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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 journeyperson 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.

x1



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, including 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’ adherence 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

xiii



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

L\

v Ans III):

"‘-‘-.5&5,&-.__

‘_pui'.'i Y

v

“To begin with, I would like to express my sincere thanks and deep appreciation for
the opportunity to meet with you. While there are still profound differences between us,
I think the very fact of my presence here today is a major breakthrough.”

Drawing by W. Miller; © 1983 The New Yorker Magazine, Inc. Reprinted by permission.



PREFACE XV

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.

RoNALD H. RozENSKY
JERRY ]. SWEET
STEVEN M. TOVIAN
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 “developmen-
tal tasks.” 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.



CHAPTER 1

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.

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,” “medical psychologist,” or some
other title, the rapid growth and the strong
presence today of clinical psychologists in medi-
cal settings are easy to observe. The number
and quality of professional journals, profes-
sional organizations, 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-

PARTI - INTRODUCTION
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 40—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 practice

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 (%) 23 18 6 19 159 15
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vider subfields in psychology from organized
human service settings (i.e., 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
APA Monitor 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-
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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 Training 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’Amato, 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 (i.e., 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 APASs 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 turn, 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 needd'and 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 Psychology 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



CHAPTER 2 + PSYCHOLOGY AND THE HEALTH CARE SYSTEM 13

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:

itis 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)

Biopsychosocial 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 increasing 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
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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 science 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 busi-
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 sa?'le 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.

JCAH: Agenda for 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 “flags” 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).

HCFA's Agenda for 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
HCEASs 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-



CHAPTER 2 « PSYCHOLOGY AND THE HEALTH CARE SYSTEM 19

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 HCEA” (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 Tasks

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 Staff 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.

Itis 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,” 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 (“New Legal Protection,” 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.

Itis 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
doit, 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-
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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.
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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.
Hernén Cortés 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 “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) “other.” Knowing the hospital’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 mental-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.

PARTI « 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
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Figure 1. Sample hospital organizational chart. (From A Hospital Practice Primer for Psychologists, 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 Staff, Chief of
Staff, Hospital Director; and Nursing Staff

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 whois 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
arespected 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.PH.), 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 clear, 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
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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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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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Figure 2. (Continued)

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 al., 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-level 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.

Otber Pb.D. and Masters
Level Professionals

AsaPh.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.D.’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.D.’s practice and
conduct research. Sometimes, psychologists or
other Ph.D.’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.D.’s.

Many master’s level professionals work in
the modern 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. However,
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. However, 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 Staff 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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PART I1I

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

Edward P. Sheridan + Department of Psychology, Uni-
versity of Central Florida, Orlando, Florida 32816-0340.
James P. Choca + Department of Psychiatry and Behav-
ioral Sciences, Northwestern University Medical School,
and Psychology Service, Lakeside Veterans Administra-
tion Hospital, Chicago, Illinois 60611.
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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 Training 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
al., 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.

Preinternship

The 1947 Shakow Committee Report (Ameri-
can Psychological Association, 1947) and the
Boulder Conference of 1949 (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. Itis
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.

Training 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-level 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. (Hochet 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.

Training 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 al., 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
requirement 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 withouta Ph.D.
degree does not count toward the experience
required for licensure.
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Quality clinjcal 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 APAs 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 referrrals 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 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, 198la; Zimet & Weissberg,
1979). The challenge makes it invaluable, and
the anxiety can be controlled by the Iavailability
of supervisors. If 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
play a 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. However, 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 Training (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 predoctoral, 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 Train-
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
etal., 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 al., 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 may an individual who accepts a position in
a community hospital or a small counseling
center.

This discussion of training opportunitiesin 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.
Training 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 play a 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.

References

Alexander, 1. E. (1965). Postdoctoral training in clinical
psychology. In B. B. Wolman (Ed.), Handbook of clinical
psychology (pp. 1415-1426). New York: McGraw-Hill.

American Psychiatric Association. (1987). Diagnostic and
statistical manual of mental disorders. (3rd ed., DSM-III-R).
Washington, DC: Author.

American Psychological Association, Committee on Train-
ing in Clinical Psychology. (1947). Recommended gradu-
ate training program in clinical psychology. American
Psychologist, 2 539-558.

Autor, S. B., & Zide, E. D. (1974). Master’s level professional
training in clinical psychology and community mental
health. Professional Psychology, 5, 115-121.

Belar, C. D., Bieliauskas, L. A., Larsen, K. G., Mensh, I. N.,
Poey, K., & Roehlke, H. J. (Eds.). (1987). Proceedings:
National Conference on Internship Training in Psychology.
Baton Rouge, LA: Land and Land Printers.

Beutler, L. E. (1981). Should internships be extended? APIC
Newsletter, 6, 12-14.

Bickman, L., & Ellis, H. C. (Eds.). (1989). Preparing psycholo-
gists for the twenty-first century. Hillsdale, NJ: Erlbaum.

Boll, T., Thoresen, C., Adler, N., Hall, ]., Millon, T., Moore,
D., Olbrisch, M. E., Perry, N., Weiss, L., Woodring, J., &
Wortman, C. (1983). Working Group of Predoctoral Edu-
cation/Doctoral Training. Health Psychology, 2(Suppl.),
123-130.



58

Carrington, C., & Stone, G. (1987). What is the core content
of internship training? In C. C. Belar, L. A. Bieliauskas,
K. G. Larsen, I. N. Mensh, K. Poey & H. J. Roehlke
(Eds.), Proceedings: National Conference on Internship Train-
ing in Psychology. Baton Rouge, LA: Land and Land
Printers.

Choca, J. (1988). Manual for clinical psychology trainees (2nd
ed.). New York: Brunner/Mazel.

Clark, K. E., & Moore, B. V. (1958). Doctoral programs in
psychology. American Psychologist, 13, 631-633.

Gabinet, L., & Schubert, D. S. (1981). Teaching hospital
inpatient consultation-liaison to psychology trainees and
interns. Teaching of Psychology, 8, 85-88.

Gysbers, N. G., & Johnson, J. (1965). Expectations of a
practicum supervisor’s role. Counselor Education and Su-
pervision, 4, 68-74.

Hoch, E. L., Ross, A. O., & Winder, C. L. (1965). Professional
preparation of clinical psychologists. Washington, DC:
American Psychological Association.

Johnson, W. R. (1981). Basic interviewing skills. In C. E.
Walker (Ed.), Clinical practice of psychology: A guide for
mental health professionals. Elmsford, NY: Pergamon Press.

Klepac, R. K., & Reynes, R. L. (1989). Directory: Internship
programs in professional psychology. Washington, DC: As-
sociation of Psychology Internship Centers.

Loucks, S., Burstein, A. G., Schoenfeld, L. S., & Stedman,
J. M. (1980). The real cost of psychology intern services:
Are they a good buy? Professional Psychology, 11 898-900.

Malouf, J. L., Haas, L. J., & Farah, M. J. (1983). Issues in the
preparation of interns: Views of trainers and trainees.
Professional Psychology: Research and Practice, 14, 624-631.

Matarazzo, J. D. (1965). A postdoctoral residency program
in clinical psychology. American Psychologist, 20,
432-439.

Matarazzo, J. (1987). Postdoctoral education and training of
service providers in health psychology. In G. C. Stone, S.
M. Weiss, J. D. Matarazzo, N. E. Miller, J. Rodin, C. D.
Belar, M. J. Follick, &J. E. Singer (Eds.), Health psychology:
A discipline and a profession (pp. 371-388). Chicago: Uni-
versity of Chicago Press.

Matarazzo, J., Best, J. A., Belar, C., Clayman, D., Jansen,
M., Jones, P, Russo, D., & Sheridan, E. (1983). Working
group on postdoctoral training for the health psychology
service provider. Health Psychology, 2(Suppl.), 141-145.

Newmark, C. S., & Hutchins, T. C. (1981). Survey of profes-
sional education in ethics in clinical psychology intern-
ship programs. Journal of Clinical Psychology, 37, 681-683.

Perry, N. ], Jr. (1979). Why clinical psychology does not

PART II - PROFESSIONAL ISSUES

need alternate training models. American Psychologist,
34, 603-611.

Perry, N. J., Jr. (1983). Majority position in favor of health
service delivery by fully-trained psychologists. Health
Psychology, 2(Suppl.), 115-116.

Peterson, D. (1987). Education for practice. Clinical Psycholo-
gist, 40, 7-9.

Raimy, V. C. (1950). Training in clinical psychology. New York:
Prentice-Hall.

Roe, A., Gustad, J. W., Moore, B. V,, Ross, S., & Skodak, M.
(1958). Graduate education in psychology. Washington, DC:
American Psychological Association.

Rosenberg, H., Bernstein, A. D., & Murray, L. (1985). Cost-
efficiency of psychology internship programs: Another
look at the monetary and non-monetary considerations.
Professional Psychology: Research and Practice, 16, 17-21.

Sheridan, E. P. (1981a). Advantages of a clinical psychology
residency program in a medical center. Professional Psy-
chology, 12, 456-460.

Sheridan, E. P. (1981b). A resident by any other name. . . is
short-changed: Clinical psychology training in medical
schools and hospitals. Clinical Psychologist, 34, 5-6.

Sheridan, E. P. (Ed.). (1987). The twenty-first century: The
challenge to educate clinical psychologists. Clinical Psy-
chologist, 40, 3-14.

Sheridan, E. P, Matarazzo, J. D., Boll, T. J,, Perry, N. W,,
Weiss, S. M., & Belar, C. D. (1988). Postdoctoral educa-
tion and training for clinical service providers in health
psychology. Health Psychology, 7, 1-17.

Stone, G. C. (Ed.). (1983). National Working Conference on
Education and Training in Health Psychology. Health
Psychology, 2(Suppl.).

Strickland, B. R. Follick, M., Altman, D., Cahn, J., Dingus,
C. M., Kurz, R., Temoshok, L., & Trickett, E. (1983).
Working group on apprenticeship. Health Psychology,
2(Suppl)., 131-134.

Strother, C. R. (Ed.). (1956). Psychology and mental health.
Washington, DC: American Psychological Association.

Tuma, J. M. (1985). Proceedings: Conference on Training Clini-
cal Child Psychologists. Washington, DC: American Psy-
chological Association.

Zimet, C. N., & Weissberg, M. P. (1979). The emergency
service: A setting for internship training. Psychotherapy:
Theory, Research and Practice, 16, 334-336.

Zolik, E. S., Bogat, G. A., & Jason, L. A. (1983). Training of
interns and practicum students at community mental
health centers. American Journal of Community Psychology,
11, 673-686.



CHAPTER 5

Psychologists,

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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Politics,

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 micropolitical 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.

Third-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 does 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 had 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 APAs 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 is100%
federally funded, and Part Bis 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 leve] 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 APAs Health Policy
Directorate (Buie, 1987a), mental health cover-
age, including psychologists’ services, were in-
cluded in the bill. The APAs 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 psycholo-
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.

HMO:s. 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
APASs 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
VAMC:s. 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 Struggle 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 alengthy 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.

JCAHO. In 1983, the standards of the JCAH
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
JCAH accreditation. Bersoff (1983) stated that
the JCAH 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- 1240)

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-
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Table 1. Hospitals, Politics,
and Psychologists in the News

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 D.C.
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 Monitor, Sep-
tember 1987.

Appeal dismissal affirms Calif. hospital privileges. APA
Monitor, October 1987.

Illinois hospital battle rages on. APA Monitor, 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. Make 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.
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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 implementation 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, independent 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
without the 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



72

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 APAs
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 Psychologists (1985)
and Hospital Practice: Advocacy Issues (1988),
each prepared by the APAs 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 “on 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
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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 al., 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.

Nonpermissible Criteria. According to Strom-
berg et al. (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 al., 1988, p. 334)

That issue is the source of a key political battle
already discussed in this chapter. Stromberg et
al. 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 al. 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 One’s 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
anew bridge. Offering one’s skills as an educa-
tor to teach residents or medical students about
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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 APAs 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-
cal or 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.

Atfirst 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 IPAs 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
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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 Illinois 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 not
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.

Inlight 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
Illinois 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.
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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 intradisciplinary 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 problems
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 subspecial-
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.

Intradisciplinary 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 publicimage
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
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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-
oretical orientations, 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-
tificinquiry. 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 subspecialist 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 al., 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.” Treatment 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 need 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, & Troy,
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 1a, 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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ple, 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 ef
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 intradisciplinary, 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 contathment are often, if

Michael Jospe + California School of Professional Psy-
chology, 1000 South Fremont Avenue, Alhambra, Califor-
nia 91803-1360. Sharon A. Shueman and Warwick G.
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
(JCAHO). It might be expected that the stan-
dards promulgated by the JCAHO (JCAH,
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. A QA
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?
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1. Input. Input activities include resources
such as staff, facilities, 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 standards 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 10-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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Formal 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 Level”

Threshold: Minimum percentage of charts that should
meet criterion; 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?

aAdapted from Health Services Review 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
our 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 ocC

NO

DE
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INDICATORS
Volume

# referrals 50 45 43 39 30

(30)
# referral 27 23 19 21 13
sources

(8)
Quality (Speed of
1.3

response in days)
Referral 1.4 1.1 1.1 1.0
to
assessment
(1.5)
Initiation 1.6 1.7 1.8 2.4 2.0
to
completion
(2.5)
Completion 3.4 4.4 3.2 3.4 2.7
of
report
(4.0)

37 37 44 32 41 41 43

25 24 26 15 22 23 24

1.4 1.0 1.0 1.2 1.2 1.1

2.5 2.3 1.8 1.4 2.2 2.9 2.0

4.1 3.6 2.7 2.0 2.9 5.0

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.

Itis 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: “Are appropri-
ate intervention plans developed for all patients
determined by the psychologist to need an
intervention?”
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PSYCHOLOGICAL CONSULTATION/LIAISON SERVICE

REVIEW OF RANDOMLY SELECTED CHARTS

service Unit/Month:

Emergency Room/December 1989

Criterion

Observed
%

Standard

Threshold
% %

[Consultations
requested:]

1. Pt. medical needs 100%*

attended to
2. Pt. conscious/ 95
able to
communicate

[Consultations
not requested:]

1. Pt. sustained
amputation or
other serious

loss.

Pt. involved in 5
event resulting
in death of other

Pt. exhibits 0
psychotic
behaviors

Pt. injury 0
intentionally
self-inflicted

Pt. seen in ER 8
prior to current
episode

O%**

100 98

100 98

*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 feeling 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.
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Ensuring the Consequences
of Quality Assessment

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.

Guidelines 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 may or
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 areflection 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 servicesin 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

HOSPITAL QA COMMITTEE

(multidisciplinary)

|

PSYCHOLOCICAL QA COMMITTEE I

(psychologists only)

|

MULTIDISCIPLINARY INTECRATIVE—I
REVIEW TEAM l

1]

MULTIDISCIPLINARY
TREATMENT 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 (JCAH, 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 implementa-
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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.

The 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 Psychologlst‘]
. ) |
[ CIL Psychologist develops intervention altematives |
[ Treatment team reaches consensus on appropriate intervention J
[ Treatment team implements treatment planj
' |
LTreatmenr team monitors treatment |
rTreatment team participates in discharge conrerenceJI

[ Treatment team member conducts post-discharge tollow-upw

[ Treatment team receives feedback on follow-up 1,
J

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.

The expected criterion attainment.

4. More than the expected criterion attain-
ment.

5. Much more than the expected criterion
attainment.

iad

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 MIRT

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 MIRT 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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The 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 final 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 of a well-articulated QA program for
patients, for interprofessional linkages, 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 interprofessional linkages 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 the 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-
tional leadership 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
Wworry.
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2. Ms. Bis 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 15 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.

5. 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 stafi, 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.

5. In addition to the outcome described in Num-
ber 4, above, careful follow-up plans are devel-
oped, including 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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CHAPTER 8

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
Opyster Point Boulevard, Suite 218, South San Francisco,
California 94080.

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 usual limita-
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 Kaiser-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 physicalills,
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.

Tbe 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-less 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 syndroine” 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.
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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-less 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
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Table 1. Criteria of Psychological Distress with Assigned Weights

1 point

2 points

3 points

. Tranquilizer or sedative

23.

Fear of cancer, brain tumor,

34.

Unsubstantiated complaint that

requested venereal disease, heart disease, there is something wrong with
2. Doctor’s statement patient is leukemia, diabetes, etc. genitals
tense, chronically tired, was 24. Health questionnaire: yes on 3 35. Psychiatric referral made or
reassured, etc. or more psychological questions requested
3. Patient’s statement as in No. 2 25. Two or more accidents (bone 36. Suicidal attempt, threat, or
4. Lump in throat fractures, etc.) within 1 year; preoccupation
5. Health questionnaire: yes on 1 patient may be alcoholic 37. Fear of homosexuals or of
or 2 psychological questions® 26. Alcoholism or its complications: homosexuality
. Alopecia areata delirium tremens, peripheral 38. Nonorganic delusions and/or

O 0N

10.
11.

12.

13.

14.

15.
16.

17.
18.
19.
20.
21.

22.

. Vague, unsubstantiated pain
. Tranquilizer or sedative given
. Vitamin B,, shots (except for

pernicious anemia)

Negative EEG

Migraine or psychogenic
headache

More than 4 upper-respiratory
infections per year

Menstrual or premenstrual
tension; menopausal sex
Consults doctor about difficulty
in child bearing

Chronic allergic state
Compulsive eating (or
overeating)

Chronic gastrointestinal upset;
aerophagia

Chronic skin disease

Anal pruritus

Excessive scratching

Use of emergency room; twice
or more per year

Brings written list of symptoms
or complaints to doctor

27.

28.

29.
30.

31.
32.

33.

neuropathy, cirrhosis

Spouse is angry at doctor and
demands different treatment for
patient

Seen by hypnotist or seeks
referral to hypnotist

Requests surgery that is refused
Vasectomy: requested or
performed

Hyperventilation syndrome
Repetitive movements noted by
doctor: tics, grimaces,
mannerisms, torticollis,
hysterical seizures

Weight lifting and/or health
faddism

hallucinations; paranoid
ideation; psychotic thinking or
psychotic behavior

aRefers 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-
minology as “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 ini-
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
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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 or fewer (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 eval-
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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 |
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 10-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
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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 & Dubhl, 1986, 1987).
At the same time, psychiatry is undergoing
what it terms remedicalization, a eaphemism 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-
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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 al., 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 CBTI 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-
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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
al., 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 130th 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 US. 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 (Dérken & 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 1, 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 U.S. 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
U.S. Supreme Court decision in Goldfarb v. The
Virginia State Bar (421 U.S. 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 1970s and 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 (Dorken, 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 nonphysician practitioners applying
for staff privileges. Nevertheless, Dorken et al.
(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-
wigsen & 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 “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 DRGs, 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 respects: 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% (Dorken, 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-
gery, 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 therapy, 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
yesteryear, 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,
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