
no problems with persistent facial pain (Clarke, 
1982; Greene, Olson, & Laskin, 1982). A wide 
variety of mechanisms have been cited as being 
responsible for causing the pain; unfortunately, 
many researchers support the veracity of their 
theories by attributing cause to cure, or by rea­
soning about the etiology of the disorder based 
on successful treatment approaches. As TMD 
patients generally respond very well to a num­
ber of diverse treatment approaches, theories 
have arisen that attribute the problem to var­
ious anatomical difficulties (most notably oc­
clusal problems), personality variables, and 
psychosocial stressors (Clarke, 1982; Granger, 
1958; Moulten, 1955). It is now generally agreed 
that occlusal problems playa minimal role, if 
any, in the initiation and exacerbation of TMD 
and that psychological factors such as stress 
and anxiety play an influential role in the mani­
festation of the disorder, although the nature of 
this role is unclear (Clarke, 1982; Glaros & Rao, 
1977; Greene et al., 1982). 

The two etiological views that seem to best 
account for the available data are a diathesis­
stress model and a neurophysiological model. 
In the diathesis-stress model, the TMD patient 
is seen as having a genetic predisposition to 
responding to environmental stressors by en­
gaging in bruxismlike activity. This activity is 
carried over and exaggerated during sleep, and 
the damage to the connective tissue (myofas­
cia) in the jaw area resulting from the excessive 
strain being put upon this area causes the TMD 
symptoms. Such a model would account for 

the findings that the pain that TMD patients 
suffer tends to get worse in times of stress, and 
that bruxers in general are more likely than 
nonbruxers to respond to a stressful situation 
by bruxing activity (Greene et al., 1982; Rugh & 
Solberg, 1976). A more detailed theory offered 
by Kreisburg (1982) suggests that the nocturnal 
bruxing activity believed to be central in the 
exacerbation of TMD is intimately intertwined 
with the human sleep cycle, as it has been 
observed that, although bruxism occurs in all 
stages of sleep, it is most likely to occur during 
periods of transition from the deeper to the 
lighter stages (Satoh & Harada, 1973). Accord­
ing to this theory, nocturnal bruxism is an 
arousal reaction driven by the nigrostriatal sys­
tem's interaction with the limbic and cortical 
areas responsible for jaw movement. In this 
framework, TMD's reactivity to psychosocial 
stressors is primarily a reflection of the stressors' 
more general effect on the sleep cycle. Al­
though both of these theories are of value 
heuristically, neither of them has been exten­
sively examined experimentally, so their status 
is still largely conjectural. 

Clinical Interoentions 

A large number of treatment approaches 
proved successful with TMD patients, the suc­
cess rates being between 60% and 95%, re­
ported in most studies; these rates seem to be 
largely independent of the treatment used 
(Brooke, Stenn, & Mothersill, 1977; Salter, 
Brooke, & Merskey, 1986). Two subgroups of 
TMD patients whose prospects for successful 
treatment appear less optimistic are those with 
a high degree of psychopathology and those 
whose TMD symptoms began after some sort 
of facial injury (Salter et al., 1986). From a den­
tal standpOint, occlusal splints that keep the 
patient from bruxing at night are probably the 
most common treatment. Other forms of dental 
treatment include occlusal realignment and a 
variety of surgical procedures designed to alter 
the relationships between various pieces of the 
masticatory system (Von Korff, Howard, uue­
love, Sommers, Wagner, & Dworkin, 1988). 

Research has shown that the psychologist 
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also has a valuable contribution to make in the 
treatment of these patients. EMG biofeedback 
has met with great success in the treatment of 
TMQ especially when combined with various 
forms of muscle relaxation (Cassisi, McGlynn, 
& Belles, 1987; Clarke, 1982). Although the spe­
cifics of these approaches vary, the basic idea is 
to make the patient more aware of her or his 
maladaptive response to stress (bruxing) and 
to provide strategies to alter this response. In 
addition, nocturnal EMG devices have been 
used successfully in a bell-and-pad-type pro­
cedure, in which the patient is awakened by an 
alarm when EMG ratings in the masseter mus­
cle reach a criterion value (Cassisi et al., 1987). 
As with the bell-and-pad procedure, it is im­
portant that the patient awaken when the alarm 
sounds rather than merely stir long enough to 
turn the alarm off, either manually or by relax­
ation (depending on the device used). It is use­
ful to have the patient enter the time of awaken­
ing in a diary placed some distance from the 
bed. This serves the dual purpose of awaken­
ing the patient and yielding information that 
will prove valuable in keeping track of patient 
progress. Daily pain ratings (evening and morn­
ing) are also valuable pieces of information that 
the patient can record in this diary. These strat­
egies often produce a rapid treatment effect, 
which must be closely monitored, as bruxing 
activity and pain levels often rebound back to 
pretreatment levels in these patients when treat­
ment is abruptly stopped (Cassisi et al., 1987). 

In addition to applying the strict behavioral 
strategies, the psychologist can also contribute 
to the treatment effort by being especially cog­
nizant of the behavioral contingencies that may 
playa role in maintaining the patient's pain. As 
explained by Fordyce (1976), pain behaviors are 
subject to the same learning principles as are 
other behaviors, and as in any chronic pain syn­
drome, these patterns of contingent reinforce­
ment become more entrenched over time. Thus, 
the psychologist's experience in elucidating 
such relationships and working to change them 
when necessary can prove to be a valuable 
addition to the treatment plan. In addition, the 
psychologist is experienced in the diagnosis 
and treatment of other types of psychopathol-
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ogy that may affect the patient's treatment pro­
gress in some way. This skill may also be of 
value in assessing the psychological status of 
facial pain patients who are candidates for sur­
gery, as there is a subgroup of TMD patients 
whom a number of investigators cite as very 
poor risks for surgery (Marciani, Haley, Moody, 
& Roth, 1987). Characteristics that may alert 
one to a patient's belonging in this subgroup 
are (1) a history of pain-related surgeries, espe­
cially from similar pains; (2) a family history of 
multiple surgical procedures; (3) lack of pain 
relief from large doses of analgesic drugs; (4) a 
conviction that there must be an organic cause 
for the pain and denial of any other problems; 
(5) suggestion or demand of analgesic medica­
tion; and (6) current involvement in seeking job 
or accident compensation for pain caused by an 
injury or an occupationally related disease. Al­
though none of these characteristics represents 
a clear diagnostic criterion, the presence of one 
or more of them should alert the practitioner to 
proceed very carefully and deliberately in con­
sidering treatment alternatives. 

Program Development 

The psychologist dealing with other health 
professionals often has another challenge in 
educating those around her or him about the 
role that various psychological states (such as 
anxiety and depression) play in influencing 
pain disorders in general and TMD in particu­
lar. Additionally, many professionals are un­
aware that treatment strategies other than oc­
clusal splints, muscle relaxants, and surgery 
exist, so the psychologist may serve an educa­
tional role in this area as well. In interdisciplin­
ary efforts aimed at pain management, profes­
sional cooperation and mutual education are 
vital components, and both patients and pro­
fessionals stand to gain from an awareness of 
the available treatment strategies and from a 
willingness to refer patients to other special­
ists; for instance, just as the psychologist has a 
valuable contribution to make in the treatment 
of TMD, a patient complaining of facial pain 
referred to a psychologist without having first 
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undergone an extensive evaluation by a dentist 
or other appropriate professional should be im­
mediately referred for a determination of any 
obvious organic pathology. In some cases, the 
radiographic evidence clearly indicates those 
factors that are causing the pain, and these 
cases are usually handled efficiently by dental 
professionals with minimal involvement by 
psychologists in terms of pain management. 
The only obvious statement emerging from the 
literature concerning the treatment of TMD is 
that, because no differences are usually observed 
between the success rates of conservative ap­
proaches and surgeries, which are inherently 
riskier and more costly, the more conservative 
treatments must be attempted before surgery 
is contemplated in cases without clear-cut ra­
diographic evidence of anatomical pathology 
(Salter et al., 1986; Von Korff et al., 1988). 

Thus, a truly interdisciplinary treatment ap­
proach to TMD would begin with an extensive 
evaluation by a dental professional, with fur­
ther referral contingent on the clarity of the 
findings of this evaluation. Psychological eval­
uation should then occur of those patients 
Without clear physiological pathology to exam­
ine the behavioral, emotional, and environ­
mental factors that may be influencing the pa­
tient's pain. It should be stressed to patients 
during such evaluations that the veracity of the 
pain complaint is not being questioned, and 
that no one thinks they are "crazy," as most 
patients with pain who are seen by the psy­
chologist have already seen a number of health 
professionals with little success and may con­
clude that these professionals have decided 
that their pain is not real. A simple explanation 
of the stress-bruxism-pain relationship often 
helps the patient to get a better conceptualiza­
tion of what the evaluation and treatment strat­
egies are all about and makes the possible in­
volvement of "psychological factors" somewhat 
less threatening. At this point, both dental and 
behavioral approaches may be pursued, singly 
or in combination, depending on the results of 
the respective examination. 

In order to illustrate the previously discussed 
assessment and treatment strategies, a TMD 

patient who was treated at the psychology 
clinic will be described. 

Case 5 

Reason for Referral 

Linda was a 23-year-old female referred to 
the clinic by the Department of Oral and Maxil­
lofacial Surgery of Shands Hospital at the Uni­
versity of Florida for evaluation and treatment 
of myofascial pain secondary to stress. She pre­
sented with pain in her jaw that was present 
when she was chewing and on her awakening 
in the morning. This pain would often spread 
to severe headaches. She had first begun to 
notice the pain during her first year in high 
school, and it had become steadily worse over 
time. She was eating virtually nothing of firmer 
consistency than mashed potatoes, and the 
pain in her jaw was constantly present to some 
degree. She was employed in a high-pressure 
secretarial job that she enjoyed, and she was 
living at home with her parents. She had been 
thoroughly evaluated by the referring physi­
cian, and no radiographic evidence of any ana­
tomical difficulties had emerged. She had pre­
viously attempted to use an occlusal splint, but 
the force of her nocturnal bruxism broke the 
splint before it had any positive effect. 

Assessment 

Assessment consisted of a lengthy interview 
followed by a battery of questionnaires, which 
included the Minnesota Multiphasic Person­
ality Inventory, the West Haven-Yale Multi­
dimensional· Pain Inventory, the McGill Pain 
Questionnaire, the Sickness Impact Profile, the 
State-Trait Anxiety Inventory, and the Zung 
Depression Scale. The results indicated that 
there was no gross psychopathology and that 
her pain significantly interfered with her diet 
and her personal comfort. Her pain had never 
kept her from working, and she did not like 
taking pain medication at any time other than 
before she went to bed at night because she felt 
that these medications impeded her perfor-
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mance at work. She was not interested in sur­
gery except as a last resort after every other 
recourse. 

Treatment 

The first phase of Linda's treatment involved 
teaching her some relaxation skills via biofeed­
back and a 20-minute progressive-muscle-re­
laxation (PMR) tape. Her initial masseter EMG 
levels were fairly high, but she rapidly gained 
control of these during the day and reduced 
them to normal levels. She was instructed to 
practice PMR twice per day, and she stated that 
this usually made her jaw feel better for a little 
while. She was also instructed to take her 
scheduled breaks at work, as she would usually 
work right through them. 

After she became more adept at relaxation 
and became more conscious of the feelings of 
tension in her jaw, a few new components were 
added to her treatment. First, she was given a 
nocturnal EMG monitor to use every night, 
and she was instructed to write the times when 
she was awakened by the alarm in a diary 
across her bedroom. The criterion EMG level at 
which the alarm would sound was set and 
adjusted weekly by the therapist in the ses­
sion. It was lowered across time based on her 
progress. She was also instructed to record her 
pain levels (on a 1-to-1O scale) before and after 
each relaxation session, immediately before 
going to bed, and immediately on awakening 
in the morning. She was also trained in cued 
relaxation and was told to check her jaw ten­
sion level each hour on the hour at work and to 
relax her jaw as needed. In addition to the 
strictly behavioral techniques, environmental 
stressors were discussed, and strategies for re­
ducing the stress associated with these areas 
were implemented as well. 

Termination Criterion 

The patient reported a significant drop of 
pain across virtually all situations. She still had 
some pain after eating very firm foods such as 
steak, but her diet was gradually expanding. 
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She reported very minimal pain the mornings, 
no pain during the day, and complete cessation 
of the headaches from which she had earlier 
suffered. 

Summary 

This chapter has defined two widely experi­
enced phenomena that are troublesome for 
dentists, namely, dental phobia and temporo­
mandibular disorders. The brief literature re­
view of etiology focuses on behavioral and 
physiological indices in addition to patient's 
own experience of the problem. The role of the 
psychologist is defined in terms of identifying 
patients with these problems and describing 
the subjective, behavioral, and physiological 
manifestations of the disorders. The treatment 
role of the psychologist with the dental-avoid­
ant adult or child should include prevention by 
educating the dentist about the sources of these 
concerns. When efforts to secure cooperation 
with treatment have failed, the dentist, with 
the psychologist's assistance, may provide pre­
paratory information, coping-skills training, 
and patient management techniques. Premed­
ication has also been used with both adults and 
children to allay anxiety and secure coopera­
tion. In treating children, the presence of the 
mother may be enough to provide control over 
behavioral disruption. The extremely fearful 
child or adult may initially need graduated ex­
posure to the dental setting in the absence of 
extensive treatment. Techniques such as pro­
gressive relaxation, systematic desensitization, 
imaginal flooding, stress inoculation, biofeed­
back, film modeling, and controlled breathing 
are briefly described as adjuncts to treatment. 
Clinical cases are described to illustrate these 
procedures with patients exhibiting dental in­
jection phobias that range from circumscribed 
simple phobia to agoraphobia. 

Temporomandibular disorder (TMD) is one 
of the pain syndromes most commonly seen in 
the dental setting. The brief literature review 
identifies bruxism as playing a significant role. 
Psychosocial factors have been shown to play 



562 PART VI • TEMPLATES FOR PROGRAM DEVELOPMENT 

an important role in influencing the manifesta­
tion and progress of the disorder. Dental inter­
ventions frequently address the problem by 
occlusal realignment via splints or surgical pro­
cedures. Patients who are poor surgery risks 
include those with a personal or family history 
of pain-related surgery, a lack of relief from 
large doses of analgesics, and involvement in 
proceedings to gain compensation for their 
pain. The psychological interventions have 
been successful with a majority of patients 
complaining of TMD. EMG biofeedback and 
stress management procedures are illustrated 
with a patient with TMD pain. 
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CHAPTER 30 

Integration of Clinical 
Psychology into Hemodialysis 
Programs 

Daniel S. Kirschenbaum 

Introduction: Problems Associated 
with End-Stage Renal Disease (ESRD) 

What would happen to your life if your physi­
cian told you that you had end-stage renal dis­
ease (ESRD) or, in more common parlance, 
complete kidney failure? Your doctor would 
explain that, in order for you to survive, your 
blood must be cleansed of waste products by a 
mechanical device of some sort. The vast ma­
jority of the 100,000 or so ESRD patients use 
hemodialysis, a process in which the blood is 
circulated through an artificial kidney and then 
returned to the patient's bloodstream via a fis­
tula (a connection between an artery and a vein 
created surgically in the arm). Unfortunately, 
hemodialysis requires 4 to 7 hours per day 
(including transportation time if it is done out­
side the home) three times per week. The use of 
hemodialysis brings with it the constant threat 
of death and a substantial dependency on 
medical personnel and machinery for survival. 
Also, this process is far from equivalent to the 
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manner in which people with functional kid­
neys have their blood cleansed. Bodily impuri­
ties and poisons remain in the bloodstream 
(uremia) at levels that can often produce severe 
reductions in physical energy, strength, and 
motivation. Dialysis also produces substantial 
reductions in sexual activities and a variety of 
more minor, but still rather troublesome, diffi­
culties, such as headaches, nausea, cramping 
in the legs, sleep disturbances, skin irritations, 
and problems with access to the blood supply 
or other technical difficulties that pose consid­
erable personal threat (Nichols & Springford, 
1984). 

So, what would happen to your life if you 
developed end-stage renal disease? The qual­
ity of your life would clearly suffer, and you 
and your family would have to cope with one of 
the most difficult chronic stressors that people 
face. Clinical psychologists and other mental 
health professionals have been studying the 
effects of ESRD on patients and their families 
since the early 1970s. We are beginning to learn 
what it is like to live with and adjust to ESRD 
and how psychologists in particular can help 
patients manage this formidable life change. 
This chapter reviews the key findings from this 
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emerging literature, with an emphasis on the 
clinical implications of the work. 

Overview of the Literature: Clinical 
Problems and Intervention Strategies 

"Illness intrusiveness" has been defined as 
the degree to which an illness and its associ­
ated treatments interfere with normal life activ­
ities (Binik, Devins, & Chowanec, in press; De­
vins, Binik, Gorman, Dattel, McCloskey, Oscar, 
& Briggs, 1982). ESRD is clearly and objectively 
an extremely intrusive illness. As such, we 
might expect the illness to produce substantial 
and adverse effects on both patients and their 
families. The literature consistently documents 
precisely that kind of impact (e.g., Blodgett, 
1981; Kaplan DeNour, 1981; Nichols & Spring­
ford, 1984). 

Most dialysands and their families experi­
ence a great deal of distress, resulting in mode­
rate to severe levels of anxiety and depression, 
which are experienced far more frequently 
than in normative groups. The most dramatic 
illustration of this point is that ESRD patients 
are between 100% and 400% more likely to 
commit suicide than the average person (Abram, 
Moore, & Westerbelt, 1971). In addition, ap­
proximately 75% of dialysands struggle and 
fail to manage effectively the major restrictions 
that ESRD places on dietary and fluid intake. 
This problem only compounds the difficulties 
inherent in fluctuating levels of uremia; extraor­
dinary demands on one's family; excessive de­
pendency on medical facilities, personnel, and 
machines; and decreased control of one's life in 
general. Nichols and Springford (1984) found 
that the frustrations and the adverse emotional 
impact of this intrusive illness were most sub­
stantial during the first (or training) year of 
using hemodialysis. However, consider the fol­
lowing percentages of post-training year dialy­
sands who agreed with the following state­
ments (n = 18): 

I feel anxious before going on the machine: 
27%. 

I feel jumpy and restless while I'm on the 
machine: 39% . 

I am angry that I can't do the things I used to 
do: 39%. 

I feel I'm spoiling my partner's life: 48%. 
I feel depressed much of the time: 28%. 
I sometimes want to take my life: 22%. 

.Clearly, people vary in their ability to cope 
wI~h t~e str~ss imposed by ESRD. Perceptions 
~f Its mtruslveness can predict disruptions in 
life better than some objective indices of its 
intrusiveness (Binik et al., in press). Nonethe­
less, the overall impact of ESRD increases the 
probability of substantial emotional problems 
in dialysands and their partners and families 
by a factor of 10 in most respects. The ESRD 
patient, therefore, has a very high risk of psy­
chological difficulties and is a prime target for 
intervention by clinicians. 

The clinical literature includes an abundance 
of advice and a substantial body of empirical 
evidence on how to help people cope with 
chronic stressors, to decrease generalized and 
specific anxieties, and to decrease depression. 
The behavioral medicine or health psychology 
literature takes many of these concepts and 
findings and applies them to health problems 
and difficulties. The writer and his colleagues 
have developed a specific set of procedures 
derived from a cognitive-behavioral approach 
to clinical problems, and we have applied them 
to hemodialysis patients in particular (Kirsch­
enbaum, Sherman, & Penrod, 1987; Penrod & 
Kirschenbaum, 1986). The procedures focus on 
increasing the motivation to take control of as 
many aspects of the disease as possible, actu­
ally exerting maximum control on the treat­
ment process, and improving the self-regula­
tion of fluid intake. Accordingly, techniques 
such as decision balance sheets, behavioral 
contracting, self-monitoring, and the use of so­
cial support and problem solving are empha­
sized. The remainder of this chapter examines 
the specifics of the procedures; how they can 
be applied by nursing personnel under the su­
per:isi?~ of a psychologist; and establishing, 
mamtammg, and evaluating this approach. 



CHAPTER 30 • HEMODIALYSIS 

Methods of Psychological Assessment 

Increasing numbers of psychologists in medi­
cal settings will be working with increasing 
numbers of dialysands and their families. This 
is likely because accelerating numbers of psy­
chologists and training programs are oriented 
toward health psychology, and because there is 
an obvious need for clinical intervention with 
this population. The usual methods of assess­
ing depression and anxiety seem appropriate 
in this case, ranging from clinical interviews to 
the use of such paper-and-pencil tools as the 
Symptom Checklist 90-Revised (Derogatis, 
1977). An assessment of coping skills would 
add another important dimension to the initial 
assessment in view of the challenge to such 
skills imposed by ESRD and the potential to 
help patients improve such skills (see Tobin, 
Holroyd, Reynolds, & Wigel, 1989). 

Two specialized assessment devices are now 
available for use with ESRD patients. Nichols 
and Springford (1984) developed the first as­
sessment tool for dialysis patients, the Dialysis 
Problem Checklist (DPCL), and a modified ver­
sion for the partners of dialysands (Dialysis 
Problem Checklist B). The Dialysis Problem 
Checklist consists of 126 problems sometimes 
experienced by hemodialysis patients; the part­
ner version includes 70 problems sometimes 
experienced by the partners of such patients. 
The list of problems was derived from the refer­
rals sent by a dialysis unit to a psychological 
services department over a three-year period. 
The problems pertained to communication about 
the dialysis process, the machinery involved 
and feelings during dialysis, staff and family 
relationships, general psychosocial concerns 
(e.g., anger, depression, and anxiety), and 
physical discomforts and symptoms. 

Nichols and Springford (1984) found that a 
sample of 34 dialysands reported 3-71 prob­
lems (maximum = 126), with 50 items endorsed 
by at least 50% of the patients. Twenty-eight 
partners reported 2-31 problems (maximum = 
70), with 26 identified by at least 20% of the 
group. The most commonly acknowledged 
problems reported by dialysands in their first 
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year of dialysis were worries about having 
trouble with needles or fistulas (67%), feeling 
no good as a parent (60%), feeling that there 
was too much strain on their partners (57%), 
finding that things were not explained well 
enough (56%), and constant tiredness (56%). 
After the first year of treatment, the number of 
problems endorsed declined, but many similar 
concerns were reported by almost half of the 
more experienced dialysands (e.g., feeling that 
there was too much strain on their partners and 
anger about being unable to do the things they 
used to do). The partners also checked items 
indicating increased anxiety, depression, and 
frustration. 

The psychometric characteristics of these in­
teresting checklists have not yet been well de­
lineated. For example, test-retest and inter­
item correlations were not reported, and it 
seems likely that the items vary in clarity and 
repetitiveness. However, the scales have dem­
onstrated some construct validity by showing 
more distress in the first year than in subse­
quent years of treatment; patients who scored 
at the extremes on the checklists differed from 
each other in predictable ways on other vari­
ables (e.g., experience level, fluid restriction 
levels, and anxiety and depression ratings); cli­
nicians judged that a few patients had more 
problems than they indicated on the checklists 
but that all of the patients who checked a lot of 
problems really did seem to experience quite a 
few problems. 

Nichols and Springford's scales (1984), al­
though not well refined as psychometric in­
struments, definitely appear clinically very 
useful at this juncture. The article summariz­
ing their work is readily available, and it con­
tains the most commonly acknowledged prob­
lems experienced by a relatively modest sample 
of people with ESRD and by their partners. A 
version of the checklist with these commonly 
endorsed items can be provided to patients and 
their partners in any ESRD treatment center on 
a regular basis (e.g., every six months). Fre­
quent or severe problems can thus be identi­
fied, and appropriate referrals that specify the 
problems of particular concern can then be 
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made. This procedure would provide the staff, 
the patients, and the partners with regular 
feedback, and the process may also enhance 
communication among all of those involved 
with the ESRD patients. Taking this step alone 
may improve patients' sense of control and in­
volvement and may thus facilitate their overall 
adjustment and perceived competence (see 
Kirschenbaum et al., 1987). 

A second measure that was specifically de­
signed for dialysis patients was developed by 
the writer and his associates, the Self-Care Di­
alysis Checklist (SCDC; Kirschenbaum et al., 
1987). The SCDC (see Table 1) is a behavioral 
observation checklist designed to assess the 
degree to which hemodialysis patients direct 
and manage their own dialysis treatment in 
hospital settings. Approximately 98% of he­
modialysis patients who are treated in hemodi­
alYSis units (versus home dialysis or peritoneal 
dialysis) have nursing-staff members manage 
and direct most and sometimes all aspects of 
their treatments (HCFA, 1984). This is the most 
expensive approach to hemodialysis treatment, 
and it is also probably the least beneficial psy­
chologically (Kirschenbaum et al., 1987). Mil­
lions of dollars spent on health care in this 
country would be saved if greater numbers of 
patients managed most of their own treatments 
in hemodialysis units. For example, the cost of 
self-directed treatment at Methodist Hospital 
in Madison, Wisconsin, 1983 was estimated as 
being $20 less per treatment than staff-directed 
treatment (Penrod & Kirschenbaum, 1986). The 
cost reduction resulted from the decreased 
amount of staff time required for self-directed 
treatments. If we assume that these calcula­
tions apply to other hemodialysis units, the 
savings generated by getting only 20% of this 
country's 60,000 plus staff-directed patients to 
switch to self-directed treatment would equal 
approximately $34,000,000 per year. An in­
creasing degree of self-directedness would also 
yield considerable psychological and perhaps 
medical advantages (e.g., a decreased percep­
tion of pain and decreased depression and anx­
iety) due to the increased control and perceived 
control associated with such a change (Binik et 

Table 1. Items from the Self-Care 
Dialysis Checklist (SCDC) 

UMaking nest" 
1. Picked up supplies box 
2. Piced up blanket 
3. Obtained ice 
4. Set up recreational materials (e.g., Tv, radio, books, or 

phone) 
5. Put call light on chair 

Pretreatment check of vital signs 
6. Recorded weight 
7. Recorded blood pressure 
8. Recorded pulse 
9. Recorded temperature 

Machine and equipment preparation 
10. Set up machine without need of nurse intervention 
11. Prepared needles (drew up heparin, xylocaine, or 

ethyl chloride and brought needles to chair) 
12. Tore tapes for needles' 
13. Achieved dialysis Hsetup" on time (no more than 5 

minutes late) 
Monitoring treatment 
14. Recorded TMPb and UFRc values within 30 minutes 

after Hput-on" 
15. Intervened appropriately at first sign of hypotension 

(reclined chair, took blood pressure, and called nurse 
if no improvement) 

16. Monitored blood presure at least once an hour 
17. Stayed awake during treatment 
Posttreatment check of vital signs 
18. Recorded blood pressure 
19. Recorded pulse 
20. Recorded weight 
Cleanup 
21. Removed clutter from station (cups, wrappers, food, 

etc.) 
22. Put supplies box on appropriate shelf 
23. Returned blanket to cubby or wash hamper 
24. Put chart in basket 
25. Achieved scheduled take-off time (±5 minutes) 

-Tore tapes = cut 10 pieces of tape used to secure needles to access 
site: 6 pieces, 6" long; 2 pieces, 2" long; 2 pieces, 10" long. 

bTMP= transmembrane pressure. 
cURF = ultrafiltration rate. 

al., 1982; Devins, Binik, Hollomby, Barre, & 
Gutman, 1981; Kirschenbaum et al., 1987). 

The Self-Care Dialysis Checklist was devel­
oped because of the potential advantages of 
helping patients become more self-directed 
during their dialysis treatments and because 
we needed an objective definition and measure 
of self-directedness. Dozens of tasks and activ-
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ities are associated with hemodialysis treat­
ment. No clear recommendation of how to de­
termine whether the completion of some or all 
of these activities should be used to define self­
directedness had been offered or accepted in 
the literature at the time of our work in this 
area. Because we must be able to define and 
measure what we hope to improve, the SCDC 
was created. 

The format of the checklist is a one-page 
presentation that includes blanks for the pa­
tient's name. The instructions are: 

For each treatment date, please circle whether the 
patient completed the following tasks. Please an­
swerquestion 1-12 within 5 minutes after "put-on." 
Please answer questions 18-25 within 5 minutes 
after "take-off." 

The items were listed as questions which 
had Y N underneath them, such as: 

1. Picked up the supplies box 
YN 

To assess the reliability of the Self-Care Dial­
ysis Checklist, Kirschenbaum et al. (1987) had 
eight different pairs of nurses complete a total 
of 10 reliability checks. Four patients were ob­
served as unobtrusively and independently as 
possible by the pairs of reliability checkers dur­
ing the same treatment (i.e., Patient A was ob­
served and the checklists were completed inde­
pendently by both nurses who were in a pair). 
The reliability checkers received one hour of 
instructions plus some hands-on experience 
with feedback (one hour or less) before com­
pleting their observations. When agreements 
-:- agreements + disagreements were used as 
the measure, reliabilities were quite good, 
ranging from 84% to 100% (M= 92%). The 
"exact agreement" method was used to deter­
mine disagreements (and, therefore, relia­
bility) most conservatively (i.e., if Nurse A 
checked a Yes for Item 6, but Nurse B checked 
No for that item, two disagreements were re­
corded for Item 6; Repp, Deitz, Boles, Deitz, & 
Repp, 1976). 

The SCDC appears to be a reliable, easily 
learned, and easily used means of assessing 25 
behaviors that are crucial components of hemo-
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dialysis treatment. We now have available a 
means of operationalizing the degree of self­
directedness used during in-center hemodialy­
sis treatment. Self-directedness could be defined 
quite simply as the extent to which patients 
complete the 25 items on the SCOC. Of course, 
some may argue that certain items should be 
weighted more substantially then others (e.g., 
"machine and equipment preparation" items 
are much more involved than the "making 
nest" items). This weighting approach may 
prove useful under some circumstances, al­
though it did not affect the data reported by 
Kirschenbaum et al. (1987). In addition, some 
tasks incorporated into existing items could 
easily be elaborated to form additional items 
(with the potential for reduced reliability in 
assessment, however). Regardless of the changes 
and modifications desired in the SCDC, as it 
currently exists it is readily available (e.g., in 
this chapter and in the original paper), and it 
can serve as a baseline assessment of self-di­
rectedness in work with any hemodialysis unit 
or patient in that unit. If a patient currently 
completes only lor 2 tasks on the SCDC, that 
patient may benefit from working toward com­
pleting 3 or 4 tasks, depending on the tasks and 
the patient involved. Similarly, patients who 
currently complete 19 or 20 items may find 
some benefits associated with completing 23 or 
24 items. In a related vein, hemodialysis units 
that average only 3 or 4 items per patient may 
benefit from improving that average by several 
items. The clinical psychologist who consults 
with such units can also help the unit increase 
its emphasis on self-directedness and to im­
prove its communication about it by using the 
SCDC as a definitional tool. 

Clinical Interventions 

The preceding analysis indicates that the 
stressors associated with end-stage renal dis­
ease tend to create or exacerbate such common 
problems as marital distress and generalized 
anxiety and depression. These difficulties are 
readily measured by means of the usual clini-
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cal assessments, perhaps supplemented with 
the questionnaires developed specifically for 
this population by Nichols and Springford 
(1984). The usual means of treatment could 
then be applied. There are, however, several 
specific difficulties that are more directly linked 
to ESRD. These include attempting to help pa­
tients and staffs encourage greater degrees of 
self-directedness in the hemodialysis process, 
as was discussed in the previous section of this 
chapter. An additional problem area is gener­
ally described in the health psychology litera­
ture as the "compliance" or "treatment adher­
ence" problem. The vast majority of ESRD 
patients do not achieve "good" compliance 
with the extremely demanding dietary and 
fluid restrictions associated with ESRD (e.g., 
Procci, 1981). 

Penrod and Kirschenbaum (1986) emphasized 
that a cognitive-behavioral therapy approach 
seems particularly well suited to managing the 
dialysis-related problems of increasing self-di­
rectedness during treatment and improving 
adherence to dietary and fluid restrictions. If 
we view the degree of self-directedness as a 
problem of choice (choices made by patients, 
staff, and administrators), we can then apply 
cognitive-behavioral techniques known to im­
prove decision making (see e.g., Janis & Mann, 
1977). 

Patients and staff confronting the option of a 
more independent treatment modality face a 
tough choice. The expense of the setup and 
maintenance of a self-directed or a home care 
dialysis training program can seem prohibitive 
to short-sighted administrators. Additionally, 
less staff-dependent modes of delivery can be 
perceived as threatening to health care pro­
viders (Barnes, 1980). It can be threatening 
when more decision-making control and re­
sponsibility shift from staff to the well-edu­
cated patient. Traditional caregiving roles are 
challenged. However, cognitive-behavioral 
techniques can increase patient and staff in­
volvement in treatment modality decisions and 
treatment management. Additionally, these 
techniques can reduce patient fears about more 
self-directed treatment modalities. Finally, cog­
nitive-behavioral interventions may help staff 

and patients master new and complex tasks 
efficiently and effectively. 

Compliance can also be viewed as a cogni­
tive-behavioral problem. It is an easier ESRD 
problem to conceptualize within this model 
because it is similar to problems that are more 
traditionally treated via cognitive-behavioral 
techniques (e.g., weight loss and smoking ces­
sation). The techniques of goal setting, plan­
ning, and self-monitoring that can be used suc­
cessfully with these more traditional problems 
may help ESRD patients tolerate the thirst and 
pursue the challenging goal of minimal fluid 
intake and a limited diet. Finally, cognitive­
behavioral research indicates that compliance 
with dietary restrictions is one of the most 
refractory clinical problems encountered (Stuart, 
1980). It would help to consider the notorious 
problem of renal patient noncompliance in 
light of what is known about the difficulties 
encountered by healthy people who want to 
restrict calories; both problems require massive 
behavior changes, great persistence, and in­
volve formidable physiological barriers to suc­
cess (Kirschenbaum, 1987). Clearly, intensive 
systematic efforts to reduce these problems are 
required. Cognitive-behavior therapy can facil­
itate such efforts. 

Increasing SelJ-Directedness 

The writer and his colleagues (Penrod & 
Kirschenbaum, 1986) developed and imple­
mented the techniques to be described in the 
following sections of this chapter in the Hemo­
dialysis Unit of Methodist Hospital (Madison, 
Wisconsin). The unit was firmly committed to 
the value of self-directed care. The arguments 
about the emotional and physical benefits of 
perceived control over one's body (see, e.g., De­
vins et al., 1981) were clearly supported by the 
leaders of the unit. Given that social-environ­
mental climate, it was feasible to develop a plan 
for intervening with individual patients. The 
plan was to identify a number of patients who 
could do more for themselves than they were 
currently doing. Once these patients were iden­
tified, a group of nurses began meeting regu­
larly with the author (a clinical psychologist 
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consultant) and a staff medical social worker. 
For the first month or two of these weekly meet­
ings, cognitive-behavioral principles were in­
troduced and the specific techniques to be 
used were developed and refined. The authors 
made the refinements in the techniques based, 
in part, on input received from the group. Once 
the procedures were finalized, each nurse in 
the group was assigned a case with whom she 
worked. The subsequent several months of 
meetings were essentially group supervisions 
of the cases. 

The techniques developed to increase self­
directedness in treatment were oriented to the 
operational definition of self-directed treat­
ment reviewed in the assessment section of this 
chapter, based on the 25 tasks contained in the 
Self-Care Dialysis Checklist. Essentially, the 
use of the SCDC defined self-directed in opera­
tional terms. For example, someone who com­
pletes at least 22 of the 25 tasks could be con sid -
ered a "self-directed patient" (a higher or lower 
criterion can also be used, of course). Whether 
a patient had completed each of the 25 tasks in 
our operational definition was determined re­
liably by the nursing staff. 

Given the above definition of self-directed­
ness, how does one go about getting a patient 
to consider becoming more self-directed? We 
developed a five-step approach to this problem: 

1. Introduction of the rationale to the patient. The 
staff person who conducts the intervention 
(e.g., nurse, social worker, or psychologist) ex­
plains why the patient is being approached and 
what the patient can gain from participating. 
We used the opening lines. ''A number of us 
have been working on how to improve patient 
care. I'd like to talk with you about your own 
treatment." This introduction can be followed 
up with the potential advantages (emotionally 
and perhaps medically) of taking care of one's 
own body as much as possible. This rationale 
makes it clear that a new procedure or treat­
ment modality is not going to be forced on the 
person. The emphasis is on the choices the 
patient is making and on assisting the person in 
making thorough and maximally healthful de­
cisions. The motivational benefits of enhancing 
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choice and perceived choice (Kirschenbaum, 
1985) and of thorough decision making ijanis & 
Mann, 1977) have been well established em­
pirically. 

2. Promotion of effective decision making. Janis 
and Mann (1977) provided a careful review of 
the qualities of effective (and ineffective) deci­
sion making. They also presented procedures 
that can promote high-quality decision mak­
ing. We used two of the approaches they pre­
sented to help our patients make effective deci­
sions about the degree of self-directed care 
they wanted to use. The two procedures we 
used were the "decision balance sheet" ijanis, 
1959) and the "awareness of rationalizations" 
method (Reed & Janis, 1974). Table 2 presents 
the instructions used by the nurses in our pro­
gram to complete a standard self-care balance 
sheet, which was given to patients for review 
during the third step of completing their own 
balance sheets. 

As can be seen by reviewing Tables 2 and 3, 
completing a decision balance sheet can help 
patients review very carefully all of the advan­
tages and disadvantages of completing as many 
self-care (self-directed) tasks as possible. This 
type of systematic review can result in in­
creased work toward a goal (i.e., motivation; 
see Hoyt & Janis, 1975). However, people some­
times make the judgment that a few of the 
potentially negative aspects of a decision like 
this one are prohibitive. Therefore, it helps to 
consider whether there is substantive merit in 
some of the negative aspects of pursuing goals. 
The "awareness of rationalizations" approach 
does this essentially by providing counterargu­
ments for each of the negative points in a deci­
sion balance sheet. Sometimes, of course, the 
negative aspects of pursuing a goal are very 
germane and realistic. In this case, however, 
the writer and his associates did not find many 
of the proposed negative points particularly 
valid or convincing. Therefore, after an initial 
balance sheet was completed, the nurse-inter­
venor reviewed the "counterrationalizations" 
that appear in the appendix to this chapter 
(counterarguments for each of the negative an­
ticipations mentioned in Table 3). If this proce­
dure is done in a nonpatronizing, helpful fash-
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Table 2. Balance Sheet Procedural 
Directions for Use by Staff with 
Patients Considering Self-Carea 

Step 1. Open-ended interview. 
Questions are posed regarding the most salient reasons 

for accepting or rejecting self-care training. For example: 
What consequences would be likely to follow from self­
care training? 
What are the positive and negative effects of accepting or 
rejecting self-care training? 
Now suppose you committed yourself to self-care train­
ing today. What would you think about? I would like to 
talk about all of your thoughts about this goal from the 
perspective of committing yourself to it. 

Step 2. Introducing the balance sheet. 
To stimulate thinking about nonsalient alternatives and 

their consequences, the patient is asked to complete a 
balance sheet. The contractor may say, "You've talked about 
some of the pros and cons. What I'd like you to do now is to 
go through the possible considerations in a more syste­
matic way." Using the information obtained in Step 1, the 
contractor then helps the patient complete a grid, such as 
the already-prepared Self-Care Balance Sheet (Table 3). 
After the grid is completed, the patient is asked to review 
all of them together to see if anything was omitted. 

Step 3. Using a list of pertinent considerations. 
The patient is presented with additional pros and cons 

taken from the Self-Care Balance Sheet (see Table 3). These 
serve as a further stimulus for considering additional con­
sequences and alternatives. 

Step 4. Identifying the most important considerations. 
To rate the relative importance of each alternative, the 

patient is directed to review each consequence on the bal­
ance sheet and to rate its importance. A 3-point scale (from 
1 "hardly important" to 3 "extremely important") can be 
used to quantify these ratings, or the patient can simply 
indicate which are the three or four most important conse­
quences. 

Step 5. Letting the balance sheet show the way. 
Sum all negative rankings (e.g., tangible losses for self 

and others) and subtract this sum from the sum of all the 
positive rankings (e.g., tangible gains for self and others). 
The "tentative" choice should be evidence by a large posi­
tive score. However, if the scores are close, ask the patient 
to interpret the results of the balance sheet. Viewing the 
choice as tentative prevents a premature commitment by 
allowing time for second thoughts and possible revised 
rankings. 

-This material is reprinted with permission of the publishers of 
Perspectives: The JourtUll of the Council of Nephrology Social Workers, 
1985-1986,7,65-90, from an article by Joan D. Penrod and Daniel 
S. Kirschenbaum entitled 'Cognitive-Behavioral Techniques.' 

ion (i.e., in the role of a consultant, not a par­
ent), it, too, can lead to significant positive 
behavior change (e.g., Reed & Janis, 1974). 

3. Establishment ofa behavioral contract. Once a 
patient decides to pursue a greater degree of 
self-directed treatment, he or she will need as­
sistance to keep motivated toward that goal. 
Behavioral contracting has clearly established 
itself as a useful technique for enhancing mo­
tivation (Kirschenbaum & Flanery, 1983, 1984). 
We may define a behavioral contract as "an 
explicit agreement specifying expectations, 
plans, and/or contingencies for the behavior(s} 
to be changed" (Kirschenbaum & Flanery, 1983, 
p. 224). Contracts that are negotiated, that 
focus on process (not just outcome goals), and 
that have consequences administered by the 
client or significant others tend to produce very 
good results (Kirschenbaum & Flanery, 1983). 

We used these principles in devising the con­
tract form shown in Figure 1. The definitions 
provided in Table 4 help explain the elements 
used in the contract. Use of the "treatment 
agreement" form can help the staff and the 
patient negotiate most of the key aspects of 
treatment (e.g., take-off and put-on times, de­
gree of self-directedness in treatment). Each 
week or month a new contract can be renegoti­
ated. This procedure can clarify expectations 
and consequences (e.g., for failure to show up 
on time), can increase the uniformity with 
which patients are treated on a unit, and so on. 
In Methodist Hospital, we did not emphasize 
the consequences of, for example, failing to 
reach goals established for self-directedness. 
The use of consequences may not be crucial for 
behavioral contracts to have beneficial effects 
(Kirschenbaum & Flanery, 1984). On the other 
hand, some aspects of the contract did have 
explicit consequences (e.g., lateness by more 
than 10 minutes resulted in at least a I-hour 
delay in start-up). From a clinical perspective, 
it seemed clear to us that the primary benefit of 
this procedure was increasing the uniformity 
of the approach to treatment in the unit and 
clarifying expectations with each patient. 

4. Promotion of self-monitoring by patients. It 
has been well established that people who sys­
tematically gather information about, or keep 
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Table 3. Self-Care Balance Sheet a 

GOAL: To complete as many self-care tasks as possible 

Positive anticipation 

Tangible gains and losses 

To self: 
1. Get on first 
2. Scheduling flexibility 
3. Ad lib ice 
4. More immediate nurse attention (via call light) 
5. More control over treatment 
6. Easier transition to home care 
7. Possibly more favorable mortality rates 
8. Quicker recognition of machine problems 
9. Learning meaning of symptoms, ensuring a safer 

treatment 
10. More awareness of effects of diet 
11. Being a partner in medical treatment 
12. Saving time in setup (especially for morning peo­

ple) 

To others: 
1. Help contain institutional costs 
2. Teach others self-care 
3. Look healthier 
4. Less nurse time to setup 
5. Apply greater health knowledge at home (blood 

pressure, temperature, sterile technique, first-aid 
skills) 

Self-approval and disapproval 
1. Increased sense of control over body 
2. Increased control over environment 
3. Increased security 
4. Discovering that I can still learn (despite age or 

education) 
5. Development of greater problem-solving skills in 

other areas 
6. Belonging to a new group 
7. Feeling of pride 
8. Self-image less of a patient 
9. More self-confidence 

10. More knowledge about treatment 

Social approval and disapproval 
1. Get more attention during training 
2. Get to know a couple of nurses really well 
3. Demonstrate personal competence to friends, 

nurses, family 
4. Approval by other self-care patients 
5. Belonging to a good group 
6. Family perceives patient as less sick 
7. Decreased fear of visitors 

Negative anticipation 

1. Extra time to set up 
2. More likely to make mistakes during training 
3. Not watched by nurses carefully 
4. Can't sleep during treatment 
5. Increased responsibilities 
6. Increased number of tasks 
7. Time needed to study procedures 
8. Will think of disease more often 
9. Greater energy commitment 

1. Away from family longer because of increased setup 
2. May look stupid while learning 
3. Partner feels less needed 
4. Partner feeling scared about patient's new respon­

sibilities 

1. Decreased sense of security 
2. Forces me to feel like a "real dialysis patient" 
3. Not fair-others don't do it even though they are 

physically able 

1. Full-care patients may resent my enthusiasm 
2. People will see I learn slowly 
3. People will see I perform slowly 

"This material is reprinted with permission of the publishers of Perspectives: The Journal of the Council of Nephrology Social Workers, 1985-1986, 7, 
65-90, from an article by Joan D. Penrod and Daniel S. Kirschenbaum entitled "Cognitive-Behavioral Techniques." 
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Figure 1. Dialysis treatment agreement (contract). 

track of, target problem behaviors (i.e., self­
monitor) tend to maintain changes in self-regu­
lated behavior better than those who do not 
self-monitor (Kirschenbaum, 1987). In other 
words, it seems to be necessary to keep track of 
many problem behaviors in a systematic way in 
order to change those behaviors (i.e., keeping 
track of the calories consumed facilitates weight 
reduction). We used this principle when at­
tempting to encourage maximum self-direct­
edness during hemodialysis treatment. We de­
veloped a version of the Self-Care Dialysis 
Checklist that could be used by patients to self­
monitor their degree of self-directedness (i.e., 
25 behaviors completed = complete self-direc­
tedness). They simply checked off which be­
haviors of the 25 they completed during each 
dialysis treatment. Self-monitoring provides 
immediate feedback to patients about the ex­
tent to which they are meeting their goals, and 
it cues other vital self-regulatory processes 
(e.g., self-consequation, self-evaluation, and 
planning; see Karoly & Kanfer, 1982). 

5. Sustained use of staff support and problem 
solving. Regular weekly review of progress, 
support, and assistance with problem solving 
can facilitate a variety of self-regulated behav-

ior changes (Colletti & Brownell, 1982). It seems 
especially important to maintain such contacts 
for a relatively lengthy period of time to pro­
mote long-term maintenance of change (Kirsch­
enbaum, 1987). Therefore, we included weekly 
meetings between the patients and their nurse­
intervenors in order to help patients become 
more self-directed. The meetings lasted for 4 to 
6 months and varied in length from 10 to 60 
minutes. In these meetings, the intervenors re­
viewed progress, modified the treatment agree­
ments as needed, provided support, and helped 
the patients resolve treatment-related prob­
lems. 

Improving Treatment Adherence 

The writer and his colleagues also developed 
a variation of the five-step procedure for im­
proving self-directed care to promote treatment 
adherence (Penrod & Kirschenbaum, 1986). 
Specifically, six cognitive-behavioral steps 
were taken to help patients improve their abili­
ties to regulate (restrict) their intake of fluids: 

1. Provision of a rationale. The medical risks 
associated with excess weight gain due to fluid 
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Table 4. Dialysis Treatment Agreement Definitionsa 

Success 
X Problem 

Met treatment agreement criteria. 
Treatment agreement criteria not met. 

XA-D Problem 
Make a note in the box with the X or in the progress note. 
Level of self-care criteria not met. 
Note the letter corresponding to the area(s) of self-care not met. 

OK Change 
negotiated 

Treatment agreement criteria not met. Patient requested a change in the agreement on a day 
before this treatment, and the change was mutually agreed on by the patient and the 
nurse. 

See progress 
note 

Write a note in the progress note portion of the patient record when there isn't enough room 
in the box or on the agreement sheet or when the information is such that it needs to go in 
the permanent record. 

Level of self-care 
1. Complete self-care 

A. Does entire setup without assistance 
B. Prepares dialysis station 

Gets ice, food, diversion activity such as books and blankets, and has call light, head phones, and blood pressure 
cuff on the chair 

C. Runs treatment so that dry weight is achieved without cramping and hypotension that requires nursing interven­
tion except for giving up two doses of saline 

D. Charts on flow sheet and returns to nurses' station 
2. Partial self-care 

Any degree of complete self-care less than 100% must specify here: 
Goal weight gain between treatments 

Appropriate range of weight gain to stay within as agreed upon by the patient and the interdisciplinary team. 
Put-on time 

Span of time (e.g., 6:10 to 6:45 A.M.) during which we put patient on. If late put on, state when the patient went on. 
Length of treatment 

Prescribed length of treatment as agreed on by the patient and the team. If less or more than prescription, write the 
length of treatment in the space. 

Take-off time 
Either the latest possible time that the patient can come off the machine or a span of time during which we can take the 

patient off. 
Treatment days 

The days the patient is routinely scheduled for treatment. 
Special considerations 

Special agreements that have been made with the patient regarding his or her treatment. A check in this area means that 
the special considerations were needed. An OK means that the special considerations were not given to the patient 
because he or she did not require them. Specify special considerations. 

aThis material is reprinted with permission of the publishers of Perspectives: The Journal of the Council of Nephrology Social Workers, 1985-1986, 
7, 65-90, from an article by Joan D. Penrod and Daniel S. Kirschenbaum entitled "Cognitive-Behavioral Techniques." 

consumption were discussed, including an 
analysis of the more immediate aspect of excess 
fluid consumption (e.g., more difficult treat­
ments and aftereffects of treatments, possible 
shortness of breath). 

2. Promotion of effective decision making. A de­
cision balance sheet and counterrationalization 
technique were used, as described in the self­
care section above. The goal, howeve~ changed 
from increasing the degree of self-directedness 
to decreasing fluid intake between treatments. 

3. Establishment of a behavioral contract. A con­
tract was created that was oriented to the out­
come goal of decreased weight gain between 
treatments. This contract included techniques 
such as the self-monitoring of fluid intake and 
the use of self-instructions and stoppers (as 
described below). As there is a reasonably clear 
relationship between fluid consumption and 
weight gain between treatments, it may be ef­
fective to include specific weight gains as tar­
gets for change in the contract. 
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4. Promotion of self-monitoring. Figure 2 shows 
the form we developed to facilitate the self­
monitoring of fluid consumption by patients. 
We used an 812" x 11" version of the form that 
included seven days at a time, and we also 
created a small pocket-sized version that in­
cluded only two days at a time. The patient 
simply put a line through the chart during the 
day as he or she drank some liquid (e.g., 1 cup 
of water led to a line through the 250-cc point). 
Weekly goals were also written on the seven­
day form. Alternatively, three day goals could 
have been used. These relatively "distal" goals 

should be associated with improved self-regu­
lation as compared to the use of more "proxi­
mal" daily goals (Kirschenbaum, 1985). We en­
couraged patients to carry with them at all 
times the smaller two-day forms and to post on 
their refrigerators their seven-day forms. They 
were encouraged to enter their daily data onto 
the larger forms each day. 

5. Use of self-instructional, stimulus-control, and 
related techniques. Self-instructional, stimulus­
control, and related procedures have demon­
strated their efficacy with a variety of self-regu­
latory problems (see Karoly & Kanfer, 1982; 
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Figure 2. Seven-day self-monitoring form. This material is reprinted with permission of the publishers of Perspectives: The 
Jourl1ill of the Council of Nephrology Social Workers, 1985-1986, 7, 65-90, from an article by Joan D. Penrod and Daniel S. 
Kirschenbaum entitled "Cognitive-Behavioral Techniques." 
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Miller & Berman, 1983). Intervenors could help 
patients modify the way they talked to them­
selves (i.e., the self-instructions they provided 
themselves) so that they prompted themselves 
to work at fluid regulation more diligently, to 
maintain their self-monitoring more religiously, 
and otherwise to improve their self-regulation. 
For example, nurse intervenors were given the 
following instructions for modifying self-state­
ments at Methodist Hospital. The name of the 
patient in the example is Sam: 

Sam's nurse suggested that Sam might find it eas­
ier to reach his goals if his goals became a more 
obvious part of his everyday life. She asked Sam to 
help her generate a list of reasons for trying to reduce 
fluids. Working together (from the old balance sheets), 
they listed such things in the following ad-slogan 
format: 

DRINK LESS, LIVE LONGER! 
DRINK LESS, BREATHE BETTER! 

GAIN LESS, EASIER TREATMENT! 
A LITTLE WORRY ABOUT DRINKING NOW, 

LESS WORRY ABOUT TREATMENT 
AND HEALTH LATER! 

(Of course, similar sayings would be constructed for 
any problem in self-control, including increasing 
some aspects of self-care.) After Sam and his nurse 
developed this list together, Sam's nurse asked Sam 
to rewrite the list on an index card. (Better yet, she 
could have written them out with Sam while they 
met.) Then, Sam put the index card next to his plate 
during meals, reviewed it each time he turned on a 
kitchen light, and otherwise made engaging in a 
common everyday behavior (e.g., calling someone 
on the phone, reading a magazine or book, or turn­
ing a TV on or off) contingent on a quick review of 
self-instructions. 

The self-instructions should be redone in a 
week or two just to make them more interest­
ing. it is helpful if the nurse actually rewrites 
them with the patient a couple of times (over 
several weeks). In a similar vein, patients can 
be encouraged to put up signs in their houses 
with their self-instructional slogans on them. 
The nurse can again help by writing out such 
slogans using a magic marker and a large index 
card (one slogan per 5" x 7" card). Putting these 
signs in closets and kitchens helps patients to 
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remem.ber their goals-and, most important, 
to increase their chances of successfully reach­
ing them. 

Stimulus control techniques are procedures 
that limit the number of stimuli that reliably 
elicit undesirable behaviors. Hemodialysis pa­
tients who wish to restrict fluid intake find 
ways to decrease the number of situations in 
which they consume liquids. For example, the 
patient may reduce fluid intake by allowing 
himself or herself a drink only while seated at a 
table (i.e., eliminating drinking beverages while 
in a car or while in a living room or bedroom). 
The use of only one particular small glass may 
also help, as may keeping a pitcher of water in 
the refrigerator with a limited amount of water 
in it from which the patient drinks during the 
day. Other ideas include a concept related to 
stimulus control known as chaining. It involves 
elongating the chain of behaviors between the 
desire to drink and the actual behavioral step of 
drinking. The use of habits that are essentially 
incompatible with drinking may decrease the 
chance of drinking excessively by placing be­
havioral roadblocks between the desire to drink 
and the act of drinking (i.e., elongating the 
"drinking chain"). For example, patients can 
chew on toothpicks or Stim-u-dents frequently, 
chew on celery sticks, suck on sour candies 
(nonsugared), and require themselves to self­
monitor their fluid intake before they drink. 

6. Sustained use of staff support and problem 
solving. Regular weekly or more frequent meet­
ings are advisable for at least several months 
(see Kirschenbaum, 1987). 

Developing and Maintaining 
the Program 

The services of clinical psychologists on he­
modialysis units can emerge from several ave­
nues. Initial referrals for help with particular 
patients may be sent to psychology services for 
testing; psychology services for consultation 
about a particularly difficult case (e.g., anxiety 
or depression, sexual dysfunction, or family 
conflict); psychiatry services for consultation 
about medication or problem cases; and con-
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sultation-liaison services for related help. In 
addition, particular staff members in a hemo­
dialysis program may recognize some prob­
lems on the unit, such as conflict between staff 
members about patient management issues 
and disagreements about how to encourage or 
even how to discourage self-directedness of 
care. An astute social worker or head nurse or 
physician who acknowledges such problems 
may ask for help from a psychologist within or 
outside a hospital system. These various ave­
nues of entree will clearly affect how to ap­
proach and maintain involvement with the 
unit. 

An organizational development dilemma such 
as how the form of entree affects the develop­
ment of an effective clinical service is beyond 
the scope of this chapter. However, a few points 
along these lines may be worth emphasizing. 
For example, it is clear that, if a psychologist is 
brought into the system at the request of a key 
professional who is established and respected 
in that system, it will be easier to make more 
substantial unitwide interventions more readily 
and efficiently (e.g., instruction in the use of 
behavioral contracts throughout the unit). When 
the entree comes in the form of a request to help 
an individual patient, the psychologist may be 
working from the ground up; in other words, 
the psychologist must establish his or her use­
fulness to a key staff member or two at first and 
then only gradually find opportunities for 
broader interventions (e.g., conducting work­
shops with the staff and participating in case 
conferences). Whatever form the entree takes, 
from this writer's perspective, the head nurse 
is usually the single most important person in a 
hemodialysis unit, followed by one or two phy­
sicians who are well liked by the nursing staff. 
These are the individuals who must appreci­
ate, value, and participate in the clinical inter­
ventions. Therefore, whatever the psychologist 
does in the unit, it would be worthwhile to 
keep such key people informed of the activity 
and to obtain their input about the work and 
the manner in which such services are used in 
the system. 

It is worth adding that nurses can learn to 
use the cognitive-behavioral techniques out-

lined in the preceding section. In fact, the 
writer and his colleagues developed those pro­
cedures for the explicit purpose of having se­
lected nurses learn how to use them (Penrod & 
Kirschenbaum, 1986). The nurses chosen to ad­
minister such a program need superior inter­
personal skills and a clear willingness to accept 
and value the approach. They also require a 
considerable amount of supervision, at least 
once per week for many months (either indi­
vidual or small-group supervision). The evi­
dence about the efficacy of relatively structured 
interventions applied by paraprofessionals 
(nurses are not usually professional mental­
health-behavioral workers) clearly supports 
this idea (Durlak, 1979). 

Clinical Case Examples 

The writer and his colleagues selected four 
patients whom the nursing staff of a hemodi­
alysis unit believed could not become more 
self-directed in their treatments. The cognitive­
behavioral procedures described in the inter­
vention section of this chapter were then tested 
(for a technical presentation of this work, see 
Kirschenbaum et ai., 1987). 

The selection process involved asking nurses 
to identify patients who might be capable of 
becoming more self-directed but whom they 
believed would not be willing or able to work 
effectively toward that goal. The patients se­
lected were perceived as being too old (ages 
were 63, 68, 75, and 76) or they were consid­
ered "not motivated." We then assigned each 
patient to a nurse who was in our training 
group. The training group met for several months 
before clinical trials and thereafter weekly for 
supervision for six months. Baseline assess­
ments of self-directedness were made by hav­
ing the nurse on duty complete the SCDC 25-
item measure of self-directedness on each of 
these patients for four to six weeks (two to 
three times per week). These measurements 
were continued throughout the intervention 
phase as well. 

Figure 3 presents the results of the pilot 
study with the four elderly hemodialysis pa-
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Figure 3. Mean number of self-care hemodialysis tasks completed per week from baseline through intervention phases. 

tients. The length of the baselines was varied 
intentionally to make this a multiple-baseline 
across-subjects design. Thus, patients were ex­
pected to show improvements in the first week 
or so after the intervention was initiated in the 
average number of self-care tasks they com­
pleted per treatment (two to three treatments 
per week). The measures were taken by nurses 

who were not involved in the interventions and 
who did not know when the interventions had 
begun. 

A review of the data in Figure 3 suggests that 
the interventions were effective for three of the 
four patients. Almost as soon as the interven­
tions began, but not beforehand, each of the 
four patients improved in the number of self-
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care tasks completed compared to their respec­
tive average baseline rates. Improvements were 
apparent for all patients through the second 
week of intervention as well. Based on all of the 
assessments completed during the interven­
tion phase (three to five weeks), the patients 
changed their average numbers of self-care 
tasks to the following extent: Patient A = + 238%; 
Patient B = +24%; Patient C = +155%; Patient 
0= -8%. Although Patient B improved "only" 
24 %, it must be noted that she was averaging 
almost 16 of 25 tasks per treatment at baseline. 
The resulting ceiling effect meant that she 
could improve only a maximum of 56%. Patient 
0, who had improved initially but then de­
clined to a level 8% below baseline, became 
very sick during the latter part of the interven­
tion and died within one month after termina­
tion of the intervention phase. The chronic na­
ture of this patient's complex medical problems 
were such that they clearly were not adversely 
affected by the intervention. 

The efficacy of the cognitive-behavioral in­
tervention was encouraging. Improvements 
were substantial and relatively immediate in 
the three other patients, who remained medi­
cally stable throughout the study. It must be 
emphasized that these effects were obtained 
even though the patients were on a unit that 
had previously encouraged self-directed treat­
ment and even though the patients themselves 
were elderly and were considered unlikely to 
change by the unit's staff. Furthermore, the 
agents of change were not experienced cogni­
tive-behavioral therapists, but nurses who were 
quite unfamiliar with the cognitive-behavioral 
principles used. 

The reactions of the nursing staff and the 
physicians on the unit in which this study was 
implemented also encourage additional optim­
ism. The patients who participated in the inter­
vention phase seemed to benefit enormously in 
terms of mood and perceived well-being. Med­
ically, no adverse effects were attributed to the 
interventions, and some improvements (e.g., 
in fluid regulation) were reported. However, it 
must also be added that the improvements 
shown did require a substantial amount of time 
from the nurses for training and supervision. 
Implementing a program like this may also 

create tensions among the staff and the patients 
who are not involved. However, once all staff 
are trained in the approach, these problems 
should diminish. 

Summary 

This chapter described end-stage renal dis­
ease (ESRO) as a very intrusive chronic illness 
that places enormous stresses on patients and 
their families. The physical sequelae of ESRO 
are chronic fatigue, sexual dysfunctioning, and 
a host of other very troublesome problems 
(e.g., frequent nausea, headaches, and muscle 
cramps). Most ESRO patients must use some 
version of hemodialysis, which adds to the 
intrusiveness of the illness (e.g., requiring four 
to seven hours of treatment three times per 
week in most cases). These stressors, in turn, 
result in substantial levels of anxiety, depres­
sion, and other psychological difficulties for 
dialysands and their families. 

Clinical psychologists can provide many 
needed services to ESRO patients and their 
families, as well as to the medical personnel 
who treat them. Two assessment devices were 
described in this chapter that can assist psy­
chologists in determining the specific types of 
problems experienced by patients and their 
families: the Dialysis Problem Checklists (Ni­
chols & Springford, 1984) and the Self-Care 
Dialysis Checklist (Kirschenbaum et al., 1987). 
Psychologists can use these ESRD-specific 
measures as well as a host of more traditional 
assessment devices to examine anxiety, depres­
sion, suicidal tendencies, familial conflict, and 
other common difficulties experienced by this 
population at unusually high frequencies. 

Treatment of the problems associated with 
ESRD may include a full range of clinical inter­
ventions, such as marital counseling, organiza­
tional development consultation with staff to 
improve communication and cooperation, and 
individual therapy to decrease chronic depres­
sion and anxiety. This chapter focused more 
specifically on cognitive-behavioral techniques 
that may help dialysands to manage their own 
treatments more completely and to improve 
their adherence to the restrictive fluid and diet-
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ary requirements associated with hemodialysis. 
The techniques described included introduc­
ing rationales for change, promoting effective 
decision making, establishing behavioral con­
tracts, facilitating self-monitoring, using staff 
support and problem solving, and using self­
instructional, stimulus-control, and related 
techniques. These procedures can be imple­
mented by nurses and other non-mental-health 
professionals under the supervision of psy­
chologists. In fact, a set of cases was presented 
in this chapter that showed the promise of this 
approach using a paraprofessional model. Of 
course, the use of such a systematic approach 
within a hemodialysis treatment unit has im­
plications for the entire unit. Great care must be 
taken to involve key staff members in these 
types of systemwide interventions, and the 
maintenance of these approaches requires ex­
tensive consultation with the leaders of the 
units. 

Psychologists can increase the probability of 
the continued growth of the field of health psy­
chology (behavioral medicine and medical psy­
chology) by involving themselves with ESRD 
patients and the medical units that treat them. 
This is a population that clearly needs and 
appreciates the kind of resources provided by 
clinical psychologists. Furthermore, many of 
the specific problems faced by ESRD patients 
lend themselves very well to measurement 
(e.g., self-care and management of fluid in­
take). Thus, a healthy and productive symbio­
sis can continue to develop between clinicians, 
researchers, and the medical staffs involved 
with ESRD patients. 

Appendix: Counterrationalizations 
Pertaining to the Self-Care Decision * 

Instructions: The intervenor (e.g., a nurse) is 
advised to review each of these potential "neg­
ative anticipations" with patients who are con-

*This material is reprinted with permission of the pub­
lishers of Perspective: The Journal of the Council of Nephrology 
Social Workers, 1985-1986, 7, 65-90, from an article by Joan 
D. Penrod and Daniel S. Kirschenbaum entitled, "Cogni­
tive-Behavioral Techniques." 
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sidering increasing their degree of self-directed 
treatment. The examples below are taken from 
the negative anticipations from Table 1 and are 
written as if they were spoken by the intervenor 
to the patient. 

1. "Extra time to set up" 
"Setup" can be accomplished quickly, after a 

patient has experience with the task, some­
times within 20 minutes. Also, because a self­
care patient will be put on first, the setup time 
can be completely made up. 

2. "More likely to make mistakes during train­
ing" 

Mistakes during training are part of the nor­
mal learning experience. Mistakes are antici­
pated by the training staff and special attention 
during this time ensures that such mistakes 
will be corrected. The training is designed so 
that the patient masters small steps slowly. Full 
independence is given only after the patient 
repeatedly and consistently demonstrates er­
rorless performance. 

3. "Not watched by nurses carefully" 
The nurses do pay special attention to their 

self-care patients. In fact, it's like having a sec­
ond pair of eyes because your nurse will be 
watching, and you will also be watching with 
"educated" eyes. 

4. "Can't sleep during treatment" 
Important to self-administering a safe treat­

ment is an awareness of both your dialysis ma­
chine and your body. Sleep prevents such an 
awareness and impedes a good treatment. 
However, patients may relax more confidently 
when they know that they are receiving a safe 
treatment and that relaxation is an important 
component of treatment. Finally, staff-directed 
patients can't sleep either. 

5. "Increased responsibilities" 
Part of acquiring competence in any area of 

life means accepting responsibility. Accepting 
and meeting responsibility can give a patient a 
sense of control and satisfaction that can in­
crease the quality of life. Doctors tell us that a 
sense of control has been shown to be asso­
ciated with increased health. More important, 
these responsibilities can easily be met. Pa­
tients in their 60s and 70s and with no formal 
education have learned self-care, and these pa-
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tients seem to have a renewed sense of confi­
dence. When patients set up their own ma­
chine, they can arrange blood lines, clamps, 
and other things they need during dialysis just 
the way they want to (within safe guidelines). 

6. "Increased tasks" (see Item 5) 
7. "Time needed to learn procedure" 

The mastery of any new task requires time. 
Something must be ventured if one is to gain. 
Many patients report that they enjoy learning 
about the machines that sustain their lives. 
Such learning gives a greater understanding of 
renal failure and its consequences. Also, dur­
ing this time, the nursing staff provide much 
attention and support for this effort. They are 
eager to answer your questions and to have you 
become a partner in your treatment. Learning 
something new can give you a renewed sense 
of confidence in yourself. 

8. "Will think of disease more often" 
This may be true. But your attitude toward 

the disease will change. You will gain a greater 
understanding of its effects and its treatment, 
as well as a greater sense of control of your 
disease. Many report that they feel less fright­
ened about their disease, and that their thoughts 
about the disease are more specific than the 
vague fears of the unknown they used to have. 

9. "Greater energy commitment" (see Item 5) 
10. 'away from others because of increased setup 

time" (see Item 1) 
11. "May look stupid while learning" 
Part of learning is making errors. Because 

the training staff understand that errors are 
part of the learning process, no one is evaluated 
for "looking stupid." No one has ever learned 
self-care without making a mistake or misun­
derstanding something. Mistakes and misun­
derstandings are expected. So, please don't 
worry about "looking stupid." In fact, it is our 
philosophy that making errors makes you even­
tually "look smart." Everyone learns at a differ­
ent rate, and the staff appreciate this fact. The 
rate at which you learn self-care does not reflect 
your intelligence. 

If other patients who do not understand the 
learning process comment that you are not 
learning fast enough, or that you look like a 
klutz, it must be recognized that they do not 

understand how people really learn. You can 
choose to ignore what others may say if you 
understand that learning is a highly individual 
process. Our only goal is that you learn. How 
you look and how slow or fast you learn or 
perform are irrelevant. What you learn and 
your confidence in what you have learned are 
our major concerns. In any case, others on the 
unit are really too busy to monitor closely 
your performance. 

12. "Partner feels less needed" 
Your partner will still be needed. You will 

need support and understanding from your 
partner, and these are needs that will not change. 
Your partner is invited to learn the self-care 
procedures with you so that she or he can share 
in your learning if you wish. Also, if your part­
ner and you learn self-care, you may easily 
transfer to home care if you want to do that. In 
that case, your partner will be essential to your 
treatment. You can be assured that your part­
ner will still fulfill important needs and per­
haps some new ones as well, as you become a 
self-care patient. 

13. "Partner feels scared about patient's ability to 
handle new responsibilities" 

You can reassure your partner that your 
training will not be complete until you are an 
expert in self-care. The staff have trained many 
patients in self-care procedures and know when 
a patient is competent in all the ways necessary 
to ensure a safe and effective dialysis treat­
ment. In fact, your partner will develop new 
respect for your abilities by seeing you take 
care of yourself in self-care. And the nursing 
staff still pay close attention to you during 
treatment to assure you a good treatment. 

14. "Decreased sense of security" 
Most self-care patients have an increased, 

not a decreased, sense of security. Knowing 
your machine, knowing how to trouble-shoot, 
and knowing how to respond to emergencies 
build confidence. You also learn how to read 
your vital signs, bodily signals that may indi­
cate possible problems and what to do about 
them. Security is definitely enhanced. Re­
member, two people will be watching your 
treatment with expert eyes: you and your nurse. 
Two heads are better than one. 
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15. "Forces me to feel like a 'real dialysis' pa­
tient" 

Of course, learning self-care is another re­
minder that you have kidney disease. Accept­
ing your disease and exercising control in the 
treatment of it can positively influence your 
attitude about yourself and can ultimately im­
prove the quality of your life. Not only will you 
feel that you are a "real dialysis" patient, but 
you will also feel that you are a "real" partner in 
the treatment of your disease. 

16. "Not fair" 
Our goal is to have everyone involved in self­

care. You are being selected now because you 
seem like a good candidate for self-care, that is 
someone who can learn the task and set an 
example for others. Besides worrying about 
what others are doing, what are the personal 
advantages of self-care to you? That is the re­
ally important issue to deal with. 

Other patients may have reasons-medical, 
physical, and/or mental-for not being self­
care patients. These reasons are confidential 
information that we cannot share. Again, your 
concern should emphasize the advantages of 
self-care to you. 

17. "Full-care patients may resent my enthu­
siasm" 

In fact, most full-care patients respect the 
self-care patient. They admire your courage 
and willingness to accept control over your 
own treatment. The real concern is to evaluate 
any other persons's attitude in the context of 
the personal advantages you will experience. 

18 and 19. "People will see I learn (perform) 
slowly" (see Item 11). 
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CHAPTER 31 

Psychosocial Services for Persons 
with Human Immunodeficiency 
Virus Disease 

Kathleen Sheridan 

Introduction 

The acquired immune deficiency syndrome 
(AIDS) is a vast, rapidly evolving phenome­
non. An inherent difficulty in a book chapter 
on AIDS, no matter what its focus, is maintain­
ing the timeliness and relevance of its content. 
Our understanding of the basic and clinical 
science components of AIDS is ever-expand­
ing. Similarly, the complexities involved in de­
veloping vaccines and cures and, indeed, in 
providing health care for patients are sobering. 

A second difficulty in dealing with this sub­
ject is balancing comprehensiveness and speci­
ficity. Clearly, a primary goal is to describe the 
role and impact of the clinical psychologist, 
and the contributions of the behavioral sciences 
and of psychology as disciplines and profes­
sions in providing mental health services to 
people with AIDS. However, that role defies 
narrow definition. Its interactive boundaries 
with the psychologist as researcher and the 
psychologist as educator are fuzzy. The multi­
dimensional role for the clinical psychologist 

Kathleen Sheridan • Department of Psychology, Uni­
versity of Central Florida, Orlando, Florida 32816. 

in AIDS is rich in its preparation and far-rang­
ing in its reach. 

As a researcher, the clinical psychologist has 
much to offer in developing prevention models 
against infection and strategies for measuring 
their efficacy (Baum & Nesselhof, 1988). The 
clinical neuropsychologist studies neuropsy­
chological implications during infection, their 
assessment, and the impact of such deficits on 
functioning ('fross & Hirsch, 1988). Although 
the behavioral sciences have been active since 
the mid-1980s in these areas, only recently have 
they begun to empirically explore analyses of 
mood states and their interactions with the dis­
ease process (Atkinson et al., 1988). And al­
though calls for health services research have 
been clear and consistent (Intragovemmental 
Task Force, 1988), and predictions of the bur­
dens of care on the provider systems and con­
sumers frightening (Fox & Thomas, 1987-1988), 
thorough evaluations of programs for health 
care delivery are currently missing. 

As an educator, the clinical psychologist pos­
sesses the skills in program development and 
evaluation to propose and test education models 
for groups at risk of infection, for particular 
communities that appear to be especially at 
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risk, such as young people of color and those 
traditionally underserved by the health care 
system, and for the public in general (Temo­
shok, Sweet, & Zich, 1987). The psychologist 
seems particularly poised to offer education to 
health care colleagues and community leaders 
(Lyons, Sheridan, & Larson, 1989). 

As a practitioner, the psychologist has the 
requisite background in diagnostic assessment 
and intervention skills. Whether he or she 
wishes to concentrate at the one-to-one clinical 
level or at the program development level, the 
clinician can exert administrative leadership 
and multidisciplinary collaboration. 

Finally, the author presumes that the reader 
has some current knowledge about AIDS is­
sues. Thus, the chapter is not intended as a 
primary educational resource on AIDS. The 
history of AIDS as a disease entity has been 
brief, intense, and continually revised. This 
fact alone constitutes a significant challenge for 
the clinical psychologist. Thus, he or she must 
not only be up to date on applied psychology 
literature, but must also remain current with 
regard to the rapid diagnostic and treatment 
developments in the medical literature. To com­
pound these difficulties, such powerful politi­
cal, legal, and social climates surround AIDS 
that both patients and health care professionals 
feel acutely challenged. 

The nomenclature and definitions concern­
ing AIDS have changed frequently since its rec­
ognition in the United States in 1980-1981, and 
since the shared discoveries of human immuno­
deficiency virus (HIV) as its causative agent in 
1983 ("New CDC Definition," 1987). In Can­
fronting AIDS: Update 1988, the Institute of 
Medicine (1988) recommended a longitudinal 
or progressive view of infection. Thus, the cur­
rent preference is to look at the entire spectrum 
of infectivity as HIV disease. HIV disease 
ranges from initial detection and confIrmation 
of antibodies to infection, via enzyme-linked 
immunosorbent assays (EUSA) plus techniques 
such as the Western Blot,! through more-or-

lCurrently, methods for the direct detection of HIV itself 
(as opposed to methods that detect the presence of an 
antibody to the virus) are under experimental test. One 
such promising test is the polymerase chain reaction 
(PCR) technique, which uses small blood samples and 

less lengthy stages of infection without symp­
toms, to stages of infectivity with clinical symp­
toms that constitute diagnoses of AIDS (Institute 
of Medicine, 1988). Patients who are HIV-infected 
can be described as seropositive, asymptomatic, 
symptomatic, or persans with AIDS, depending 
on their medical status in the progression of 
HIV disease. 

HIV disease has been accurately described 
as an infectious disease or as a sexually trans­
mitted disease (STD) (Sheridan, 1989). Although 
it has often been referred to as a behavioral 
disease, this labeling has generated some con­
troversy because, to some in the nonscientifIc 
and the activist communities, it conveys an 
implication of choice and blame for becoming 
infected. This implication in turn, they argue, 
exacerbates nonacceptance and lack of compas­
sion from society in general. For the clinical 
psychologist, however, the relevance and ap­
preciation of the behavioral or psychosocial 
components of HIV disease cannot be over­
stated. Probably no other disease entity carries 
with it such an essential need to understand 
lifestyles, interpersonal behaviors, adaptive 
and maladaptive coping styles, personality 
profIles, sociodemographic characteristics, and 
developmental, familial, and psychiatric (if 
any) histories. 

At present, the geographical distribution of 
HIV disease in the United States is concen­
trated within four high-incidence clusters. In 
New York-New Jersey, the largest number of 
infected persons have contracted the disease 
via intravenous (IV) drug abuse. Florida's high­
incidence population includes an early identi­
fied infected group of Haitian immigrants, IV 
drug users, and homosexual-bisexual persons. 
In California, San Francisco's infected popula­
tion is mainly comprised of homosexual and 
bisexual-males. Los Angeles, meanwhile, has 
seen a predominantly IV-drug-abusing group. 

Epidemiologists debate whether the disease 
will spread from these and other intensely pop­
ulated areas to smaller communities over the 

multiplies their viral genetic components even before the 
body's manufacture of antibodies (Farzadegan, Polis, 
Wolinsky, Rinaldo, Sninsky, Kwok, Griffith, Kaslow,' 
Phair, Polk, & Saah, 1988). 
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next decade (Morbidity and Mortality Weekly 
Report, 1987).2 The shift in the rates of new infec­
tion from homosexual-bisexual males, where 
the rates of increase have leveled off, to IV drug 
communities, where the rates of infection have 
sharply increased, suggests that urban areas 
will remain the most critically affected in the 
near future. HIV also exerts an inordinate im­
pact on persons of color (Mays & Cochran, 
1987); this impact is compounded because many 
minority men and women infected tend also to 
be economically disadvantaged. As has been 
well documented, economically disadvantaged 
minority members of urban communities have 
insufficient access to and are underserved by 
the health care system in the United States. 

A Model HIV Disease 
Services Program 

Responses to the AIDS epidemic by health 
care communities grew from crises rather than 
from planning (Shilts, 1987). Since the epi­
demic's recognition in 1980-1981 in San Fran­
cisco and New York City, health care delivery 
systems have spun off each city's attempts to 
respond. The homosexual-bisexual commu­
nity and health department officials in San 
Francisco aggressively responded to AIDS in 
the early years of crisis (though not without 
painful politics and turmoil; see Shilts, 1987). 
One of the renowned outgrowths of that ac­
tivism was an integrated case-management 
health-care model known as the San Francisco 
General model. 

New York City, on the other hand, was slower 
in its recognition of AIDS as a public health 
crisis and became quickly overwhelmed by IV 
drug and related pediatric infections. Its hospi­
tals responded by offering traditional inpatient 
resources. Cost-effective studies began to dem­
onstrate that any health care for patients would 
be costly; would heavily burden the already 
stretched delivery system resources; and would 
challenge the very foundations of health care 

2Another ongoing debate centers on the validity of the 
mathematical models being used in HIV prevalence pro­
jections for the next decade. 

financing, private insurance, Medicare, and 
Medicaid (Fox & Thomas, 1987-1988). AIDS 
would represent an unplanned influx of con­
sumers between the ages of 18 and 40 who 
normally would not seek access to health care. 
AIDS would also represent a demand for ex­
pertise, treatment, and cure that health care 
providers simply did not possess. 

Preliminary (and early) cost-effectiveness 
estimates suggested that the San Francisco 
General (or hybrid) model was less expensive 
than traditional inpatient models. However, 
some recent factors have clouded the horizon 
considerably. The latency between initial HIV 
infection and the progression to symptomatol­
ogy has lengthened to estimates of between 7 
and 11 years (Institute of Medicine, 1988). Sim­
ilarly, persons at risk of infection seem to be 
coming forth earlier and more willingly for an­
tibody testing and counseling. The earlier de­
tection of HIV status and better informed diag­
noses are leading to longer life expectancies. 
Although few approved therapies are currently 
available-zidovudine (popularly, AZT), an 
antirival agent; aerosolized pentamidine to 
prevent Pneumocystis carinii pneumonia; and 
alpha interferon, shown to be effective against 
Kaposi's sarcoma-other approved therapies 
should regularly appear. On the other hand, if 
rates of infection are increasing among IV drug 
users, one could predict that such persons, un­
less enrolled in chemical dependence programs, 
would not routinely come forward for HIV anti­
body testing and counseling. Consequently, an 
IV drug user may not initially present to the 
health care system until he or she is symptoma­
tic and, perhaps, seriously ill. His or her health 
care needs may be intense, whereas his or her 
ability to afford and sustain care may be very 
limited. 

In effect, these potential and unpredictable 
factors force the health care planner to specu­
late cautiously, armed with precious few stable 
data to predict trends and changes. In view of 
our limited years of experience and the myr­
iads of unanswerable questions, this section 
presents the components of a prototype service 
model. Such a model is likely to be imple­
mented in medical centers or in smaller com­
munity hospitals. 
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The model, ideally, is multidisciplinary in 
philosophy and approach, comprehensive in 
the services and referrals available, and am­
bulatory. Its bias is toward promoting home­
and community-based care and resources over 
hospital-centered care. Thus, the model em­
phasizes significant liaisons with community 
agencies and citizen interest groups. These in­
clude chemical dependency programs, church 
groups, black and Hispanic coalitions, gay and 
lesbian groups, and school systems, for in­
stance. 

Although local and regional needs should 
ultimately shape what services are to be of­
fered, a model program includes medical, psy­
chological, nursing, social, dental, and, when 
possible, legal services. Such programs them­
selves ideally offer a full range of services or 
provide close links with programs that offer 
HIV antibody testing and counseling; primary 
medical care through a team management de­
sign; psychological evaluations; psychological 
interventions; and home-based and end-stage 
case-management programs. Table 1 presents 
the health, social, and legal services that can be 
included or provided through system links and 
referrals, as well as various liaisons with com­
munity agencies and interest groups. 

In such a program, depending on the num­
ber of professional staff and resources avail­
able, and on whether the program is part of a 
teaching and clinical training facility, the clini­
cal psychologist can choose various roles. The 
senior psychologist can be administratively re­
sponsible for the program, can act as clinical 

supervisor, or can function as a treatment coor­
dinator. The clinical psychologist who is a di­
rect service provider can best function as a 
regular member of the primary-care team. Typ­
ically, that team consists of the psychologist, an 
infectious disease physician, a clinical nurse 
specialist, and a social worker. Other members 
or consultants include a neurologist, an on­
cologist, a dentist, a lawyer, and a psychiatrist. 
In less elaborate systems with fewer resources, 
the clinical psychologist may act as a regular 
consultant and referral resource for, say, a pri­
mary-care physician's individual or group 
practice. Obviously, the psychologist may join 
such a group practice. 

The clinical psychologist as a member or 
consultant within this model not only provides 
or supervises patient services, he or she directly 
assists colleagues in other participating disci­
plines. At the outset, the clinical psychologist 
should be a part of the interview team for any­
one who seeks employment in the program or 
(unless an organized volunteer program exists) 
who volunteers to work with HIV-infected pa­
tients. Given the very sensitive, complex psy­
chological and social issues surrounding AIDS, 
a very careful screening of the motivation and 
the general psychological status of health care 
professionals and allied staff who work in this 
area is essential. 

During the implementation of program pro­
cedures and goals, the psychologist can act as a 
resource to help colleagues deal with personal 
issues of stress, burnout, and other reactions 
that occur when working with seriously ill and 

Table 1. Components of a Model Biopsychosocial Services Program for HIV Disease 

Services offered 

HIV antibody testing and 
counseling 

Primary medical care 
Psychological services 
Social services 
Dental services or referral 
Legal services or referral 

Participating disciplines 

Infectious disease 
Clinical psychology 
Oncology 
Nursing 
Phlebotomy 
Laboratory technology 
Social work 
Dentistry 
Law 

Consulting disciplines 

Neurology 
Pulmonary medicine 
Psychiatry 
Dermatology 
Hematology 
Pharmacy 
Obstetrics/gynecology 
Pediatrics 

Liaisons 

Chemical dependence 
Home-based case manage-

ment 
Hospice 
Inpatient units 
Hemophilia program 
Health departments 
Community agencies 
Community action groups 
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potentially terminally ill patients. Psycholo­
gists can help colleagues anticipate their emo­
tional reactions to patients who are routinely 
younger than most adult medical patients (and 
many providers) and who do not always enjoy 
"unconditional positive regard" from family, 
friends, health care providers, and society in 
general. However, wheri'the psychologist is an 
integral member of the program, as adminis­
trator, supervisor, and/or health care provider, 
he or she cannot play the dual role of team 
member and outside consultant to the team. 
When the latter is the case, at least the psychol­
ogist can be relied on to recognize staff issues 
early; to encourage and participate in staff sup­
port groups, retreats, or other initiatives that 
would help improve morale; to prevent debil­
itating stress; and to maintain quality service 
delivery to patients. 

Ideally, the program will serve as a clinical 
training site. Whether part of or affiliated with 
a teaching hospital, any model program at this 
point will still be regarded as innovative, if not 
pioneering. One of the true deficits in HIV 
service delivery is the availability of knowl­
edgeable, motivated health care professionals. 
Such deficiencies result from the newness of 
the disease and continuing scientific uncer­
tamty regarding vaccines and cures. 

Equally important are the psychological and 
social implications that are raised for persons 
wishing to specialize in AIDS. Colleagues in 
basic sciences and clinical medicine may cau­
tion that such specialization creates suspicion 
about one's sexual orientation or, perhaps, in­
volvement with alcohol or drugs. It is not un­
usual for colleagues to assume that one who 
works with HIV-infected individuals has a rela­
tive or close friend who has AIDS. Specializing 
in AIDS service delivery also promises daily 
contact with primarily young adult patients 
with very truncated life expectancies. Such ca­
reer prospects may be daunting to even the 
most idealistic trainee. 

The behavioral sciences and, in particular, 
clinical psychology have a great challenge and 
responsibility to prepare practitioners to work 
with these patients. Some within medicine and 
basic science currently welcome behavioral sci-

ence input because they acknowledge that pre­
vention and education are now our only effective 
weapons. They become extremely shortsighted 
in their acceptance, however. Even if, for exam­
ple, a vaccine and cure were developed tomor­
row, the psychosocial and neuropsychological 
problems of persons who are now infected or 
who have AIDS would not disappear. At the 
same time, however, psychologists, as well as 
their psychiatry and social work colleagues, 
contemporaries, have not yet led the vanguard 
in clinical training. 

Underwriting clinical services is an exercise 
in creativity and ingenuity that, in every in­
stance, demands an intimate familiarity with 
exploiting local systems and resources. In gen­
eral, program support is an amalgam of insti­
tutional start-up funds, fees for services, and 
private and public monies, plus community 
input and volunteerism. 

Because this chapter focuses on the special 
abilities that the clinical psychologist brings, it 
also highlights the ways in which he or she may 
attract research and training funds to support 
programming. Most important and most needed 
are cost-effectiveness studies to compare the 
outcomes of traditional inpatient services and 
hospice, ambulatory, and home-based case­
management systems. Both the Health Re­
sources and Services Administration (HRSA) 
and the National Institute of Mental Health 
(NIMH) are potential funding resources for 
such proposals. Some private foundations­
for instance, the Robert Wood Johnson Foun­
dation-have also supported these efforts. 

Other opportunities for specific studies in­
clude clinical drug trials, supportable by phar­
maceutical companies or through the AIDS 
clinical treatment units under National Insti­
tute of Allergy and Infectious Disease (NIAID) 
auspices; psychological intervention studies 
(NIMH); special population studies, for in­
stance, of chemical abusers (National Institute 
for Drug Addictions-NIDA); and special edu­
cation and service target groups, such as mi­
nority teenagers (CDC). 

If the program is university-based or -affili­
ated, NIMH and NIAID offer support for post­
doctoral training for behavioral and clinical sci-
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entists in multidisciplinary settings for HIV 
disease. Clinical psychologists can work with 
departmental directors of clinical training to 
develop practicum placements for graduate 
students and predoctoral residency rotations. 
Many systems funnel back to the program ser­
vice fees generated by training activities. 

Clinical Issues 

Exactly who is the consumer of HIV-related 
services poses questions. HIV affects many 
more people than it infects. And the clinical 
psychologist encounters all of them. He or she 
works with persons whose behaviors put them 
at risk for infection; families, friends, and lovers 
of those infected; the "worried well," including 
those who work with infected persons, those 
who are worried that loved ones may be engag­
ing in risk behaviors, those who have children 
in school with infected youngsters, and those 
whose own behaviors (although not in them­
selves risks for infection) cause enough guilt or 
anxiety to bring them in contact with a mental 
health professional; and colleagues in the health 
care professions who work with infected pa­
tients. Finally, the psychologist works with 
HIV-infected men, women, and children. 

Persons whose behaviors may put them at 
risk for HIV infection include homosexual and 
bisexual males, particularly those who practice 
unprotected anal intercourse regularly and 
with anonymous partners; intravenous drug 
abusers who share, rent, or reuse unsterilized 
syringes; and persons who had blood transfu­
sions before 1985 (when routine screening of 
the nation's blood supply for HIV antibodies 
was introduced), such as hemophiliacs and sur­
gery patients. Others at risk include women 
who engage in unprotected heterosexual inter­
course with partners who are bisexual and/or 
who use IV drugs, as well as infants whose 
mothers are HIV-infected when they give birth. 

Infected persons or those at risk may ap­
proach a clinical psychologist at several times 
along the HIV disease continuum. At the thresh­
old of the continuum, a person may be con­
cerned about the reliability and safety of his or 

her sexua13 or drug practices. Someone may 
want to talk about whether to undergo HIV 
antibody testing, trying to weigh the benefits 
of knowing that information versus "not know­
ing." This balancing is often accompanied by 
worries about "If I get tested now and I'm nega­
tive, how can I really be sure," particularly if 
the individual engages in risky behaviors. He 
or she also needs assurances about confiden­
tiality and any disclosure requirements in the 
event tests are positive. 

In large-scale programs, it is unlikely that 
the psychologist will directly provide pre- and 
post-antibody-test counseling. More often, 
such counseling is provided by nurses, social 
workers, clinical trainees, or specially desig­
nated staff. It is the psychologist's job to pro­
vide professional oversight and ongoing super­
vision to ensure that these staff members will 
be attentive to and will deal with the emotional 
variables that affect a patient's ability to take in 
the information presented and to make in­
formed decisions based on that information. 

Once a person's positive serostatus is con­
firmed, he or she may remain asymptomatic for 
long periods. Currently, the average incubation 
period between HIV infection and symptom 
development ranges from 7 to 11 years. No 
definitive data suggest what cofactors predict 
who will go on to develop AIDS versus those 
who will remain asymptomatic. At the same 
time, it is unclear whether all those who are 
HIV-infected will eventually progress to AIDS 
(Institute of Medicine, 1988). During this asymp­
tomatic period, however, the patient should be 
encouraged to remain in regular contact with a 
primary-care physician (in smaller commu­
nities or where independent practitioners pre­
dominate) or with a primary-care team (more 

3Because this chapter is not an AIDS primer, it does not 
detail the unprotected sexual practices that enhance the 
efficiency of HIV transmission. However, the author no 
longer assumes that clinical psychologists routinely take 
sexual histories from either heterosexual or homosexual 
clients during evaluation. Such history taking is critically 
important to assessing at-risk status and to counseling on 
safer sex practices and behavior changes when indicated. 
This observed omission seems to be a prevalent failure in 
psychological assessment as a general practice. 
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typical of the model program presented above 
and large medical centers). 

Patients are encouraged to maintain this reg­
ular link for several reasons. The effect of HIV 
infection on the body's immune system, even 
in the absence of clinical symptomatology, can 
be monitored by measuring the relative num­
ber ofT-helper lymphocytes (the cells primarily 
attacked by the virus) present in the blood­
stream. For instance, the number of T-helper 
cells present in the healthy individual ranges 
from 800 to 1200. In the HIV-infected person, 
levels commonly fall below 800, sometimes fal­
ling below 200 and 300. In fact, in prospective 
studies, T-helper-cell levels below 300 have 
been prognostic of AIDS diagnoses (Polk, Fox, 
Brookmeyer, Kanchanaraksa, Kaslow, Visscher, 
Rinaldo, & Phair, 1987). T-helper-cellieveis are 
also used as central inclusion criteria for partic­
ipation in clinical treatment drug trials spon­
sored by the National Institute of Allergy and 
Infectious Disease's 35 AIDS Clinical Trials 
Units (ACTU) a. P. Phair, personal communica­
tion, 1988). Thus, asymptomatic people can 
choose to participate in carefully controlled 
drug studies designed to provide more effec­
tive prophylaxis and treatment. Not inciden­
tally, however, asymptomatic people, when 
faced with the opportunity to participate in 
drug trials, often benefit from discussing their 
motivations and options with a psychologist. 

This asymptomatic period, although poten­
tially lengthy, can be a period of heightened 
anxiety and depression. In fact, as HIV-infec­
ted persons are living longer without develop­
ing symptoms, this latent period has the poten­
tial for spawning a variety of psychological 
problems. The infected person may feel him­
self or herself to be under a "slow sentence," 
unable to hope and plan, vigilant and fearful 
about infecting sexual partners, continually at­
tentive to (if not preoccupied by) physical 
health, and very helpless at times. 

It also represents a period during which 
some individuals, using their HIV serostatus as 
precipitants, attempt to deal with chronic fam­
ily estrangements over choices of sexual or 
drug-using lifestyles; make decisions about 
which persons in their lives they choose to 

inform of their serostatus; struggle with changes 
they have made or are making in risk behav­
iors; reconsider future plans (in light of their 
health status) for life situations, including edu­
cation, jobs, geographic location; and prepare 
for death, including estate planning, drafting 
living wills, and conveying durable powers of 
attorney. 

When a person begins to experience physi­
cal symptoms that affect school or job perfor­
mance, the symptoms may warrant changes in 
lifestyle from more to less independent func­
tioning. This onset of symptomatology is often 
paralleled by depressive feelings over loss of 
autonomy, fears about the future, acute bouts 
of death anxiety, concerns over changes in 
body image, and changes in self-concept. 

Constitutional symptoms such as vomiting, 
diarrhea, night sweats, and weight loss tend to 
be transitory but may be psychologically debil­
itating. Patients view these symptoms (often 
accurately) as presages of more serious illness, 
so that anxiety and stress are heightened. The 
first signs of illness often become "tests" for a 
lover or spouse and others in the patient's sup­
port network to "pass" as evidence that they 
really care. Thus, an initial illness may be ac­
companied by angry interchanges in relation­
ships, plus needs for support from uninfected, 
affected people. 

Hospitalizations with Pneumocystis carinii 
pneumonia (PCP), which represents approx­
imately 60% of all conditions diagnostic of 
AIDS ("Complete Coverage of HIY," 1988), are 
frightening, exhausting experiences. Although 
advances in clinical medicine have resulted in 
shorter hospital stays and recovery from PCP 
bouts, the realization of the seriousness of one's 
condition, the dependency and helplessness 
engendered by hospitalization, and intensified 
worry about the future cannot be minimized. 

Kaposi's sarcoma (KS) affects some 12% of 
those diagnosed with AIDS ("Complete Cover­
age of HIV;" 1988). It is a cancer of the capil­
laries that leaves purplish blotches on the skin, 
and its course tends to be longer and without 
the acute episodes of PCP. At the same time, 
progressive discoloration and lesions on the 
skin create serious concerns about body image 
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and attractiveness that may lead to the social 
withdrawal and isolation of the patient. On the 
other hand, friends and colleagues may flinch 
or recoil at the sight of cancers and may worry 
(inaccurately) that touching the patient will 
lead to infection. 

AIDS dementia complex (ADC) is also an 
AIDS-defining illness. The HIV virus directly 
infects monocytes and macrophages, includ­
ing those in the central nervous system (CNS). 
Early autopsy investigations (Navia, Cho, & 
Petito, 1986) documented a high percentage of 
CNS damage in persons diagnosed with AIDS. 
These early reports led to increased concerns 
about the nature of CNS impairment in AIDS, 
its frequency, and its onset. ADC was ten­
tatively defined as a subcortical dementia af­
fecting concentration, attention span, short­
term memory, and some motoric responses 
(Navia, Jordan, & Price, 1986). Next, it was 
suggested that subtle signs of cognitive decline 
may precede other symptoms in the progres­
sion of HIV disease. Frequencies of ADC were 
reported as ranging anywhere from 8% to 66% 
of all AIDS cases (J. A. McArthur, personal 
communication, 1988). The need for careful dif­
ferential diagnosis between cognitive deficit 
and depression, especially in the early stages 
of HIV infection, has been noted (Holland & 
Tross, 1985). 

Since this early rush of conclusions, behav­
ioral scientists have taken the opportunity and 
time to stand back and assess the data and 
methodologies on which these statements were 
based. Autopsy reports, small study samples, 4 

lack of prospective deSigns, conflicting results 
with different neuropsychological assessment 
batteries-all combined to generate prelimi­
nary results, results that must be subjected to 
replication and continued, rigorous empirical 
test. 

4Most seropositive samples are also composed of homosex­
ual volunteers. In many studies, these volunteers repre­
sent a skewed sample in terms of higher than mean educa­
tional, occupational, and salary status. Arguably; they 
may also be subjects who compensate effectively for sub­
tle cognitive deficit, if it exists. Whether the results would 
be similar with, say; seropositive IV drug abusers is an 
open question. 

That AIDS patients suffer episodes of de­
mentia is clear. What are the parameters of 
ADC? How can it be assessed? What is the 

. frequency of cognitive impairment in HIV dis­
ease? When does it begin? We cannot say with 
certainty, although studies are progressing. In 
preliminary results from the Multicenter AIDS 
Cohort Study (MACS), a natural history study, 
comparisons on neuropsychological tests of 
836 seronegative homosexual males and 819 
seropositive asymptomatic homosexual males 
matched on education and age showed no dif­
ferences in cognitive functioning (SeInes, Mil­
ler, Becker, Cohen, McArthur, Visscher, Gor­
don, Satz, Ginzburg, & Polk, 1988). 

End-stage illness in HIV disease can occa­
sion some recurrence and reworking of psy­
chological conflicts that heretofore had reached 
a level of satisfactory resolution. Problems with 
autonomy and dependency heighten, includ­
ing further relinquishment of independent ac­
tivities. More people in the patient's social and 
work spheres become aware of his or her se­
rious illness. More time, energy, and financial 
resources are focused on medical care. 

As the concept of death anxiety is extremely 
complex, the reader is referred to the psycho­
logical literature on terminal illness for a tho­
rough analysis. For our purposes, it is ex­
tremely important to note that the dynamics of 
death anxiety often show themselves not only 
in the HIV-infeded patient, but in close friends 
and family. The psychotherapist should recog­
nize that his or her own unresolved issues re­
garding death may influence countertransfer­
ence. Such conflict may show itself in a subtle, 
but definite, withdrawal from the patient, par­
ticularly as he or she becomes more feeble, loses 
weight, and slows in speech, manner, and gait. 
If unrecognized, such behavior by the thera­
pist can actually be unwittingly supported by 
the service delivery system. For example, if the 
patient is ambulatory but very weak, he or she 
may be encouraged to keep medical appoint­
ments, but it may be "understandable" if the 
patient skips group or individual psychotherapy. 
Or if the patient is hospitalized, the psycho­
therapist may give in to the intrusive bustle of 
inpatient unit scheduling and may not arrange 
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for regularly scheduled psychotherapy ses­
sions. 

A patient's death brings a multitude of aware­
nesses to those affected by it. Ideally, a patient's 
significant others have had opportunities to 
prepare themselves emotionally for the loss 
and its enormity. In more conflictual relation­
ships and when death rapidly follows diag­
nosis, reactions tend to be more tumultuous. 
Grief and bereavement processes extend well 
beyond the point of death, and the psycholo­
gist can be helpful to family, lovers, and friends 
during this period. 

Once more, the psychologist who as psycho­
therapist has known and grown with the pa­
tient must acknowledge the effects of the death 
on himself or herself. Loss, mortality, and inev­
itability become striking. At another level, the 
psycholOgist may begin to question whether 

the agony and struggle of working through 
emotional difficulties are not trivial when the 
patient is facing a not-so-remote death. In con­
fronting the loss of life, then, the psychologist 
faces the value of his or her own life. 

Some synthesizing of clinical issues seems to 
be in order here. Clinical medicine continues to 
improve in the earlier detection and diagnosis 
of HIV disease, and more therapies for symp­
tomatology are becoming available. The clini­
cal psychologist, as a service provider, will en­
counter increasing numbers of HIV-infected, 
asymptomatic people who will seek assistance. 
Their predominant issues will focus on ways to 
relate to and to cope with, and to integrate the 
fact of a latent, potentially very serious medical 
status into a productive, satisfying life. Finally, 
Table 2 presents some psychological issues that 
may appear during various stages of HIV dis-

Table 2. Some Possible Psychosocial Issues and Resolutions during HIV Progression 

Stages of HIV infection 

Pre-HIV-antibody testing 

Confirmation of positive serostatus 
Immediate 

Asymptomatic period 

Symptomatic period (early) 

Symptomatic period (advanced) 

Death 

Psychological issues 

Anxiety 
Guilt 

Shock 
Denial 
Depression 
Suicide potential 
Who to tell 
Anxiety 
Depression 
Anger 
Relationship conflicts 
Fear 
Enhanced anxiety 
Depression 
Suicide potential 
Neuropsychological symptoms 
Death anxiety 
Body image changes 
Self-concept changes 
Dependency/independence 
Relationship conflicts 
Cognitive decline 
Acceptance by patient 
Loss 
Anger 
Mourning 
Acceptance by survivors 

Adaptive techniques 

Psychological consultation 

Post-HIV-test counseling 
Learning about HIV 
Planning 
Support group attendance 
Psychological assessment 
Psychological intervention 

Neuropsychological evaluation 
Relationship resolutions 
Estate planning 
Living will 
Durable power of attorney 

Primary caregiver 
Support manager 
Rapprochement with family 

Dying with dignity 
Grief counseling 
Bereavement group 
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ease. However, the reader is cautioned not to 
regard this listing as definitive or comprehen­
sive. It is intended only as an example. Indeed, 
persons with HIV disease are individual and 
unique in their personalities, their emotional 
lives, and their attempts to deal with stress and 
illness. 

Special discussion of psychological assess­
ment and intervention appear below. Before 
those sections, however, are two case studies. 
The value in their presentation is both for their 
representativeness and for their uniqueness 
within HIV disease. Although neither case is 
discussed at length, each presents the reader 
with several clinical dilemmas for considera­
tion.5 

Case 1 

A 28-year-old gay white male was referred for 
suicide potential assessment. This young man had 
been a regular participant in an epidemiological 
study of HIV disease for over five years. Early in his 
participation, he had opted not to be told his sero­
status. More recently, as the research policy encour­
aged participants to find out their serostatus, he had 
asked for his results and had expressed no surprise 
that he was HIV-positive. He mentioned to the re­
search staff member who discussed the antibody 
test results with him that, if he became ill, he had 
made plans to end his own life. 

As part of the ongoing research, this man had 
undergone a series of psychological and neuropsy­
chological tests, including the Centers for the Epi­
demiological Study of Depression (CES-D) and Beck 
Depression scales; the Spielberger State-Trait Anxi­
ety scale; the WAIS digit symbol, block design, and 
digits forward-backward scales; Trials A and B; and 
Verbal Fluency. At six-month intervals, he had tested 
within normal ranges on all measures. On interview 
he was alert, appropriate in affect, and responsive in 
conversation. He spoke animatedly about his mid­
dle-management position, his love relationship of 
two years, and the support he felt from his brothers, 
sister, and father. His mother was deceased. He re­
ported no psychiatric history and no drug or alcohol 
problems before learning his HIV status. 

5The entire and alarming area of pediatric AIDS and its 
effects on maternal-infant interaction and child develop­
ment are beyond both the scope of this chapter and the 
author's expertise. 

When asked about how he was coping with his 
health status, he readily distinguished between be­
ing asymptomatic and being sick. If he became so ill, 
he explained, that he could no longer function inde­
pendently and make his own decisions, or, if he 
experienced continuous, intense pain, he would end 
his life. He had already prepared a living will and a 
durable power of attorney. He spoke of his future 
plans with quavering voice and a fearful expression. 

With no other counterindicative details, the deter­
mination was that the patient was not imminently 
suicidal. His ongoing commitment to the research 
project and the description of his support system 
buttressed this determination. The research team 
and other members of the primary-care staff were 
alerted to his psychological state, particularly with a 
view to the time when his physical condition deteri­
orated and symptoms appeared. This young man 
was also encouraged to join a group of HIV-infected 
people who met weekly to discuss their feelings, 
fears of becoming ill, and ways of coping with the 
disease process. 

Case 2 

A group of five seropositive men and two cothera­
pists was entering its 12th month. Over the year, one 
or two members had dropped out and had been re­
placed by new members, but the group had remained 
largely intact and generally physically healthy. After 
a lengthy initial period of establishing trust, of feel­
ing safe enough to attend regularly, and of recogniz­
ing the value of discussing all their feelings (positive 
and negative), the group settled into meaningful 
discussions of their concerns. 

At the end of 10 months, onecotherapist an­
nounced that he would be leaving at the end of the 
year (and that a new cotherapist would be joining 
them shortly after). Next, at about 10% months, a 
member announced he was leaving, satisfied that he 
had got from the group as much as he could. The 
next weekend, another member, without any warn­
ing, developed PCp, was hospitalized, and died 
within five days, but not before being visited by all 
the group members. The group therapists were en­
listed" on the spot" by his family members, who had 
come from out of town, unprepared for the crisis, to 
help them deal with the patient's illness and death. 
During the next two weeks, two additional members 
died. One death was again sudden; the other mem­
ber's death seemed less surprising because he had 
come into the group as the person who had been 
infected longest. 
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By the end of the year, one cotherapist and one 
member remained. Complex issues on many levels 
needed attention, emotional processing, thought, 
and time. At the programmatic level, the entire staff 
was left with a variety of losses and reactions: the 
leaving of a staff member (the cotherapist), the unex­
pected deaths of two patients, and the death of the 
third patient-and all within a very short time. In 
supervision, the remaining cotherapist struggled to 
deal with the juxtaposition of a successful group 
process and the loss of group members. Sorting out 
the reality and meaning of one termination, three 
deaths, and a cotherapist's leaving, and "surviving" 
all that, meant long and intense work for him and the 
supervisor. 

At the clinical level, how to carryon the integrity 
of the the group and how to prepare for new mem­
bers, including a new cotherapist, were issues of 
importance. Not the least important was the novelty 
of this clinical dilemma. At least within the system, 
no clinician had had such an experience, even those 
who worked with other chronic illnesses. 

Psychological Assessment 

Individuals with HIV disease may present to 
the clinical psychologist in the following ways: 
referral from another member of the primary­
care team; referral from an inpatient attending 
physician; referral from social service de­
partment; referral from chemical dependence 
programs or other community agencies; or re­
ferral by self, family, or close friends. Present­
ing problems include differential diagnosis 
(e.g., depression vs. neuropsychological im­
pairment), suicide potential, stress and anxiety 
levels, impulsivity and aggressiveness, and 
chemical dependency. Other reasons for con­
sulting a psychologist include concerns about 
family response to the patient's illness, relation­
ship problems between patients and spouses or 
lovers, and patients' concerns about important 
decisions they want to make during the prog­
ress of HIV disease. 

Depending on the nature of the referral and 
the presenting problems, the psychologist 
should be equipped (either personally or via 
further referral) to conduct a thorough clinical 
interview, including a mental status examina­
tion, suicide assessment, and chemical depen-

dency assessment. In addition, the examiner 
should have available the resources to conduct 
intelligence test(s) and a preliminary neuro­
psychological evaluation. The psychologist 
should gather information on intimate social 
and family relationships, and on coping styles. 
The psychologist should be thoroughly famil­
iar with the person's current medical status and 
history. The psychologist should also be pre­
pared to recommend psychotropic medication 
evaluation, for instance. When indicated, he or 
she should be ready to refer for more intensive 
neuropsychological evaluation. With the infec­
ted person's consent, the psychologist should 
also be willing to interview a lover, spouse, or 
other family member who may be integral to 
planning. 

To date, psychologists experienced in pro­
viding services to HIV-infected persons have 
worked primarily with homosexual and bisex­
ual men, and with people infected via blood 
transfusion, for instance, hemophiliacs. Fewer 
are experienced with people infected via IV 
drug abuse. Many psychologists have never 
worked with people of color who are infected. 

It is difficult to estimate, then, the frequency 
of infected people's pre-AIDS contacts with the 
mental health system. Certainly, some general­
izations seem justified. Among many persons 
infected via transfusion or intimate sexual prac­
tices, dealing with the HIV virus represents the 
first time they have encountered a clinical inter­
view and assessment. Some persons, partic­
ularly homosexual and bisexual men, have had 
prior psychotherapy histories, typically for rea­
sons of personal growth and to make decisions 
about alternate lifestyles. Fewer present histo­
ries of psychiatric hospitalization or frequent 
use of psychotropic medication. 

Among IV drug abusers, many are referred 
by chemical dependency programs and have 
prior psychiatric histories. IV drug abusers 
who are not in methadone maintenance or 
treatment programs often do not come to the 
attention of HIV-related services until they are 
acutely medically ill; with such patients, psy­
chological assessment and chemical depen­
dency evaluation are delayed until the medical 
crisis is past. 
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Many people of color turn to family, neigh­
bors, ministers, and priests for counsel about 
HIV infection. Thus, referral to a psychologist 
may be limited to someone who shows striking 
signs of depression or tension, symptoms that 
would seriously concern or frighten loved ones. 
Some homosexual and bisexual men of color 
experience emotional battles between their sex­
ual behaviors (often closeted) and the cultural 
expectations of their community. Sadly, such 
struggles often simmer untended until the in­
fected man becomes physically ill. 

It is further difficult to estimate the suicide 
rate among HIV-infected people. Statistics are 
sparse and probably difficult to interpret (Fla­
vin, Franklin, & Frances, 1986). In addition, 
evaluating suicide potential is not a onetime 
event for this population. The problem is not 
static. The likelihood of suicide evolves over 
time in tandem with changes in an individual's 
physical health, coping styles, and personal 
relationships. Although people typically expe­
rience periods of shock and denial.when posi­
tive HIV antibody statuses are confirmed (Sheri­
dan & Sheridan, 1988), others do talk about 
and, indeed, attempt suicide. Still another may 
become terribly bereft and suicidal over an im­
portant person's negative response to the reve­
lation of his or her HIV status. Yet others may 
become despondent over losing a job because 
of physical disability or over failing to tolerate 
zidovudine or during a steady physical de­
cline. 

Finally, many infected people see issuing 
do-not-resuscitate instructions as planning 
some measure of control over when and how 
their lives will end. Although they do not pre­
pare to activate plans for suicide at a certain 
future point (as an alternative to being hospi­
talized, for instance), they instead clearly pro­
vide that, after a certain point or limit, they 
wish no further extraordinary medical meas­
ures to prolong their lives. 

Psychological Interventions 

No modern-day clinical psychologist can 
feel expert in providing the varieties of thera­
peutic interventions that may be useful. At best, 

he or she can be adept at matching the needs of 
those infected and affected by HIV with well­
suited interventions. The psychologist should 
not rule out any modality, including individ­
ual, group, couples, and family psychotherapy; 
stress management; progressive relaxation; bio­
feedback; and hypnosis. Bereavement counsel­
ing for survivors is also important. 

There are some guidelines, however. First, 
many patients, being familiar with the medical 
atmosphere, initially view psychological inter­
ventions as time-limited and issue-oriented. 
Relate diy, HIV-infected people who opt for 
multidisciplinary services programs, such as 
those described above, are very active partici­
pants in every phase of their care. Just as they 
seek second and third medical opinions and 
become conversant with alternative drug thera­
pies, they will variously seek out medication, 
acupuncture, massage, aerobic exercise, and 
other options. 

That a psychotherapist must be flexible, no 
matter what his or her preferred modality, can­
not be overstated. A couples psychotherapist 
often works with homosexual and heterosex­
ual partners. The "family" in family therapy is 
often uniquely defined; it may include, for in­
stance, the patient's lover, the patient's sister 
and her husband, plus the patient's aunt. These 
may constitute the "family" who accept the 
homosexual relationship or who know the pa­
tient is ill. 

In dramatic contrast to a classically trained 
psychoanalyst, for instance, the psychothera­
pist for an HIV-infected person has a much 
more complicated role. At times, the therapist 
gives advice or direct suggestions: "I think you 
should be tested" or "You and your wife must 
use condoms." Or he or she indicates the mate­
rial to be dealt with in therapy: "Have you 
made out you will?" or "Why are you not re­
porting your weight loss to the physician?" 
And, more traditionally, the therapist helps the 
person to reach his or her decisions or to deal 
better with anxiety and stress.6 

6For a discussion of the psychotherapist's "duty to warn" 
when an infected person reveals an intent to transmit the 
virus to an unknowing third party(ies), see Peter and 
Sanchez (1987). 
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The popularity of group interventions with 
HIV-infected people emanates from two sources. 
Generally, group interventions have proved 
successful when oriented toward certain medi­
cal illnesses (Roback, 1984). Groups that are 
prescriptively designed and well focused seem 
to enhance the development of illness-adaptive 
coping styles and quality social supports among 
members. 

Specifically, the use of volunteer-led, com­
munity-based support groups for HIV-infected 
people was an immediate success in San Fran­
cisco and New York. Initiated by homosexual 
and bisexual communities in the early 1980s, 
groups of prominence included the Shanti Pro­
ject in Berkeley, California, and those run by 
the Gay Men's Health Crisis in New York and 
by the Howard Brown Memorial Clinic in Chi­
cago, Illinois. 

These groups have been led over the years by 
volunteers (some professionally trained) and 
paraprofessionals. Although infected persons 
have appreciated the optimistic, activist, self­
help aspects of such groups as being very valu­
able, other observers (members, leaders, and 
sponsoring organizations alike) have worried 
about the difficulties that such groups have in 
surviving more complex dynamics, such as the 
deaths of members and the raising of "nega­
tive" affects, like depression and anger. 

Clearly, then, the clinical psychologist who 
is expert in group dynamics can provide assis­
tance. First, psychologists can help answer 
what are the parameters of support groups, 
who would benefit, who will lead them, and 
how leaders should be trained. Then, they can 
define the parameters of professionally led in­
tervention groups, the criteria for membership, 
and leadership training. 

Summary and Conclusions 

HIV disease represents a continuum ranging 
from the initial detection of infection, through 
a long incubatory and asymptomatic period, to 
symptomatic states and a diagnosis of AIDS. 
Currently, there are no cures or vaccines. Edu­
cation and prevention efforts have shown some 

success in decreasing the rates of infectivity 
among homosexuals and bisexuals. The rates 
are increasing among drug-abusing popula­
tions. Early detection and diagnosis plus rapid 
treatment developments have combined to pro­
long the lives of infected persons. The psycho­
social components of HIV disease have been 
acknowledged. The extent of the neuropsycho­
logical implications of infection is the topic of 
enormous research activity. 

Health care services for infected persons 
have received only recent attention. Attention 
to the role of clinical psychology and its practi­
tioners in the provision of comprehensive ser­
vices is even more recent. Demonstration proj­
ects, case management, and services evaluation 
studies are under way. 

The clinical psychologist in a medical setting 
is poised to playa major role in service deliv­
ery, whether at the level of program design, 
administration and evaluation, clinical training 
and supervision, or clinical encounters. 

Most elements considered important to the 
delivery of psychological services to HIV-infec­
ted people are based on clinical observation 
and are ripe for empirical verification. Much 
about the elements relevant to the delivery of 
such services to underserved communities, to 
people of color, and to IV-drug-using patients 
remains to be developed. Some elements in 
psychological service delivery remain depen­
dent on scientific and clinical medicine ad­
vances in HIV disease. The foci and the concen­
tration of psychological services research will 
need to adapt and change. 

The urgency of behavioral science research 
in HIV-disease service-delivery cannot be over­
stated. Case-management cost-effectiveness 
studies, neuropsychological epidemiology, work 
with chemical abusers, and outcome research 
on psychological interventions are all essential 
and can be effective only at vital clinical sites 
for HIV disease. 

The opportunity, the motivation, the chal­
lenge, and the reward await the clinical psy­
chologist who wishes to specialize in HIV dis­
ease. Planning, providing, and participating in 
services for infected people are humbling, and 
trying and, above all, are expressions of faith in 
the celebration of life. 
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PART VII 

Future 
Directions 

The empires of the future are empires of the mind. 
-Winston Churchill, Harvard University, 1943 

As the future continually impinges on us and becomes our present, for better or 
worse, clinical psychologists working in medical settings can expect constant 
change. Whether this change will facilitate growth in the form of extending our 
roles and our arenas of practice or will lead to retrenchment in the form of scientific 
stagnation and professional complacence cannot be foreseen now. Surely, these two 
very different possibilities warrant attention and careful planning. Hopefully, the 
scientific curiosity that has been so much a part of our history will continue to serve 
clinical psychologists well in the future. In the final chapter of this handbook, 
Logan Wright and Alice G. Friedman (Chapter 32) discuss the current issues and 
scientific and practice trends of our field pertaining to medical settings. 
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CHAPTER 32 

Challenge of the Future 
Psychologists in Medical Settings 

Logan Wright and Alice G. Friedman 

Introduction 

In recent years, there has been remarkable 
growth in the number of psychologists in 
medical settings and in their contribution to 
research, teaching, and the clinical care of pa­
tients (Thompson, 1987). In 30 years, the per­
centage of members of the American Psycho­
logical Association (APA) who are identified as 
medical school faculty increased fivefold (Clay­
son & Mensh, 1987; Pion & Bramblett, 1985). 
Approximately 3,000 psychologists in North 
America are currently employed in medical 
schools (Clayson & Mensh, 1987), and more 
than 7,000 are employed in hospitals and clinics 
(National Science Foundation, 1988). The num­
ber of psychologists newly employed in medi­
cal schools increased from an average of 46 
yearly in the mid 1950s to 130 during 1968--1976 
(Gentry, Street, Masur, & Asken, 1981). Growth 
during the 1980s, though not yet documented, 
appears to have been even greater. 

As we embark, on a new century, psycholo-

Logan Wright • Department of Psychology, University 
of Oklahoma, Norman, Oklahoma 73072. Alice G. 
Friedman • Department of Psychology, State Univer­
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gists in medical settings are faced with chal­
lenges from within psychology, from the field 
of medicine, and from the changing nature of 
health service delivery. Continued growth and 
development of the field of medical psychol­
ogy will depend on an adequate resolution of 
the resulting political and professional prob­
lems. In this chapter, we discuss what we view 
as the major challenges confronting psycholo­
gists in medical settings, and what we antici­
pate will be adequate solutions to these chal­
lenges. First, we discuss the challenges from 
within the field of psychology. Some of these 
challenges have prompted recent attempts at 
reorganization of the American Psychological 
Association. These center on defining the dis­
cipline of psychology. Crucial to this issue are 
(1) more clearly defining the boundaries of psy­
chology; (2) highlighting what is unique about 
the discipline; (3) identifying the core curricu­
lum in doctoral-level training programs; (4) de­
fining the minimal standards in experiential 
areas such as practicum and internship; and (5) 
establishing standards for entry into the field. 
These concerns are not specific to psycholo­
gists practicing in medical settings. However, 
ongoing struggles with these issues interfere 
with psychology's relationship to other disci­
plines, particularly to medicine, and may inter-
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fere with psychologists' ability to successfully 
provide their most unique services. Second, 
we discuss the relationship between psychol­
ogy and medicine and how political and eco­
nomic factors influence the functioning of psy­
chologists in medical and other primary-care 
settings. Last, we discuss why we are optimis­
tic about the future growth of psychology in 
medical settings. 

Current Challenges 

Challenges from within the Field 

Psychology is currently struggling with ma­
jor changes within the discipline that appear to 
threaten the academic and research emphasis 
of psychology and the commitment of psychol­
ogy to science. During the past 40 years, there 
has been a growth in the proportion of Ph.D.'s 
awarded in the health-service-provider areas 
(clinical, counseling, school, health, forensic, 
and applied neuropsychology), accompanied 
by a marked decrease in the number of new 
doctorates awarded in such areas as general 
experimental and comparative psychology. Ac­
companying the shift toward training in ap­
plied psychology has been a rapid growth in 
the proportion of doctorates awarded by practi­
tioner training programs that do not endorse a 
scientist-practitioner model of training. In a 
four-year period, between 1979 and 1983, the 
number of Psy. D, 's awarded increased fourfold 
(Howard, Pion, Gottfredson, Flattau, Oskamp, 
Pfafflin, Bray, & Burstein, 1986). The increase in 
the number of Ph.D.'s awarded has not been 
accomplished by an acceleration of the number 
of graduates from high-ranking academic de­
partments. Rather, poorly ranked programs 
have doubled and tripled the number of de­
grees awarded (Howard et al., 1986). Last, al­
though the size of APA membership has in­
creased over the past few years, an increasingly 
disproportionate number of psychologists in 
academic fields, rather than private-practicing 
health-service providers, are either failing to 
join the APA or are resigning. The APA has 
been losing its scientists (Howard et al., 1986). 
This trend of dissatisfaction over the erosion of 
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psychology's science base eventually culmi­
nated in 1988 with the creation of the American 
Psychological Society (APS). This newalterna­
tive national organization espouses a set of 
values ranging from basic science to Boulder 
model approaches to health service delivery. 
The magnitude of this split is dramatized by 
the fact that such notables as B. E Skinner, 
Herbert Simon (psychology's only Nobel Prize 
winner), and 23 of the 25 living past presidents 
of the APA are founding members of the APS. 

These recent developments have generated 
controversy over which concepts, principles, 
experiences, or content areas are essential to 
training in psychology and how the training of 
health care providers can be accomplished in a 
manner that endorses psychology's ties to the 
science of behavior. The schism between (espe­
cially independent) practitioners and basic re­
searchers is not just a contemporary problem 
(Altman, 1987). In fact, psychologist-practi­
tioners were dissatisfied with the APA in 1917 
and split from the organization to form the 
American Association of Clinical Psycholo­
gists. This early schism prompted efforts by 
the APA to remain unified; the bylaws of the 
APA were changed to recognize psychology as 
a science and a profession. Twenty years later, 
tension between practitioners and researchers 
resulted in the formation of the American As­
sociated for Applied Psychology, which was 
reunited with the APA four years later (Alt­
man, 1987). 

More recently, the schism between the sci­
ence and the profession of psychology has 
been played out in the training arena. Training 
in applied areas of psychology, particularly in 
clinical psychology, has been the focus of ef­
forts to develop a core curriculum that balances 
the need for proficiency in research with ade­
quate training in the application of psychologi­
cal principles to a broad range of settings, prob­
lems, and populations. Debates about training 
issues have been among the most persistent 
struggles in the development of clinical psy­
chology. Historically, national conferences have 
provided a forum for resolving the controver­
sies surrounding the requirements for training 
and entry into the field. 

Before the 1940s, the predominant model for 
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the training of psychologists was that of the 
scientist (McConnell, 1984). The Conference on 
1raining in Clinical Psychology, held in Boulder, 
Colorado, in 1949, was the first attempt to de­
velop a graduate training model for university­
based clinical psychology programs (Bickman, 
1987). The Boulder conference established the 
scientist-practitioner model as the dominant 
model for training clinical psychologists. Sub­
sequent conferences (the Institute on Education 
and Training for Psychological Contributions 
to Mental Health at Stanford University, in 
1955; the Miami Beach Conference on Graduate 
Education in Psychology, in 1958; and the Chi­
cago conference, in 1965) upheld the recom­
mendations of the Boulder conference. How­
ever, at the Chicago conference, an alternative 
to the scientist-practitioner model of training 
was introduced. This model, emphasizing clin­
ical experience and a practice-oriented cur­
riculum (the doctorate of psychology), was 
suggested as an alternative to the scientist­
practitioner model in an attempt to diversify 
doctoral education in psychology. However, the 
model did not present a major challenge to the 
Boulder model until the Vail, Colorado, confer­
ence in 1973. Many of the participants in this 
conference, influenced by demands for greater 
access to mental health services for the poor, 
endorsed subdoctoral training as a means of 
confronting societal problems. The Vail confer­
ence officially endorsed professionally oriented 
training programs (Bickman, 1987). 

Perhaps inadvertently, the Vail conference 
encouraged the development of "freestanding 
schools," which are now perceived by many as 
a major threat to the field of psychology. More 
recently, participants at the Morgantown Plan­
ning Conference in 1985 and the 1987 Confer­
ence at the University of Utah, sponsored by 
the APA, convened to review the growing con­
cern over the quality of professional and scien­
tific training in doctoral-level programs in psy­
chology and to develop recommendations in 
an effort to resolve these difficulties (Bickman, 
1987). 

Questions about the desirability of standard­
ized curricula and about the minimal stan­
dards of credentialing and entering the field of 
psychology have been discussed for years (Herb-
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sleb, Sales, & Overcast, 1985). and as noted 
earlier, the field continues to be divided be­
tween those who believe that psychology has 
neglected training in the applied aspects of the 
field and those who believe that psychology 
has neglected training in scientific mentality 
and methodology (McConnell, 1984). In recent 
years, the debate has been fueled by the growth 
of professional schools that do not conform to 
the usual standards set by traditional academic 
psychology. 

The first Psy.D. degree was awarded at the 
University of Montreal in the 1940s. However, the 
Psy. D. remained in "hibernation" for decades 
(McConnell, 1984). The early programs failed 
and disbanded, and the concept of was not 
fully recognized until the 1970s (McConnell, 
1984). By the early 1980s, however, there were 
44 programs devoted primarily to educating 
independent practitioners in psychology, 27 
awarding Psy.D. degrees and 17 awarding Ph.D. 
degrees. There has been an accompanying 
growth of non-university-based professional 
schools. Although questions of quality control 
and assurance are relevant to all training pro­
grams, freestanding schools more often lack 
the controls that operate in university-based 
programs (Fox, 1979). Freestanding schools 
also frequently lack such essential resources as 
adequate libraries, acceptable ratios of stu­
dents and faculty, and well-trained faculty 
members. Major universities are disinclined to 
establish practitioner-oriented programs be­
cause of the emphasis by such universities on 
research productivity and scholarship (Peter­
son, 1985). Thus practitioner-oriented training 
programs are left to less well-ranked univer­
sities and freestanding schools. Unfortunately, 
although Psy.D.'s awarded by autonomous de­
partments of clinical psychology are frowned 
on by a large percentage of academic clinical 
psychologists, they are supported by a major­
ity of applied psychologists (Thelen & Rodri­
guez, 1987). 

The need for adequate standards of training 
and a minimal core curriculum is pertinent to 
training, accreditation, and credentialing in 
psychology for psychologists trained in tradi­
tional psychology programs as well as those 
trained in practitioner-oriented programs (Fox, 
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1979). Lack of consistency in the level and scope 
of training compromises psychology'S position 
as a profession among other professions and 
undermines attempts to promote psychology's 
future in medical settings. Associated with un­
accredited training programs is a twofold risk 
to the quality assurance of training and experi­
ence among graduates of doctoral programs in 
psychology. The first risk is that such training 
may produce a glut of poorly skilled practi­
tioners who do not serve the public well and 
who lower the prestige of the field. The second 
is that, if training is sufficiently heterogeneous, 
it is not possible to specify the differences be­
tween psychologists and representatives of 
other fields, such as social work (Wright, 1986). 

Development of Psychology 
as a Profession 

Professions appear to follow similar devel­
opmental trends. These usually begin with 
haphazard, inconsistent credentialing and pro­
ceed through the loose organization of practi­
tioners in an effort to establish the identifying 
and unique features of the field. The latter 
stages involve increasingly stringent and con­
sistent entry requirements and, finally, formal 
accreditation of the content of training pro­
grams and certification or licensure of gradu­
ates of the program (Matarazzo, 1977). Psychol­
ogy, a relative newcomer aS,an applied science, 
lags behind other fields. In contrast, medicine 
undertook its first major reorganization in 1910 
with Abraham Flexner's Report. Before the 
Flexner Report, medical education was accom­
plished primarily through proprietary schools 
that were formed whenever and wherever a 
group of interested practitioners chose to form 
one. The laissez-faire attitude encouraged a 
proliferation of medical schools. In St. Louis 
alone, there were eight such schools (Fox, 
1979). Many students entered medical school 
without a high school diploma; the qualifying 
exams eliminated only those who were bla­
tantly illiterate (Norwood, 1970). 

The Flexner Report was followed by stan­
dardization of training. Today, training in med­
ical schools is guided by a common curriculum 
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that is governed by a national body of represen­
tatives of the American Medical Association 
and the Association of American Medical Col­
leges. In dentistry, before the Gies Report in 
1926, training in dentistry was accomplished by 
private proprietary schools and apprentice­
ships. Like medicine, the field of dentistry ex­
perienced uncontrolled growth. The Gies Re­
port provided specific recommendations about 
duration of training, established minimal edu­
cational standards, and exerted professional 
control over training. Other professions, such 
as the practice of pharmacy, have undergone 
similar shifts from loosely formed guilds to 
more structured standardization of require­
ments for entering and remaining in the field. 

In psychology, there have been several at­
tempts to develop standardized criteria for en­
try into the fields. In 1977, Missouri became the 
50th state and the 51st jurisdiction to enact 
statutory controls over the professional practice 
of psychology (Koocher, 1979). Unfortunately, 
the education and experience required by the 
statutes vary greatly from state to state. These 
inconsistencies are attributable to disagreement 
about the definition of the term psychologist. 
There is no uniformly agreed-upon definition 
of the profession and its scope, educational 
requirements, or standardization of credentials 
by which a psychologist can be identified (Fox, 
Barclay, & Rodgers, 1982). In 1983, the APA 
appointed the Task Force on the Future of Pro­
fessional Psychology to develop minimum 
standards for entry into the field (Wright, 
1986). In 1987, the APA unanimously approved 
a model act for the state licensure of psycholo­
gists. This act recommends that psychologists 
be required to graduate from an accredited 
training program in order to be allowed to sit 
for a licensing exam. It remains to be seen 
whether all states will adopt this model act. 

In summary, delay in quality control through 
requiring graduation from an accredited train­
ing program before entering the field, along 
with the proliferation of training programs that 
do not endorse a scientist- or scholar-practi­
tioner model for health service providers, pre­
sents the major threat to the future of psychol­
ogy, especially within medical settings. In 
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hospitals and other primary-health-care set­
tings, the representatives of all other health 
service professionals have graduated from ac­
credited training programs. These professionals 
often look to psychology as a discipline capable 
-of providing a scientific mentality in the inter­
disciplinary setting. 

The movement toward the abandonment of 
the scientific foundation of psychology repre­
sents the major threat to that field for the fu­
ture. It is psychology's commitment to provid­
ing practitioners with a scientific mentality that 
allows for psychology's unique contribution 
and that sets it apart from practitioners repre­
senting other professions in the health service 
arena. 

The relevant scientific mentality referred to 
above has been described by the aforemen­
tioned Task Force on the Future of Professional 
Psychology (Wright, 1986) as involving (1) a 
critical, data-based (rather than purely intu­
itive) approach to patient care, both diagnostic 
and therapeutic; (2) a sense of intrinsic obliga­
tion to remain abreast of the scientific litera­
ture; and (3) a sense of stewardship in generat­
inb and communicating new knowledge as an 
essential part of one's professional practice ac­
tivities. The latter usually involves structuring 
one's practice activities so as to generate quanti­
fiable and otherwise meaningful research data. 

The Relationship between 
Psychology and Medicine 

The future of medical psychology is inex­
tricably tied to the evolving relationship be­
tween psychology and medicine, which has 
alternated historically between cooperative and 
antagonistic. Within medicine, psychology has 
traditionally been linked most closely with 
psychiatry. During the decades following World 
War II, psychiatry moved away from its close 
alliance with medicine (Dana & May, 1986), and 
psychology gained a greater right to indepen­
dent practice. In recent years, psychiatry has 
redirected its emphasis toward a stronger empir­
ical basis for practice. Dana and May (1986) 
believe that this "remedicalization" of psychia­
try will facilitate the development of psychol-
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ogy in other medical settings and will facilitate 
the relationship between psychology and med­
icine. As psychiatry, for the most part, defines 
its turf as involving the most severely debilitat­
ing forms of psychopathology, it leaves to psy­
chology basic and applied research, primary 
mental health care, and the provision of ser­
vices to nonpsychiatric medical patients. 

Historically, psychology's relationship with 
primary-care medicine has been more amicable 
than with psychiatric medicine. Thus, although 
over half of the psychologists in medical schools 
have appointments within departments of psy­
chiatry, the practice of psychology within other 
areas of medical specialty offer opportunities 
for future growth in clinical and scientific roles 
(Clayson & Mensh, 1987). 

The Joint Commission for Accreditation of 
Hospitals (JCAH) has had a profound impact 
on the relationship between psychology and 
medicine during the past 20 years. 2aro, Bat­
chelor, Ginsberg, and Pallak (1982) described 
the historical relationship between psychology 
and the JCAH as being characterized by "per­
sistence, resistance, slow progress, entrenched 
opposition, and interdisciplinary warfare" (p. 
1342). Before the mid-1960s, the JCAH was a 
loose collective of medical associations that de­
veloped minimal standards for hospitals and 
guidelines for the voluntary accreditation of 
general hospitals. The organization was rela­
tively unknown to people outside the medical 
profession (Porterfield, in Matarazzo, Lubin, & 
Nathan, 1978). In 1965, Medicare and Medicaid 
legislation was enacted. Congress required 
that, to be approved for Medicare reimburse­
ment, a hospital must meet the standards of 
the JCAH, and the JCAH's importance to the 
fiscal survival of the hospital system took a 
quantum leap. Hospitals had great financial 
incentive for complying with JCAH guidelines. 
Until that time, many psychologists had been 
full members of the medical staff at university­
affiliated medical centers. The JCAH guide­
lines recommended that membership on the 
medical staff of hospitals be restricted to physi­
cians and dentists. Many hospital changed 
their bylaws to comply with the JCAH guide­
lines and excluded psychologists from staff 
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membership. Hundreds of psychologists lost 
their privileges (Silver, 1987). 

Interestingly, however, psychologists were 
often unaware of their membership status on 
the hospital staff. In fact, despite complaints by 
psychologists about their lack of autonomy, 
psychologists are often unaware of whether 
the bylaws of their own medical school enabled 
psychologists to be full voting members of the 
medical staff. In 1975, Matarazzo, Lubin, and 
Nathan (1978) surveyed 113 medical school psy­
chologists, from the faculty of the 115 medical 
schools in this country, about their member­
ship status on the staff of their university's 
hospital. Over 30% responded that they were 
full members of the staff with voting privileges. 
However, when these psychologists were asked 
to verify their status, 86% of those who had 
assumed that they were voting members of the 
staff turned out to be wrong! Much of this confu­
sion was attributable to very recent changes in 
]CAH accreditation. However, some of it was 
attributable to the lack of involvement by psy­
chologists in their hospital's governance. 

Psychologists often complain about lack of 
autonomy in hospitals and other primary­
health-care settings. However, they have been 
slow to confront the opposition to such auton­
omy and to become actively involved in their 
future in medical settings. Carr (1987) de­
scribed the traditional stance of psychologists 
in medical settings as that of "expatriates," as­
suming their responsibilities in the medical 
setting while remaining detached from the po­
litical and sociocultural aspects of the setting. 

The reluctance of psychologists to be in­
volved in the administrative and fiscal activities 
of the medical settings in which they practice 
extends to their understanding of the impact of 
Medicare legislation on the professional prac­
tice of psychology. For a number of reasons, 
Medicare has an enormous impact on research, 
training, and the practice of psychology. Medi­
care and Medicaid, the state-federal health in­
surance program for the elderly and disabled 
population of this country, account for 90% of 
the federal health budget (Uyeda & Moldaw­
sky, 1986). Additionally, the programs serve as 
models for other health insurance programs, 
dictating what other insurance policies will 
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reimburse. A large proportion of the patient 
populations in medical school teaching hospi­
tals are Medicare-eligible. Further, a large per­
centage of psychologists who teach, practice, 
and supervise interns are employed by teach­
ing hospitals. Consequently, policies govern­
ing reimbursement are central to the survival 
of psychology in hospital settings (Carr, 1987). 
Psychology faculty and their students who 
are unable to be reimbursed for their services 
become liabilities to their department (Carr, 
1987). As noted by Uyeda and Moldawsky 
(1986), limitations on reimbursement that have 
been created by the Medicare prospective pay­
ment system have interfered directly with the 
development of behavioral programs in areas 
such as geriatrics. The elderly are a growing 
population with considerable health needs, 
but they are dependent almost entirely on 
Medicare for coverage. 

Many psychologists continue to be unin­
formed about how they can practice auton­
omously and bill for their services through 
Medicare (Uyeda & Moldawsky, 1986). Psy­
chologists are often uninformed about the im­
pact of Medicaid on the practice of psychology. 
Further, few psychologists know whether their 
hospital actually reimburses their department 
for their services (Carr, 1987). This ignorance 
again points to the need for psychologists to 
become more involved in the governance of the 
medical schools and in public policy regarding 
the future of health care in this country. 

Cause for Optimism 

Despite some of the difficulties faced in med­
ical settings, psychologists continue to find em­
ployment in medical settings in increasing 
numbers, and psychologists working in medi­
cal settings continue to report satisfaction with 
their jobs (Nathan, Lubin, & Matarazzo, 1981). 
In fact, many of the challenges faced by psy­
chologists are due, in part, to the positive trends 
in the field that are discussed in this book. The 
increase in scientific productivity among psy­
chologists in medical settings, the increasing 
breadth of research and clinical practice in 
areas such as clinical neuropsychology and re-
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habilitation, the increasing demand for psy­
chologists, and the development of relatively 
new areas such a psychoneuroimmunology 
and neurotoxicology are only a few examples of 
the tremendous progress made by psycholo­
gists in medical settings since the early 1980s. 
Changes in the health care system, as well as 
advances in the field of psychology, provide 
extremely favorable conditions for psycholo­
gists in medical settings. The following discus­
sion highlights some of the major causes for 
optimism that have been discussed in greater 
detail in earlier chapters in this book. 

Health Promotion 

The field of psychology now has an impor­
tant role in promoting and ensuring the future 
health of our nation's citizens. Advances in im­
munology have greatly reduced, and in some 
cases eliminated, mortality due to infectious 
diseases. A generation ago, tuberculosis, pol­
iomyelitis, influenza, and pneumonia were 
leading causes of premature death. Because of 
remarkable medical achievements over the past 
several decades, such diseases are rarely the 
cause of premature death today (Matarazzo, 
1982). Instead, most of the major health threats 
today, such as cancer, cardiovascular disease, 
substance abuse, and vehicle-related accidents, 
are closely related to behavior and lifestyle 
(Matarazzo, 1982). Significant decreases in the 
incidence of these disorders will depend on 
developing better strategies to prevent the ac­
quisition of unhealthy habits and to eliminate 
behaviors that are associated with disease and 
premature death. 

Acquired immunodeficiency syndrome 
(AIDS) is the major new health problem in this 
country, and perhaps in the world (Pelosi, 
1988). There is currently no vaccine to immu­
nize people against the disease. The major de­
fense against the spread of the disease is the 
information available about the prevention of 
AIDS through an avoidance of exposure to the 
virus. Modification of the behaviors associated 
with the transmittal of the virus is the key to 
slowing the spread of the disease. Psychology, 
as the science of behavior, is ideally suited to 
being in the forefront of a movement to alter the 
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behaviors associated with the risk of develop­
ing the illness. In fact, psychology'S greatest 
successes in health-related areas appear to be 
in the area of prevention. Although the results 
of smoking-cessation programs are typically 
short-lived, programs designed to prevent the 
acquisition of the behavior in the first place 
appear to be more successful (Evans, 1984). 
Psychologists employed in medical settings 
are in an ideal position (1) to conduct research 
aimed at identifying behaviors associated with 
increased risk of physical disability; (2) to de­
velop effective preventive strategies and to 
demonstrate their efficacy; and (3) to provide 
consultation to medical staff regarding strate­
gies for increasing patients' adherence to health­
enhancing lifestyles. 

Current trends suggest that, in the next de­
cade, psychologists will become more involved 
in the prevention of diseases we have previously 
assumed to be unrelated to behavior. Advances 
in relatively new areas of study, such as psycho­
neuroimmunology and neurotoxicology are 
providing important information about the com­
plex relationships among behavior, environ­
mental events, and neurochemical functioning. 
It is increasingly apparent that understanding 
the links between psychological factors and 
diseases will facilitate the development of strat­
egies that will decrease premature mortality 
among high-risk populations. To benefit from 
these scientific advances, psychologists work­
ing in medical settings will find that their re­
search and clinical practices involve increased 
collaboration with other disciplines, such as 
biology, endocrinology, the neurosciences, and 
immunology. This collaboration will require a 
knowledge of the basic concepts in these re­
lated fields to enable conversation across disci­
plines. 

Dispersal of Psychological Services 

In 1986, Wright and Bums described primary 
mental health care as a "find" for psychology. 
They pointed out that the number of individ­
uals available for psychological interventions in 
settings other than traditional mental health 
settings (i.e., in pediatric, internal-medicine, 
or family-practice settings) far exceed the num-
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ber who might access psychological services in 
traditional mental health settings. Whereas the 
incidence of traditional forms of psychopathol­
ogy in the general population is relatively small, 
nearly everyone is physically ill at some point 
in her or his life. Many individuals must cope 
with chronic physical problems; some of which 
negatively affect the individual's quality of life; 
and many of which have their etiology in un­
healthy lifestyles. Only 39% of families in the 
United States have contact with a mental health 
practitioner (Regier, Golberg, & Taube, 1978), 
and only a small percentage of individuals 
with psychiatric disorders who are provided 
services by health professionals ever see a men­
tal health provider (Shapiro, Skinner, Kessler, 
Von Korff, German, Tischler, Leaf, Benham, 
CottIer, & Regier, 1984). Individuals with psy­
chological problems are more likely to come to 
a primary medical setting for treatment. Rosen, 
Locke, Goldberg, and Babigian (1972) reported 
that, in one general outpatient clinic, 22% of the 
patients had a primary psychological distur­
bance. Other studies (see Rosen & Wiens, 1979) 
have documented a high prevalence of psycho­
logical difficulties among patients who present 
to primary-health-care settings. A survey of 
the Academy of Pediatrics revealed that the 
number of patients and their families seen by 
pediatricians for consultation about psycho­
logical problems exceeded the number seen by 
psychologists and psychiatrists combined (Task 
Force on Pediatric Education, American Acad­
emy of Pediatrics, 1978). 

Another study, by Duff, Rowe, and Ander­
son (1972), describes the large psychological 
component in pediatric practice. All patients 
matriculating through a large pediatric outpa­
tient clinic were rated on whether they pre­
sented with (1) purely physical problems; (2) 
purely psychological problems; or (3) some 
combination of the two. Only 12% of the pedi­
atric outpatients presented with purely physi­
cal problems; 36% were rated as having purely 
psychological problems; and 52% were thought 
to have some combination of the two. 

Last, the incidence of psychological diffi­
culties is elevated among individuals with a 
history of acute or chronic medical problems 
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(see, for example, Mulhern, Wasserman, Fried­
man, & Fairclough, 1989). Thus, if psycholo­
gists are to practice in the settings in which 
there is the greatest need for behavioral inter­
ventions and that hold the greatest promise for 
optimal use of behavioral strategies, they must 
focus onprimary-health-care settings rather 
than, or in addition to, traditional mental health 
settings. 

The presence of psychologists in medical set­
tings appears to have a duel advantage. First, 
as noted above, a number of individuals who 
would not otherwise seek mental health ser­
vices can be identified and serviced. Second, 
the provision of psychological services appears 
to affect positively the use of medical services. 
An early study (Follette & Cummings, 1967) 
suggested that individuals in psychological 
distress had a higher than expected incidence 
of utilization of both inpatient and outpatient 
medical services. Psychotherapy resulted in a 
reduced use of general medical services that 
persisted for five years. Subsequent studies 
(Mumford, Schlesinger, & Glass, 1981; Rosen & 
Wiens, 1979), have supported the notion that 
even brief mental health interventions can re­
duce the use of general medical services be­
tween 5% and 85% (Budman, Demby, & Feld­
stein, 1984). 

Today over 20 million individuals receive 
comprehensive health care from one of the ap­
proximately 400 health maintenance organiza­
tions (HMOs) in this country (Austad, De­
Stefano, & Kisch, 1988). Members of an HMO 
pay an annual fee to cover all necessary medi­
cal care, and the HMO is required to provide 
the member with all necessary health care ser­
vices during the year. The HMO profits from 
members who use the health care services less 
frequently. Thus, the HMO movement has 
greatly increased the value to the field of medi­
cine of psychological intervention and its abil­
ity to reduce the inappropriate usage of medi­
cal service. 

Expanding Roles 

Advances in behavioral psychology have 
greatly expanded the role of the psychologist in 
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primary-health-care settings. Until the mid-
1960s, one of psychology's major roles was as­
sessing the mental health status of hospitalized 
patients. Today, the role of the psychologist in 
medical settings has broadened considerably. 
Although assessment continues to be an im­
portant function, psychologists more typically 
divide their time among numerous activities, 
including assessment, consultation, direct in­
tervention, research, and training medical stu­
dents and interns. 

Assessment 

A survey of psychologists in medical set­
tings revealed that between 1955 and 1977, the 
percentage of time devoted to psychodiagnosis 
by full-time Ph.D.-level psychologists in me­
dial settings declined from nearly 20% to less 
than 10% (Nathan, Lubin, Matarazzo, & Persely, 
1979). However, psychological assessment con­
tinues to be valued in assisting with medical 
decisions about patients (Elfant, 1985). In a re­
cent survey (Stabler & Mesibov, 1984) of psy­
chologists practicing in health care settings, 
pediatric psychologists, in particular, reported 
spending 50% of their time doing assessment 
(although it was not limited to traditional psy­
chodiagnostic testing), and health psycholo­
gists report devoting slightly less time to assess­
ment. Clearly, doing diagnostic work remains 
an important role for psychologists in medical 
settings. However, future assessment will ex­
tend beyond traditional psychodiagnostics to 
include aid in decision making about the course 
of medical treatment. For example, assessment 
may include behavioral observation of pain be­
haviors to determine the effectiveness of medi­
cal interventions for decreasing pain, the mon­
itoring of nausea and vomiting to assess the 
effectiveness of behavioral interventions for the 
reduction of anticipatory anxiety and learned 
aversions, and observation and self-report to 
measure patient adherence to medical regimes. 

Consultation 

The positive impact of psychology on the 
care of patients, as well as psychology'S role in 
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medicine, is apparent from the increasing role 
of the psychologist as a consultant in primary­
care facilities. The importance of consulting in 
psychology is underscored by the fact that 21 of 
the 32 chapters in this book deal with this role. 
This role has been well accepted by the medical 
staff in most hospital settings, perhaps be­
cause it closely matches the model used by 
most medical specialty areas. In a survey of 
residents and staff phYSicians in four medical 
specialties (family practice, internal medicine, 
pediatrics, and psychiatry), Liese (1986) found 
that physicians were typically interested in at­
tending to the psychological concomitants of 
medical illness and would seek consultation 
from psychology, psychiatry, and social work. 
In a recent survey conducted in a pediatric 
hospital (Olson, Holden, Friedman, Faust, 
Kenning, & Mason, 1988), physicians, nurses, 
and social workers reported satisfaction with 
the provision of psychological consultation ser­
vices in the hospital and indicated that they 
were likely to use these services. 

The positive growth of psychologists' con­
sultation practices in medical settings has been 
discussed by many of the authors in this book. 
However, as noted by Stabler and Mesibov 
(1984), physicians and other medical practi­
tioners are often unaware of how they can use 
psychological services. This lack of communi­
cation may be attributable, in part, to psychol­
ogy's tendency to remain uninvolved in many 
aspects of the medical environment and thus to 
limit medical practitioners' exposure to psy­
chology. Continued growth will require that 
psychologists become involved in the socio­
cultural aspects of their setting. Educating 
medical colleagues about the services that psy­
chology can provide will become increasingly 
important as psychology is able to offer more 
diverse consultation services. 

Intervention 

The role of the psychologist in treated medi­
cally ill patients has increased dramatically 
since the early 1980s. As clinical practices have 
become more specialized, they have expanded 
into new areas. For example, neuropsychology, 
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as a specialty, is relatively new, although clini­
cal psychologists have been evaluating patients 
for neuropsychological deficits for some time. 
Neuropsychologists are now involved in cogni­
tive rehabilitation; an area that was hardly a 
concept in the early 1980s. Such practices are 
likely to continue to expand as advances in 
medical care decrease mortality among injured 
individuals and increase longevity. 

Psychologists have traditionally had a lim­
ited role in the treatment of medical problems. 
Interventions typically focus on lessening the 
behavioral or developmental problems caused 
by disease, or on treating behavioral problems 
that negatively affect the management or con­
trol of physical disease. However, psycholo­
gists now have effective tools for eliminating 
the medical difficulties caused by maladaptive 
learning and/or behavior. It is in this area that 
psychology has seen major breakthroughs. In 
1969, Wright, Nunnery, Eichel, and Scott first 
reported the successful application of behav­
ioral procedures to the treatment of chronic 
tracheostomy addiction in young children. 
This was one of the earliest reports of the elim­
ination of a physical problem caused by mal­
adaptive learning and provided one of the first 
demonstrations of how behavioral psycholo­
gists can effectively influence the physical sta­
tus of medical patients. 

Since the early 1970s, there has been tremen­
dous progress in the breadth of impact and in 
the acceptance of behavioral interventions in 
medical settings. Today, there are few medical 
specialty areas on which psychological prin­
ciples have not had a significant impact. In 
pediatrics, encopresis has been treated with 
programs using combinations of medical ap­
proaches, reinforcement, and compliance tech­
niques, and the most successful method of cur­
ing nocturnal enuresis, the "pad and bell," is 
based on operant conditioning (see Walker, 
Milling, & Bonner, 1988). Psychologists are also 
involved in treating eating disorders such as 
bulimia, anorexia, and obesity. Drotar (1988) 
described the psychological treatment of in­
fants suffering from failure to thrive. Psychol­
ogy has also had a major impact in cardiology, 
both in the identification of behavioral patterns 
associated with an increased risk for cardio-

PART VII • FUTURE DIRECTIONS 

vascular disease and in decreasing the risk of 
heart attack recurrence by increasing compli­
ance with a medical regime. In ophthalmology 
and optometry, behavioral principles such as 
reinforcement, response shaping, and stim­
ulus control have been used to improve visual 
acuity among myopes (Collins, Epstein, & Gil, 
1982). In dermatology, reciprocal inhibition and 
operant techniques have been used to treat 
dermatitis successfully (see Wright, Schaefer, 
& Solomons, 1979). In neurology, aversive con­
ditioning has been effective in reducing self­
induced seizures (Wright, 1973). 

In oncology, conditioned aversions (anticipa­
tory nausea and vomiting, as well as condi­
tioned food aversions) in patients undergoing 
chemotherapy can be among the most distress­
ing side effects of treatment (Andrykowski, 
Redd, & Hatfield, 1985). Severe conditioned 
aversions can influence the patient's ability and 
willingness to continue with treatment. Behav­
ioral interventions such as those discussed, in­
cluding such strategies as relaxation training, 
systematic desensitization, and biofeedback, 
have been effective in reducing the negative 
side effects caused by maladaptive learning. 

Behavioral procedures have been successful 
in increasing compliance and in decreasing dis­
tress among adult and child burn victims un­
dergoing physical therapy (Elliott & Olson, 
1983; Hegel, Ayllon, Vanderplate, & Spiro­
Hawkins, 1986). Psychologists have also been 
major contributors to behavioral solutions to 
many other physical problems, including hy­
pertension (Shapiro, Schwartz, Ferguson, Red­
mond, & Weiss, 1977); cardiac arrhythmias 
(Hatch, Gatchel, & Harrington, 1982); head­
aches (Cox & Thomas, 1981); and sexual dys­
function (Geer & Messe, 1982). The preceding 
clinical program chapters in this book present a 
wide range of medical problems addressed di­
agnostically and therapeutically by clinical 
psychologists. 

Conclusion 

Future psychologists practicing in medical 
settings will be faced with the consequences of 
the challenges that now face the field. Changes 
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in the proportion of psychologists grounded in 
science, the lack of standardized criteria for 
entering the field, and the impact of the econ­
omy on the health delivery system threaten to 
affect the field adversely. However, most of 
these difficulties stem from the rapid and, for 
the most part, positive growth of the field of 
psychology since the early 1970s. The oppor­
tunities for psychologists to have a positive 
impact on the health of the nation have never 
been greater. Hospitals and other health care 
settings continue to seek increasing numbers 
of psychologists because of the potential for 
valuable research, training, and clinical prac­
tice. Scientifically oriented psychology con­
tinues to develop improved methods both for 
primary mental health care and for physical 
problems with lifestyle or other behavioral con­
comitants. Expanding knowledge and under­
standing about the interrelationship between 
health and behavior will bring increasing op­
portunities for psychologists to contribute in 
medical settings. 

References 

Altman, I. (1987). Centripetal and centrifugal trends in 
psychology. American Psychologist, 42, 1058-1069. 

American Academy of Pediatrics. (1978). The Task Force on 
Pediatric Education. 

American Psychological Association. (1987a). Model act for 
state licensure of psychologists. American Psychologist, 
42, 696-703. 

American Psychological Association. (1987b). Resolutions 
approved by the National Conference on Graduate Edu­
cation in Psychology. American Psychologist. 42, 1070-1084. 

Andrykowski, M. A., Redd, W. H., & Hatfield, A. K. 
(1985). Development of anticipatory nausea: A prospec­
tive analysis. Journal of Consulting and Clinical Psychology, 
53, 447-454. 

Austad, CS., DeStefano, L., & Kisch, J. (1988). The health 
maintenance organization: 2. Implications for psycho­
therapy. Psychotherapy, 25, 449-454. 

Bickman, L. (1987). Graduate education in psychology. 
American Psychologist, 42(12), 1041-1047. 

Budman, S. H., Demby, A., & Feldstein, M. L. (1984). 
Insight into reduced use of medical services after psy­
chotherapy. Professional Psychology, 15, 353-361. 

Carr, J. E. (1987). Federal impact on psychology in medical 
schools. American Psychologist, 42, 869-872. 

Clayson, D., & Mensh, I. N. (1987). Psychologists in medi­
cal schools: The trials of emerging political activism. 
American Psychologist, 42, 859-862. 

613 

Collins, E L., Epstein, L. H., & Gil, K. M. (1982). Behavioral 
factors in the etiology and treatment of myopia. In M. 
Hersen, R. M. Eisler, & P. M. Miller (Eds.), Progress in 
behavior modification (Vol. 13). New York: Academic Press. 

Cox, 0. J., & Hobbs, W. (1982). Biofeedback as a treatment 
for tension headaches. In L. White & B. Tursky (Eds.), 
Clinical biofeedback efficacy and mechanisms. New York: 
Guilford Press. 

Cox, 0. J., & Thomas, 0. (1981). Relationship between head­
aches and depression. Headaches, 21, 261-263. 

Dana, R. H., & May, W. T. (1986). Health care megatrends 
and health psychology. Professional Psychology,1?, 251-255. 

Drotar, 0. (1988). Failure to thrive. In D. Routh (Ed.), Hand­
book of pediatric psychology (pp. 71-107). New York: Guil­
ford Press. 

Duff, R. S., Rowe, 0. S., & Anderson, E P. (1972). Patient 
care and student learning in a pediatric clinic. Pediatrics, 
50, 839-846. 

Elfant, A. B. (1985). Psychotherapy and assessment in hos­
pital settings: ideological and professional conflicts. Pro­
fessional Psychology, 16, 55-63. 

Elliott, C. H., & Olson, R. A. (1983). The management of 
children's distress in response to painful medical treat­
ment for burn injuries. Behaviour Research and Therapy, 
21, 675-683. 

Evans, R. I. (1984). A social inoculation strategy to deter 
smoking in adolescents. In J. D. Matarazzo, S. M. Weiss, 
J. A. Herd, & N. E. Miller (Eds.), Behavioral health: A 
handbook of health enhancement and disease prevention (pp. 
765-774). New York: J. Wiley. 

Follette, W. T., & Cummings, N. A. (1967). Psychiatric 
services and medical utilization in a prepaid health plan 
setting. Medical Care,S, 25-35. 

Fox, R. E. (1979). Response in models, modes, and stan­
dards of professional training. American Psychologist, 34, 
339-349. 

Fox, R. E., Barclay, A. G., & Rodgers, 0. A. (1982). The 
foundation of professional psychology. American Psychol­
ogist, 37, 306-312. 

Geer, J. H., & Messe, M. (1982). Sexual dysfunction. In R. J. 
Gatchel, A. Baum, & J. E. Singer (Eds.), Behavioral medi­
cine and clinical psychology: Overlapping areas. Hillsdale, 
NJ: Erlbaum. 

Gentry, W. D., Street, W. J., Masur, E T., & Asken, M. S. 
(1981). Training in medical psychology: A survey of grad­
uate and internship training programs. Professional Psy­
chology, 12, 224-228. 

Hatch, J. P., Gatchel, R. J., & Harrington, R. (1982). Biofeed­
back: Clinical applica.tions in medicine. In R. J. Gatchel, 
A. Baum, & J. E. Singer (Eds.), Behavioral medicine and 
clinical psychology: Overlapping areas. Hillsdale, NJ: 
Erlbaum. 

Hegel, M. T., Ayllon, T., VanderPlate, c., & Spiro-Hawkins, 
H. (1986). A behavioral procedure for increasing compli­
ance with self-exercise regimens in severely burn-in­
jured patients. Behavior, Research and Therapy, 24, 521-528. 

Herbsleb, J. D., Sales, B. D., & Overcast, T. D. (1985). Chal­
lenging licensure and certification. American Psycholo­
gist, 40, 1165-1178. 

Howard, A., Pion, G. M., Gottfredson, G. D., Flattau, P. E., 



614 

Oskamp, S., Pfafflin, S. M., Bray, D. w., & Burstein, A. 
G. (1986). The changing face of American psychology. 
American Psychologist, 41, 1311-1327. 

Koocher, G. P. (1979). Credentialing in psychology. Ameri­
can Psychologist, 34, 696-702. 

Liese, B. S. (1986). Physicians' perceptions of the role of 
psychology in medicine. Professional Psychology, 17, 
276-277. 

Matarazzo, J. D. (1977). Higher education, professional ac­
creditation, and licensure. American Psychologist, 32, 
856-859. 

Matarazzo, J. 0. (1982). Behavioral health's challenge to 
academic, scientific and professional psychology. Ameri­
can Psychologist, 37, 1-14. 

Matarazzo, J. D., Lubin, B. L., & Nathan, R. G. (1978). 
Psychologists' membership on the medical staffs of U:1i­
versity teaching hospitals. American Psychologist, 33, 
23-29. 

McConnell, S. C. (1984). Doctor of psychology degree: From 
hibernation to reality. Professional Psychology, 15, 362-370. 

Mulhern, R. K., Wasserman, A., Friedman, A. G., & Fair­
clough, 0. (1989). Social competence and behavioral ad­
justment of children who are long-term survivors of 
cancer. Pediatrics, 83, 18-25. 

Mumford, E., Schlesinger, H. J. & Glass, G. V. (1981). Men­
tal health treatment and medical care utilization in fee­
for-service system: Outpatient mental health treatment 
following the onset of a chronic disease. American Journal 
of Public Health, 73, 422-429. 

Nathan, R. G., Lubin, B., Matarazzo, J. D., & Persely, G. W. 
(1979). Psychologists in schools of medicine: 1954, 1964, 
and 1977. American Psychologist, 34, 622-627. 

Nathan, R. G., Lubin, B., & Matarazzo, J. 0. (1981). Salaries 
and satisfactions of medical school psychologists. Profes­
sional Psychology, 12, 420-423. 

National Science Foundation. (1988). Profiles of psychol­
ogy: Human resources and funding. (NSF 88-325). 
Washington, DC: U.S. Government Printing Office. 

Norwood, W. M. E (1970). Medical education in the United 
States before 1900. In C. D. O'Malley (Ed.), The history of 
medical education (pp. 463-500). Los Angeles: University 
of California Press. 

Olson, R. A., Holden, E. W., Friedman, A. G., Faust, J., 
Kenning, M., & Mason, P. (1988). Psychological consul­
tation in a children's hospital: An evaluation of services. 
Journal of Pediatric Psychology, 13, 479-492. 

Pelosi, N. (1988). AIDS and public policy: A legislative 
view. American Psychologist, 43, 843-845. 

Peterson, D. R. (1985). Twenty years of practitioner training 
in psychology. American Psychologist, 40, 441-451. 

Pion, G., & Bramblett, P. (1985). Salaries in psychology, 1985: 
Report of the 1985 APA salary survey. Washington, DC: 
American Psychological Association. 

Regier, 0. A., Goldberg, I. D., & Taube, C. A. (1978). The de 
facto U.S. mental health services system. Archives of Gen­
eral Psychiatry, 35, 685-693. 

PARI' VII -FUTURE DIRECTIONS 

Rosen, B. M., Locke, B. Z., Goldberg, I. D., & Babigian, H. 
M. (1972). Identification of emotional disturbance in pa­
tients seen in general medical clinics. Hospital and Com­
munity Psychiatry, 23, 364-370. 

Rosen, J. c., & Wiens, A. N. (1979). Changes in medical 
problems and use of medical services following psycho­
logical intervention. American Psychologist, 34, 420-431. 

Shapiro, A. P., Schwartz, G. E., Ferguson, D. C. E., Red­
mond, D. P., & Weiss, S. M. (1977). Behavioral methods in 
the treatment of hypertension: A review of their clinical 
status. Annals of Internal Medicine, 86, 626-636. 

Shapiro, S., Skinner, E. A., Kessler, L. G., Von Korff, M., 
German, P. S., Tischler, G. L., Leaf, P. J., Benham, L., 
Cottier, L., & Regier, D. A. (1984). Utilization of health 
and mental health services. Archivesof General Psychiatry, 
41, 971-978. 

Silver, R. J. (1987). New York State: A case study in organiz­
ing psychology. American Psychologist, 42, 863-865. 

Stabler, B., & Mesibov, G. B. (1984). Role functions of pedi­
atric and health psychologists in health care settings. 
Professional Psychology, 15, 142-151. 

Thelen, M. H., & Rodriguez, M. D. (1987). Attitudes of 
academic and applied clinical psychologists toward 
training issues: 1969-1984. American Psychologist, 42, 
412-415. 

Thompson, R. J. (1987). Psychologists in medical schools. 
American Psychologist, 42, 866-868. 

Thompson, R. J., & Matarazzo, J. 0. (1984). Psychology in 
United States medical schools: 1983. American Psycholo­
gist, 39, 988-995. 

Uyeda, A. K., & Moldawsky, S. (1986). Prospective pay­
ment and psychological services. American Psychologist, 
41, 60-63. 

Walker, C. E., Milling, L. S., & Bonner, B. L. (1988). Inconti­
nence disorders: Enuresis and encopresis. In D. Routh 
(Ed.), Handbook of pediatric psy(:hology (pp. 363-397). New 
York: Guilford Press. 

Wright, L. (1973). Aversive conditioning of self-induced 
seizures. Behavior Therapy, 4, 712-713. 

Wright, L. (1986). The changing face of clinical psychology: 
Impact of service delivery changes. Journal of Clinical 
Psychology, 42, 841-844. 

Wright, L., & Bums, B. J. (1986). Primary mental health 
care: A "find" for psychology. Professional Psychology, 17, 
560-564. 

Wright, L., Nunnery, A., Eichel, B., & Scott, R. (1969). 
Application of conditioning principles to problems of 
tracheostomy addiction in children. Journal of Consulting 
and Clinical Psychology, 32, 603-606. 

Wright, L., Schaefer, A. B., & Solomons, G. (1979). Encyclo­
pedia of pediatric psychology. Baltimore: UniverSity Park 
Press. 

Zaro, J. S., Batchelor, W. E, Ginsberg, M. R., & Pallak, M. S. 
(1982). Psychology and the JCAH. American Psychologist, 
37, 1342-1349. 



Afterword 

Patrick H. DeLeon 

During the decade and a half that I have had 
the opportunity of observing (and participat­
ing in) the development of our nation's health 
care system, from the vantage point of serving 
on Capitol Hill, I have come increasingly confi­
dent that the field of clinical psychology has 
much to offer society and to the quality of life 
of those who need the services of our nation's 
health care practitioners (DeLeon, 1988). Above 
all else, ours is a behavioral science profession­
one that stresses the fundamental importance 
of the scientist-practitioner model, both in our 
day-to-day functioning and in our continuing 
efforts to expand the traditional boundaries of 
our profession's scope of practice. At our best, 
we represent data-driven theories and prac­
tices, and we have the professional maturity 
necessary to modify expectations, relying on 
measurable outcomes. 

In many ways, and especially from a public 
policy frame of reference, the public at large 
could (and perhaps even should) view psychol­
ogy as one of the newest of the specialities. 
Back in 1974, Marc Lalonde, Minister of Na­
tional Health and Welfare of Canada, called for 
formal recognition-at the health policy level­
of the importance of disease prevention and 
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health promotion activities, while expressly 
noting the health consequences of lifestyle and 
individual behavior. This was the first time that 
"behavioral medicine" (or "health psychology") 
had received such status and had been able to 
contribute to the highest level of policy debates 
within the governments of the industrialized 
world. 

Five years later, 0. S. President Jimmy Carter 
released Healthy People: The SlJrgeon General's 
Report on Health Promotion and Disease Prevention 
(US. Department of Health, Education, and 
Welfare, 1979). Although very few of our na­
tion's elected officials-or our nation's health 
policy experts, for that matter-had had for­
mal psychological training, the underlying 
tenets of psychology's knowledge base and 
practice orientation were evident throughout 
this important document. Since the report's re­
lease, each of our nation's subsequent Sur­
geons General has endorsed a similar policy 
position. In fact, in late 1989, the US. Preven­
tive Services Task Force concluded that substi­
tuting counseling in methods of maintaining 
good health was more likely to prevent death 
and disease than anything else that could be 
done; that is, it was more likely to reduce mor­
bidity and mortality in this country than any 
other category of clinical intervention. From 
our professional orientation, this latest policy 
recommendation from the administration could 
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readily be translated into calling for the effec­
tive utilization of the clinicallbehavioral exper­
tise of clinical psychology. 

And yet, notwithstanding the critical impor­
tance of behavioral factors to our health and 
well-being, it is fair to say that, in the public's 
mind, and particularly in the popular media, 
"health" is still unequivocally equated with 
medicine and with physicians, in particular. 
Weekly, summaries of articles that appear in 
the New England Journal of Medicine are incorpo­
rated into our newspapers and news broad­
casts. There are, of course, notable examples of 
the public'S (and elected officials') voluntarily 
using the services of nonphysicians, such as 
when an individual goes to an optometrist or a 
pharmacist for advice or has a child delivered 
by a nurse midwife. Nevertheless, unless one 
presses for specificity, in our society "health" 
and "illness" are equated with "medicine." 
And when we review our nation's current health 
care priorities and the mechanisms that have 
been established for paying for services ren­
dered (or needed), the allocation of resources 
available for important clinical training and 
research activities, and the professional back­
grounds of those selected for health policy ad­
ministrative positions, the domination of medi­
cine becomes even more evident. Thus, as the 
chapter authors throughout this handbook 
emphasize, psychology'S survival (and aston­
ishing growth) within medical settings has very 
significant ramifications for all elements of the 
profeSSion and shows very good promise for 
our probable future. 

During the period that I have served on Cap­
itol Hill, I have also had the opportunity of 
being actively involved in the governance of the 
American Psychological Association (APA). 
Again, with the significant exception of the 
establishment (and the subsequent extraordin­
ary growth) of the Division of Health Psychol­
ogy, much of the knowledge base and the 
health-related orientation described in this 
handbook has unfortunately escaped the col­
lective consciousness of APXs elected leader­
ship. If one listens to the debates on the floor of 
our Council of Representatives or within our 
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numerous policy boards and committees, one 
must reluctantly conclude that, even among 
our profession's elected leadership, there is 
very little understanding of psychology's true 
clinical or scientific potential. As an evolving 
profession, we represent considerably more 
than a traditional "mental health speciality." 
The locus of practice of our clinicians must not 
be limited conceptually to community mental 
health centers, state and veterans hospitals, or 
private psychotherapy practices. Our clinicians 
and scientists must become active participants 
in our nation's health delivery system, and we 
must ensure that they will be accepted by the 
other relevant disciplines as true professional 
colleagues. Clinical psychologists are not para­
professionals or allied health specialists. Psy­
chology's knowledge base and inherent po­
tential for significant contributions to many 
elements of our nation's health delivery system 
are too important to accept such a demeaning 
status. 

However, as I have suggested, collectively 
our profession does not seem yet to under­
stand the bigger picture. Our educational insti­
tutions, in particular, do not seem to under­
stand their unique societal and professional 
responsibilities (DeLeon, 1989). As one listens 
year after year to the testimony presented by 
the administration and by numerous public 
witnesses before the various congressional sub­
committees that have jurisdiction over our na­
tion's health care system, one keeps hearing 
about the progress and tolls of the "medical 
system." Until very recently, one almost never 
heard· from organized psychology about any­
thing other than the relatively narrow issue of 
"mental health" training and research. The 
voices of our training institutions, heralding 
innovative advancements within the health de­
livery system due to clinical psychology's unique 
behavioral expertise, were notably absent. As a 
profession, we do not have comprehensive 
training and treatment facilities of our own, 
and so, we must continue to rely on those of 
medicine. And perhaps even more important, 
our training institutions, which could take the 
lead and establish such facilities, really do not 
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understand the public policy-political process. 
In light of this political and policy reality, the 
advances presented in this handbook are truly 
impressive. 

We are making considerable progress both 
clinically and legislatively. Since the early 1980s, 
psychology has quietly been making steady in­
roads in obtaining recognition under the various 
training and service provisions of Title VII of 
the U.S. Public Health Service Act, the Health 
Professions Education Authority. Title VII 
(commonly known as MODVOPPP) authorizes 
federal support of training and special-service 
delivery programs in the fields of medicine, 
osteopathy, dentistry, veterinary medicine, op­
tometry, podiatry, pharmacy, and public health. 
When this legislation was first established in 
the early 1960s, the congressional intent was to 
increase enrollments at the various health pro­
fessions' schools (i.e., to address a perceived 
shortage in medical personnel). During the 
1970s, the focus changed to speciality require­
ments and geographic maldistribution prob­
lems (i.e., concern about access). Psychology, 
with its almost exclusive "mental health" focus, 
has historically been only tangentially in­
volved, and where any support was received, it 
would have been under one of the various al­
lied health initiatives. However, a provision of 
the Orphan Drug Act (P.L. 97-414) modified the 
underlying public health code to authorize 
psychologists to serve in the U.S. Public Health 
Service Regular Corps, which, in a health pol­
icy frame of reference, is the prime authority 
for the federal government's service delivery 
responsibility and interestingly, appointment 
by the President as our nation's Surgeon Gen­
eral. Further, the 1985 Health Profession Train­
ing Assistance Act (P.L. 99-129) expressly 
deemed that psychology was no longer to be 
considered an "allied health profession./I 

As we have indicated, our evolution into a 
bona fide health profession has been progress­
ing gradually, although, admittedly, it is not 
appreciated (or even supported) by many of 
our colleagues. During the closing hours of the 
100th Congress, the Health Omnibus Programs 
Extension Act of 1988 was enacted into public 
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law (P. L. 100-607). This legislation may have 
very significant ramifications for the future of 
our profession. The various institutes of the 
National Institutes of Health were legislatively 
mandated to appoint behavioral scientists to 
their national advisory panels, and further, a 
psychologist was directed to be appointed to 
the all-important National Advisory Council 
on Health Professions Education, which over­
sees the various MODVOPPP initiatives. Fur­
ther, clinical psychology per se was expressly 
written into Section 701(4) of the act, which is 
generally considered the definition section of 
MODVOPPP. With psychology'S inclusion on 
this advisory council and with our current eli­
gibility for nearly all of the Title VII initiatives, 
the foundation has finally been established for 
our training institutions to understand and ap­
preciate the significance of the Title VII (Health 
Professions) training resources, or, stated an­
other way, that psychology has legislatively be­
come a "health care profession." In a public 
policy frame of reference, and in the eyes of the 
other health care professions, the enactment of 
this legislation provided formal congressional 
acknowledgment that we are considerably 
more than a "mental health" speciality; that is, 
our "health psychology" expertise has become 
considerably broader in its policy implications 
than most of us realize. 

Consistent with this growing federal recog­
nition and the gradual maturing of our profes­
sion, we must now expect that, over time, efforts 
will be made by the various state associations 
to explicitly expand their state scope-of-prac­
tice acts to more accurately reflect the broadest 
nature of psychology'S clinical involvement and 
expertise within medical settings. In the early 
years of our professionalism, we rarely worried 
about the exact phraseology of our scope-of­
practice acts, keeping them as broad and gen­
eral as possible. However, as newer generations 
of clinical psychologists become more sophisti­
cated in their clinical interventions and as the 
evidence of their cost-effectiveness continues 
to grow, we must develop the additional policy 
and legislative expertise required to ensure 
that artificial limitations will not be imposed on 
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their capabilities. Similarly, as we collectively 
become more involved in programs that are 
directly related to our nation's changing de­
mography-such as the increased interest in 
geriatrics-we must expect that those of our 
profession who are interested in administra­
tion and programmatic evaluations will be ex­
posed to the wide range of underlying public 
policy issues that surround these areas, includ­
ing how to pay for necessary services and how 
to allocate Medicare clinical training funds 
across the range of health professions. As the 
breadth of expertise demonstrated in this hand­
book suggests, there is every reason to expect 
that psychology's field of influence will con­
tinue to expand, clinically and programmati­
cally, for many generations to come (DeLeon & 
VandenBos, 1988). 
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