
Greetings 

I am truly honored to serve as the President of the Society of Clinical 
Psychology (SCP).  For those of you who do not yet know me, I am a Fellow 
of SCP and a Distinguished Professor of Psychology and Pediatrics at the 
University of Miami, where I also serve as the Director of Clinical Training.  
Broadly speaking, my career has focused on risk and resilience factors 
that contribute to youths’ and families’ reactions to stressors and on the 
development of evidence-based interventions to prevent or reduce mental 
health problems.

Welcome to the New Year!

As I write this column, we’ve recently closed the door on 2020 (what a 
year!) and look forward to a better and brighter 2021.  For many of us, the 
past year has been one of the most stressful and challenging years ever.  
Among other things, a worldwide pandemic, extreme political divides, and 
a reckoning with systemic racism and inequity had a tremendous impact on 
our daily functioning as clinicians, scientists, educators—and people.  We 
are still in the process of addressing key issues that came to the forefront 
last year, and these issues will continue to shape our lives and work well 
into 2021 and beyond.

As we enter 2021, the Society of Clinical Psychology (SCP) remains 
committed to working to improve the field of clinical psychology. We have a 
long year ahead of us, with many tasks to accomplish and new challenges 
to greet us.  So, as I begin my presidential year, let me offer several themes 
and goals for 2021—new year’s resolutions, if you will. 

One goal for SCP is to foster greater coordination and collaboration 
within the society and among the multiple Sections of SCP.  The structure 
of SCP, with eight diverse Sections (e.g., assessment, women, and so on), 
enables psychologists with shared interests to work together on mutual 
goals in a focused manner, but it can also create silos that could limit the 
productivity and visibility of clinical psychology.  
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As an example, SCP has a Diversity Committee and 
also a Section on the Clinical Psychology of Ethnic 
Minorities (SCP, Section 6).  It becomes challenging 
to keep track of each group’s activities, and important 
efforts to promote greater diversity, equity, and 
inclusion could be splintered and duplicated, rather 
than coordinated and strong.  We are examining 
ways to address diversity and equity issues in a more 
coordinated manner.  The SCP Diversity Committee, 
together with the Section on the Clinical Psychology of 
Ethnic Minorities, is working to create a coordinating 
hub of diversity-related activities, with involvement 
and representation from each of the SCP Sections.  
Greater coordination and co-sponsoring of diversity-
related activities within SCP and the Sections would 
be an important goal.  If you are interested in 
working on diversity, equity, and inclusion issues 
within SCP, please let me know as we are in the 
process of recruiting SCP members to participate in 
this overall effort. 

Another goal for SCP is to increase the voice 
and involvement of diverse and early career 
members.  SCP is a large division of APA, with about 
3,000 members, many with established careers. Yet 
we are greatly underrepresented among early career 
psychologists (ECPs) and student members, many of 
whom also come from diverse backgrounds.  ECPs and 
students are the future of clinical psychology!  So, I’m 
asking the SCP Section on Students and Early Career 
Psychologists (Section 10) to help identify students 
and ECPs to actively serve on SCP committees and 
to encourage ECPs to become members of SCP as 
well (via financial incentives, such as free or reduced 
dues).  SCP can also work with the Section on 
Students and Early Career Psychologists to promote 
mentorship and other relevant activities more directly.  
If you are a student or early career psychologist 
reading this column and want to become more 
involved in SCP please let me know! 

A third goal is to increase the visibility of SCP 
and its Sections – and what they have to offer -- 
among the psychology community (and beyond).  
I have been a member of SCP for my entire career, 
yet I only recently became aware of the extensive 
program of continuing education activities that SCP 
hosts (with free CEs to members!).  The Society for 
the Science of Clinical Psychology (Section 3) also 
hosts an impressive Virtual Clinical Lunch series, with 
a concerted effort to put forth more diversity-related 
content from BIPOC scholars.  Now that we are more 
comfortable with the transition to virtual learning 

platforms (a bright spot of the pandemic) these 
webinar resources should be of great value to clinical 
psychologists, as they are accessible, evidence-
based, high quality, and timely.  Also stay tuned for the 
SCP programming at the upcoming APA convention 
in August.  It will be offered virtually, and with a very 
modest registration fee.  And there’s more… Are you 
aware of all the awards (student, early career, and 
senior career awards) that SCP sponsors?  Take a 
few minutes to check our website (see: https://div12.
org).  Thus, we need to get the word out about the 
valuable activities that SCP and its Sections provide 
– and partner with our Sections to extend our reach.

In addition to the above goals, I would like to see 
several themes promoted within the society’s work.  
First and foremost, SCP will continue the excellent 
work on diversity and equity issues that were 
the focus our Past-President, Dr. Elizabeth Yeater.  
Elizabeth conducted a climate survey for SCP 
members and non-members to examine how we 
are doing across multiple domains within the SCP, 
with a particular emphasis on how effectively we 
are addressing issues of diversity, broadly defined. 
In addition, Elizabeth worked to compile a list of 
extensive resources on enhancing diversity-related 
training in graduate programs. Those materials will 
soon be disseminated on SCP’s website.

It will also be useful for SCP to build on and expand 
the technology and telehealth movement in the 
science and practice of clinical psychology that 
was spurred by the COVID pandemic.  Telehealth is 
one of the silver linings of the pandemic, as it has 
greatly expanded the reach of mental health services.  
We’ve come a long way in a short time, but there is 
still much to learn and develop – for example, how 
best to conduct assessments remotely.  Expect to 
see some programming for the SCP portion of the 
2021 APA convention related to technology in clinical 
practice – both from SCP and its Sections.

Finally, in looking to the future (and on a personal 
note), I would like to see SCP play a greater role 
in understanding the impact of disasters on the 
mental health and well-being of children, youth, 
and adults, and in efforts to prevent or ameliorate 
chronic distress that develops in a significant 
minority of those exposed to such events.  As a 
clinical psychologist and prevention scientist who 
works in this area, I am struck by the relative lack of 
attention given to this important area of mental health 
need and services.  Yet, 2020 was a banner year for 
destructive weather-related disasters, with 20 billion-
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dollar-plus disasters in the U.S. alone.  In addition, 2020 
witnessed a record-breaking hurricane season, with 30 
named storms (6 of them major hurricanes).  In particular, 
residents of Louisiana and parts of the US Gulf Coast 
endured 6 storms this year – in addition to all else that 
was going on.  These events are occurring more often 
due to climate change, and this is an important area 
for clinical psychology to make its mark.  Stay tuned for 
more on this topic in another column later this year.

In Closing…..

As we begin the new year, I would like to give a big “shout 
out” to Dr. Jon Comer, who just completed his year as 
Past President, for all his hard work on behalf of SCP.  
I’d also like to thank Dr. Elizabeth Yeater who – as our 
fearless SCP President – led us through the “Pandemic 
Year” admirably!  

So, as 2021 unfolds, we have many tasks to accomplish 
and new challenges to greet us.  But we also have hope. 
I see a light at the end of the tunnel – and I choose to see 
that light as sunlight. 

Annette M. La Greca, PhD, ABPP
alagreca@miami.edu
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 The categorical approach to diagnosing mental 
health problems, embodied in the DSM, is 

almost ubiquitous in clinical psychology training, 
research, and practice.  Over the past decade, though, 
the field has seen a surge of interest in new approaches 
to diagnosis.  There is a growing sense that categorical 
diagnoses may have outlived their utility, especially for 
mental health research.  But as easy as it is to criticize 
the DSM’s many flaws (e.g., excessive comorbidity, 
within-diagnosis heterogeneity), there has been no 
obvious alternative. 

The Hierarchical Taxonomy of Psychopathology 
(HiTOP) has emerged over the past several years as a 
legitimate challenger to the DSM (Kotov et al., 2017).  It 
portrays mental disorders as a set of psychopathology 
dimensions, as opposed to categories, that vary in 
terms of breadth.  Empirical research so far suggests 
that the HiTOP system has several advantages 
(outlined below), relative to categorical nosologies 
(Krueger et al., 2018).

We write this introduction to give an accessible overview 
of HiTOP’s origins, current status, and future prospects.  
We gear our presentation to psychologists who are 
used to working with categorical diagnoses, and we 
aim to minimize jargon and technical detail.  Our goal 
is for readers to know why and how they might apply 
HiTOP in their own work.  Far from a thorough review, 
we touch briefly on several major themes and point out 

where readers can look 
for more specialized 
information.  

What is HiTOP?

HiTOP is a model of 
the major components 
of psychopathology.  
These components 
are drawn from 
empirical data—
sometimes decades of 
data—on how mental 
health problems (i.e., 
symptoms, diagnoses) 
cluster together.  In 2015, a team of experts assembled 
to integrate all this evidence into a coherent system 
designed to evolve as new data come in.  Figure 1 
summarizes the current version of the HiTOP model.

There are three key aspects of the HiTOP model.  First, 
it consists of psychopathology dimensions.  We have 
known for some time that virtually all mental health 
problems are not natural categories that are either 
present or absent (see Haslam et al.’s [2020] meta-
analysis).  Rather, they exist on a continuum, and 
everyone in the population expresses them to some 
degree.  

Second, paralleling the structure of other broad 
individual difference domains (e.g., personality, 
cognitive ability), there are hierarchical relationships 
among mental health phenotypes.  At the bottom of 
Figure 1, the symptom components and maladaptive 
personality traits reflect tight-knit bundles of signs and 
symptoms, such as anhedonia, relational aggression, 
and hallucinations.  Farther up are broader dimensions, 
such as syndromes1  (e.g., social anxiety, depression), 
subfactors (e.g., distress, fear), and spectra (e.g., 
internalizing, disinhibited externalizing).  These are 
increasingly more inclusive, heterogeneous constructs 
that represent the common themes among symptom 
clusters.  At the apex of the hierarchy, the general 
factor of psychopathology—also called the “p-factor”—
reflects the fact that nearly all mental health problems 
tend to go together (sometimes referred to as a “positive 
manifold”).    

Third, this model includes the same content as the 
DSM.  The basic units are exactly the same, they are 
just sorted differently.  This means that all of the clinical 
problems you are used to studying, assessing, and 
treating are represented in the HiTOP model, but they 
are sorted (and sometimes named) differently.  HiTOP’s 
1 HiTOP syndromes are not replicas of DSM diagnoses.  This 
is what the horizontal line in Figure 1 is intended to indicate.  In-
stead, HiTOP’s empirical syndromes are dimensional tendencies 
to experience a set of related signs and symptoms.  See Conway 
et al. (2021) for discussion.

LEAD ARTICLE: Introduction to HiTOP for Clinical Psychologists
Shannon Sauer-Zavala, Ph.D. - Editor

Christopher C. Conway
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calling card is grouping 
symptoms into higher-
order units based on 
observed/empir ical 
patterns of symptom 
and diagnostic 
c o - o c c u r r e n c e , 
synthesized across 
as many projects 
and populations as 
possible.

Why use HiTOP?

HiTOP’s most basic 
contribution is to provide 

a data-based rubric for mental health problems.  This 
is what HiTOP “is,” but it is able to “do” other things to 
improve research and clinical activities.  Here we note 
a few aspects of HiTOP’s utility.

Breaking  psychopathology down into tiers of 
dimensions enables investigators to pinpoint the exact 
level(s) of the hierarchy that contribute meaningfully 
to clinical outcomes.  A classic problem with using 
DSM diagnoses is that diagnostic comorbidity and 
heterogeneity make it virtually impossible to decide 
what part of patients’ symptomatology is “driving” an 
observed effect.  HiTOP makes this problem much 
more tractable by explicitly differentiating spectra, 
syndromes, symptom components, and so on, that 
could be behind an association, such as the effect of 
social phobia on peer relationships.  Now it is possible 
to empirically test, rather than assume, whether peer 
relationship dysfunction is attributable to individual 
differences on (1) a broad internalizing spectrum; (2) 
fear and/or distress subfactors; (3) syndromes such 

as social anxiety, depression, generalized anxiety; 
(4) symptom components such as social avoidance, 
anhedonia, irritability; or (5) some combination thereof.  
This nuance has the potential to significantly advance 
clinical theory and research design.

In the clinic, HiTOP can provide a much more detailed 
description of a patient’s symptom presentation.  The 
HiTOP system makes it possible to assess a full range 
of symptom components and maladaptive traits that are 
relevant to the patient’s presenting complaint, rather 
than being restricted by one diagnosis (or a handful 
of related problems, such as substance use disorders) 
(Ruggero et al., 2019).  Also, dimensions carry more 
information than binaries, meaning clinicians have 
a stronger sense of where a patient falls relative to 
clinical and community norms than when they make 
a binary diagnostic assessment (Markon et al., 2011).    

Dimensions have other advantages, including more  
accurate progress monitoring.  Compared to deciding 
whether a patient does versus does not have a 
condition, monitoring dimensional scores is a much 
more reliable and sensitive way to track progress 
through treatment (Rodriguez-Seijas et al., 2015).  
Studies show that dimensional thinking also improves 
prognostic decisions and judgments regarding patients’ 
risk for psychosocial dysfunction and suicidality (e.g., 
Eaton et al., 2013).

Beyond these “tangible” benefits, possibly the biggest 
upside of transitioning to HiTOP is that it puts clinical 
psychology on stronger scientific footing.  HiTOP is an 
attempt to frame the constructs we use in research and 
clinical work around the best available evidence, which 
has not always been possible in the DSM development 
process (cf. Kendler & Solomon, 2016).  This guiding 

Transcranial Electric Stimulation and Fear Extinction (continued)

Grace N. Anderson

LEAD ARTICLE: Introduction to HiTOP for Clinical Psychologists (continued)
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principle should boost 
the field’s credibility 
and the validity of 
nosology, etiological 
research, and 
intervention programs 
going forward.

How much should I 
invest?

Over the history of 
clinical psychology, 
there have been 
regular attempts to 

think outside the DSM, 
but none have become widely adopted.  The NIMH’s 
Research Domain Criteria (RDoC) initiative is a 
possible exception (Insel et al., 2010), although the 
jury is still out on how much of an impact RDoC will 
make for most clinical psychologists, and former NIMH 
director Thomas Insel is on record saying that RDoC-
oriented research failed to move the needle field-wide 
during his tenure (Rogers, 2017).  So it is natural to 
wonder about HiTOP’s significance and durability.

At the same time, there are reasons for optimism.  
Right now there seems to be a surge of interest in 
transdiagnostic approaches to psychopathology.  
The original research article presenting the HiTOP 
model has been cited over 1,000 times, according to 
Google Scholar, in about three years (Kotov et al., 
2017).  Enthusiasm seems to transcend the research-
clinical divide, as well.  Treatments that cut across 
DSM diagnostic categories are building momentum 
(Dalgleish et al., 2020).  The Unified Protocol for 
Transdiagnostic Treatment of Emotional Disorders is 
leading the way with compelling efficacy data (Barlow 
et al., 2017).

Some key organizational bodies are backing this trend.  
The NIMH swore off DSM categories in their RDoC-
based strategic plan, which concentrates instead 
on continuously distributed biological mechanisms 
that relate to mental health (https://www.nimh.nih.
gov/about/strategic-planning-reports/2020_nimh_
strategic_plan_508_160162.pdf).  The American 
Psychiatric Association has incorporated new 
dimensional elements into DSM-5 (e.g., ordinal 
ratings of substance use disorder severity), albeit to 
a smaller extent than was forecasted (Kupfer et al., 
2002).  The World Health Organization overhauled the 
personality disorder diagnosis in ICD-11 to align with a 
dimensional, hierarchical view of this domain, similar to 
the Alternative Model of Personality Disorder housed in 
DSM-5 Section III (Tyrer et al., 2019).

We view HiTOP as a good investment.  It has decades 
of data behind it, and it aligns with a growing field-

wide movement away from DSM categories toward 
more evidence-based options.  Psychologists can test 
it out for themselves to see how it improves theory, 
research, and practice in their local context.  We turn 
to suggestions for practical implementation in the next 
section.

We close this section with a metaphor that might help 
to understand the pros and cons of pursuing HiTOP.  
We think the decision between DSM and HiTOP is akin 
to the tension many psychologists feel when deciding 
whether to continue using SPSS (or similar programs 
with point-and-click interfaces) or make the switch to 
R (or another open-source, code-based software).  
SPSS’s point-and-click menu is familiar but it arguably 
limits the control the analyst has over the project.  In 
the same way, most of us are trained to understand 
p s y c h o p a t h o l o g y 
through DSM’s lens, 
but this perspective 
may not be the most 
valid representation 
of mental health 
problems.

How do I “do” 
HiTOP?

HiTOP dimensions 
can take the place of 
DSM categories in 
most research and 
clinical scenarios.  
The simplest way to 
incorporate these into 
your work is to measure them directly using HiTOP-
consistent measurement instruments (Stanton, 
McDonnell, Hayden, & Watson, 2020).  Kotov et 
al.’s (2017) Table 1 presents a thorough list of such 
assessment tools, which were generally developed 
via factor analysis of symptoms in a particular domain 
(e.g., psychosis, personality disorder).  Most of the 
ones Kotov et al. recommend reflect the hierarchical 
nature of these domains, such that there are separate 
scales that tap into broad versus specific features.  
These measures generally also have published norms 
so assessors can characterize a particular patient or 
sample relative to relevant populations.

The Achenbach System of Empirically Based 
Assessment (ASEBA) measures for youth will be a 
familiar example for most tCP readers (Achenbach 
& Rescorla, 2001).  This tool gathers information on 
internalizing and externalizing dimensions, as well as 
more fine-grain aspects of each of these domains.  For 
instance, internalizing scores can be broken down 
into narrower components: anxiety, depression, social 
withdrawal, and somatic complaints without apparent 
medical cause.  

LEAD ARTICLE: Introduction to HiTOP for Clinical Psychologists (continued)

María A. Larrazabal

Maria Martin Lopez
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Another measure we 
use often in our own 
work is the Inventory of 
Depression and Anxiety 
Symptoms (IDAS-II; 
Watson et al., 2012).  
Whereas the Beck 
Depression Inventory 
(BDI), Physician Health 
Questionnaire (PHQ-9), 
and other widely used 
scales lump different 
aspects of depression 
and anxiety into a single 
sum score, the IDAS-II 

separates the broad and 
specific components of emotional disorders so that 
they can be evaluated separately (Watson et al., 2007).  
For those interested in the cross-cutting features of 
anxiety and depression, the Dysphoria and General 
Depression scales capture the nonspecific aspects 
of this domain.  If more precision is required, one can 
administer all (or a subset of) 17 lower-order scales 
(e.g., Panic, Social Anxiety, Traumatic Intrusions, 
and Insomnia) to describe symptom components and 
maladaptive traits in HiTOP’s internalizing spectrum.

Kotov et al.’s (2017) list of HiTOP-conformant 
measures—which can also be found at https://hitop.
unt.edu/clinical-tools/hitop-friendly-measures—are 
ready to use now, but they each cover just a fraction 
of the universe of mental health problems.  A more 
comprehensive assessment form for the HiTOP model 
is now under development.  A forthcoming special 
issue of the journal Assessment will detail the progress 
HiTOP’s Measures Development Workgroup has 
made in generating and testing items that tap into the 
various components of the HiTOP structure.  Until this 
measure is fully developed, assessments that aim to 
cover a lot of terrain must be done piecemeal.  

The higher-order (i.e., broader) components of mental 
disorder can also “get into your dataset” via factor 
analysis, a statistical technique that is designed to 
detect the common thread(s) running through a set 
of observed variables (e.g., questionnaire responses, 
interviewer ratings) (see Conway, 2020, for a very brief 
introduction that invokes some HiTOP themes).  This 
has been a mainstay of the HiTOP literature so far.  
Using narrower psychopathology variables as input, 
factor analysis can delineate the broader dimensions 
that account for patterns of covariance (e.g., factor 
analyses of ASEBA data established that the 
internalizing dimension provides a good explanation 
for the overlap among anxiety, depression, social 
withdrawal, and somatic complaints).  The broad and 
specific components of some domain, parsed by factor 
analysis, can then be related to risk factors and clinical 
outcomes of interest.  Over the past five to ten years, 

this has become a common practice in etiological 
research and is just beginning to be applied in clinical 
settings (see Conway, Snorrason et al., 2021, for an 
example).

How do I learn more?

This article is intended as a quick summary.  For readers 
who want to know more, we suggest some ways to get 
started in this section.  We also describe the structure 
of the HiTOP Consortium and opportunities to get 
involved.

There are a number of general introductions to the 
HiTOP system, including the Consortium’s original 
publication in Journal of Abnormal Psychology (Kotov 
et al., 2017).  Recent Consortium-led reviews in World 
Psychiatry (Krueger et al., 2018) and the Annual 
Review of Clinical Psychology (Kotov et al., 2021) also 
outline the model’s development, scope, and promise.  
For people who are just getting to know HiTOP, we 
recommend an in-press article in Current Directions in 
Psychological Science (Conway, Krueger, & the HiTOP 
Consortium Executive Board, 2021), which spells out 
the philosophy and application of the HiTOP model for 
a general audience.

The HiTOP Consortium contains several workgroups 
(WGs) that concentrate on developing specific aspects 
of the model.  Most of the WGs have published reviews 
of the evidence in their particular areas.  The Utility 
WG described how to use the model to improve theory 
and inferences in psychological research (Conway 
et al., 2019).  It also is working on a tutorial paper 
that walks readers through several examples, using 
publicly available data and code, of typical applications 
of the HiTOP model in clinical psychological research 
(Conway, Forbes et al., 2020).  This paper is not yet 
published, but the Open Science Framework link in our 
reference section will take you to the preprint, data, 
and code. 

The Genetics (Waszczuk et al. 2020) and 
Neurobiological Foundations (Latzman, DeYoung, 
& HiTOP Neurobiological Foundations WG, 2019) 
WGs described how the HiTOP model advances 
biological research, an area that for years has been 
chafing against the constraints of DSM diagnosis.  The 
Personality WG outlined how personality—which is itself 
hierarchically oriented—interfaces with a hierarchical 
model of psychopathology (Widiger et al., 2019).  
Finally, particularly relevant to clinical psychologists, 
the Clinical Translation WG explained how the HiTOP 
model could transform clinical assessment and 
psychotherapy development, and how the HiTOP 
model can be put into practice now (including a case 
example) (Ruggero et al., 2019).

People who would like to get involved with the 
Consortium are invited to visit its website, where 
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there is a page with instructions on how to get in 
touch (https://renaissance.stonybrookmedicine.edu/
HITOP/GetInvolved).  Right now, there are two entry 
requirements: (1) a doctoral degree; and (2) a record 
of publishing “HiTOP-conformant research,” which 
basically means any work connected to the dimensional 
and/or hierarchical structure of psychopathology.  
We note that these eligibility criteria may change in 
the near future.  The first author (CCC), who is part 
of HiTOP’s Executive Board, is happy to respond to 
emails about membership questions (or other aspects 
of the Consortium and its activity).

Caveats

Despite the weight of evidence behind it, HiTOP 
remains a work in progress, and not everyone agrees 
that it is ready for prime time.  Recent issues of the 
journal World Psychiatry (October 2018 and February 
2021) are good places to find critical appraisals of 
HiTOP’s potential.  We touch on some of the most 
important points here.

HiTOP does not yet cover some aspects of mental 
disorders that should be part of a comprehensive 
nosology.  Several neurodevelopmental and 
neurocognitive conditions, for example, are not yet 
incorporated into the model (Kotov et al., 2021).  Also, 
much of the Consortium’s work thus far has been on 
symptom covariation on a between-person level; there 
has been very little work into symptom structure and 
dynamics within people, which arguably is a more 
important level of analysis from a clinical perspective 
(e.g., Wright & Woods, 2020).  Some argue that factor 
analysis—with its assumption that latent dimensions 
are the common cause of observed symptoms/
diagnoses—is not the ideal way to understand the 
structure of psychopathology (Borsboom, 2017), 
although others contend that latent dimensions can 
be useful ways to summarize symptom information 
regardless of their causal status (see Jonas & Markon, 
2016).  One could also argue that HiTOP does not 
convey information about biological bases of mental 
illness, which will continue to be a major focus of 
psychiatry and certain sectors of clinical psychology 
(Lahey et al., 2021).  Recent efforts have been made, 
however, to describe the interface between HiTOP 
and RDoC, and how these two systems meaningfully 
complement one another (Michelini et al., 2020; see 
also Table 1 in Conway, Forbes et al., 2019).

Much of the criticism for HiTOP thus far has 
revolved around clinical implementation.  Some 
observers believe that unfamiliarity of the model 
and incompatibility with current billing and insurance 
systems could be insurmountable practical problems 
(Tyrer, 2018; Zimmerman, 2021).  It will unavoidably be 
difficult to break into the clinical landscape and mental 
health training programs (ranging from undergraduate 
courses to clinical internships), which are so thoroughly 

dominated by DSM, but there are some encouraging 
signs in recent research: practitioners tend to find 
dimensional rubrics like HiTOP to be clinically useful 
and, in many ways, prefer it to DSM’s categorical model 
(Hopwood et al., 2020; Widiger & Mullins-Sweatt, 
2010).  The fact remains, though, that compelling 
evidence of clinical utility (e.g., ease of use, improved 
patient outcomes) will be needed to sway the clinical 
and training communities.

Conclusion

HiTOP is a more valid, scientifically tenable classification 
system than DSM.  But the jury is still out regarding 
whether it will win over the professional community.  
We hope this article prompts clinical psychologists to 
consider how HiTOP can make valuable additions in 
their own research and clinical contexts.
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Ethical Considerations for 
Psychologists Looking to Offer 
Coaching Services
Adam Fried, Ph.D.
Midwestern University

Melissa Flint, Psy.D.
Midwestern University 

COVID-19 has affected mental health practitioners 
and their practices in unanticipated ways. Many 
psychologists have adopted telehealth services and 
may be considering leveraging this new method of 
working with clients to add services to their existing 
practices to make themselves more marketable, 
accessible and – frankly – to pay the bills. One such 
service many psychologists may be considering is 
coaching.

At first glance, there appear to be several similarities 
between coaching and therapy. In many ways coaching 
and consulting have been long-standing components 
of psychology (Gebhardt, 2016). Life coaching is an 
ever-expanding area which originates from the desire 
to effect change in one’s life. In order for us to delve into 
this conversation, first establishing some differences 
between coaching and psychotherapy may be helpful. 
One focus of coaching, according to the TRUST Risk 
Management Sample Coaching Document (https://
parmastaging.trustinsurance.com/Portals/0/adam/
Content/TQU3Dgx97k-xSlVJoOfE-A/File/Sample%20
Coaching%20Contract.doc), is on the “development 
and implementation of strategies to reach client-
identified goals of enhanced performance and personal 
satisfaction.” Coaching may address issues like life 
balance or job performance. Psychotherapy, on the 
other hand, is focused on the identification, diagnosis, 
and treatment of mental and nervous symptoms and 
disorders. Our goal in therapy is often to alleviate or 
resolve symptoms and understand their origins. 

Coaching is often seen as an unregulated practice 
(except in a few states; Aboujaoude, 2020; Anderson 
et al., 2012; Harris, 2019). Concerns amongst 
psychologists and some state psychology boards have 
been noted about the overlap between coaching and 
therapy services and the extent to which some may use 
the term “coaching” in an effort to avoid being subject 
to state board rules and regulations. Below we highlight 
some important ethical and practical considerations for 
psychologists who offer or who are considering offering 
coaching services.

Coaching vs. Therapy: Clarifying Roles and 
Expectations

As Aboujaoude (2020) points out, the line where 
coaching ends and where therapy begins is 
increasingly blurry. Both have a goal of helping and 
improving one’s functioning but at point are coaching 
strategies also psychotherapy techniques? Clients 
might also be confused about the differences between 
a coaching and psychotherapy experience so providing 
explicit information at the outset is necessary to avoid 
confusion. A coaching contract (although analogous to 
informed consent, it may be helpful to further separate 
coaching and therapy services by calling only your 
psychotherapy consent “informed consent” and your 
coaching consent a “contract”) should attempt to clarify 
to clients information about the goals of the service, 
expected risks and benefits, practice policies, fees 
and financial arrangements, confidentiality, and an 
explanation of what coaching is and how it differs 
from psychotherapy.   -See TrustPARMA for a sample 
coaching contract (https://parma.trustinsurance.com/
Resources/Articles/sample-coaching-contract).  

While clinical psychologists have training in assessing 
and treating mental disorders, it may also be helpful 
for clinicians to delineate between areas of focus 
appropriate for psychotherapy and those appropriate 
for coaching. For example, clients responding to a 
psychologist advertisement for executive coaching for 
generalized anxiety may be confused in terms of the 
nature and focus of services (Aboujaoude, 2020).

Competence

	 Psychologists who are considering offering 
coaching services should also ensure that they have 
appropriate training. Specifically, 2.01 (a) Boundaries of 
Competence states, “Psychologists provide services, 
teach, and conduct research with populations and in 
areas only within the boundaries of their competence, 
based on their education, training, supervised 
experience, consultation, study, or professional 
experience” (APA, 2017).  Several authors (e.g., 
Aboujaoude, 2020; Gebhardt, 2016) have noted that 
this may not be as clear cut in terms of coaching. While 
there are some training programs for coaches, it is not 
clear if there are standards for training that are accepted 
across all coaching professionals. In addition to core 
coaching tenets and strategies, psychologists should 
also determine their competencies to coach in specific 
areas (Harris, 2019). For example, a psychologist who 
would like to offer career coaching services should be 
able to demonstrate the requisite training, education 
and/or supervised experience in terms of career fit and 
development.   

Multiple Relationships and Jurisdiction

Many believe it is unethical to serve as coach and 
psychologist either at the same time or in different 
periods of time (see APA Ethics Code (2017) Standard 
3.05 Multiple Relationships). Anderson, Williams, 
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and Kramer (2012) noted, “As psychologists work to 
understand what services clients need, they need to 
stay true to the original role established when they 
initially contracted with the clients or completed the 
informed consent process” (p. 175). 

As noted above, it can sometimes be difficult to 
determine where therapy ends and coaching begins in 
certain cases (Aboujaoude, 2020). For psychologists 
offering coaching services, this distinction can have 
important implications for practice in terms of the 
psychologist’s role, especially when coaching clients 
reside in other states. There have been cases where 
psychologists have changed their role from “therapist” 
to “coach” with clients who moved to different states 
in order to circumvent state licensing rules. While 
some therapists may offer a rationale that this change 
maintains a continuity care and is in the patients’ 
best interests, state licensing boards may not be 
sympathetic.  

Fees and Financial Arrangements 

Coaching services can be lucrative for psychologists 
and there are several different fee models that are used 
(Gebhardt, 2016). Psychologists who offer coaching 
services, however, should be aware of possible ethical 
conflicts in terms of fees and financial arrangements. 
Coaching is separate from psychotherapy and should 
not be billed as such. These are important rules to let 
clients know up front; there have been cases where 
clients who no longer can pay out-of-pocket for 
services have asked sympathetic therapists to bill their 
or a family member’s insurance or provide a superbill 
for them to be reimbursed using service and diagnostic 
codes specific to mental health services. These types of 
deceptive activities can lead to serious consequences 
for the psychologist, no matter how well-meaning the 
therapist (see APA Ethics Code 2017, Standards 6.04 
Fees and Financial Arrangements and 6.06 Accuracy 
in Reports to Payors and Funding Sources).

Confidentiality 

Psychologists who are planning to offer coaching 
services should also consider confidentiality 
procedures, their reporting requirements (which are 
often state-specific) and how they will communicate 
these policies with clients (Gebhardt, 2016). In many 
states, mandatory reporting laws are attached to the 
professional rather than the specific activity; therefore, 
psychologists engaging in coaching activities may 
still be considered mandatory reporters, even though 
they are not in a psychotherapy or psychological 
assessment role. 

Some coaching relationships may be paid by employers 
or organizations. In these situations, it should be 
made clear who has access to coaching session files 
(including notes) and under which circumstances 

(if any) a third party may access the records. For 
example, an organization paying for coaching services 
for employees may demand that a psychologist turn 
over records or have monthly meetings to discuss 
employee progress. Psychologists should determine 
before-hand what the policies will be and ensure that 
clients/patients consent to such disclosures.  

Practical Considerations

Harris (2019) offers an excellent detailed discussion 
of some practical issues to consider for psychologists 
who are interested in offering coaching services. Some 
of these include: 

Where to Practice: Office-based psychotherapy is 
generally limited to the state of licensure (multi-state 
licensure aside). However, what about telehealth 
and the ability to practice (virtually) anywhere? Most 
psychologists understand that they cannot just set up 
a professional psychology practice in any state of their 
choosing but the boundaries for coaching are somewhat 
unclear. Psychologists should check with state boards 
and possibly their malpractice carrier to determine 
whether they may be able to offer coaching services in 
other states. On a related note, psychologists should 
confirm whether their professional malpractice policy 
provides coverage for coaching services (Harris, 2019).

Documentation and Record-keeping: What types of 
records should you keep for coaching? Documentation 
for coaching will likely be different from psychotherapy 
paperwork but should include sufficient information 
to be able to understand what was happening during 
coaching sessions, demonstrate competence, and 
document risk and risk-minimizing procedures. Others 
have recommended that psychologists look at their 
documentation and determine whether the types of 
records kept are so close to psychotherapy records 
(e.g., treatment plan, diagnosis) that it could be inferred 
that you are practicing psychotherapy. For example, if 
notes and paperwork are kept on the same Electronic 
Health Record (EHR) system as psychotherapy notes, 
is there a chance that the relationship and activity could 
be seen as psychotherapy instead of coaching? 

Screening and Accepting Clients: How will you 
determine whether a prospective client is appropriate for 
coaching? How do you determine whether underlying 
mental health issues may impact a coaching relationship 
or whether these may be primary problems for a client? 
A client with significant mental health problems who is 
not receiving related treatment may not be an ideal 
coaching client, as coaching meetings may quickly turn 
into therapy sessions. One ethical consideration is how 
similar is the complaint/ issue the client is presenting 
for coaching to the subject matter that would typically 
be addressed through psychotherapy? Psychologists 
may consider limiting coaching to specific focus areas 
that do not overlap with mental health treatment, such 
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as career enhancement. It may also be helpful to 
assess the power differential in the relationship; Harris 
(2019) points out that the closer to psychotherapy the 
relationship is, the higher the power differential. Finally, 
how are you identifying your high-risk clients? The 
higher risk coaching client may be more likely to have 
problems similar to those seen in psychotherapy.  

Planning and Consultation: It may be helpful to 
develop a plan in the event a coaching client needs 
psychotherapy services at some point either in 
addition to or instead of coaching services or when 
problems may arise in the coaching-client relationship. 
In general, consultation with colleagues may be 
very helpful to address possible ethical and/or risk 
situations; psychologists offering coaching services 
should consider developing a network of professionals 
who are familiar with coaching and related issues.

Conclusion 

Careful consideration of the similarities and differences 
between coaching and psychotherapy practices is 
an important component of ethical planning and risk 
management. Offering coaching services to augment a 
therapy practice may be appealing for several reasons. 
Caution, however, is warranted when the psychologist 
who uses the term “coaching” in order to extend 
psychotherapy relationships outside of the bounds 
of regulation or licensure. It is clear that jurisdictional 
boards and professional associations will need to 
weigh in on with practice suggestions and guidelines 
as there is potential for complaint from “clients” (be 
they coaching or therapy).  

Because the lines between therapy and coaching are 
not always clear, psychologists who are considering 
offering coaching services need to be careful that 
their services are not simply psychotherapy under a 
different title. In the end, we recognize Harris (2019) 
for his excellent contributions in this area and second 
his “duck” analogy. The substance of your practices 
and policies may hold more weight to a licensing board 
than whether the professional labels it “coaching” 
or something else; as Harris states, “…if it waddles, 
quacks, and swims like a duck, it will be treated like 
a duck, even if you are calling it an elephant” (Harris, 
2019, p. 6). Our hope is that this article provides 
psychologists with an overview of some of the tricky 
ethical issues that may arise in offering coaching 
services and will inform decisions to protect themselves 
and the welfare of those with whom they work.
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CE News: Society of Clinical 
Psychology Teams with the 
National Institutes of Health 
Science of Behavior Change 
Program
J Kim Penberthy, PhD
University of Virginia
School of Medicine

Michael W. Otto, PhD
Boston University

On behalf of the Society for Clinical Psychology CE 
Committee, I am very pleased to announce that our 
Division has established a new liaison with the National 
Institutes of Health (NIH) Science of Behavior Change 
(SOBC) program. The NIH SOBC program is devoted 
to improving understanding of human behavior change 
across a broad range of health-related behaviors. The 
core mission of SOBC is to bring basic, clinical, and 
translational scientists across disciplines together 
to identify the underlying neural, cognitive, affective, 
interpersonal, and environmental mechanisms that 
bring about behavior change. The NIH SOBC has 
proposed a rigorous experimental medicine approach to 
serve as the framework for identifying the mechanisms 
that drive behavior change and for communicating 
scientific advances across disciplines. 

What is our new SCP association with the NIH 
SOBC? We are joining with the SOBC to aid their 
goal of communicating scientific advances as well 
as the frame of inquiry that is represented by the 
experimental medicine approach. Through our CE 
program we are targeting this communication to 
psychologists in general and to our SCP members 
in particular. Specifically, we have become the CE 
provider for the NIH SOBC grand round and speaker 
series. In addition to state-of-the-art information on 
research and clinical advances, one task for the SOBC 
is to change how we think about clinical science, and 
the core importance of understanding the mechanisms 
behind treatments – addressing the question of why 
treatments lead to beneficial effects. Indeed, the SOBC 
Resource and Coordinating Center offers resources to 
facilitate the investigation of treatment mechanisms 
and the development of new mechanisms through a 
process of: (1) identifying hypothesized mechanisms 
of behavior change, (2) developing reliable measures 
of those mechanisms, (3) conducting experiments 
to influence those mechanisms, and/or (4) testing 
whether influencing a hypothesized mechanism 
indeed yields behavior change. All clinical scientists 
interested in viewing, downloading, or contributing 

measures for use in behavioral science, or related 
fields, should visit the SOBC Repository (https://
measures.scienceofbehaviorchange.org/). Also, as 
is often apparent in NIH grant applications, use of 
an experimental medicine approach is encouraged 
or required across a wide range of NIH Institutes for 
clinical research (see https://commonfund.nih.gov/
behaviorchange/related).

In sum, we welcome this tighter relationship between 
NIH SOBC and the SCP and we look forward to including 
their excellent programming in our CE offerings. The 
first of these CE presentations came on-line for us on 
January 6, 2021, with a very timely webinar on the 
“Roles for Behavioral Science in COVID-19 Vaccination 
Efforts.” As a reminder, all SCP members now access 
to our CE program for free. Please make use of this 
excellent benefit of being an SCP member!
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SCP Member Spotlight on 
Thomas G. Plante, Ph.D., ABPP

Please provide an overview of your work 

Although much of my early career was focused on 
clinical health psychology (e.g., eating disorders, 
anxiety disorders, and the psychological and health 
benefits of aerobic exercise), in more recent decades 
my work has shifted to the clinical integration of 
psychology and religion/spirituality. I do psychological 
evaluations and treatment for Catholic, Episcopal, 
and Orthodox clerics and clerical applicants, serve 
on a variety of local and national committees for child 
protection in the Catholic Church, and am perhaps 
most known for my clinical, research, and consultative 
work with clerical sex offenders and their victims, as 
well as screening applicants for seminary and religious 
life. Additionally, I teach and write a great deal on 
professional and personal ethics. 

I am primarily a college professor teaching 
undergraduates at Santa Clara University, but also 
teach in psychiatry at Stanford University and maintain 
a small private practice in Menlo Park, California.

Where did you complete your training?  

I graduated with an undergraduate psychology degree 
from Brown University and earned my PhD in clinical 
psychology from the University of Kansas. I did my 
clinical internship and postdoctoral fellowship at Yale 
University. 

What is your current position/occupation?

I am the Augustin Cardinal Bea, S.J. University 
Professor, professor of psychology, and by courtesy, 
religious studies, at Santa Clara University and direct 
the Applied Spirituality Institute there. I am also a 
scholar in residence at the Markkula Center for Applied 
Ethics at Santa Clara and chair the university’s IRB 
committee. Additionally, I am an adjunct clinical 
professor in psychiatry and behavioral sciences 
at Stanford University School of Medicine where I 
teach ethics and professional issues for child clinical 
psychology interns. I am also the editor-in-chief of the 
APA journal, Spirituality in Clinical Practice.

Can you describe the ways that your career has 
taken shape over time? How did you get to where 
you are today?

No matter how thoughtful, careful, and planful you might 
be, life so often takes you in unexpected directions. Since 
I am from Rhode Island, I assumed that I would settle in 
Rhode Island and work in behavioral medicine somehow 
affiliated with my alma mater, Brown University. I ended 
up teaching at Santa Clara and Stanford Universities 

and having a small 
private practice in 
northern California 
where my wife, 
Lori, is from. Lori 
and I were fellow 
clinical psychology 
graduate students 
at Kansas and I 
ultimately followed 
her back to 
California after 
training. Once in 
California, I worked 
full time in psychiatry 
at Stanford, but 
being a psychologist 
in a psychiatry 
department at 
Stanford had many career advancement limitations.  
That led me to move to the Children’s Health Council 
where I was chief psychologist and director of mental 
health services. A friend of mine who is a Jesuit priest 
and clinical psychologist on faculty at Santa Clara at 
the time encouraged me to apply for a tenure-track 
faculty position there. I did and it has been one of the 
very best professional decisions of my career as I have 
been happily there for 27 years and love teaching 
undergraduates in an engaging and friendly Jesuit 
university.  

How long have you been a member of SCP?  Please 
indicate any past or present roles in SCP (e.g., 
leadership, committees, task forces, etc.)?

I have been a member of SCP since about 1990. I have 
not had a leadership position recently but would be 
happy to get more involved!

Please describe any roles you have with APA or 
other national, state, or local organizations.

I am on APA’s Council of Representatives (Representing 
Division 36, i.e., the religion and spirituality division) 
and the Council’s Leadership Team. I have also been 
the Council’s “civility ambassador” and chaired APA’s 
civility working group to help psychologists effectively 
engage with one another as a profession. 

I have also been vice chair of the national review board 
for the US Conference of Catholic Bishops working 
on policies and procedures for child protection in the 
Church. I am on similar regional and local committees 
on child protection for the Jesuits and for the Diocese 
of San Jose. 

SCP MEMBER SPOTLIGHT: Dr. Matthew Southward

Thomas Plante, Ph.D., ABPP
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SCP MEMBER SPOTLIGHT (continued)

What do you see as an important direction for the 
field of Psychology?  

There are so many important directions that it is 
impossible to list them all. Certainly, most of the 
troubles in our country and in the world are due to 
human behavior. Our current COVID-19 pandemic, 
racism, poverty, discrimination, inequality, gun 
violence, physical, sexual, and emotional abuse, drug 
addiction, homelessness, climate change, mental and 
physical health problems, and so forth have, are at their 
very roots, problems in human behavior. Most of our 
personal struggles (e.g., stress, anxiety, depression, 
addiction) are due to challenging thoughts, feelings, and 
behavior about ourselves or about others. Psychology 
clearly should be the go to profession to help better 
inform the public to help strategize, manage, and solve 
these problems. An appropriate psychologist should 
be on CNN, and other major news outlets, every day. 
Additionally, we should have an op-ed in a major 
newspaper each day as well. Sadly, we seem to live 
in a world where celebrities, politicians, sports figures, 
and social media influencers are listened to much more 
attentively about their views regarding human behavior 
than from evidence based psychologists. This really 
needs to change and we cannot rest until it does so.

What are your hobbies?  

I grow Syrah wine grapes. After all, if you live in northern 
California and your name is, “Plante,” you have to grow 
something and since we are located close to the Napa 
Valley area, it might as well be wine grapes! I have 
about 100 vines and a local winery makes our wine 
under the La Honda Winery - TLZ Plante Family label. 
It actually has won some awards in wine competitions 
hosted by the San Francisco Chronicle. It has been a 
great family hobby. I also run daily and have done so 
since 1976. 

What led to your interest in clinical psychology 
and/or area of interest?

As a middle school student, I happened upon the Bob 
Newhart Show, a popular sitcom in the 1970s when 
Bob Newhart plays a psychologist. I was mesmerized 
by the notion that you could earn a living by listening 
to people discuss their troubles and, as a rather nosy 
busybody young person, this sounded much better 
than my father’s manual labor! Ironically, many years 
later, Bob Newhart was the commencement speaker at 
Santa Clara University in 2000. Since I was psychology 
department chair at the time, the university president 
invited me to host him for the day, introduce him at the 
graduation ceremony, and hood him for his honorary 
doctorate. It was one of the most fun and rewarding 
days of my life! 

Join a Division 
12 Section

The Society of 
Clinical Psychology 
(Division 12) has 
eight sections 
covering specific 
areas of interest.

To learn more, 
visit Division 12’s 
section web page:
www.div12.org/
sections/

Ψ
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SECTION UPDATES: Sections 7 & 8

Section 7: Emergencies & Crises
Section 7 Participates in Study of Education 
and Training in Behavioral Emergencies
Phillip M. Kleespies, Ph.D., ABPP

 Surveys, such as those by Bongar and Harmatz 
(1991) and Kleespies, Penk, and Forsyth (1993), 

assessed the prevalence of education and training for 
psychologists in the assessment and management of 
suicide risk. Despite the fact that suicide risk can be a 
life-or-death issue for some mental health patients, and 
despite the fact that virtually all practicing psychologists 
see patients who, at times, have suicidal thoughts or 
plans, Bongar and Harmatz reported that only 40% 
of graduate programs in clinical psychology offered 
any formal training in the study of suicide. Moreover, 
Kleespies, et al. noted that approximately 55% of a 
sample of recent psychology interns had had some form 
of didactic instruction on patient suicide risk, but the 
instruction was very limited (i.e., one or two lectures). 

The surveys just noted above are dated. We do not have 
current information on whether psychology graduate 
programs and/or psychology internship programs have 
increased or decreased efforts to educate graduate 
students or interns in this area of practice. The same 
can also be said about education and training in 
the assessment and management of another major 
behavioral emergency (i.e., the risk of patient violence). 
Thus, for example, Guy, Brown, and Poelstra (1990) 
conducted a national survey of psychologists on the 
training that they had received in the assessment and 
management of potential patient violence. They found 
that their sample had a mean of one hour of clinical 
training in the management of patient violence risk during 
their predoctoral years. 

To gather more current information on the education 
and training of psychologists in the assessment and 
management of behavioral emergencies, the SCP - 
Division 12 Section on Clinical Emergencies and Crises 
(Section 7), in collaboration with the Clinical Crises 
and Emergencies Research Laboratory (under the 
direction of Dr. Bruce Bongar at Palo Alto University), 
has undertaken two national surveys. One is a survey 
of the Directors of APA-accredited graduate programs 
in psychology and the other is a survey of the Directors 
of APA-accredited psychology internship programs. In 
each survey, the participants were asked to respond to 
a series of questions about what education and training 
graduate students or interns in their program receive in 
regard to the assessment and management of patient 
suicide risk and patient risk of violence. Data collection 
has now been completed and data analysis is under 
way. Further information to follow as analysis and results 
become available. The SCP - Division 12 Section on 
Clinical Emergencies and Crises (Section 7) will offer 
a program at the Annual APA 2021 Convention entitled 

Suicide and Violence Risk Training in APA-Accredited 
Clinical Psychology Graduate and Internship Programs.

Section 8: Association of 
Psychologists in Academic 
Medical Centers

Spotlight on APAHC
What is an Academic Health Center psychologist?

Academic health center psychologists work in settings 
with a tradition of integrated and interdisciplinary service, 
research, and education, which may include teaching 
hospitals, medical schools, allied health schools, and/
or VA/Military Medical Centers. In those settings, they 
model and define psychologists’ roles in health and 
illness for their trainees and for other health professions.

What does APAHC do?

APAHC provides a venue for peer mentoring 
from trainee through senior career status.

APAHC provides leadership in issues related to clinical 
service, education and training, research, and governance.

APAHC organizes a biennial conference focused on the 
work of psychologists in academic health centers. Our 
next conference, Academic Health Center Psychologists 
as Agents of Change: Leadership, Innovation & 
Resilience, will be held virtually March 4-5, 2021. 

APAHC collaborates with the American Psychological 
Association (APA), the Association of American 
Medical Colleagues (AAMC), and other organizations 
to promote the values and mission of our organization.

How has APAHC responded to the challenges of 
COVID-19?

The members   of   APAHC have compiled a list of resources 
to assist professionals and individuals adapt and cope to the 
challenges posed by the current pandemic. Check out our 
resource library at https://ahcpsychologists.org/covid19

Where can I find more information about APAHC?

More information about APAHC and membership can 
be found on our website, as well as our Twitter and 
Facebook accounts! 

. 

Ψ

Ψ
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The Clinical Psychologist is a quarterly publication of the Society of Clinical Psychology (Div 
12 of the APA). Its purpose is to communicate timely and thought provoking information in the 
domain of clinical psychology to the Division members. Also included is material related to 
particular populations of interest to clinical psychologists. Manuscripts may be either solicited 
or submitted. In addition, The Clinical Psychologist includes archival material and official 
notices from the Divisions and its Sections to the members. 

Inquiries and submissions should be sent
to the Editor, Shannon Sauer-Zavala Ph.D. at: ssz@uky.edu

To subscribe, contact Tara Craighead 
404.254.5062 | division12apa@gmail.com

INSTRUCTIONS FOR ADVERTISING IN THE CLINICAL PSYCHOLOGIST

Display advertising and want-ads for academic or clinical position openings will be 
accepted for publishing in the quarterly editions of The Clinical Psychologist.

Originating institutions will be billed by the APA Division 12 Central Office. Please send 
billing name and address, e-mail address, phone number, and advertisement to the 
editor.  E-mail is preferred.

For display advertising rates and more details regarding the advertising policy, please 
contact the editor.

Please note that the editor and the Publication Committee of Division 12 reserve the right 
to refuse to publish any advertisement, as per the advertising policy for this publication.
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Hogrefe Publishing
30 Amberwood Parkway
Ashland, OH 44805
Tel. 800 228 3749 / Fax 419 281 6883 
customerservice@hogrefe.com
www.hogrefe.com/us

Book series developed and edited with the support of the 
Society of Clinical Psychology (APA Division 12) 

Advances in  
Psychotherapy
Evidence-Based Practice

The editors

Distinguished Consulting Faculty Member, Saybrook 
University, Oakland, CA. Danny trained as a clinical 
psychologist at the University of Hawaii, and then 
completed a postdoctoral year of training at the Uni-
versity of Mississippi Medical Center. He retired from 

the University of Missouri School of Medicine and 
then taught at Alliant International University and 
the American University of the Caribbean. Dr. Wed-
ding continues to write, lecture, and consult from his 
home in Berkeley, California.

Kenneth E. Freedland, PhD
Professor of Psychiatry and 
Clinical Health Psychology, 
Washington University School 
of Medicine, St. Louis, MO

J. Kim Penberthy, PhD, ABPP
the Chester F. Carlson Pro-
fessor of Psychiatry & Neu-
robehavioral Sciences at the 
University of Virginia School of 
Medicine in Charlottesville, VA

Jonathan S. Comer, PhD
Professor of Psychology and 
Psychiatry Director, Men-
tal Health Interventions and 
Technology (MINT) Program 
Center for Children and Fami-
lies Florida International Uni-
versity Miami, FL

Linda Carter Sobell, PhD, 
ABPP
Professor in the Center for 
Psychological Studies, Nova   
Southeastern University, Ft. 
Lauderdale, FL

The series provides practical evidence-based guidance on the 
diagnosis and treatment of the most common disorders seen 
in clinical practice − and does so in a uniquely reader-friendly 
manner. A new strand is dealing with methods and approaches 
rather than specific disorders. Each book is both a compact 
how-to reference for use by professional clinicians in their daily 

work, as well as an ideal educational resource for students and 
for practice-oriented continuing education. To date, 43 volumes 
plus 4 new editions have been published. 

Visit https://www.hogrefe.com/us/apt to find out more about 
the series.

Hogrefe Publishing
361 Newbury Street, 5th Floor
Boston, MA  02115
Tel. +1 857 880 2002 (office)
customerservice@hogrefe.com
www.hogrefe.com/us

Danny Wedding, PhD, MPH
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Daria J. Kuss / Halley M. Pontes

Internet  
Addiction

Vol. 41, 2019, iv + 86 pp.
ISBN 978-0-88937-501-7
Also available as eBook

Internet use is an integral part of our daily lives, but at what  
point does it become problematic? What are the different kinds 
of internet addiction? And how can professionals best help cli-
ents? This accessible, evidence-based book by leading experts 
answers these questions by outlining the current assessment 
and treatment methods for internet addiction. Includes a 12–15 
session treatment plan using the method and setting with the 
best evidence: group CBT, and printable tools for assessment 
and treatment.

Gregory S. Chasson /  
Jedidiah Siev

Hoarding  
Disorder

Vol. 40, 2019, viii + 76 pp.
ISBN 978-0-88937-407-2
Also available as eBook

Hoarding disorder presents particular challenges in therapeutic 
work, including poor treatment adoption. This evidence-based 
guide written by leading experts presents the busy practitioner 
with the latest knowledge on assessment and treatment of 
hoarding disorder. The reader gains a thorough grounding in  
the treatment of choice for hoarding – a specific form of CBT  
interweaved psychosocial approaches to ensure successful 
treatment. Printable tools help practitioners carry out therapy.

J. Kim Penberthy

Persistent  
Depressive Disorders 

Vol. 43, 2019, vi + 106 pp.
ISBN 978-0-88937-505-5
Also available as eBook

Expert, evidence-based guidance on persistent depressive dis-
order (PDD) for busy practitioners who need to know how to as-
sess, diagnose, and treat this difficult to identify and potentially 
life-threatening disorder. The therapies that have the strongest 
evidence base are outlined, and in particular the cognitive be-
havioral analysis system of psychotherapy (CBASP), a treatment 
specifically developed for PDD. Printable tools in the appendi-
ces can be used in daily practice.

William K. Wohlgemuth /  
Ana Imia Fins

Insomnia

Vol. 42, 2019, viii + 94 pp.
ISBN 978-0-88937-415-7
Also available as eBook

This concise reference written by leading experts for busy clini-
cians provides practical and up-to-date advice on current ap-
proaches to diagnosis and treatment of insomnia. Professionals 
and students learn to correctly identify and diagnose insomnia 
and gain hands-on information on how to carry out treatment 
with the best evidence base: cognitive behavioral therapy for in-
somnia (CBT-I). Copyable appendices provide useful resources 
for clinical practice.

Latest titles in the series
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Children & Adolescents
•  Childhood Maltreatment, 2nd ed. by C. Wekerle / D. A. Wolfe / 

J. A. Cohen / D. S. Bromberg / L. Murray (2019)
•  Childhood Obesity by D. E. Wilfley / J. R. Best /  

J. Cahill Holland / D. J. Van Buren (2019)
•  ADHD in Children and Adolescents by B. P. Daly /  

A. K. Hildenbrand / R. T. Brown (2016)

Sexual Disorders
•  Sexual Dysfunction in Women by M. Meana (2012)
•  Sexual Dysfunction in Men by D. Rowland (2012)
•  Sexual Violence by W. R. Holcomb (2010)

Other Serious Mental Illnesses
•  Persistent Depressive Disorders by J. K. Penberthy (2019)
•  The Schizophrenia Spectrum, 2nd ed. by W. D. Spaulding /  

S. M. Silverstein / A. A. Menditto (2017)
•  Bipolar Disorder, 2nd ed. by R. P. Reiser / L. W. Thompson /  

S. L. Johnson / T. Suppes (2017)
•  ADHD in Adults by B. P. Daly / E. Nicholls / R.T. Brown (2016)
•  Depression by L. P. Rehm (2010)
•  Suicidal Behavior by R. McKeon (2009)

Behavioral Medicine and Related Areas
•  Insomnia by W. K. Wohlgemuth / A. Imia Fins (2019)
•  Alzheimer's Disease  and Dementia by B. T. Mast /  

B. P. Yochim (2018)
•  Multiple Sclerosis by P. B. Werfel / R. E. Franco Durán /  

L. J. Trettin (2016)
•  Headache by T. A. Smitherman / D. B. Penzien / J. C. Rains / 

 R. A. Nicholson / T. T. Houle (2014)
•  Chronic Pain by B. J. Field / R. A. Swarm (2008)
•  Treating Victims of Mass Disaster and Terrorism by  

J. Housley / L. E. Beutler (2006)

Methods and Approaches 
•  Mindfulness by K. Witkiewitz / C. R. Roos / D. Dharmakaya 

Colgan / S. Bowen (2017) 

Anxiety and Related Disorders
• Hoarding Disorder by G. S. Chasson / J. Siev (2019) 
•  Obsessive-Compulsive Disorder in Adults by  

J. S. Abramowitz / R. J. Jacoby (2014)
•  Generalized Anxiety Disorder by C. D. Marker / A. Aylward 

(2011)
•  Social Anxiety Disorder by M. M. Antony / K. Rowa (2008)

• Internet Addiction by D. J. Kuss / H. M. Pontes (2019)
•  Substance Use Problems, 2nd ed. by M. Earleywine (2016)
•  Women and Drinking: Preventing Alcohol-Exposed  

Pregnancies  
by M. M. Velasquez / K. Ingersoll / M. B. Sobell / L. Carter Sobell 
(2015)

•  Binge Drinking and Alcohol Misuse Among College Students 
and Young Adults by R. P. Winograd / K. J. Sher (2015)

•  Nicotine and Tobacco Dependence by A. L. Peterson /  
M. W. Vander Weg / C. R. Jaén (2011)

•  Alcohol Use Disorders by S. A. Maisto / G. J. Connors /  
R. L. Dearing (2007)

•  Problem and Pathological Gambling by J. P. Whelan /  
T. A. Steenbergh / A. W. Meyers (2007)

Addictions and Related Disorders

Volumes available for CE credits

How does it work?
Psychologists and other healthcare providers may earn five 
continuing education credits for reading the books in the 
Advances in Psychotherapy series and taking a multiple choice 
exam. This continuing education program is a partnership of 
Hogrefe Publishing and the National Register of Health Service 
Psychologists. 

The National Register of Health Service Psychologists is 
approved by the American Psychological Association to sponsor 
continuing education for psychologists. The National Register 
maintains responsibility for this program and its content. 

Readers who are not members of National Register can pur-
chase each exam for US $25.00 or access to the entire series of 
exams for US $200.00. National Register members can take the 
exams free of charge. 

Exams are available for 29 topics / books, with new titles being 
continually added. 

Learn more at https://www.hogrefe.com/us/cenatreg

Earn 5 CE credits
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Also available

Disorders strand
•  Childhood Depression
•  Substance Use Problems in Older Adults
•  Occupational Stress
•  Panic Disorder and Agoraphobia
•  Psychological Approaches to Cancer Care
•  Dating Violence
•  Bullying and Peer Victimization
•  Body Dysmorphic Disorder

Methods and Approaches strand
•  Harm Reduction Approaches
•  Group Therapy for Depressive Disorders
•  Time-Out for Child Behavior Management
•  Affirmative Counseling With Transgender and Gender Diverse 

Clients
•  Collaborating with Schools

Forthcoming volumes and topics

•  Autism Spectrum Disorder by L. Joseph / L. V. Soorya /  
A. Thurm (2014)

•  Language Disorders in Children and Adolescents by  
J. H. Beitchman / E. B. Brownlie (2013)

•  Phobic and Anxiety Disorders in Children and Adolescents  
by A. E. Grills-Taquechel / T. H. Ollendick (2012)

•  Growing Up with Domestic Violence by P. Jaffe / D. A. Wolfe /  
M. Campbell (2011)

•  Nonsuicidal Self-Injury by E. D. Klonsky / J. J. Muehlenkamp / 
S. P. Lewis / B. Walsh (2011) 

•  Public Health Tools for Practicing Psychologists by  
J. A. Tucker / D. M. Grimley (2011)

•  Hypochondriasis and Health Anxiety by J. S. Abramowitz /  
A. E. Braddock (2011)

•  Elimination Disorders in Children and Adolescents  
by E. R. Christophersen / P. C. Friman (2010)

•  Eating Disorders by S. W. Touyz / J. Polivy / P. Hay (2008)

•  Chronic Illness in Children and Adolescents by R. T. Brown /  
B. P. Daly / A. U. Rickel (2007)

•  Heart Disease by J. A. Skala / K. E. Freedland / R. M. Carney 
(2005)

The volumes may be purchased individually or by Series Stand-
ing Order (minimum of 4 successive volumes). The advantages of 
ordering by Series Standing Order: You will receive each volume 
automatically as soon as it is released, and only pay the special 
Series Standing Order price of US $24.80 – saving US $5.00 com-
pared to the single-volume price of US $29.80.

Special prices for members of APA Division 12:
APA D12 members save US $5 on purchase of single volumes, pay-
ing only US $24.80 instead of US $29.80, and only pay US $19.80 
per volume by Series Standing Order – saving US $10 per book! In 
order to obtain the membership discount you must first register at  
www.hogrefe.com and sign up for the discount. 

Order and price information

If you would like to suggest a book to publish, please contact the publisher at editorial@hogrefe.com or complete the online form at 
https://www.div12.org/advances-in-psychotherapy-evidenced-based-practice-book-series-suggestion/


