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President’s Message

America Is Hurting and
We Can Help: Seven
Points to Consider
Stefan G. Hofmann, Boston University

America is hurting. The
unemployment rate is
still high, wages are

low, and the housing market
that pulled the economy into
a deep recession is still not
where it should be. To make
things worse, the burden of

the economic crisis is carried by the middle class
and the most vulnerable groups. The poor are
getting poorer; the rich are getting richer; and
the middle class is eroding. Since 1980, around
5% of the annual national income shifted from
the middle class to the nation’s richest people.
Recent reports show that Americans making $1
million or more annually has grown 18% since
2009, while the number of jobs fell by half a mil-
lion. Today, 1 out of 6 Americans lives in poverty,
as defined by an income of less than $22,000 for
a family of 4. Not surprisingly, the economy and
job security have become the primary concerns
for the majority of Americans, far ahead of edu-
cation, health care, the war on terror, and other
big issues. 

Many Americans feel a great deal of anger
against corporate greed, as well as the political
and social systems that have been supporting or
tolerating it. As a result, many have begun to
openly express their feelings of anger and frus-
tration; some even support extreme political
views that might promise a way out of the situa-
tion.

Economic hardships can have a profound im-
pact on mental health. Clinicians, researchers,
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and teachers are certainly affected by such
economic problems. However, compared to
other professions, our jobs are relatively
safe. In fact, some of us might even benefit
from the current situation because more
people are requiring professional help due
to their ongoing unemployment stress, at
least in the beginning of a recession and in
the short term. Similarly, in this economic
climate, universities are seeing more people
pursuing additional college degrees in order
to improve their academic credentials or as
an alternative to being unemployed.  

As therapists, we should consider the
possibility that a client’s depression, anxiety,
marital conflicts, sexual disorders, sub-
stance use problem, and so on, are linked to
the current economic situation. Unemploy-
ment stress is not always obvious; poverty
can be associated with a great deal of guilt
and shame and many people are not willing
to easily share this with others, including his
or her therapist. Even spouses and close
friends can be left in the dark for some time
before the unavoidable hardship of unem-
ployment hits. For many people, financial
failure is a sign of personal failure. After all,
the American Dream is built on the idea
that “making it” means accumulating
wealth, power, and prestige against all
odds. Losing a job and being unemployed
might, therefore, be interpreted as “not
making it,” not living the dream, and being
a failure. Thus, it is important to consider
the economic context and personal financial
situation of our clients and to ask direct
questions about it, rather than expect
clients to volunteer this information. 

The self-help bookshelves are filled with
literature that promises to reveal the secrets
of becoming the next Steve Jobs or Bill
Gates. Countless “unemployment survival
guides” are advertised on websites of popu-
lar online booksellers. I don’t want to bore
the reader of my column with a review of
these pop-psychology books. Instead, I
would like to share some of my own
thoughts about how to handle the issues of
unemployment in clinical practice. This is
not to say that I am an expert on this topic.
I am not. I am sure many of our readers
know much more about the subject than I
do. One of ABCT’s past presidents, Robert
Leahy, is currently writing a book on the
psychological stress of unemployment, and
I am sure the interested reader will find a lot
of helpful information in his upcoming vol-
ume. In this column, I would like to share a
few of my own thoughts about how to deal
with unemployment stress in clinical prac-
tice. 

First of all, the guilt and shame associ-
ated with unemployment, poverty, or finan-
cial hardship may or may not be associated
with depression, substance use problems,
sexual dysfunction, marital conflicts, sleep
disorders, anxiety disorders, and the like.
Discussing employment issues with a mental
health professional does not mean that it is,
in fact, associated with a mental health
problem. Clearly, some people are better
able to cope with unemployment stress
than others. However, when unemploy-
ment becomes chronic, it will almost cer-
tainly have an impact on one’s
psychological health. In order to under-
stand the client’s worldview, the therapist
needs to know the economic situation of his
or her client. In order to gain good insight
into the financial situation of a client, the
therapist needs to gather concrete and reli-
able information about the client’s situa-
tion. Just as it is uncomfortable to talk
about sexual practices, it is considered taboo
to discuss income and living expense. But
without this information, the therapist can
easily miss important information.

Second, acknowledging and discussing
financial problems can be enormously help-
ful to clients and can be very useful when as-
signing a diagnosis and designing a
treatment plan. Instead of receiving the di-
agnosis of depression, the client might meet
criteria for adjustment disorder or even re-
ceive a V code. My experience is that simply
encouraging clients to share their feelings
about their financial hardship can be re-
markably beneficial, even if these problems
have nothing or little to do with the pre-
senting problem. 

Third, although being unemployed is an
undesirable situation, it is not a catastrophe,
and it is usually a time-limited problem as
long as the client is persistent and open to a
wide variety of alternative career options.
Unemployment does not have to be a life-
altering event. It is caused by an economic
downturn that is cyclical. In the majority of
cases it is not caused by one’s personal fail-
ures. Cognitive and behavioral strategies
can facilitate the shift in the client’s perspec-
tive to view unemployment as a temporary
problem that is caused by external factors
rather than a long-term and life-altering
catastrophic event caused by personal in-
competence. In this case, internalizing the
problem tends to be maladaptive, and ex-
ternalizing tends to be adaptive. 

Fourth, it is often helpful to explore cre-
ative ways to solve a client’s current eco-
nomic problems by “making lemonade out
of lemons.” Again, skillfully applied cogni-
tive and behavioral strategies can work

wonders. Younger clients might consider
going back to school to become more com-
petitive in their respective field. Or perhaps
they might choose a different, more suit-
able, career. Similarly, middle-aged clients
might want to reevaluate their job and con-
sider pursuing a new career altogether, es-
pecially if the old job was not satisfying. If
the client was considering leaving his/her
job, the economic downturn might provide
an opportunity to pursue the long-held
“dream job.” Unfortunately, the choices be-
come much more limited for older clients.
Early retirement might be an option. If all
fails, the client may just have to settle, at
least temporarily, for a job that is below his or
her abilities or perhaps combine early retire-
ment with a part-time job. Sometimes, any
job can be better than no job.  

Fifth, once the client is able to normal-
ize, decatastrophize, and depersonalize a
stressful but solvable situation, the thera-
pist will need to help the client to develop
and implement specific strategies to solve
his unemployment problem head-on.
Avoiding the problem makes things much
worse. My recommendation is to be as con-
crete and hands-on as possible. Brain-
storming sessions can be helpful. Specific
homework assignments can help clients im-
plement these strategies between sessions.
Because a job search can be a highly frus-
trating experience, it is important to en-
courage perseverance and creativity while
developing structure, regimens, and rou-
tines. 

Sixth, social support and compassion by
others are essential. Clients need to be en-
couraged to share their plans, attempts, and
failures with close friends and family mem-
bers. The stress of unemployment should
not rest on only one person’s shoulders.
Many people are affected by the loss of one
person’s job. Sharing one’s plans and actions
relieves the stress that other affected people
experience, especially family members and
friends. 

Finally, I would encourage us, the thera-
pists, to routinely do pro bono work with
clients who hurt the most financially. We
are all in this together. It would be nice if
some of the bankers, brokers, and mortgage
companies that got us into this mess also
showed some compassion for our fellow
Americans. But I doubt that this will hap-
pen in our lifetime.

. . .

Correspondence to Stefan G. Hofmann,
Ph.D., Department of Psychology, Boston
University, 648 Beacon Street, 6th Fl., Boston,
MA 02215; shofmann@bu.edu
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Concerns involving antidepressants
have recently caught the attention of
the popular media. Several reports

have focused on findings from recent meta-
analyses that question the efficacy of med-
ications compared to placebo in mild to
moderate depression (Fournier et al., 2010;
Kahn, Leventhal, Khan, & Brown, 2002;
Kirsch et al., 2008). These studies have
been the subject of numerous newspaper ar-
ticles (e.g., Mukherjee, 2012; Rubin, 2010),
as well as in a recent 60 Minutes piece featur-
ing Irving Kirsch (Bonin, 2012). They were
also among the topics discussed on a CBS
News Sunday Morning piece that featured,
among others, the second author
(Weisfogel, 2012). Some reports have fo-
cused on accusations of misconduct leveled
at drug companies, who have been accused
of misleading and fraudulent presentation
of data on the efficacy and safety of antide-
pressants (e.g., Staton & Palmer, 2012;
Turner, 2008; Wadman, 2011). These in-
clude allegations of cover-ups involving po-
tentially serious negative effects, such as
increased suicide risk in adolescents
(Jureidini, McHenry, & Mansfield, 2008).
More recently, Robert Whitaker’s well-
sourced book Anatomy of an Epidemic pro-
posed that widespread use of psychotropic
medications has contributed, through iatro-
genic effects, to the dramatic increase in
rates of chronic mental health problems and
related increases in rates of disability
(Whitaker, 2011). 

These criticisms have not gone unan-
swered. Over the past 5 years, several scien-
tific papers have challenged findings
indicating that antidepressant efficacy is
limited in mild to moderate depression.
Some of these papers have included sophisti-
cated methods in attempts to identify the
presence of subgroups with good drug re-
sponses (Gueorguieva, Mallinckrodt, &
Krystal, 2011; Thase et al., 2011). Others
have focused on the claimed inadequacies of
typical outcome measures in detecting im-
provement in mild depression (Helmreich

et al., 2012; Isaacsson & Adler, 2012), while
still others have presented reanalyses of data
sets to address the moderating effect of
severity (Gibbons, Hur, Brown, Davis, &
Mann, 2012). 

Concerned parties have also taken to the
media to caution the public about findings
that might imply that antidepressants have
been overused. A series of editorials in the
New York Times, by individuals including
Listening to Prozac author Peter Kramer
(2011), journalist Judith Warner (2010),
and Cornell psychiatrist Richard Friedman
(2010), have challenged the findings of
Fournier et al. (2010), Whitaker, and oth-
ers. In addition, the American Psychiatric
Association (APA) took the unusual step of
registering an official response to the 60
Minutes piece. Their press release stated that
antidepressants are safe and effective and
deemed the aired segment to be  “irrespon-
sible and dangerous” (APA, 2012). Each of
these accounts, and the ensuing rebuttals,
has contributed to a rising tide of confusion
and concern about the most common treat-
ment for depression.

Our conversations with mental health
professionals have revealed a range of opin-
ions on these issues. Some have expressed
concern about treatments that they con-
sider an integral part of client care, whereas
others have stated that these reports only
confirm what they suspected all along. Still
others reject outright the basis of the con-
troversy, believing it to be the work of typi-
cal antipsychiatry forces. Whatever our
attitudes, however, as mental health re-
searchers and providers we are in the midst of
a change in how the public views antide-
pressant and other psychotropic medica-
tions. It is our obligation to understand and,
if possible, clarify these issues. 

The first step, as always, is to turn to the
data. With respect to acute treatment of de-
pression with medications, the evidence is
relatively clear. Randomized comparisons to
placebo demonstrate that antidepressants
are efficacious over short-term treatment.

However, several studies suggest that much
of this superiority is derived from the treat-
ment of severely depressed individuals
(Fournier et al., 2010; Kahn et al., 2002;
Kirsch et al., 2008). In less severe individu-
als, medications and placebo tend to do
equally well, although drugs might be ef-
fective for mild to moderate depression with
certain features such as a chronic course
(Keller et al., 2000).1 Second, continued
medications after acute response are associ-
ated with a reduced rate of relapse in com-
parison to discontinued medications
(Geddes et al., 2003). Long-term studies
suggest that protection against relapse and
recurrence lasts at least 6 months (Reimherr
et al., 1998), but that maintenance treat-
ment is less effective for those with chronic
or recurrent depression (Kaymaz et al.,
2008; McGrath, 2006). Risk of relapse after
discontinuation is mitigated somewhat by
the gradual tapering of medication, espe-
cially in those with recurrent depression
(Baldessarini, Tondo, Ghiani, & Lepri,
2010). However, there is no clear empirical
guidance at this time as to the optimal
length of medication maintenance (Kaymaz
et al.). Side effects are common (Anderson
et al., 2012), and upon discontinuation
many individuals experience a “discontinu-
ation syndrome” marked by uncomfortable
and distressing physical symptoms
(Howland, 2010), making it difficult for
some to stop taking their medication.
Evidence regarding iatrogenic effects of
long-term medication use is circumstantial
but suggestive (Fava & Offidani, 2011).
Perhaps the best established finding is that
increased exposure to antidepressant med-
ications predicts resistance to their effects in
subsequent treatment trials (Amsterdam et
al., 2009; Leykin et al., 2007).

Strategies that will optimize antidepres-
sant efficacy would appear to be relatively
straightforward, considering these findings.
Antidepressants are appropriate treatments
for moderate to severe depression. If acute
remission is achieved, medication should be
tapered and discontinued for most individu-
als after a symptomatically stable period.
Maintenance treatment might be consid-
ered for those at heightened risk for recur-
rence (e.g., those with recurrent illness).

Clinical Forum

Antidepressant Controversy: A Cause for
Concern and an Opportunity for Progress
Nicholas R. Forand, The Ohio State University Wexner Medical Center

and University of Pennsylvania

Robert J. DeRubeis, University of Pennsylvania

1Importantly, most reports suggest that evi-
dence-based psychotherapies are as effective as
medications in this severe population (with
some exceptions, e.g., Elkin et al., 1989).
Furthermore, psychotherapy also derives most
of its benefit over placebo in severely
depressed individuals (Driessen et al., 2010).
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This strategy offers the best balance of the
benefits, risks, and costs of these medica-
tions and is, with some minor differences,
the strategy for antidepressant monother-
apy recommended by major treatment
guidelines (APA, 2010; National Institute
for Health and Clinical Excellence [NICE],
2009). 

However, findings from a recent survey
suggest that the actual usage of antidepres-
sants far exceeds the limits recommended
by treatment guidelines. A recent report by
the National Center for Health Statistics
(NCHS) found that 11% of Americans 12
and older are currently taking antidepres-
sants, and that 48% of these individuals
take more than one (Pratt, Brody, & Gu,
2011). Only about half of these individuals
regularly see a psychiatrist, leaving the bulk
of prescriptions to be managed by primary
care physicians. Duration of treatment is
frequently greater than 2 years (60%), with
nearly 14% of individuals having taken an
antidepressant for 10 years or more. Given
that the 12-month prevalence of a major
depressive episode of all levels of severity is
only 6.6% (Kessler et al., 2003), these rates
appear to indicate usage beyond what the
data support. 

Despite evidence of overuse, some med-
ication advocates claim that the risks of an-
tidepressant treatment are rare and largely
overshadowed by the risks associated with
untreated depressive episodes. The usage
data suggest otherwise. In the approxi-
mately 33 million Americans who currently
take an antidepressant, an adverse reaction
that occurs in only 0.01% of the population
affects more than 33,000 individuals. Other
cost/benefit arguments are also upended.
Thase et al. (2011) estimated that 20% of
individuals taking antidepressants receive
benefits that they would not have received
had they been given placebo. However,
even if all 33 million Americans taking anti-
depressants meet criteria for a major depres-
sive episode of sufficient severity to warrant
medication treatment, 26 million of these
individuals are taking an active medication
from which they likely receive no benefit
over the effect of placebo. Thus, current
trends in antidepressant usage suggest that
we are in the midst of a potentially serious
public health dilemma. Although these
medications are effective and safe if used
properly, the majority of individuals taking
them do not meet the criteria outlined
above, and are thus exposed to additional
risk, perhaps without compensating bene-
fits. Given these sobering numbers, there is
ample reason for the mental health commu-
nity to be concerned.2

Serious problems such as these demand
serious action. And given the current skepti-
cism regarding the dominant treatment
paradigm, psychologists, in collaboration
with willing peers from medicine and psy-
chiatry, have a remarkable opportunity to
reshape how medications and other inter-
ventions are used in the treatment of de-
pression. The task we face is to determine
how medications best fit into a system of
care that includes the full range of effective
treatments. The primary questions are
these: For whom and under what conditions
are medications most effective? How might
medications be combined, sequentially or
simultaneously, with other treatments to
improve acute outcomes? Finally, how do
medication strategies fit into relapse pre-
vention and long-term care? In the remain-
der of this article, we briefly present a
research agenda for addressing these ques-
tions. 

The first priority will be familiar to any-
one who has read the mental health treat-
ment literature over the past 50 years:
efforts are needed to understand which
treatments are effective for which individu-
als. Progress in the development of valid
and clinically useful methods of selecting
treatments will increase pressure to move
away from the current one-size-fits-all
treatment paradigm. Two methods for se-
lecting acute treatments show the greatest
promise: (a) using research on moderators
of outcome to inform treatment selection,
and (b) adjusting treatment strategies based
on continuous monitoring of response.
Both of these have been attempted within
the antidepressant medication (ADM) liter-
ature (see pharmacogenetics research, treat-
ment algorithms, and “measurement based
care”) thus far with equivocal success (e.g.,
Gvozdic, Brandl, Taylor, & Muller, 2012).
However, most of these efforts have focused
on selecting or sequencing different phar-
macological agents. Larger treatment ef-
fects become more likely as the differences
in mechanism of action between treatments
increase. The most promising treatments
for inclusion in this type of research are em-
pirically supported psychotherapies for de-
pression, which include cognitive therapy
(CT; Beck, Rush, Shaw, & Emery, 1979), be-
havioral activation (BA; Martell, Addis, &
Jacobson, 2001), and interpersonal therapy
(IPT; Klerman, Weissman, Rounsaville, &
Chevron, E.S., 1984), each of which is

equally efficacious to medication in the
acute treatment of depression.

Regarding moderators of treatment re-
sponse, several groups have identified vari-
ables that predicted better response, within
their samples, to medication versus psy-
chotherapies such as CT or IPT (e.g.,
Fournier et al., 2008, Fournier et al., 2009,
Frank et al., 2011; Leykin et al., 2007).
However, these variables are rarely used to
select treatments in practice. One problem
is the infrequency with which these findings
are replicated. Another barrier appears to be
the difficulty in integrating multiple mod-
erators of response. For example, if an indi-
vidual has both a personality disorder,
which predicts better acute response to
medications (Fournier et al., 2008), and is
unemployed, which predicts better re-
sponse to cognitive therapy (Fournier et al.,
2009), there is no currently available
method for choosing between the treat-
ment recommendations indicated by these
two variables. A clinically useful treatment
selection procedure would implement a
means of combining multiple predictors
and produce estimates of the expected ben-
efits from each of the treatments under con-
sideration. If such a method can be
developed and proven valid for predicting
response, individuals can be directed to-
ward specific treatments with more confi-
dence regarding the expected outcome.
Such a method for determining the ex-
pected benefit for cognitive therapy versus
medications on the basis of patient charac-
teristics has been developed by our lab and
is currently under review (DeRubeis et al.,
2012). One advantage of this approach over
recent attempts to identify whether there
are (latent) subgroups of responders (e.g.,
Gueorguieva et al., 2011; Thase et al.,
2011) is that our prediction approach iden-
tifies specific individuals who are expected
to benefit from specific treatments, on the
basis of information obtained prior to the
initiation of treatment. 

Given the difficulty of moderator re-
search, which is best conducted in the con-
text of a randomized trial, a second and
possibly more feasible effort involves the de-
velopment of methods to select or adjust
treatment strategies based on ongoing
monitoring of treatment response.
Strategies using this logic are variously
known as sequenced treatments, stepped
care, or clinical staging. These approaches

2 Importantly, placebo responders in antidepressant medication trials do receive treatment, includ-
ing psychoeducation, instillation of hope, contact with a care provider, etc. Thus, medication treat-
ment is not equivalent to no treatment at all in lower severity depression.
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have several features to recommend them.
First, in stepped care approaches, patients
are given a low-risk, low-cost intervention
as a first step (e.g., psychoeducation, moni-
toring, diet and exercise, or computerized
CBT). Riskier and more intensive treat-
ments (i.e., medication, structured psy-
chotherapy, or any combination of these)
are reserved for individuals who do not re-
spond to the initial treatment. An addi-
tional advantage of sequencing approaches
is that the relative strengths of treatments
can be maximized based on the needs of the
patient. A specific treatment model known
as the “sequential approach” involves the
use of medications for acute treatment and a
planned switch to CBT to treat residual
symptoms as well as to provide protection
against relapse (Fava & Tomba, 2010).
Some evidence suggests that medication-
CBT sequential treatments outperform
medication treatment alone in producing
acute and sustained response, and reduce
costs at the same time (Bockting et al.,
2009; Fava & Tomba; Frank et al., 2000;
Scott, Palmer, Paykel, Teasdale, &
Hayhurst, 2003). Further research is
needed to refine these approaches; specifi-
cally, to determine for which individuals
stepped treatment (versus continued
monotherapy) is indicated, the optimal se-
quencing and timing of the steps, as well as
the duration of continuation or mainte-
nance treatment. 

Stepped approaches also offer a more ra-
tional method for implementing treatment
combinations, such as medications com-
bined with therapy or combinations of
medications (Forand, DeRubeis, &
Amsterdam, in press). Although these
treatments are, on average, superior to
monotherapies in the short run, they are
riskier and costlier, and the evidence for im-
provements in sustained response relative to
cognitive therapy alone is limited (Cuijpers,
Dekker, Hollon, & Andersson, 2009;
Cuijpers, van Straten, Warmerdam, &
Andersson, 2009; Vittengl, Clark, Dunn, &
Jarrett, 2007). Thus, they should be re-
served for cases in which a full course of
monotherapy or a sequence of lower risk
therapies has proven ineffective. 

Improving response to acute treatment
is imperative, but it is not enough. The high
rate of recurrence after successful acute
treatment with medications (40% to 85%;
Hughes & Cohen, 2009) suggests that in-
creased effort is needed to understand and
prevent the return of symptoms. Thus, our
second priority is the prevention of relapse
and recurrence. Research findings indicate
that prolonged medication continuation

(the so-called “insulin for diabetes” ap-
proach) is inadequate due both to its cost
and inefficacy (Bockting et al., 2008; Vos,
Corry, Haby, Carter, & Andrews, 2005). It
might also expose individuals to additional
risk. For example, it has been suggested
that long-term medication usage can con-
tribute to iatrogenic processes such as
tachyphalaxis (the loss of clinical effect dur-
ing continuation or maintenance ADM
treatment) and progressive resistance to fu-
ture trials of medications (Amsterdam et
al., 2009; Leykin et al., 2007). As noted
above, several cognitive-behavioral ap-
proaches designed for preventing relapse
have been tested as add-on or sequential
treatments after acute medication treat-
ment (Fava & Tomba, 2010). Evidence sug-
gests that this strategy is superior to
medication maintenance alone, whether the
continuation of medications accompanies
CBT or not (Guidi, Fava, Fava, &
Papakostas, 2011). In such cases, the pro-
phylactic effects of CBT might preclude the
need for prolonged medication mainte-
nance. Furthermore, efforts at identifying
risk for relapse have uncovered important
predictors, including the number of previ-
ous episodes and the presence of residual
symptoms following the termination of a
successful treatment (Ma & Teasdale, 2004;
Vitengl, Clark, & Jarrett, 2010). However,
as with prediction of acute response, these
efforts are useful only insofar as they can be
applied to improve clinical outcomes. Thus
far, there have been few (if any) systematic
efforts to identify and integrate predictors
of relapse to assist in the selection of appro-
priate relapse prevention strategies. Efforts
are needed to integrate such findings in
order to determine the need for relapse pre-
vention as well as the most appropriate
choice of treatment.

This is clearly an ambitious agenda in-
volving multiple possible avenues for the
advancement of depression treatment.
These efforts are consistent with a number
of sociocultural and economic influences,
including the NIMH’s push for the devel-
opment of personalized medicine, and con-
tinued pressure from managed care
organizations to increase cost-effectiveness
of care. Pharmaceutical companies have
also begun to direct internal funding away
from neuroscience research (Abbott, 2011),
which will likely create a vacuum in clinical
research related to depression. The waning
influence of pharmaceutical companies in
the field would create both a need for redou-
bled research efforts and a remarkable op-
portunity to reshape care. The barriers to
such efforts are familiar: with an increased

role for empirically supported psychother-
apy come problems related to training,
treatment fidelity, and dissemination. Some
countries, such as the U.K., have had suc-
cess in integrating low intensity and psy-
chotherapeutic services into their national
health care system. Their efforts can serve as
a model for such approaches in the U.S.
(Clark, 2011). Furthermore, once systems
of care are developed, they must be imple-
mented in such a way that they reach the
greatest number of individuals. Programs
such as Collaborative Care, a systematized
approach to depression treatment that has
proven effective in primary care, might be a
useful model for the rollout of other empiri-
cally supported approaches into these set-
tings (Unützer & Park, 2012). Finally, a
skeptical public as well as the medical/psy-
chiatric treatment community must be con-
vinced, with evidence, that empirically
supported methods of depression treatment
other than or in addition to medications are
feasible and effective. With the current re-
newed public interest in depression treat-
ment, it is time for the research community
to step up and deliver these advancements.

Despite a stance that some would term
controversial, we have no interest in start-
ing or continuing a turf war between psy-
chology and psychiatry. An objective look at
the evidence leads to the following conclu-
sions: (a) our treatments, including both
psychotherapy and medications, are cur-
rently inadequate, and (b) there is little rea-
son to be optimistic that any novel
treatment will substantially improve care in
the near or intermediate term. Given these
conditions, the next logical step is to im-
prove the deployment of current treatments
to maximize their efficacy. This involves an
honest appraisal of the strengths and weak-
nesses of each treatment, and continued re-
search to identify which treatment works
best for specific individuals and specific
phases of illness. Research of this type, and
the subsequent dissemination of such sys-
tems into practice, requires the close collab-
oration between mental health researchers
and practitioners of all disciplines. We truly
hope for an open and fruitful collaboration
between psychiatry and psychology in the
development and refinement of our treat-
ments. 
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Tourette syndrome (TS) is a neurobe-
havioral disorder characterized by
short, repetitive, stereotypic muscle

movements or vocalizations called tics.
Competency to treat TS and its associated
disorders requires an in-depth knowledge of
tics, a proficiency in evidence-based treat-
ments for a variety of disorders, and the
ability to prioritize treatment goals with
often complex patients. This paper presents
an overview of this unique clinical skill set
and provides a description of one training
program designed to foster these skills in
clinical psychology doctoral students.

While medications have traditionally
been the first-line intervention for tic disor-
ders, including TS, many individuals dis-
continue their use due to aversive side
effects (Piacentini & Chang, 2001).
Fortunately, there has been a resurgence of
research supporting a behavior therapy for
tics called habit reversal training (HRT),
which can be implemented alone or in con-
junction with medication management
(Cook & Blacher, 2007). HRT (Azrin &
Nunn, 1973) is a multicomponent treat-
ment that includes awareness training, self-
monitoring, and competing response
training. These core components are often
augmented by psychoeducation about tics,
a function-based assessment and interven-
tion to modify situational triggers that ex-
acerbate tics, relaxation training, and the
identification and utilization of social sup-
port (Woods et al., 2008). HRT is typically 8
to 10 sessions, with booster sessions con-
ducted as needed; however, the duration of
treatment may vary according to patient
motivation, ability to successfully imple-
ment the HRT procedures, and compliance
with between-session tasks. HRT is now
considered a “well-established” treatment
based on guidelines outlined by the
American Psychological Association’s
Division 12 Task Force on Promotion and

Dissemination of Psychological Procedures
(Chambless et al., 1998; Cook & Blacher).

Though working with individuals with
TS can be seen as quite narrow, in actuality
the opposite is true. The vast majority of
youth with TS have co-occurring psycho-
logical disorders, most commonly atten-
tion-deficit/hyperactivity disorder and
obsessive-compulsive disorder, followed by
other anxiety disorders and depression
(Lombroso & Scahill, 2008; Scahill, Bitskio,
Visser, & Blumberg, 2009). Thus, it is typi-
cal for individuals with TS to receive treat-
ment for their co-occurring disorders, even
when their tics are manageable or well-con-
trolled with medication. In such cases,
many families benefit from having a
provider who has expertise in tic disorders
as well as the co-occurring conditions.

In addition to managing the tics them-
selves and the frequently co-occurring psy-
chological conditions, treatment of
individuals with TS often involves address-
ing associated psychosocial stressors. For ex-
ample, individuals may struggle with
self-disclosure to peers or experience bully-
ing as a result of their tics. Thus, treatment
also entails psychoeducation, acceptance
strategies, assertiveness training, and social
problem solving. Effectively helping such
individuals requires not only a foundation in
cognitive-behavioral techniques, but also
an understanding and sensitivity to the ex-
perience of living with TS.

Given the complexity of individuals
with TS, working with this population re-
quires a uniquely broad yet specialized clin-
ical skill set. Data from a recent survey
study of mental health practitioners nation-
ally indicates that there are very few thera-
pists with training to treat clients with TS,
and particularly to provide HRT (Marcks,
Woods, Teng, & Twohig, 2004). This find-
ing is consistent with our experiences treat-
ing individuals with tic disorders, with some
clients traveling well over an hour for
weekly sessions or groups. Furthermore,

many practitioners misunderstand the com-
plex presentations of individuals with TS
(Jankovic, 2001).

To address this shortage of practitioners,
further training of psychologists in the as-
sessment and treatment of TS is sorely
needed. One group, clinical psychology
graduate students, is particularly amenable
to training: Their accessibility, openness to
new clinical experiences, and receptivity to
ongoing supervision make them an optimal
group to target. Below is a description of
the key elements and methods of the TS
Program at Rutgers University, a special-
ized training clinic located in a graduate
school.

Program Overview

The TS Program at Rutgers University,
established in 2000, is a specialty clinic de-
veloped in collaboration with Rutgers’
Graduate School of Applied and Profes-
sional Psychology (GSAPP) and the New
Jersey Center for Tourette Syndrome &
Associated Disorders. The TS Program pro-
vides clinical care for children, adults, and
families with TS and related disorders, in-
cluding attention-deficit/hyperactivity,
anxiety, and depressive disorders. Clinical
services take place at the GSAPP Psycho-
logical Clinic, a fee-for-service, sliding-scale
training clinic that serves the local commu-
nity. The TS Program also recently
launched a clinical research program.

Clinical Training

All clinical services are provided by clini-
cal psychology doctoral students who elect
to complete an 8- or 16-hour practicum at
the TS Program. Practicum participants
range from first- to fifth-year students. The
practicum consists of didactic training, clin-
ical experience, and supervision. Since
September 2011, the experience has also in-
cluded serving as a therapist for ongoing
clinical research projects. 

The foundations for clinical work are
provided during weekly seminars. Didactics
are 90-minute meetings that follow a syl-
labus with set topics and readings. Through
the seminars, students learn the theoretical
background and evidence-based clinical
techniques for the management of TS and
its co-occurring disorders. Thus, students
receive training in the implementation of
habit reversal training, exposure, exposure
and response prevention, behavior activa-
tion, and parent management training.
Numerous guests with expertise in TS are
invited to present at seminars throughout
the year. Consistent with a patient-centered

Clinical Training Update

Treating Tourette Syndrome: A Broad Yet
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training model, clients with TS present
their story and experience with the disorder
towards the beginning of the training pe-
riod. Additionally, medical professionals
from the community present on medica-
tions for tics and co-occurring conditions,
and discuss their role on the treatment
team. Another facet of the training includes
a discussion with the director of the local TS
chapter about current advocacy efforts and
resources for clients and their families. 

Clinical experiences consist of conduct-
ing phone screens, intake assessments, and
individual and group therapy. Students ro-
tate returning phone inquiries and conduct-
ing phone screens in place of a clinic
coordinator position. Cases are assigned to
students with the intention of providing
them with experience treating tics as well as
the range of co-occurring disorders.
Students typically conduct intakes them-
selves and then add the client to their case-
load. The typical caseload for a 16-hour
practicum student consists of six to eight in-
dividual cases, of which one or two may be
research subjects, and a group. Students
completing an 8-hour practicum will see
fewer individual cases. Clients are typically
children and adolescents, though adults are
also treated. Groups take place during the
second semester of the placement and each
student co-leads a 10-week group for chil-
dren with TS, their siblings, or their par-
ents.

All clinical work is closely supervised by a
licensed psychologist with expertise in
treating TS. Supervision aims to assist
practicum students with applying the the-
ory and clinical techniques learned in didac-
tics to actual clients. The primary goal of
supervision is to help foster the clinician’s
competence and independence in treating
this population of patients. Individual su-
pervision is provided weekly for a minimum
of 1 hour. All treatment sessions are
recorded and review of these recordings is
done on an as-need basis. 

Applied Research

Research conducted through the TS
Program aims to answer questions perti-
nent to clinical care. It is our intention for
scholarly contributions to bridge the gap
between researchers and clinicians through
the production of articles applicable to pro-
fessionals in clinical practice. In the past,
students who have completed clinical train-
ing at the TS Program and who have devel-
oped a particular interest in the population
have presented posters at professional con-
ferences and conducted their doctoral dis-
sertations within the program.

The focus of research efforts thus far
have included the effectiveness of evidence-
based treatments in a community clinic set-
ting, novel applications of established
treatments (e.g., massed treatment, use of
technology in therapy), and projects to im-
prove the quality of assessment and treat-
ment provided through our clinic. Current
projects include a study on the effectiveness
of habit reversal for the treatment of tics
using an open clinic sample, a survey assess-
ment of social skills needs among youth
with TS, and the development of a clinic-
wide database to better monitor the out-
comes of clinical treatments. 

Future Directions

The TS program will continue to fulfill
its mission of training a new wave of clinical
psychologists with an expertise in treating
children, adults, and families with TS, while
at the same time providing a much needed
service to the TS community. To date, the
TS Program has trained over 20 students—
at least 6 of them have gone on to specialize
in working with the TS population. While
the other students have chosen different
areas of clinical specialization, they report
having a unique ability to detect tics in indi-
viduals and to deliver the appropriate treat-
ments. As we expand our research arm, we
hope to continue to provide opportunities
for students to pursue independent research

initiatives, as well as to begin to collaborate
on projects with other institutions.
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Dissemination of evidence-based
treatments (EBTs) is a central goal
of ABCT, and graduate students

have been identified as integral to successful
dissemination (Andrasik, 2010). As future
professionals, graduate students need to be
able to effectively differentiate empirically
grounded advances from approaches that
have little to no scientific merit. Some lead-
ers within the field have also pointed out
that critical thought and its characteristic
“open-minded skepticism” are ways of
thinking that should be developed and
strengthened before graduate training be-
gins (McLean et al., 2007).  Critical think-
ing is interwoven into many undergraduate
psychology courses. For example, courses in
research methods provide a solid foundation
for critically examining research studies,
and some universities even offer specific
courses that differentiate between science
and pseudoscience in psychology (McLean
et al.). However, specialized courses in sci-
ence and pseudoscience only reach a small
number of undergraduate students, leaving
open a need for an increased emphasis on
differentiating science from pseudoscience
in other psychology courses.

There are many consumers of psycho-
logical information in undergraduate psy-
chology courses, including those who plan
to pursue other disciplines (e.g., medicine,
education, law), making undergraduate
courses an ideal arena in which to study the
effectiveness of direct instruction in EBTs
and corresponding effects on reactions to
unsupported treatments. A recent study
measured students’ beliefs about EBTs and
unsupported treatments at the beginning
and end of an undergraduate child psychol-
ogy course (Hupp, Stary, Bradshaw, &
Owens, 2012). Students received instruc-
tion in the course regarding four common
childhood disorders (i.e., autism, opposi-
tional-defiant disorder, attention-deficit/
hyperactivity disorder, and depression).
Direct instruction was provided regarding

the EBTs for each disorder (e.g., applied be-
havior analysis for autism, cognitive-behav-
ioral therapy for depression), but no direct
instruction was provided regarding the un-
supported treatments (e.g., dolphin-as-
sisted therapy for autism, recreational
therapy for depression). The results of the
study revealed that while students rated the
EBTs as more effective upon course comple-
tion, their ratings of the unsupported treat-
ments were not correspondingly lower at
the end of the course. Thus, the study pro-
vided “some evidence for why dissemina-
tion is only half the battle” (p. 76),
suggesting that debunking unsupported
treatments is also important. 

While the original Hupp et al. (2012)
study provided some useful information,
the sample size was rather small (n = 17),
and the results need to be replicated.
Furthermore, the present study used the re-
sults from Hupp et al. to make adjustments
to a larger section of a child psychology
course in a later semester and measured the
effects of these adjustments.   

Method

The child psychology course in this
study had 170 enrolled students, and 144 of
these students attended both measurement
days and consented to being in the study.
The course was taught in the spring semes-
ter at a midsized university in the Midwest.
The majority of the participants were fe-
male (82.2%), and the mean age was 20.93
(SD = 3.49). The sample was primarily
Caucasian (80.6%), followed by African
American (11.1%), Asian (2.1%),
Hispanic/Latino (2.1%), and 4.2% of the
participants did not classify themselves into
any of these categories. Finally, the partici-
pants from the course included freshmen
(15.8%), sophomores (31.5%), juniors
(32.2%), seniors (19.9%), and one graduate
student (0.7%).

Students completed the Specific Thera-
peutic Approaches Rating Scale—Child

Form (STARS-CF; Hupp et al., 2012),
which has 40 items, each on a 5-point Likert
scale (0 = NOT effective, 1 = probably NOT
effective, 2 = unsure, 3 = probably effective, 4
= effective).  The Evidence-Based Psycho-
social Treatments (EBPT) subscale includes
13 treatments that have been identified as
evidence-based for specific disorders with
children (e.g., cognitive-behavioral therapy
for depression), and the Additional
Treatments (AT) subscale includes 23 other
treatments that are not evidence-based
treatments for the indicated core symptoms
of specific disorders with children. For ex-
ample, additional treatments include po-
tentially harmful treatments (e.g.,
rebirthing therapy for oppositional-defiant
disorder), pseudoscientific treatments (e.g.,
facilitated communication for autism), and
also treatments that are evidence-based for
many problems but that are not currently
evidence-based for the indicated problem
(e.g., cognitive therapy for the core symp-
toms of attention-deficit/hyperactivity dis-
order). There are an additional four items
about medication that do not contribute to
either of the primary subscales but provide
extra qualitative information.  

This study used the same pretest-
posttest quasi-experimental design used in
Hupp et al. (2012), with more specific de-
tails presented in the earlier study. The stu-
dents completed the STARS-CF as a pretest
on the first day of class and as a posttest on
the last day of class. Evidence-based treat-
ments for children were discussed through-
out the course, including all of the
treatments covered on the EBPT subscale of
the STARS-CF. However, unlike the Hupp
et al. (2012) study, 8 of the 23 additional
treatments were also discussed in the
course.   

This study had two primary hypotheses.
First, it was predicated that the students
would rate evidence-based psychosocial
treatments as more effective on the posttest
as compared to the pretest, which would be
a replication of the finding from Hupp et al.
(2012). Second, it was predicted that stu-
dents would rate the additional unsup-
ported treatments as less effective during
the posttest as compared to the pretest.
This was also a hypothesis from the Hupp et
al. study; however, this hypothesis was not
supported in the original study. That is, be-
liefs about the effectiveness of the additional
treatments actually had a slight but in-
significant increase from pretest (M = 2.28)
to posttest (M = 2.36). It was suggested
that students did not decrease their beliefs
about the additional unsupported treat-
ments because they were not directly tar-

Research-Training Links

Disseminate, Debunk, Differentiate: Teaching
About Evidence-Based Treatments in a Child
Psychology Course 
Stephen D. A. Hupp, Elizabeth McKenney, Megan Schmittel, Allison
McCobin, and Sarah A. Owens, Southern Illinois University Edwardsville
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geted in the course.  Thus, with the new
course focus on additional unsupported
treatments, it was predicted that student
beliefs about the effectiveness of additional
treatments would decrease in this revised
course.

Because only 8 of the 23 additional
treatments were targeted during the course,
a few secondary analyses were conducted.
Specifically, the Additional Treatments sub-
scale items were further broken down into
“Targeted Additional Treatments” and
“Untargeted Additional Treatments” to see if
increased skepticism would generalize to
the additional treatments that were not
covered in the course. 

Results and Discussion

The first set of analyses for the two pri-
mary hypotheses included two paired sam-
ples t-tests with the Bonferroni correction
(i.e., the alpha level was set at .025). The
first hypothesis was supported and repli-
cated the same finding from Hupp et al.
(2012). That is, the EBPT subscale score
significantly increased from pretest (M =
2.64, SD = .40) to posttest (M = 2.99, SD
= .43), t(143) = 9.021, p < .001. Cohen’s d
was calculated and indicates that this is a
large effect size (d =  0.88). Also, unlike the
original study, this time the second hypoth-
esis was also supported. That is, the
Additional Treatments subscale decreased
from pretest (M = 2.36, SD = .31) to
posttest (M = 2.10, SD = .44), t(143) =

7.326, p < .001. Cohen’s d for the change in
the Additional Treatments subscale score
was also a large effect size (d = .84).

Another two paired samples t-tests were
also conducted to compare changes in be-
liefs about Targeted Additional Treatments
and Untargeted Additional Treatments.
Beliefs in the effectiveness of the Targeted
Additional Treatments decreased from
pretest (M = 2.24, SD = .39) to posttest
(M = 1.58, SD = .66), t(143) = 11.486, p
< .001; however, this change was not ac-
companied by a corresponding decrease in
ratings of the Untargeted Additional
Treatments from pretest (M = 2.43, SD =
.33) to posttest (M = 2.38, SD = .41),
t(143) = 1.398, p = .164. Thus, it appears
that skepticism did not generalize to the ad-
ditional treatments that were not directly
covered in the course even though the stu-
dents demonstrated learning about which
treatments were evidence-based.

Table 1 provides mean scores for individ-
ual treatments on the STARS-CF for pretest
and posttest. Overall, students’ beliefs in
the effectiveness of 13 out of 13 (100%) ev-
idence-based psychosocial treatments in-
creased from the pretest to posttest.
Regarding the additional treatments, mean
scores for 7 out of 8 (88%) targeted addi-
tional treatments decreased, while mean
scores for 8 out of 14 (57%) untargeted ad-
ditional treatments decreased. Overall,
these findings provide additional support
that student beliefs about evidence-based
psychosocial treatments were strengthened
and beliefs about the targeted additional
treatments were weakened; however, the
course did not appear to encourage skepti-
cism about additional treatments that were
not directly covered.  For example, at the
posttest, the rating for play therapy for
autism was around a 3, indicating that stu-
dents believed that it was “probably effec-
tive,” and they still rated it higher than
pivotal response training, an evidence-
based treatment discussed in the class.
Similarly, recreational therapy for depres-
sion was still rated as higher than self-con-
trol therapy.  

Together, the present study and the
original Hupp et al. (2012) study demon-
strate how precourse and postcourse mea-
surement can be used to measure
dissemination efforts in a college classroom.
They also demonstrate the importance of
directly debunking treatments that do not
have research support.  On the other hand,
these studies fall short of demonstrating
that skepticism generalized to additional
treatments that were not discussed in the
classroom. While other college courses have

Note. Evidence-based psychosocial treatments are marked with an asterisk; targeted additional
treatments are in italics. The Likert scale ranges from 0 (NOT effective) to 4 (effective).
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a built-in emphasis on critical thinking
skills (e.g., courses in research methods,
courses in skepticism, etc.), this study sug-
gests that a greater emphasis on critical
thinking concepts should be incorporated
into all psychology courses (or at least the
child psychology course that was the focus
of this study). Specifically, in addition to
disseminating information about existing
evidence-based treatments and debunking
some unsupported treatments, it is also im-
portant to help students be able to differen-
tiate between evidence-based and unsup-
ported treatments, particularly in the ab-
sence of direct instruction. Because after
the course is over, new effective treatments
and pseudoscientific treatments will con-
tinue to emerge.
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The ABCT Convention is designed for practi-
tioners, students, scholars, and scientists who
come from a broad range of disciplines. The
central goal is to provide educational experi-
ences related to behavioral and cognitive ther-
apies that meet the needs of attendees across
experience levels, interest areas, and behavioral
and cognitive theoretical orientations. Some
presentations offer the chance to learn what is
new and exciting in behavioral and cognitive
assessment and treatment. Other presenta-
tions address the clinical-scientific issues of
how we develop empirical support for our
work. The convention also provides opportuni-
ties for professional networking. The ABCT
Convention consists of General Sessions and
Ticketed Events. 

GENERAL SESSIONS
There are between 150 and 200 general ses-
sions each year competing for your attention.
All general sessions are included with the reg-
istration fee. General session types include:
Invited Addresses. Speakers well-established
in their field, or who hold positions of particu-
lar importance, share their unique insights and
knowledge on a broad topic of interest.
Spotlight Research Presentations. This for-
mat provides a forum to debut new findings
considered to be groundbreaking or innovative
for the field. A limited number of extended-
format sessions consisting of a 45-minute
research presentation and a 15-minute ques-
tion-and-answer period allows for more in-
depth presentation than is permitted by sym-
posia or other formats. 
Symposia. Presentations of data, usually
investigating the efficacy or effectiveness of
treatment protocols. Symposia are either 60 or
90 minutes in length. They have one or two
chairs, one discussant, and between three and
five papers. A total of 5 or 6 presenters is
preferable, and no more than 8 are allowed.
Panel Discussions and Clinical Round
Tables. Discussions (or debates) by informed
individuals on a current important topic.
These are organized by a moderator and
include between three and six panelists with a
range of experiences and attitudes. A total of 5
or 6 presenters is preferable, and no more than
8 are allowed.
Poster Sessions. One-on-one discussions
between researchers, who display graphic rep-
resentations of the results of their studies, and
interested attendees. Because of the variety of
interests and research areas of the ABCT
attendees, between 1,200 and 1,400 posters
are presented each year. 
Clinical Grand Rounds. Clinical experts
engage in simulated live demonstrations of

therapy with clients, who are generally por-
trayed by graduate students studying with the
presenter.
Membership Panel Discussion. Organized
by representatives of the Membership
Committees, these events generally emphasize
training or career development.
Special Sessions. These events are designed to
provide useful information regarding profes-
sional rather than scientific issues. For more
than 20 years the Internship and Postdoctoral
Overviews have helped attendees find their
educational path. Other special sessions often
include expert panels on getting into graduate
school, career development, information on
grant applications, and a meeting of the
Directors of Clinical Training. 
Special Interest Group (SIG) Meetings.
More than 35 SIGs meet each year to accom-
plish business (such as electing officers), renew
relationships, and often offer presentations.
SIG talks are not peer-reviewed by the
Association.

TICKETED EVENTS
Ticketed events offer educational opportunities
to enhance knowledge and skills. These events
are targeted for attendees with a particular
level of expertise (e.g., basic, moderate, and/or
advanced). Ticketed sessions require an addi-
tional payment beyond the general registra-
tion fee.

Clinical Intervention Training. One- and 2-
day events emphasizing the “how-to” of clini-
cal interventions. The extended length allows
for exceptional interaction.

Institutes. Leaders and topics for Institutes
are selected from previous ABCT workshop
presentations. Institutes are offered as a 5- or
7-hour session on Thursday, and are generally
limited to 40 attendees.

Workshops. Covering concerns of the practi-
tioner/educator/researcher, these remain an
anchor of the Convention. Workshops are
offered on Friday and Saturday, are 3 hours
long, and are generally limited to 60 atten-
dees. 

Master Clinician Seminars. The most skilled
clinicians explain their methods and show
videos of sessions. These 2-hour sessions are
offered throughout the Convention and are
generally limited to 40 to 45 attendees. 

Advanced Methodology and Statistics
Seminars. Designed to enhance researchers’
abilities, there is generally one offered on
Thursday and one offered on Sunday morning.
They are 4 hours long and limited to 40 atten-
dees.

ABCT will once again be using the
ScholarOne abstract submission system.
The step-by-step instructions are easily ac-
cessed from the ABCT home page. As you
prepare your submission, please keep in
mind:

• Presentation type: Please see the two
right-hand columns on this page for de-
scriptions of the various presentation types. 

• Number of presenters/papers:  For
Symposia please have a minimum of four
presenters, including one or two chairs,
only one discussant, and 3 to 5 papers. The
chair may present a paper, but the discus-
sant may not. For Panel Discussions and
Clinical Round tables, please have one
moderator and between three to five pan-
elists. 

• Title: Be succinct. 

• Authors/Presenters: Be sure to indicate
the appropriate order. Please ask all au-
thors whether they prefer their middle ini-
tial used or not. Please ask all authors their
ABCT category. Possibilities are current
member; lapsed member or nonmem-
ber; postbaccalaureate; student mem-
ber; student nonmember; new profes-
sional; emeritus.
• Affiliations: The system requires that
you enter affiliations before entering au-
thors. This allows you to enter an affiliation
one time for multiple authors. DO NOT
LIST DEPARTMENTS. In the following
step you will be asked to attach affiliations
with appropriate authors. 

• Key Words: Please read carefully through
the pull-down menu of already defined
keywords and use one of the already exist-
ing keywords, if appropriate. For example,
the keyword “military” is already on the list
and should be used rather than adding the
word “Army.” Do not list behavior therapy,
cognitive therapy, or cognitive behavior therapy.
• Goals: For Symposia, Panel Discussions,
and Clinical Round Tables, write three
statements of no more than 125 characters
each, describing the goals of the event.
Sample statements are: “Described a vari-
ety of dissemination strategies pertaining
to the treatment of insomnia”; “Presented
data on novel direction in the dissemina-
tion of mindfulness-based clinical interven-
tions.”
Overall: Ask a colleague to proof your ab-
stract for inconsistencies or typos.

Preparing to Submit an Abstract
Understanding the ABCT Convention

Call for Papers on next page of this issue 47th Annual Convention | Nashville
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November 21–24, 2013 | Nashville 

ABCT’s 47th Annual Conven�on

Cognitive and behavioral therapies (CBT) are grounded in empiricism and the
scien�st-prac��oner model. Given its overarching scien�fic emphasis, it is not
surprising that numerous and mul�faceted methodologies have proven useful
for both measuring and conceptualizing the changes that CBT can yield for
pa�ents. However, u�lizing diverse methodologies to evaluate CBT-related out-
comes represents only one direc�on of effect. As a scien�fic discipline, CBT also
stands to inform independent disciplines in valuable ways. 

Fusion is the process by which two or more objects join together, or “fuse,” to
form a single object. Under the proper condi�ons, the fusion of two objects can
result in harnessed energy. Evidence abounds that such condi�ons are readily
achievable when it comes to fusing CBT and related scien�fic disciplines. 

The theme of this year’s conference is “CBT and Harnessing Synergy Among
Mul�disciplinary Sciences.” The conference will focus on presenta�ons that high-
light the integra�on of a broad range of methodologies, including some disci-
plines that do not tradi�onally interface directly with health care. For example,
how can we be�er fuse CBT research with neuroscience; gene�cs; biology; social
sciences; anthropology; linguis�cs; and other allied disciplines? What more can
we learn from these different disciplines and, of equal importance, what can
these other disciplines learn from researchers of empirically supported treat-
ments? 

We encourage submissions that seek and provide opportuni�es for an inter-
disciplinary cross-fostering dialogue, with the goals of fully harnessing knowledge
pertaining to CBT and its associated applica�ons and exploring ways in which evi-
dence-based prac�ces can be informed by and, in turn, directly inform related sci-
ences. To this end, submissions focusing on poten�al synergies between CBT
research and the other sciences will receive special considera�on. Given the
theme focus, representa�on in disciplines that have been underrepresented in
past mee�ngs is welcome.

Submissions may be in the form of Symposia, Clinical Round Tables, Panel
Discussions, and Posters. 

Informa�on about the conference and for submi�ng abstracts will be on
ABCT’s website, www.abct.org, a�er January 1, 2013. The online submission
portal will open in early February.

call  papersfor

Harnessing Synergy Among 
Mul�disciplinary Sciences

PROGRAM CHAIR:
Justin W. Weeks, Ph.D. 

DEADLINE FOR SUBMISSION:
March 1, 2013 

Cogni�ve and Behavioral Therapies:
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Call for Award
Nominat ions

The ABCT Awards and Recognition Committee, chaired by Shireen L. Rizvi, Ph.D., of Rutgers University, 
is pleased to announce the 2013 awards program. Nominations are requested in all categories listed

below. Please see the specific nomination instructions in each category. Please note that award 
nominations may not be submitted by current members of the ABCT Board of Directors.

Career/Lifetime Achievement
Eligible candidates for this award should be members of
ABCT in good standing who have made significant contri-
butions over a number of years to cognitive and/or behav-
ior therapy. Applications should include a letter of nomina-
tion, three letters of support, and a curriculum vitae of the
nominee. Past recipients of this award include Albert Ellis,
Leonard Krasner, Steven C. Hayes, David H. Barlow, G.
Alan Marlatt, Antonette M. Zeiss, and Alan E. Kazdin.
Please complete the online nomination form at
www.abct.org.  Then e-mail the completed form and asso-
ciated materials as one pdf document to
awards.abct@gmail.com. Include “Career/Lifetime
Achievement” in the subject line. Also, mail a hard copy of
your submission to ABCT, Career/Lifetime Achievement,
305 Seventh Ave., New York, NY 10001.

Outstanding Contribution by an Individual 
for Research Activities

Eligible candidates for this award should be members of
ABCT in good standing who have provided significant
contributions to the literature advancing our knowledge of
behavior therapy. Past recipients of this award include Alan
E. Kazdin in 1998, David H. Barlow in 2001, Terence M.
Keane in 2004, Thomas Borkovec in 2007, and Steven D.
Hollon in 2010. Please complete the online nomination
form at www.abct.org.  Then e-mail the completed form
and associated materials as one pdf document to
awards.abct@gmail.com. Include “Outstanding Research”
in the subject line. Also, mail a hard copy of your submis-
sion to ABCT, Outstanding Research, 305 Seventh Ave.,
New York, NY 10001.

Outstanding Training Program
This award will be given to a training program that has
made a significant contribution to training behavior thera-
pists and/or promoting behavior therapy. Training pro-
grams can include graduate (doctoral or master’s), predoc-
toral internship, postdoctoral programs, institutes, or con-
tinuing education initiatives. Past recipients of this award
include the Clinical Psychology Program at SUNY
Binghamton, The May Institute, the Program in
Combined Clinical and School Psychology at Hofstra
University, the Doctoral Program in Clinical Psychology at
SUNY Albany, and Massachusetts General
Hospital/Harvard Medical School Predoctoral Internship
in Clinical Psychology. Please complete the online nomi-
nation form at www.abct.org.  Then e-mail the completed
form and associated materials as one pdf document to
awards.abct@gmail.com. Include “Outstanding Training
Program” in your subject heading. Also, mail a hard copy
of your submission to ABCT, Outstanding Training
Program, 305 Seventh Ave., New York, NY 10001.

Student Dissertation Awards: 
• Virginia A. Roswell Student Dissertation Award ($1,000)
• Leonard Krasner Student Dissertation Award ($1,000)
• John R. Z. Abela Student Dissertation Award ($500)

Each award will be given to one student based on his/her
doctoral dissertation proposal. Accompanying this honor
will be a monetary award (see above) to be used in support
of research (e.g., to pay participants, to purchase testing
equipment) and/or to facilitate travel to the ABCT conven-
tion.  

[continued on next page]

19th Annual Awards & Recognition
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Eligibility requirements for these awards are as follows: (1)
Candidates must be student members of ABCT, (2) Topic
area of dissertation research must be of direct relevance to
cognitive-behavioral therapy, broadly defined, (3) The dis-
sertation must have been successfully proposed, and (4)
The dissertation must not have been defended prior to
November 2012. To be considered for the Abela Award,
research should be relevant to the development, mainte-
nance, and/or treatment of depression in children and/or
adolescents. Self-nominations are accepted or a student’s
dissertation mentor may complete the nomination.
Nominations must be accompanied by a letter of recom-
mendation from the dissertation advisor. Please complete
the online nomination form at www.abct.org. Then e-mail
the completed form and associated materials as one pdf
document to awards.abct@gmail.com. Include candidate’s
last name and “Student Dissertation Award” in the subject
line. Also, mail a hard copy of your submission to ABCT,
Student Dissertation Award, 305 Seventh Ave., New York,
NY 10001.

Distinguished Friend to Behavior Therapy
Eligible candidates for this award should NOT be mem-
bers of ABCT, but are individuals who have promoted the
mission of cognitive and/or behavioral work outside of our
organization. Applications should include a letter of nomi-
nation, three letters of support, and a curriculum vitae of
the nominee. Past recipients of this award include Jon
Kabat-Zinn, Nora Volkow, John Allen, Anne Fletcher, Jack
Gorman, Art Dykstra, Michael Davis, Paul Ekman, The
Honorable Erik K. Shinseki, and Michael Gelder. Please
complete the online nomination form at www.abct.org.
Then e-mail the completed form and associated materials
as one pdf document to awards.abct@gmail.com. Include
“Distinguished Friend to BT” in the subject line. Also, mail
a hard copy of your submission to ABCT, Distinguished
Friend to BT, 305 Seventh Ave., New York, NY 10001. 

NOMINATIONS FOR THE OUTSTANDING SERVICE

AWARD ARE SOLICITED FROM MEMBERS OF THE

ABCT GOVERNANCE:

Outstanding Service to ABCT
Please complete the online nomination form at
www.abct.org.  Then e-mail the completed form and asso-
ciated materials as one pdf document to awards.
abct@gmail.com. Include “Outstanding Service” in the
subject line. Also, mail a hard copy of your submission to
ABCT, Outstanding Service to ABCT, 305 Seventh Ave.,
New York, NY 10001.

President’s New Researcher Award
ABCT’s 2012–2013 President, Stefan G. Hofmann, Ph.D.,
invites submissions for the 35th Annual President’s New
Researcher Award. The winner will receive a certificate and
a cash prize of $500. The award will be based upon an early
program of research that reflects factors such as: consisten-
cy with the mission of ABCT; independent work published
in high-impact journals; and promise of developing theo-
retical or practical applications that represent clear
advances to the field. While nominations consistent with
the conference theme are particularly encouraged, submis-
sions will be accepted on any topic relevant to cognitive
behavior therapy, including but not limited to topics such
as the development and testing of models, innovative prac-
tices, technical solutions, novel venues for service delivery,
and new applications of well-established psychological
principles. Submissions must include the nominee’s cur-
rent curriculum vita and one exemplary paper. Eligible
papers must (a) be authored by an individual with five
years or less posttraining experience (e.g., post-Ph.D. or
post-residency); and (b) have been published in the last
two years or currently be in press. Submissions will be
judged by a review committee consisting of Stefan G.
Hofmann, Ph.D.,  Robert Klepac, Ph.D., and Dean
McKay, Ph.D. (ABCT’s President, Immediate Past-
President, and President-Elect). Submissions must be
received by Monday, August 5, 2013, and must include four
copies of both the paper and the author’s vita and support-
ing letters if the latter are included. Send submissions to
ABCT President’s New Researcher Award, 305 Seventh
Ave., 16th floor, New York, NY 10001. 
Submission deadline: August 5, 2013.

Call  for  Awards 

[Student Dissertation Awards, continued]

Nominate online: 
www.abct.org

Deadline for nominations: 
March 1, 2013
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Collaborative Empiricism in
Cognitive Therapy for Psychosis: 
A Practice Guide
“Between-session work is not 
just for clients, of  course, and
one way to develop the sense of
therapist and client being co-
investigators is to agree on tasks
for the therapist as well. Perhaps
the therapist can ask the client to
suggest things for him or her to
do? An advantage of  this is that
it makes it more likely the client
will persist with his or her plans.” 

Hutton & Morrison, Cognitive and
Behavioral Practice (Special Series:
Collaborative Empiricism), in press 
doi: 10.1016/j.cbpra.2012.08.003

online
Robert Klepac’s 
Presidential Address
Missed it at the convention? 
Lend an ear! 

“My father, Ogden Richardson
Lindsley, taught me to discover.
He never directly answered my
questions. He always answered by
saying, ‘How could we find out?’”

Ogden R. Lindsley, “Studies in
Behavior Therapy and Behavior
Research Laboratory: June 1953-
1965.” In O’Donohue et al. (2001),
A History of the Behavioral
Therapies: Founders’ Personal
Histories (Context Press)

http://www.abct.org

LIST PRICE: $69.00 per volume

ABCT member discount price: $54.00

Practitioner’s Guide to Empirically Based Measures of School

Behavior • Edited by Mary Lou Kelley, David Reitman, and George H. Noell 

This book provides clinicians and researchers with reviews of a wide range of
empirically  validated instruments for assessing children’s and adolescents’
behavior, social, or attentional problems in the school setting. Although the
primary focus is school behavior, many of the instruments reviewed are multi-
informant and are important tools for evaluating children across settings. A
special chapter is included on functional assessment, identifying the function of
the behavior with regard to reinforcement contingencies. Also included is a
chapter on curriculum-based assessment methods for evaluating academic skill
deficits that so often accompany behavior or attentional problems.

Practitioner’s Guide to Empirically Based Measures of Anxiety 
Edited by Martin M. Antony, Susan M. Orsillo, and Lizabeth Roemer 

This remarkable compendium includes reviews of more than 200 instruments
for measuring anxiety-related constructs in adults. These measures are summa-
rized in “quick view grids,” which clinicians will find invaluable. Seventy-five
of the most popular instruments are reprinted, and a glossary of frequently
used terms is provided.  

Practitioner’s Guide to Empirically Based Measures of Depression 
Edited by Arthur M. Nezu, George F. Ronan, Elizabeth A. Meadows, 
and Kelly S. McClure 

This volume provides summary tables comparing and contrasting different
instruments in terms of their time requirements, suitability, costs, administra-
tion, reliability, and validity. These “quick view grids” provide a rapid method
of identifying and comparing potentially useful measures.  

Practitioner’s Guide to Empirically Based Measures of Social

Skills  • Edited by Douglas W. Nangle, David J. Hansen, Cynthia A. Erdley,
and Peter J. Norton 

This one-of-a-kind reference approaches social skills from a social learning per-
spective, combining conceptual background with practical considerations, and
organized for easy access to material relevant to assessment of children, adoles-
cents, and adults. Provides in-depth reviews of nearly 100 measures, and full
reproduction of more than a dozen measures.

CLINICAL ASSESSMENT SERIES

The ABCT Clinical Assessment Series is designed to simplify the lives of practi-
tioners and researchers alike. These handy, comprehensive guides make assess-
ment more systematic, convenient, and completely up-to-the-minute. Focusing
on key clinical areas, they offer organized, readily accessible information on
assessment issues as well as the specifics of individual measures, providing reli-
ability and validity evidence and invaluable comparisons of instruments.

to order:
www.abct.org
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I nominate the following individuals: 

P R E S I D E N T- E L E C T ( 2 0 1 3 – 2 0 1 4 )

R E P R E S E N TAT I V E -AT- L A R G E ( 2 0 1 3 – 2 0 1 6 )

N A M E ( p r i n t e d )

S I G N AT U R E ( r e q u i r e d )

2013 Call for NominationsNOMINATE the Next Candidates for ABCT Office

Every nomination counts! Encourage colleagues to run
for office or consider running yourself. Nominate as many
full members as you like for each office. The results will be
tallied and the names of those individuals who receive the
most nominations will appear on the election ballot next
April. Only those nomination forms bearing a signature
and postmark on or before February 1, 2013, will be
counted. 

Nomination acknowledges an individual's leadership
abilities and dedication to behavior therapy and/or cogni-
tive therapy, empirically supported science, and to ABCT.
When completing the nomination form, please take into
consideration that these individuals will be entrusted to
represent the interests of ABCT members in important pol-
icy decisions in the coming years. Contact the Leadership
and Elections Chair for more information about serving
ABCT or to get more information on the positions.  

Please complete, sign, and send this nomination form
to Raymond DiGiuseppe, Ph.D., Leadership & Elections
Chair, ABCT, 305 Seventh Ave., New York, NY 10001.

�

Good governance requires participation of the mem-
bership in the elections. ABCT is a membership organiza-
tion that runs democratically. We need your participation
to continue to thrive as an organization. 

NOTE: To be nominated for President-Elect of ABCT, it
is recommended that a candidate has served on the
ABCT Board of Directors in some capacity; served as a
coordinator; served as a committee chair or SIG chair;
served on the Finance Committee; or have made other
significant contributions to the Association as deter-
mined by the Leadership and Elections Committee.
Candidates for the position of President-Elect shall
ensure that during his/her term as President-Elect and
President of the ABCT, the officer shall not serve as
President of a competing or complementary professional
organization during these terms of office; and the candi-
date can ensure that their work on other professional
boards will not interfere with their responsibilities to
ABCT during the presidential cycle.

This coming year we need nominations for two elected po-
sitions: President-Elect and Representative-at-Large. Each
representative serves as a liaison to one of the branches of
the association. The representative position up for 2013
election will serve as the liaison to the Academic and
Professional Issues Coordinator. 

A thorough description of each position can be found in
ABCT’s bylaws: www.abct.org/docs/Home/byLaws.pdf.

Three Ways to Nominate

�Mail the form to the ABCT office 
(address above)

� Fill out the nomination form by hand
and fax it to the office at 212-647-1865

� Fill out the nomination form by hand
and then scan the form as a PDF file and
email the PDF as an attachment to our
committee: membership@abct.org. 

The nomination form 

with your original

signature is

required, 

regardless 

of how 

you get

it to 

us. 

✹
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