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Appendix 1
Practice Analysis Advisory Committee and their Professional Affiliations
and ASPPB Personnel Monitoring Study
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Members of the Practice Analysis Advisory Committee (PAAC)
Name

Affiliation

State/Province,
Country

Emil Rodolfa, Ph.D., Chair

University of California – Davis

California, USA

Greg Gormanous, Ph.D.

Louisiana State University – Alexandria

Louisiana, USA

Joan Grusec, Ph.D.

University of Toronto

Ontario, CAN

Catherine Yarrow, MBA, Ph.D.

College of Psychologists of Ontario

Ontario, CAN

ASPPB Personnel Monitoring Study
Stephen T. DeMers, Ed.D
Executive Officer
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Association of State and Provincial
Psychology Boards

Alabama, USA
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Appendix 2
Members of the Practice Analysis Task Force
and their Professional Affiliations
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Members of the Practice Analysis Task Force
Name

Affiliation

State/Province
Country

Consuelo Arbona, Ph.D.

University of Houston

Texas, USA

Nancy Gourash Bliwise, Ph.D.

Emory University

Georgia, USA

Darcy Cox, Psy.D., R. Psych.,

UC – San Francisco; Private Practice;
then University of British Columbia
GateWay Community College; Private
Practice

California, USA and
British Columbia, CAN

Dennis Doverspike, Ph.D., ABPP

University of Akron

Ohio, USA

Kelly Ducheny, Psy.D.

Chicago School of Professional
Psychology

Illinois, USA

John Hunsley, Ph.D.

University of Ottawa

Ontario, CAN

Mary Pat McAndrews, Ph.D.,
C.Psych.

University of Toronto; Toronto Western
Research Institute
California School of Professional
Psychology
OMNI Youth Services; then

ABPP-CN

Wil Counts, R.Ph., Ph.D.

Morgan Sammons, Ph.D., ABPP
Margaret Smith-Zoeller, Psy.D.

Argosy University, Chicago

Arizona, USA

Ontario, CAN
California, USA
Illinois, USA

Lois Tetrick, Ph.D.

George Mason University

Virginia, USA

Sheila Woody, Ph.D.

University of British Columbia

British Colombia, CAN
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Areas of Expertise of PATF Members
Biological Bases of Behavior

4

Cognitive-Affective Bases of Behavior

4

Social and Multicultural Bases of Behavior

7

Growth and Lifespan Development

3

Assessment and Diagnosis

6

Treatment, Intervention, and Prevention

5

Research Methods and Statistics

8

Ethical/Legal/Professional Issues

9

Consultation

3

Management

4

Interdisciplinary Systems

3

Specialized Assessment Techniques

4

Recently Emerged Area

4

Competency Assessment

5

Other

4

 Medical Neuropsychology

1

 Industrial/Organizational

1

 Gerontology

1

 Native American Culture

1

Respondents could check all that applied.

Sex
Female

8

Male

4

Racial or Ethnic Background
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African-American

1

Caucasian

9

Spanish/Hispanic

1

Bi-racial: Caucasian./Native American

1
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Appendix 3
Final Report of Independent Review, Round 1
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Independent Reviewers, Competency Model and Scientific Knowledge
Name

City, State/Province

Blanton, Judith

Pasadena, CA

Bush, Shane S.

Lake Ronkonkoma, NY

Casciani, Joseph M.

San Diego, CA

Cooper, Stewart

Valparaiso, IN

Currie, Janice

Toronto, ON

Davis, Clayton

Berkeley, CA

Fouad, Nadya

Milwaukee, WI

Hart, Stacey

Toronto, ON

Johnston, Charlotte

Vancouver, BC

McGrath, Robert

Teaneck, NJ

McPhail, S. Morton

Houston, TX

Melchert, Timothy P.

Milwaukee, WI

Nicholson, Ian

London, ON

Smith-Acuna, Shelly

Denver, CO

Subich, Linda M.

Akron, OH

Werth, James L. Jr.

Radford, VA

Years of Experience
Mean and Standard Deviation
M
19.1
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Areas of Expertise
Biological Bases of Behavior

0

Cognitive-Affective Bases of Behavior

1

Social and Multicultural Bases of Behavior

6

Growth and Lifespan Development

3

Assessment and Diagnosis

3

Treatment, Intervention, and Prevention

5

Research Methods and Statistics

6

Ethical/Legal/Professional Issues

8

Consultation

4

Management

3

Interdisciplinary Systems

1

Specialized Assessment Techniques

1

Recently Emerged Area

1

Competency Assessment

4

Other

8

Respondents could check all that applied.

"Other" Responses: Areas of Expertise
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Business Practices

1

Career, Diversity

1

Clinical child

1

Health psych, behavioral med, telehealth

1

Industrial/Organizational

1

Program Evaluation

1

School

1

Vocational psychology

1
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Employment Setting
Academic: University

7

Business/Industry-Mgmt

1

Consulting Firm

1

Hospital

1

Individual Private Practice

1

Mental Health Agency-University based

2

Online Interactive Training

1

Professional School - University based

1

School System

1

Health Services Provider
No answer

2

No

4

Yes

11

Sex
Female

7

Male

9

Racial or Ethnic Background
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African-American

1

Caucasian

14

Did not answer

1
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Independent Review Assignment: Delineation of Practice
Based on your subject-matter expertise and professional accomplishments, you have been
selected to participate in this independent review, which is part of the Study of
the Practice of Licensed Psychologists in the United States and Canada. You
were nominated as an independent reviewer by a member of the Practice
Analysis Task Force or Advisory Committee, or by one of your colleagues
pursuant to a call for nominations. The Practice Analysis project is being
conducted by Professional Examination Service (PES) for the Association of
State and Provincial Psychology Boards (ASPPB).
The current phase of the study involves review and refinement of a comprehensive delineation
of contemporary practice in psychology. This effort will be followed by a largescale survey of licensed psychologists to empirically validate the practice
delineation. The results of the survey will be used to further refine the existing
specifications for the Examination for Professional Practice in Psychology
(EPPP) and/or additional complementary assessments, prepare feedback to
examination candidates and training programs, and provide a perspective on the
contemporary roles played by psychologists.
Updating the Delineation of Practice
The thoughtful delineation of practice is essential to the development of content-valid
credentialing exams. The Task Force has begun developing a competency-based
delineation of practice, with five major competency areas in additional to a
section on the scientific knowledge base of the profession.
The following document is attached:
•

Competency IR.doc. This document includes the five major competency clusters, a
brief description of the associated content of each competency cluster, and competency
statements which describe the tasks performed by psychologists. This document
represents a work in progress, and should not be shared with your colleagues.

Your task is to modify, revise, update or delete elements in the delineation to be inclusive
and reflective of a competency-based view of psychology practice.
Procedure:
Please keep the following in mind when reviewing the knowledge:
1. We are sending the Delineation document to you with the tracking feature enabled.
Please make edits and suggested changes directly in the document.
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2. Regardless of an individual psychologist’s perspective, practice setting or specialty,
every psychologist should be able to perform the competencies in each cluster at entry
level into practice.
3. Competency statements should describe a comprehensive list of behaviors in each
cluster. If necessary, add/delete/modify the list of competencies in order to create a
non-redundant list of competencies.
4. Competency statements should be concise and specific. Edit the statements to clarify
the meaning of the competency statements, if appropriate. Adjectives modifying the
level or extent of the competency (e.g., some, thorough) should not be used.
5. The sequence of competency statements in each cluster should present a logical flow.
Re-order or combine if necessary.
Please email your edited copies WITH THE TRACKING ON to show your changes to me at
carla@proexam.org by Friday, July 25, 2008. Thank you very much.
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Independent Review Assignment: Scientific Knowledge Base
Based on your subject-matter expertise and professional accomplishments, you have been
selected to participate in this independent review, which is part of the Study of
the Practice of Licensed Psychologists in the United States and Canada. You
were nominated as an independent reviewer by a member of the Practice
Analysis Task Force or Advisory Committee, or by one of your colleagues
pursuant to a call for nominations. The Practice Analysis project is being
conducted by Professional Examination Service (PES) for the Association of
State and Provincial Psychology Boards (ASPPB).
The current phase of the study involves review and refinement of a comprehensive delineation
of contemporary practice in psychology, This effort will be followed by a largescale survey of licensed psychologists to empirically validate the practice
delineation. The results of the survey will be used to further refine the existing
specifications for the Examination for Professional Practice in Psychology
(EPPP) and/or additional complementary assessments, prepare feedback to
examination candidates and training programs, and provide a perspective on the
contemporary roles played by psychologists.
Updating the Knowledge Statements
The thoughtful delineation of accurate and clear knowledge statements is essential to the
development of content-valid credentialing exams. A comprehensive list of
knowledge statements will describe the organized body of information necessary
for practice. Knowledge may be used in the performance of more than one
competency.
In this assignment, you will be looking at the scientific, theoretical and contextual bases and
foundations which underlie the practice of psychology. We ask that you
concentrate your review on content in your own area(s) of specialization. You
may, if you wish, review other content areas as well.
The following document is attached:
•

“Knowledge.doc”. This document includes the 8 major content areas and 78
knowledge statements which describe the practice of psychology and which form the
basis of the current EPPP. This document represents a work in progress, and should
not be shared with your colleagues.

Your task is to modify, revise, update or delete the knowledge statements in the content
areas to be inclusive and reflective of contemporary psychology practice.
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Procedure:
We are sending the Knowledge document to you with the tracking feature enabled. Each
major content area is on its own page (or its own two pages depending on
length). The definition of the content area is included at the top of each area.
Please keep the following in mind when reviewing the knowledge:
1. Please make edits and suggested changes directly in the document. There is a space at
the end of each content area for additional knowledge statements.
2. Recognize that each knowledge statement is a placeholder for an area of knowledge.
The list of statements should encompass the entire foundation of psychology practice.
3. New trends in psychology may suggest new placeholders, or may suggest the need to
add depth or complexity to existing knowledge statements. Other changes in practice
may require that additional examples be added to existing knowledge statement
example lists, or may require that existing placeholders be minimized, combined with
other placeholders, renamed to reflect current terminology, or even eliminated
completely.
4. Regardless of an individual psychologist’s perspective, practice setting or specialty,
every psychologist should find the knowledge necessary for his or her practice
described in the knowledge base.
5. Knowledge statements should be concise and specific. Adjectives modifying the level
or extent of the knowledge (e.g., some, thorough) should not be used.
6. As you review your edited content areas list, think about the following:
a. Do the knowledge statements describe a comprehensive body of knowledge
associated with the content areas? Is all the knowledge required by both moreand less-experienced psychologists included in the delineation? If necessary,
add/delete/modify the list of knowledge in order to create a comprehensive
listing.
b. Are there redundancies among the knowledge statements?
c. Is each knowledge statement delineated as accurately and concisely as
possible? Edit the statements to clarify the meaning of the knowledge
statements, if appropriate.
d. Have examples been provided if necessary?
e. Is the sequence of knowledge statements appropriate?
Please email your edited copies WITH THE TRACKING LEFT ON to carla@proexam.org by
Friday, July 25, 2008. Thank you very much.
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Results of Independent Review of Competencies
02. Evidence-Based Decision Making/Critical Reasoning
This cluster of competencies includes scientific reasoning and decision making; application of
scientific method to practice; integration of theory, systematic knowledge, and experience to
collect, interpret and apply pertinent data; awareness of biases and heuristics; global
assessment; and assessment as a process.
Comment: I think the role of the scientific “method” in professional practice is a
complicated question—I would think the emphasis here would be on evidencebased practice skills, not on the application of the scientific method specifically
Comment: Re: “global assessment” What is this? Perhaps I should know what it
means exactly, and perhaps others don’t either
Comment: Re: “Assessment” in cluster definition: Does this refer to clinical
assessment? I’m not sure what assessment refers to in the present context—perhaps
an adjective would clarify what type of assessment is being referred to. If clinical
assessment is mentioned here, then perhaps treatment planning and intervention
should also be mentioned so that it implies evidence-based practice is relevant more
broadly across professional practice areas.
Competencies:
02.01. Collect essential data from multiple sources of information
Rev. 1, 2 Collect relevant essential data and critically appraise data from multiple sources of
information (e.g., collateral reports, multiple informants, record review,
measures of symptom validity) (two reviewers)
Delete statement
02.02. Select and critically review relevant research literature with regard to
conceptualization, methodology, interpretation, and generalizability
Rev. 1, 2, 3 Select relevant research literature and critically review relevant research
literature with regard to its assumptions, conceptualization, methodology,
interpretation, and generalizability (four reviewers)
Rev. 4 Select and critically review relevant research literature with regard to
conceptualization, methodology, interpretation, and generalizability, reliability,
falsifiability, refutability and testability (I added these because they are the
Daubert standard)
Delete statement
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02.03. Critically appraise sources of information (e.g., collateral reports, multiple
informants, record review, measures of symptom validity)
Rev. 1, 2 Critically appraise, synthesize and interpret multiple sources of information (e.g.,
collateral reports, multiple informants, record review, symptom measures) with
regard to relevance, reliability, and validity (e.g., collateral reports, multiple
informants, record review, and measures of symptom validity) (two reviewers)
Rev. 3 Critically appraise sources of information (e.g., collateral reports, multiple
informants, record review, measures of symptom validity; standardized
assessment measures)
Delete statement (2)
02.04. Synthesize and interpret multiple, sometimes conflicting sources of data
Rev. 1 Synthesize and interpret multiple Evaluate and integrate results of informationgathering and assessment processes with scientific/professional knowledge to
formulate and reformulate working hypotheses, descriptions, and
recommendations (e.g., ongoing data collection)
Rev. 2, 3 Synthesize and interpret date from multiple, sometimes conflicting sources of data
and endeavor to explain the conflicting data when it exists (two reviewers)
Delete statement
02.05. Develop a rationale that relies on supporting data for decisions
Rev. 1, 2, 3 Develop a rationale for decisions, evaluation and /or intervention that relies on
supporting data. for decisions (3 reviewers)
Rev. 4 Develop a clinical decision making heuristic that relies on multiple sources of data.
rationale that relies on supporting data for [clinical] decisions
Delete statement (4)
Comment: Not sure what this means??
02.06. Use strategies (e.g., cognitive, statistical) and information (e.g., base rates,
epidemiological) to minimize influence of biases and heuristics in decision
making
Rev. 1, 2, 3 Use strategies (e.g., cognitive, statistical) and information (e.g., base rates,
epidemiological) to minimize influence of invalidated biases and heuristics in
decision making, descriptions, and recommendations [biases and heuristics can
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enhance the validity of decisions if there is an empirical rationale for their
use—references available] (3 reviewers)
Comment: I would actually say that we’re trying to teach students to think systematically,
in other words, we’re trying to minimize bias but maximize the use of well
formulated heuristics. Ergo, I’d rephrase this.
02.07. Create an environment that fosters debate and encourages open feedback about
own performance
Rev. 1 Create Facilitate an environment that fosters debate and encourages open feedback on
own performance openness to ideas
Rev. 2 Create an environment that fosters debate and encourages open feedback on one’s
own method and individual performance
Comment: It is not clear what behaviors this competency would entail.
Comment: Is this more appropriate for the next section which focuses on communication
and interpersonal skills? It’s OK here, but it doesn’t seem to be as clearly
related to decision making and reasoning skills as to the next cluster
02.08. Evaluate and integrate results of information-gathering and assessment
processes with scientific/professional knowledge to formulate and reformulate
working hypotheses, descriptions, and recommendations (e.g., ongoing data
collection)
Rev. 1 Evaluate and integrate results of information-gathering (e.g., ongoing data collection)
and assessment processes (e.g., ongoing data collection) with
scientific/professional knowledge to formulate and reformulate working
hypotheses [descriptions] and recommendations (e.g., ongoing data collection)
Rev. 2 Evaluate and integrate results of information-gathering and assessment processes
with scientific/professional knowledge to formulate and reformulate working
hypotheses descriptions, and recommendations (e.g., ongoing data collection)
and develop a rationale that relies on supporting data for decisions
Delete statement (2)
Comment: Descriptions of? I don’t recall the referent of “descriptions” I think working
hypotheses and recommendations applies to most areas of practice
Comment: I wonder about the wisdom of keeping this point. It seems to encapsulate items
5-7 above, so perhaps our choice should be to delete those three items and keep
this. I think what we’re trying to put our finger on is how a student develops
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“clinical intuition” (for want of a more precise term). Perhaps we should
identify it as such?
02.09. Recognize and balance competing needs and demands within a system
Comment: It is not clear what this statement means.
Comment: I’m not sure where we were going with this. As written, I think it’s too general
to be of much use. But I don’t really have a good alternative. Perhaps we
should delete this.
Delete statement
02.10. Make judgments based on scientific reasoning, relational skills, and relevant
experience
Delete statement (3)
Rev. 1, 2 Make judgments based on scientific reasoning, relational skills, ethical principles,
and relevant experience in the appropriate social and cultural context. (two
reviewers)
02.11. Integrate ethical principles into reasoning and decision making
Delete statement (2)
Additional competencies suggested:
02.12. Use evidence to support assertions
02.13. Formulates appropriate questions regarding case conceptualization
02.14. Willingness to present work for the scrutiny of others
02.15. Accurately present information in a broad and unbiased manner that is
congruent with the scientific evidence
02.16. Maintain an awareness of one’s area of limitations in knowledge and skills.
02.17. Learn about diverse research methods and their particular strengths and
applications
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02.18. Learn the differences between evidence based and empirically supported
interventions.
02.19. Critically appraise sources of information (e.g., collateral reports, multiple
informants, record review, measures of symptom validity)
02.20. Identify and attempt to control for personal biases that impact the design and
implementation of research and/or the application of research findings in
practice settings
02.21. Demonstrate competence in application of intervention research findings to
clinical practice
02.22. Evaluate and integrate results of information-gathering and assessment
processes with scientific/professional knowledge to formulate and reformulate
working hypotheses
02.23. Select and critically review relevant research literature with regard to
conceptualization, methodology, interpretation, and generalizability of results
02.24. Make judgments based on scientific reasoning, relational skills, and relevant
experience
02.25. Rely on supporting data, scientific reasoning, and professional judgment to
develop a rationale for decisions (e.g., intervention plan)
02.26. Use ongoing data collection as the basis to reconsider and, when appropriate,
reformulate working hypotheses, conceptualizations, and recommendations
02.27. Multicultural competencies are needed here as well (just like ethical
competencies are). I also commented on this in the next section with regard to
alternatives for handling this issue.
02.28. Develop or use evidence informed algorithms, decision trees, and other
appropriate decision making aids in framing clinical problems and solutions.
02.29. Demonstrate the use of appropriate linguistic, cultural and developmental
variants in the context of decision-making schemes.
Comment: I think there needs to be more competencies related to evidencebased practice. I’d probably rely on the APA Presidential Task Force on
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Evidence-Based Practice report (2006, American Psychologist, 271-285).
Differentiating different types of research evidence (e.g., effectiveness vs.
efficacy vs. meta-analyses) and merging that with clinical expertise and
client characteristics and preferences are critical skills for practicing in an
evidence-based manner, but I don’t think the above list emphasizes these
enough. I wouldn’t emphasize research methodology skills here (i.e., skills
needed to conduct research), but I would instead emphasize the skills
needed to competently practice in an evidence-base manner. In other words,
I’d emphasize clinical research knowledge and skills more than basic,
experimental knowledge and research skills. The assessment section below
gets at some of these, but more is needed here.

03. Cultural and Interpersonal Competence
This cluster of competencies includes the capacity to relate effectively and
meaningfully with individuals, groups, and/or communities; proficiency in working
with diverse individuals, groups, and communities which represent various cultural
and personal backgrounds and characteristics; and demonstration of interpersonal and
communication skills resulting in effective services and information exchanges with
patients, families, staff, and other relevant individuals and agencies.
Rev. 1 This cluster of competencies includes the capacity to relate effectively and
meaningfully with individuals, groups, and/or communities; proficiency in working
with diverse individuals, groups, and communities which represent various cultural
and personal backgrounds and characteristics; awareness of self as shaped by
individual and cultural diversity; and demonstration of interpersonal and
communication skills resulting in effective services and information exchanges
with patients, families, staff, and other relevant individuals and agencies.
Comment: A general comment: I understand our rationale for separately delineating
cultural and interpersonal competencies. At the same time, I think we should take
pains to integrate these competencies into other clusters in our documents. If we
don’t, readers will tend to view these as a separate, standalone set of competencies
that only apply under certain circumstances.
Comment: I would probably separate these two issues, creating two clusters instead
of one. I think a section on “communication and interpersonal competencies” is
important in itself. Communication and interpersonal skills are so fundamentally
important in this field, both with regard to clinical work with clients but also in
working with colleagues, etc. Cultural competencies are needed to communicate
effectively (and are needed in all the rest of the clusters as well, just like ethics
pertains to all areas), but I wouldn’t include them here because it suggests they are
mostly relevant for interpersonal reasons. I would probably create an additional
cluster on cultural competencies rather than infuse them in all the other clusters,
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though either would work. I think multicultural competencies still deserve mention
in all the other competencies (just like ethics does).
Competencies:
03.01 Use awareness of how one’s own social-contextual factors (e.g., race, ethnicity,
gender identity, sexual identity, religious/spiritual background) influence
professional activities
Rev. 1 Demonstrate Use awareness and knowledge of how one’s own socialcontextual factors (e.g., race, ethnicity, gender identity, sexual identity,
religious/spiritual background) and how they may influence professional
activities (e.g. assessment, treatment, research relationships with colleagues)
Rev. 2, 3 Use awareness of how one’s own and others’ social contextual
factors social context (e.g., race, ethnicity, gender identity, sexual identity,
religious/spiritual background, socioeconomic status, disability status)
influence behavior to guide professional activities (two reviewers)
Rev. 4 Maintain Use awareness of how one’s own social-contextual factors
(e.g., race, ethnicity, gender identity, sexual identity, religious/spiritual
background) influences professional activities and use this awareness to
promote ethical and competent practice
Rev. 5 Use awareness of how one’s own social contextual factors contexts
(e.g., race, ethnicity, gender identity or sexual identity, personality style,
religious/spiritual cultural background, role) influence professional
activities
Comment: What are the behaviors associated with “using?”
Comment: I would put these first two items in a separate cluster—see above.
03.02 Use awareness of how others’ social-contextual factors (e.g., race, ethnicity,
gender identity, sexual identity, religious/spiritual background) influence
professional activities
Rev. 1 Use Demonstrate awareness and knowledge of how others’ client’s
social-contextual factors (e.g., race, ethnicity, gender identity, sexual
identity, religious/spiritual background) and their potential influence in
professional activities
Rev. 2 Use awareness of how others’ social contextual factors contexts (e.g.,
race, ethnicity, gender identity or sexual identity, personality style, cultural
religious/spiritual background, role) influence professional activities
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Rev.3, 4 Maintain Use awareness of how others’ social-contextual factors (e.g.,
race, ethnicity, gender identity, sexual identity, religious/spiritual
background, socioeconomic status, disability status) influences professional
activities and use this awareness to promote ethical and competent practice
(two reviewers)
Delete statement (2)
Comment: Suggest combining 1 and 2
03.03 Tailor communications, reports and presentations to the intended audience
Rev. 1 Tailor oral and written communications reports and presentations to the
intended audience(s)
03.04 Collaborate with clients, families and other professionals to achieve desired
outcomes
Rev. 1 Use a collaborative stance when communicating and developing
intervention plans with clients, families, organizations, and other
professionals to achieve desired outcomes
Rev. 2, 3 Collaborate with clients, dyads, families, pertinent community actors,
and other professionals to achieve desired outcomes (two reviewers)
03.05 Demonstrate respect for people and a diversity of thought and ideas
Rev. 1 Demonstrate respect for diverse people and a diversity of thoughts and
ideas
Rev. 2 Demonstrate respect for people and a diversity of thought and ideas and
an openness to different worldviews and epistemologies
Rev. 3 Demonstrate respect for people and the a diversity beliefs they hold
thoughts and ideas
Delete statement (2)
Comment: This statement is not a competency that one possesses or not.
Anyone can be respectful; this statement represents a willingness to do so.
03.06 Conduct relationships in a respectful manner
Rev. 1 Conduct professional relationships in a manner respectful to individuals’ needs,
desires, ideas and cultural contexts. respectful manner (two reviewers)
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Delete statement
03.07 Interact effectively with a broad spectrum of individuals to optimize
relationships
Rev. 1 Interact effectively with a broad spectrum of individuals to optimize
relationships
Delete statement
Comment: What behaviors would this competency entail?
Comment: Effectively” implies a performance standard, not a competency.
03.08 Follow research and practice standards for working with diverse populations
Rev. 1, 2, 3 Follow research and practice professional standards for diverse
specific populations when such standards are known; identify and explain
potential limitations of techniques in populations where such standards are
unavailable (three reviewers)
Comment: “Follow” represents a choice or willingness;
“knowing”/”understanding”/”applying” would be competencies.
03.09 Establish research protocols that respect and/or incorporate the needs and
desires of the group under study
Rev. 1 Establish research protocols that respect and/or incorporate the needs
and desires of the group under study and integrate feedback from cultural
experts and representatives
Comment: If this analysis is focused on delineating the practice of
psychology, I don’t think specific research competencies like this belong
here.
Delete statement
03.10 Maximize inclusiveness for knowledge generation
Rev. 1, 2 Maximize inclusiveness of information sources in various
professional roles (e.g., classroom environment, research protocols, clinic
administration policies) for knowledge generation (two reviewers)
Comment: I am not sure what this means – maximize generalizability to as
diverse a population as possible when conducting research?
PES Final Report

An Update Study of the Practice of Licensed Psychologists

158

Comment: It is not clear what this statement means or how it would be
operationalized behaviorally.
Comment: I wouldn’t include research skills here—I’d focus on evidencebased practice, but not research design skills.
Delete statement (2)
03.11 Identify and integrate feedback from cultural experts and representatives
Rev. 1 Identify cultural experts and representatives and integrate apply their
feedback from cultural experts and representatives to professional
decisions/actions
Comment: I would guess relatively few practicing psychologists do this. If so,
should this be a required competency? I would emphasize other aspects of
multicultural competence instead.
Delete statement (2)
03.12 Demonstrate communication, facilitation, and negotiation skills at an
organizational or systems level
Rev. 1 Demonstrate communication, facilitation, and negotiation skills at
individual as well as an organizational or systems levels
Comment: Is this a reasonable expectation for entry-level psychologists, many
of whom have only functioned under supervision so far?
Delete statement (2)
03.13 Recognize need to collaborate when necessary and to serve as a resource when
needed
Rev.1, 2 Recognize need Ability to collaborate when necessary and to serve as
a resource when needed appropriate (two reviewers)
03.14 Engage in and accept constructive criticism
Rev. 1, 2 Engage in self evaluation and self reflection, and accept constructive
criticism in a non-defensive way (two reviewers)
Comment: This seems like a universal competency that we have incorporated
into other clusters. I don’t mind listing it in each, but we don’t do this
systematically for other more universal competencies.
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Delete statement
03.15 Manage conflict to facilitate growth
Rev. 1 Tolerate and understand interpersonal conflict and manage conflict to
facilitate growth
Rev. 2, 3 Manage individual and group conflict to facilitate [“one’s own
personal”?] growth [i.e., not the client’s or other’s growth] and
understanding (two reviewers)
Comment: I forget whether this was referring to intrapsychic or interpersonal
conflict (or both) I am assuming it is interpersonal
Delete statement (2)
Additional competencies suggested:
03.16 Respects and shows interest in other’s cultures, experiences, values, points of
view, goals and desires, fears, etc.
03.17 Demonstrates respectful and collegial interactions with those who have
different professional models or perspectives than own
03.18 Strive to understand the roles and responsibilities of other professionals with
whom one interacts
03.19 Learn about key ways that differentiate cultures and how to adjust intervention
style to better meet the cultural characteristics of the client.
03.20 Learn about dealing with cultural differences within a given system and how to
best pull these into more adaptive integration.
03.21 Demonstrate flexibility and tolerance of affect
03.22 Form a working alliance across contexts and roles
03.23 Demonstrates flexible, sensitive, and congruent verbal/non-verbal skills
03.24 Recognize need for referral of a client/patient to another mental health
specialist or health care professional
03.25 Maximize inclusiveness for knowledge generation
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03.26 Identify and integrate feedback from cultural experts and representatives as
needed
03.27 Engage in and accept constructive criticism
03.28 Manage conflict to facilitate growth
03.29 Seek and integrate recommendations, guidelines, and feedback from cultural
experts and representatives
03.30 Client advocacy skills—I think that advocating on behalf of clients is an
important practice skill
03.31 Demonstrate appropriate linguistic competencies
Comment: I would emphasize self-awareness and self-knowledge (i.e., psychological
adjustment) more. The APA Ethics Code refers to “personal problems” not
interfering with professional services—maybe that’s a good way to approach this
sensitive but very important topic.
Comment: I think documentation and report writing skills need more emphasis. That
is, written communication skills are very important in this field, as are standards of
practice regarding appropriate documentation.

04. Professionalism/Ethics
This cluster of competencies includes professional identity, integrity, deportment, and
accountability; concern for the welfare of others; recognition of self as shaped by
individual and cultural diversity; ethical, legal and professional standards and
guidelines; ethical decision making, ethical conduct; commitment to the profession
through continuing education, research, collaboration, mentoring, and advocacy.
Rev. 1 This cluster of competencies includes professional identity, integrity,
deportment, and accountability; concern for the welfare of others; recognition of
self as shaped by individual and cultural diversity; ethical, legal and professional
standards and guidelines; ethical decision making, ethical conduct; commitment to
the profession through continuing education, research, collaboration, mentoring,
and advocacy.
Comment: I think this item belongs with the cultural competencies cluster—it was
specifically mentioned there and it fits better there.
Comment: You could add something about the implications of cultural and individual
diversity on ethics, but I think it’s subsumed in the earlier cluster
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Competencies:
04.01. Demonstrate behavior commensurate with current standards of practice; be
guided by ethical, legal, regulatory, and practice standards
Rev. 1 In teaching, consultation, supervision and direct service settings,
demonstrate and promote values and behaviors commensurate with current
standards of practice including be guided by ethical, legal, regulatory, and
practice intervention standards
Rev. 2 Demonstrate professional behavior commensurate with current
standards of practice; be guided by ethical, legal, regulatory, and practice
standards
04.02. Promote (e.g., advocate for necessary changes) ethical, legal, regulatory, and
practice standards
Rev. 1 Promote (advocate for necessary changes) ethical, legal, regulatory, and
practice standards, and advocate for necessary changes
Rev. 2 Promote Advocate for necessary changes in ethical, legal, regulatory,
and practice standards as the need becomes apparent
Rev. 3 Actively promote (e.g., advocate for necessary changes) ethical, legal,
regulatory, and practice standards in one’s community, organizations, and
relationships
Delete statement (2)
Comment: there are other ways to promote these standards. I’m not clear what
the competence here is exactly. Entry level psychologists are supposed to
advocate for which necessary changes in ethics and other standards? Should
the psychologist be responsible for identifying needed changes first, before
they should advocate for the changes? I think the issue here is really
covered by #1.
Comment: This example seems to imply an individual choice, not a
professional competency.
04.03. Promote (e.g., through teaching, supervision, and consultation) ethical, legal,
regulatory and practice standards
Rev. 1 Promote (through teaching, supervision, and consultation) ethical, legal,
regulatory and practice standards through advocacy, teaching, supervision,
and consultation
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Rev. 2 Promote (through teaching, supervision, and consultation) ethical, legal,
and regulatory compliant and practice standards
Comment: Is this really the same as #1? Or are entry level psychologists
supposed to do some sort of promotional activities in addition to observing
and being guided by ethics, etc., standards?
Delete statement
04.04. Identify and observe boundaries of competence in service delivery,
supervision, research, and teaching
Delete statement
Comment: These seem to be contained in revised #1
04.05. Identify and observe ethical boundaries and clarify roles in service delivery,
supervision, research and teaching
Rev. 1 Identify and observe ethical boundaries and Clarify roles and potential
dual relationships in service delivery, supervision, research and teaching
Delete statement (3)
Comment: What are “ethical boundaries”? Are these referring to multiple
relationships
04.06. Establish an environment that promotes ethical decision-making
Rev. 1 Establish and maintain an environment that promotes and supports
ethical decision-making
Comment: How would this statement be operationalized behaviorally? Is it a
competence or a willingness to behave in certain ways? Perhaps
understanding the elements of an environment that promotes ethical
decision making would be a better statement of this competency.
Comment: Are entry-level psychologists responsible for the practice/clinical
environment that they have found themselves in (they are normally under
supervision by those who control the local practice environment)? Is it
reasonable to expect them to accomplish this goal?
Delete statement
04.07. Continue to update knowledge and skills relevant to psychological practice
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Rev. 1 Continue to Regularly update knowledge and skills relevant to
psychological practice
Comment: Repetition of #1
Delete statement (2)
04.08. Critically evaluate one’s own professional practice through self-reflections and
feedback from others
Rev. 1 Critically evaluate one’s own professional behaviors practice through
self-reflections and feedback from others
Rev. 2, 3 Critically evaluate own professional competencies practice and
ethical behavior through self-reflection, study of current psychology
literature, and feedback from others (two reviewers)
04.09. Develop and disseminate knowledge in accord with scientific and ethical
principles
Rev. 1 Discover, develop, apply and disseminate knowledge in accord with
scientific and ethical principles
Comment: Is this a necessary competency for professional practice? I
wouldn’t say that completing a dissertation normally fulfills this
competency, and I’m unclear about what the expectation would be for entrylevel psychologists. Again, I would focus on evidence-based practice
knowledge and skills instead.
04.10. Present psychological knowledge to diverse groups (e.g., students, colleagues,
other professionals, the public)
Rev. 1 Present Disseminate psychological knowledge to diverse groups (e.g.,
students, colleagues, other professionals, the public)
Rev. 2 Share Present psychological knowledge for the benefit of to diverse
groups (e.g., students, colleagues, other professionals, the public, or other
diverse groups)
Rev. 3 Accurately present psychological knowledge to diverse groups (e.g.,
students, colleagues, other professionals, and the public) in an unbiased
manner that is congruent with the scientific evidence
Delete statement
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Comment: This sounds like a communication skill that would fit better in the
earlier cluster. But I question whether making public presentations in
educational, professional, and public contexts is a reasonable expectation
for entry-level professional practice. It’s great to do, but why is this a
minimal practice competency?
04.11. Accurately present information in a broad and unbiased manner that is
congruent with the scientific evidence
Rev. 1, 2, 3 Accurately present information to diverse groups (e.g., students,
colleagues, other professionals, the public) in a broad and unbiased
objective manner that is congruent with the scientific available evidence
(three reviewers)
Rev. 4 Accurately present information in an broad and unbiased manner that is
congruent with the scientific evidence
Delete statement
Comment: Move to Cluster 1
Comment: Not sure why this should be “broad” if the science supports only a
narrow and careful statement
04.12. Demonstrate respect for all individuals (e.g., clients, colleagues, students),
including those with conflicting viewpoints
Rev. 1, 2 Demonstrate respect for all individuals (e.g., clients, colleagues,
students, and others with whom you interact professionally, including those
with conflicting viewpoints (two reviewers)
Delete statement (3)
04.13. Act as advocate for clients regarding access to services within social service
and health systems
Comment: Seems to fit better Cluster Intervention Consultation
Rev. 1, 2 Act as advocate Advocate for clients regarding access to needed
services within social service and health systems (two reviewers)
Rev. 3 Act as advocate for client access regarding access to services within
social service and health systems when needed
Rev. 4 Act as advocate for clients regarding access to services and protection
of fundamental rights within social service and health systems
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04.14. Complete work in a timely and legible manner
Comment: While no doubt a part of practice, this statement is actually a
performance standard, not a competency. It also represents a much higher
level of specificity than other statements.
04.15. Ensure accurate and ethical representation of work that was done (e.g., in
clinical reports, billing records, research documentation, promotional material)
Rev. 1 Ensure Report professional activities in an accurate and ethical
representation of work that was done manner (e.g., in clinical reports,
billing records, research documentation, promotional material)
Rev. 2 Ensure accurate and ethical representation of work products, such as
that was done (e.g., in clinical reports, billing records, research
documentation, and promotional material.
Rev. 3 Ensure accurate and ethical representation of work that was done
performed or services provided (e.g., in clinical reports, billing records,
research documentation, promotional material)
Comment: This seems like a narrow concern that is subsumed under item #1.
If you get this specific about particular aspects of ethical and legal practice,
you would have a very long list of specific competencies.
04.16. Provide expertise to and/or serve on boards or committees within your
profession or within the public arena (e.g., workplace, professional
organization, journal editorial boards, peer review in practice and research,
interdisciplinary organizations, other policy making organizations).
Rev. 1 Provide expertise to and/or serve on boards or committees service
within to your profession (e.g., workplace, professional organization,
journal editorial boards, peer review in practice and research,
interdisciplinary organizations) and/or within the public arena (e.g.
workplace, professional organization, journal editorial boards, peer review
in practice and research, interdisciplinary organizations to the public (e.g.,
policy making organizations, community education, consultation).
Delete statement (2)
Comment: Is this really a job/professional requirement, or is it a choice made
by dome professionals
Comment: I don’t think this should appear on a list of competencies for entrylevel psychologists. In general, I don’t think they have sufficient expertise
for doing many of these activities, and it would raise some concerns for me
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if they represented themselves as being able to do many of these things.
Simply providing service to professional organizations is fine, but not
necessarily “sharing expertise” in formal ways. I think new graduates
should be encouraged to be involved in professional organizations, but I
wouldn’t include it as a required competency for entry-level practice.
04.17. Engage in pro bono activities
Rev. 1 Engage in pro bono activities, including providing expertise to and/or
serve on boards or committees within the profession or within the public
arena (e.g., workplace, professional organization, journal editorial boards,
peer review in practice and research, interdisciplinary organizations, other
policy making organizations).
Delete statement
Comment: This statement is not a competency; it reflects a willingness to
engage in such activities, which raises the question of whether it is a
professional requirement to do so.
Comment: Is this a reasonable expectation for entry-level psychologists?
Hasn’t most of their work (in practicum, internship) been largely pro bono
anyway? I’m unclear what the expectation or requirement with regard to
this. It isn’t a competency.
04.18. Demonstrate a commitment to the profession through continuing education,
research, collaboration, mentoring, and advocacy
Delete statement

Additional competencies suggested:
04.19. Ability to articulate knowledge of the principles of the APA Ethical Principles
and Code of Conduct and of legal and regulatory issues in the practice of
psychology (e.g., child abuse reporting, dual relationships, HIPAA,
confidentiality, informed consent).
04.20. Demonstrates capacity for appropriate boundary management
04.21. Maintain ethical competence through formal and informal continuing
education in professional ethics
04.22. Utilize an ethical decision-making model and multiple references (e.g., ethics
code, jurisdictional laws, professional guidelines and position papers, ethics
committees, colleagues) when anticipating or confronting ethical challenges.
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04.23. Strive to practice in a manner consistent with positive ethics (i.e., the highest
ideals of ethical practice)
04.24. Because different systems may pose conflicting ethical positions (employers,
and profession), maintain a readiness to prioritize which system is followed
04.25. Attain a high level of familiarity with the Ethics code and what behaviors are
required or prohibited
04.26. Integrate ethical principles into reasoning and decision making (moved from
first cluster).
04.27. Identify and deal with ethical conflicts of self and others
04.28. Demonstrate understanding of when professional consultation is appropriate
and necessary.
04.29. Consult with knowledgeable colleagues when faced with ethical or
professional dilemmas.
04.30. Communicate ethical issues (e.g., limits of confidentiality, dual relationships,
third party payment, uses of data or professional services) to non-psychologists
04.31. Apply knowledge of legal and regulatory requirements to research designs,
interventions, or therapy plans.
04.32. Document assessment/evaluation results, intervention recommendations,
progress, and outcomes
04.33. Multicultural competencies should probably be noted here too. I think ethical
practice requires an awareness of the influence of diversity with regard to
ethical, legal, and practice standards.

05. Competency Cluster: Assessment
This cluster of competencies includes choice of measurement approaches and
psychometric tools; evaluation methods; application of methods; diagnosis;
conceptualization and recommendations; communication of findings; knowledge of
limitations and appropriateness of norms and references; and appropriate use of
instruments.
Comment: Is treatment planning in this cluster, or in Intervention? It should get more
emphasis wherever it goes. For most purposes, I consider it different than
assessment and different from the skills needed to competently implement
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interventions. I know our field doesn’t often emphasize treatment planning issues,
but I think they’re critical for professional practice. I think it would fit more easily
into the Intervention cluster.
Competencies:
05.01. Apply criteria for selection and adaptation of assessment methods (e.g.,
cultural appropriateness, trans-cultural adaptation, language accommodation,
cost effectiveness, incremental validity, relevance to referral concern,
psychometrics)
Rev. 1 Apply criteria for selection and adaptation Ability to select and
implement methods and means of evaluation in ways that are responsive to
and respectful of diverse individuals, couples, families and groups of
assessment methods (e.g., cultural appropriateness, age appropriateness
trans-cultural adaptation, language accommodation, cost effectiveness,
incremental validity, relevance to referral concern, psychometrics) (two
reviewers)
Rev. 2 Apply current standards of practice/established criteria for selection,
administration, scoring, and adaptation of assessment methods (e.g., cultural
appropriateness, trans-cultural adaptation, language accommodation,
disability accommodations, cost effectiveness, incremental validity,
relevance to referral concern, psychometrics (two reviewers)
Rev. 3 Apply research supported, current, and ethically appropriate criteria for
selection and adaptation of assessment methods (e.g., cultural or language
appropriateness, trans cultural adaptation, language accommodation cost
effectiveness, incremental validity, relevance, to referral concern
psychometric properties) (two reviewers)
Rev. 4 Apply criteria for selection and adaptation of assessment methods (e.g.,
psychometrics, relevance to referral concerns, cultural appropriateness,
trans-cultural adaptation, linguistic and literacy language accommodation,
cost effectiveness, incremental and ecological validity, relevance to referral
concern, psychometrics) (two reviewers)
05.02. Ensure that assessment instruments are only used on individuals and/or groups
for which they are normed or appropriate
Rev. 1 Ensure that assessment instruments are only used on individuals and/or
groups for which they are normed or appropriate, or when available norms
do not yet exist, explicitly note the limitations associated with that
assessment
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Rev. 2 Ensure that assessment instruments are only used in appropriate context
of their limitations, consumer acceptability, and established norms and
references on individuals and/or groups for which they are normed or
appropriate
Comment: This is not a competency as stated, and it overlaps with #1.
05.03. Consider individual and cultural differences when assessing/diagnosing
Rev. 1 Consider Apply knowledge of research regarding individual and cultural
differences when assessing using assessment tools and/or diagnosing
underlying dynamics (psychological or organizational)
Delete statement (2)
05.04. Implement (administer and score) appropriate assessment procedures
Rev. 1 Implement Administer, and score, and interpret tests and other
appropriate assessment procedures accurately following current guidelines.
(three reviewers)
Rev. 2 Implement (administer and score) appropriate assessment procedures in
accordance with standard procedures based on psychometric research
Rev. 3 When standardized Implement (administer and score) assessment
measures are employed, ensure appropriateness of selection, administration,
scoring, and interpretation procedures.
Delete statement(2)
05.05. Critically interpret assessment/evaluation results
Rev. 1 Critically interpret assessment/evaluation results and present results at a
level appropriate for user.
Rev. 2 Critically interpret assessment/evaluation results and communicate
assessment results in written and verbal from clearly, constructively and
accurately in a conceptually appropriate manner
Rev. 3 Critically interpret standardized assessment/evaluation results in the
context of information derived from other sources
Delete statement(3)
05.06. Synthesize information derived from different sources
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Rev. 1 Synthesize information derived from different sources Takes into
account limitations and appropriateness of norms and references in
reporting and synthesizing information derived from different assessment
sources
Rev. 2, 3 Synthesize, properly weighs, and integrate information derived from
different multiple sources (two reviewers)
Delete statement
05.07. Conduct multi-modal and multi-axial assessment
Rev. 1 Conduct multi-methodal and multi-traitaxial assessment
Comment: I think these two topics should be separated. They’re really
separate issues that don’t overlap a lot.
Comment: I’m afraid the use of multiaxial will be construed as referring to
DSM schemae. Would “multifactorial” are better?
05.08. Apply diagnostic criteria
Rev. 1 Apply recognized (common) diagnostic criteria
Delete statement
Comment: Is this just one part of #7? Why is this particular issue emphasized?
Instead, I would emphasize differential diagnosis which is a very important
competency.
05.09. Evaluate and recognize needs of learners
Rev. 1 Evaluate and recognize needs of learners students and supervisees
Comment: who are the learners?
Comment: This statement seems out of context
Comment: For the professional practice of psychology? This is an educational
skill.
Comment: This seems out of place in this cluster, suggest we delete it
05.10. Evaluate educational outcomes to inform process
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Rev. 1 Evaluate educational outcomes to inform the assessment process of
learning (two reviewers)
Rev. 2 Evaluate educational learning outcomes to inform educational practices
process
Rev. 3 Conduct formative and summative evaluations of educational outcomes
objectives
Rev. 4 Evaluate educational outcomes to inform pedagogy process
Comment: Not sure what this means??
Comment: This statement seems cryptic
Comment: I assume this also applies to education, not professional
psychology practice.
05.11. Consider issues of differential diagnosis and integration of non-psychological
information (e.g., medical evaluations, results of imaging procedures,
laboratory test results) into psychological assessment
Rev. 1 As appropriate, include Issues of differential diagnosis and integration
of non-psychological information (e.g., medical evaluations, results of
imaging procedures, laboratory test results) into psychological assessment
Delete statement(2)
Comment: I am not sure what this one refers to
Comment: Including this raises concerns about practicing outside the
boundaries of one’s competence. What exactly is meant here? Integrating
information from medical, educational, social service, criminal justice, and
other professionals is just fine, but I think it should be phrased differently
because I think you want to avoid implying that entry-level psychologists
should be able to competently select and interpret medical information to
integrate into their findings. Perhaps medical psychologists should be able
to do this, but I would think they would also be very careful about not
overstating this.
Comment: We’ve more or less covered this in the above competencies.
Consider deleting this, as it may be redundant.
05.12. Document assessment/evaluation results, intervention recommendations,
progress, and outcomes
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Delete statement
Comment: I think written communication and documentation skills are very
important, but I would put them into a cluster on communication and
interpersonal skills. Otherwise, I think you should emphasize documentation
skills in each cluster, and not just this one.
Comment: Seems that this is better placed in our professionalism cluster
05.13. Design and conduct research studies
Rev. 1 Design and conduct research studies to expand norms and improve
assessment
Rev. 2 Design and conduct research studies using research tools appropriate to
answer the questions of interest
Delete statement (2)
Comment: Too broad, does not seem to fit here
Comment: Why is this statement included in this cluster? It seems out of
context here. Moreover, it is at a much lower level of specificity (i.e., it is
broader) than most other statements.
Comment: This isn’t a competency for professional practice. Understanding
research design issues in the context of evidence-based practice is
important, and that’s what I would emphasize instead.
Comment: Suggest deletion. Not every clinician will do this, it is (regrettably)
not considered to be a basic competency by all.
Comment: Not sure why this is in assessment unless the research is targeted to
improving assessment practices maybe something is missing here?
05.14. Use current guidelines for assessment
Rev. 1 Use current guidelines for assessment of specific populations
Comment: Incorporated in # 4 above
Comment: Which guidelines? Ethical? Psychometric? Diagnostic?
Multicultural?
Comment: This seems to be included in the next item.
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Delete statement (3)
05.15. Demonstrate behavior commensurate with current standards of practice
Delete statement (4)
Comment: covered elsewhere
Comment: The way this is written, it refers to all of the clusters. I assume it’s
supposed to refer to assessment standards of some type. It should be
circumscribed to something like “standards of practice regarding
psychological assessment” so it’s not completely open ended.
Comment: Again perhaps this should be shifted to our professionalism cluster.
05.16. Ensure that assessment findings are not interpreted beyond the limitations of
assessment instruments
Delete statement (4)
Comment: I think this should refer to reliability and validity to be a little more
precise. Perhaps: “…beyond the limitations of the reliability and validity
evidence supporting the use of particular instruments”
05.17. Interpret assessment results taking into account limitations and appropriateness
of norms and references
Delete statement(4)
Comment: Incorporated in number 6 above
Comment: I’m not sure what “references” refers to. It seems like this item
refers to the same thing as the last item.
Comment: Redundant wit h#4 above, suggest collapsing or deleting this item
05.18. Measure individual, couples, family, group, and/or organizational change due
to intervention or prevention efforts (e.g., continuous monitoring, pre-, postand follow-up assessment, detection of relapse, patient compliance,
organizational benchmarking)
Rev. 1 Accurately measure individual, couples, family, group, and
organizational change due to intervention or prevention efforts (e.g.,
continuous monitoring, pre-post- and follow-up assessment, detection of
relapse, patient compliance, organizational benchmarking)
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Delete statement
Comment: Not sure what this one means
Comment: Previous two statements deleted because they are inherently
included in the added competency below.
Comment: Are organizational interventions considered part of the
competencies for entry-level professional psychologists? I would guess I/O
psychologists wouldn’t think so.
05.19. Evaluate supervisee competency based on expected benchmarks
Rev. 1 Evaluate supervisee competency based on expected benchmarks in and
ethical and transparent manner
05.20. Evaluate the quality of student research
Delete statement (2)
Comment: For entry-level practicing psychologists? Or for psychology
instructors?
Comment: Again, not a core competency
05.21. Use computers, the internet, and related technology in implementing tests,
surveys, and other forms of assessment and diagnostic evaluation; validity, cost
effectiveness, consumer acceptability
Rev. 1, 2 Adequate use computers, the internet, and related technology in
implementing tests, surveys, and other forms of assessment and diagnostic
evaluation within the limits of validity, cost effectiveness, and consumer
acceptability (two reviewers)
Rev. 3 Use computers, the internet, and related technology in an ethical and
appropriate manner accounting for the strengths and limitations of these
modalities implementing tests, surveys, and other forms of assessment and
diagnostic evaluation; validity, cost effectiveness, consumer acceptability
(two reviewers)
Delete statement
Comment: The meaning or purpose of the second clause is not clear.
Comment: Maybe this can be more clearly stated. I understand the
“implementation” part, but “Use computers, the internet, and related
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technology in…validity, cost effectiveness, consumer acceptability” isn’t
clear. I’m not sure what competency is being discussed here. I think it has to
do with accessing digitally-based information. If so, perhaps that’s better
placed in the evidence-based practice cluster—it applies to all the clusters
and not just this assessment cluster.
Comment: This is a bit of a fait accompli, I’m afraid it will seem too dated.
Additional competencies suggested:
05.22. Ability to apply knowledge about range of normal-abnormal behavior,
including DSM criteria, to case formulation and diagnosis
05.23. Ability to select assessment measures with attention to issues of reliability and
validity
05.24. Utilize appropriate statistical methods (e.g., positive predictive value, negative
predictive value) in the interpretative of test data.
05.25. Select appropriate normative data for each patient population.
05.26. Use technology as appropriate to maximize quality of patient care and ease of
service delivery and practice management.
05.27. Understanding of the strengths and limitations of diagnostic approaches and
interpretation of results from multiple measures for diagnosis and treatment
planning.
05.28. Learn about questionnaires and in vivo techniques relevant to individual,
couples, family, group, and organizational assessment
05.29. Learn about ethical applications to non-clinical applied situations, e.g.,
consultation. Maintain standardization to the degree possible. When deviation
from standardization is necessary, explicitly note the reason for the deviation,
the alternative procedures used, and the limitations on interpretation associated
with non-standard administration
05.30. Evaluate tests and assessments in terms of APA standards on testing, including
reliability, validity, and adequate documentation.
05.31. Understand and can interpret basic psychometric data on reliability, validity,
and bias
05.32. Flexible use of a broad range of data collection techniques based on referral
question and client characteristics

PES Final Report

An Update Study of the Practice of Licensed Psychologists

176

05.33. Consider medical and medication factors that could account for some or all of
the person’s symptom pattern.
05.34. Apply knowledge of psychometric theory and analyses, normative data, and
available research to inform assessment selection and interpretation.
05.35. Use current professional standards and guidelines for assessment
05.36. Collect, synthesize, and interpret data from multiple sources of information
05.37. Conduct differential diagnosis
05.38. Write integrative psychological evaluation reports

06. Competency Cluster: Intervention/Teaching/Consultation
This cluster of competencies includes the use of interventions designed to alleviate
suffering and to promote health and well-being of individuals, groups, and/or
organizations; understanding of empirically supported treatments; provision of expert
guidance or professional assistance to third parties; evaluation of outcomes
Rev. 1 This cluster of competencies includes the use of interventions designed to
alleviate suffering and to promote health and well-being of individuals, groups,
and/or organizations; knowledge and skills relevant to understanding of empirically
supported treatments; provision of expert guidance or professional assistance (
including teaching) to third parties; evaluation of outcomes
Comment: While I think we’d all like to promote physical as well as mental health,
think you should stick to mental health competencies in the delineation of entrylevel practice for professional psychologists
Comment: I understand the need for entry-level practitioners to consult regarding
their complicated cases (i.e., clinical case consultation), but I’m not comfortable
with the general suggestion that entry-level practitioners are competent to share
expertise with third parties (organizational, forensic, etc. consultation). I would
probably embed the case consultation issues into the evidence-based practice,
communication, and/or ethics/professional clusters. I don’t see this issue as being
primarily related to competencies around implementing interventions.
Competencies:
06.01. Engage in collaborative intervention planning with client(s) and stakeholders
Delete statement
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06.02. Select and skillfully apply interventions based on best available evidence (e.g.,
exposure techniques for panic disorder, parent training for oppositional defiant
disorder, family psycho-education for serious mental illness, handling of
missing data in research, use of jury polling techniques, personnel selection)
Rev. 1 Select and skillfully apply intervention based on best current available
evidence (e.g., exposure techniques for panic disorder, parent training for
oppositional defiant disorder, family psycho-education for serious mental
illness, handling of missing data in research, use of jury polling techniques,
personnel selection and systems change management) and contextual
factors (e.g. race, ethnicity, socio economic background, culture, gender,
gender orientation) (three reviewers)
Rev. 2 Select and skillfully apply intervention (e.g., treatment, statistical
methods, personnel selection) based on best available evidence (e.g.,
exposure techniques for panic disorder, parent training for oppositional
defiant disorder, family psycho education for serious mental illness,
handling of missing data in research, use of jury polling techniques,
personnel selection)
Comment: “Skillfully” implies a performance standard.
Comment: I think it would be best to separate “selection” and “application” of
interventions here. I would focus on treatment planning in terms of the
selection of interventions in this item, and then focus on the implementation
or application of interventions in the next item.
Comment: I don’t understand the last 3 examples given here. The first three
examples provide examples of recommendations involving the best
available evidence, but the last three note specific topics that don’t seem
particularly related to entry-level general practice skills. I suggest not
providing examples, but instead just note the competency—I think it’s
clears without examples, and there will likely be disagreement about which
ever particular competencies that are provided.
Comment: This cluster pertains to intervention and consultation, suggest we
delete “in research”
06.03. Skillfully apply contemporary interventions to:
• Reduce suffering and promote health and well-being
• Enhance growth and performance (e.g., executive coaching, personal
selection, performance management, enhancement of athletic performance,
conflict resolution skills)
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• Reduce risk factors and increase resilience (e.g., population-level
interventions)
Rev. 1 Skillfully Apply contemporary interventions and/or methodologies to:
Rev. 2 Skillfully Apply currently accepted contemporary interventions to:
Comment: “Skillfully” implies a performance standard.
Comment: If the earlier suggestion is taken, then this item won’t be redundant
with the previous competency. Similar to the last item, I wouldn’t mention
examples here either. Some of these examples refer to medical or I/O
psychology or public health work (i.e., specializations rather than general
practice competencies), and whichever examples are chosen are probably
going to cause some disagreements.
06.04. Treat specific disorders or functional concerns (e.g., post-traumatic response,
depression, family caregivers, organizational changes, adherence to medical
regimens)
Rev. 1, Treat specific disorders or functional concerns (e.g., post-traumatic
response, depression, family caregivers, team functioning, organizational
changes, adherence to medical regimens)

06.05. Collect and analyze data using appropriate methods
Rev. 1 Apply scientific method to collect and analyze data using appropriate
methods of analysis to evaluate treatment progress and use this information
to improve treatment outcomes
Rev. 2 Collect and analyze data using appropriate quantitative and qualitative
methods of analysis
Delete statement
Comment: I don’t know what this refers to in terms of treatment planning or
intervention skills. It sounds like a research skill.
06.06. Modify interventions based on integration of client characteristics, outcomes
data collected, current research literature and continued learning (e.g.,
monitoring intervention efficacy, cost benefit analysis, targeting level of
intervention)
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Rev. 1, 2 Modify plan for intervention based on integration of emerging client
characteristics, client outcomes data collected, and current research
literature and continued learning (e.g., monitoring intervention efficacy,
cost benefit analysis, targeting level of intervention) (two reviewers)
Comment: Do we really modify interventions based on “continued learning”?
Continued learning sounds like continuing education, and I don’t think we
would suggest that we wait to modify interventions until we complete some
CE program. I think referring to “current research literature” is sufficient to
cover this issue.
Comment: I think we pretty much covered this in the evidence based decision
making section, do we need to repeat again here?
06.07. Seek inter-professional consultation and collaboration and make appropriate
referrals (e.g., education, physical health, mental health, social services,
research methodology, forensics, business and industry)
Rev. 1, 2 Seek inter-professional consultation and collaboration and make
appropriate inter-professional referrals (e.g., education, physical health,
mental health, social services, research methodology, forensics, business
and industry) (two reviewers)
Comment: These lists of examples often range over a variety of practice,
research, and I/O settings. I thought these competencies should focus on
entry-level general practice psychology—i.e., competencies that all new
psychologists should possess, as opposed to competencies that only
specialists would be able to offer competently.
Comment: Covered in our professionalism section.
06.08. Interpret and recommend applications of research and/or program evaluation
findings, with awareness of their strengths and limitations
06.09. Create a planned, sequenced training experience for supervisees (e.g.,
practicum, research supervisees, employees)
Rev. 1 Create a planned coherent sequenced training experience learning plan
for supervisees, students, and trainees (e.g., practicum, research supervisees,
employees)
Comment: Is this a highly relevant competency for entry-level psychologists?
Many wouldn’t have been given the opportunity to do this before the point
of licensure. It’s a nice idea, but is it a realistic expectation?
06.10. Develop and validate innovative interventions
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Rev. 1 Develop and validate obtain validity evidence for innovative
interventions
Comment: I think this is beyond what an entry level clinician should be able to
do
Comment: Is this appropriate for entry-level psychologists?
Additional competencies suggested:
06.11. Ability to apply knowledge of evidenced-based practice, including empirical
bases of intervention strategies, clinical expertise, and client preferences in
developing rationale for interventions.
06.12. Knowledge of guidelines for writing case summaries and progress notes.
06.13. Develop an awareness of communication styles and expectations in
professional work settings.
06.14. Develop an appreciation for producing objective and subjective outcomes
measures, and demonstrating outcomes that recognize different perspectives
and audiences.
06.15. Learn about organizational level issues and interventions
06.16. Learn about intervening triadically in addition to dyadically.
06.17. Build and maintain a treatment alliance while addressing complex clinical
issues
06.18. Prioritize issues to be addressed and plan interventions accordingly
06.19. Self-correct to improve intervention efficacy
06.20. Implement practice management skills sufficient for ethical practice
06.21. Critique and modify traditional models of intervention and assessment to best
fit special populations.
06.22. Demonstrate understanding of the findings from intervention research for
empirically supported treatments, specifically randomized clinical trials.
06.23. Formulate and communicate conceptualization of the problem (e.g., disorder to
be treated, knowledge or skills to be gained)
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06.24. Develop and communicate intervention goals and programmatic plan for
intervention
06.25. Maintain accurate and up-to-date records of problem formulation and
intervention plan, intervention strategies, and ongoing assessment of progress
toward objectives
06.26. I think there should be something on outcomes evaluation and management
(e.g., “Conduct outcomes evaluation and management, at both client and
program levels”). This is an important competency for contemporary practice
and is relevant for all entry-level psychologists.
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Results of Independent Review of Knowledge Content and Statements
Biological Bases of Behavior –– knowledge of (a) biological and neural bases of behavior, (b)
psychopharmacology, and (c) methodologies supporting this body of knowledge
K01.01

Correlates and determinants of the biological and neural bases of behavior (e.g., [neuro]
anatomy, [neuro] physiology, [neuro] endocrinology) pertaining to perception, action,
attention, memory, temperament, and mood in normal, acute and chronic disordered states
(e.g., pain, drug or carbon monoxide intoxication, stroke and focal lesions); and/or acute and
chronic disease (e.g., insulin shock, diabetes, mood disorders, dementia, schizophrenia, and
Alzheimer’s)
• Rev 1, 2: Correlates and determinants of the biological and neural bases of behavior
(e.g., neuroanatomy, neurophysiology, neuroendocrinology) pertaining to perception,
action, congnition ( including attention, memory), temperament, and mood in normal,
acute and chronic disordered states (e.g., pain, drug or carbon monoxide intoxication,
stroke and focal lesions); and/or acute and chronic disease (e.g., insulin shock,
diabetes, mood disorders, dementia, schizophrenia, and Alzheimer’s) (two reviewers)
• Rev 3: Correlates and determinants of the biological and neural bases of behavior (e.g.,
[neuro] anatomy, [neuro] physiology, [neuro] endocrinology) pertaining to
perception, action, attention, memory, temperament, and mood in normal, acute and
chronic disordered states (e.g., pain, substance dependence or intoxication; toxic
metabolic states, stroke and other cerebrovascular events; and/or acute and chronic
disease (e.g., insulin shock, diabetes, mood or psychotic spectrum disorders,
Alzheimer’s disease and other dementias, ; autism and other pervasive developmental
disorders)
• Comment: I think this should be broken into 2 or 3 parts - one for normal states, one for
acute and chronic disordered states, and one for acute and chronic disease

K01.02

Drug classification (e.g., anti-anxiety, anti-depressant, anti-psychotic, anti-convulsant,
cognitive enhancing, hallucinogenic, depressant, stimulant) and pharmacodynamics
(receptor actions, second and third messenger system actions, neural plasticity) as they
relate to the desired and non-desired, acute and chronic effects of therapeutic drugs, abused
drugs, and drug interactions
• Rev 1, 2, 3: Drug classification of therapeutic agents and drugs of abuse (e.g.,
anxiolytics, antidepressants, antipsychotics, mood stabilizers, cognitive enhancers,
psychostimulants,); pharmacokinetics (administration, distribution, metabolism,
elimination) and pharmacodynamics (receptor actions, second and third messenger
system actions, neural plasticity) as they relate to the desired and non-desired, acute
and chronic effects of therapeutic drugs, abused drugs, including abuse of
prescription medication, and interactions with other drugs, foods, and herbal or
alternative remedies. (three reviewers)
• Comment: I am suggesting removal of the phrase ”pharmacokinetics (administration,
distribution, metabolism, elimination)” because I do not believe every psychologist
should find this knowledge necessary for practice.
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K01.03

Guidelines for pharmacological treatment of mental disorders (e.g., disorders for which
there are available, efficacy and outcome information, and combination with nonpharmacological treatments)
• Rev 1, 2, 3: Guidelines for pharmacological treatment of mental disorders (e.g.,
disorders for which there are available, recognized pharmacological treatments,
psychological implications, efficacy and outcome information and combination of
pharmacological treatment with non-pharmacological treatments); treatment of
mental disorders with ECT, psychosurgery, or other invasive therapies (deep brain
stimulation) (three reviewers)
• Comment: I am suggesting removal of the phrase “ and combination with nonpharmacological treatments” because it is redundant with “efficacy and outcome
information”

K01.04

Behavioral genetics, transmission and expression of genetic information and its
modification (e.g., gene-environment interactions) and the role of this information in
understanding disorders (e.g., alcoholism, Autism) and diseases (e.g., Huntington’s, Down
Syndrome, Alzheimer’s); population differences in genetic information (e.g., enzymatic
polymorphisms)

• Rev 1: Behavioral genetics, transmission and expression of genetic information
and its modification (e.g., gene-environment interactions) and the role of this
information in understanding disorders (e.g., alcoholism, Down Syndrome
Autism) and diseases (e.g., Huntington’s, Down Syndrome Alzheimer’s);
population differences in genetic information (e.g., enzymatic polymorphisms)
(JLC comment: the Autism community do not consider Autism a disorder)
K01.05

Interaction of developmental, gender, ethnic, cultural, environmental, and experiential
factors with the biological and neural bases of behavior
• Rev 1: Interaction of biological and neural bases of behavior with developmental,
gender, ethnic, cultural, environmental, and experiential factors
• Rev 2, 3: Developmental, gender, ethnic, cultural, environmental, intra-individual, and
experiential influences on the biological and neural bases of behavior [not all
influences are conditional/interactions] (two reviewers)
• Replace with: Genetic bases of psychological conditions

• Comment: This comes up in a number of different areas, the only knowledge
area of in this section without an example – the problem is that in some areas
there are a very large number of examples and then a small number, like this
one, have none. The committee needs to look at the rules for when and how
many examples to use
K01.06

Applications and limitations of: brain imaging methods that describe structure and function
(e.g., MRI, CT, fMRI, PET, SPECT, evoked potentials); electrophysiological methods
(e.g., biofeedback); therapeutic drug monitoring techniques; genetic screening
methodologies, and neuropsychological assessment
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• Rev 1, 2, 3: Applications and limitations and psychological implications of: brain
imaging methods that describe structure and function (e.g., MRI, CT, fMRI, PET,
SPECT MEG, evoked potentials); electrophysiological methods (e.g., biofeedback,
TMS, DBS); therapeutic drug monitoring techniques; genetic screening
methodologies, and neuropsychological assessment; psychological reactions to the
results of these applications (three reviewers)
• Comment: Not sure that “therapeutic drug monitoring techniques” is important enough
to be mentioned here – possibly Delete K01.06
K01.07

Biological and neural bases of stress (e.g., endocrine glucocorticoid response and its neural
effects); relationship of stress to biological and psychological functioning, with particular
reference to lifestyle and lifestyle modification (e.g., cardiac rehabilitation, smoking
cessation) and behavioral health; effects of stress on the immune system
• Rev 1: Biological and neural bases of emotional states (e.g., endocrine glucocorticoid
response and its neural effects); relationship of emotional states to biological and
psychological functioning, with particular reference to lifestyle and lifestyle
modification (e.g., cardiac rehabilitation, smoking cessation) and behavioral health;
effects of emotional states on the immune system
• Rev 2, 3: Biological and neural bases of stress and trauma (e.g., Hypothalamic-pituitaryadrenal axis functions and neuropsychological effects; relationship of physical and
emotional stress to biological and psychological functioning, with particular reference
to lifestyle and lifestyle modification (e.g., cardiac rehabilitation, smoking cessation)
and behavioral health; effects of stress on the immune system; effects of trauma on
brain functioning (two reviewers)

• Comment: Seems an odd mixture of behavioural health and stress and health. I
would suggest that these are best thought of as two quite separate, although
related, areas. They should be in the same content area but a separate
knowledge statement
ADD Knowledge
• K01.08 Neurological therapies (e.g., ECT, deep brain stimulation)
• K01.09 Psychological and physical trauma (e.g., head injuries, surviving catastrophic
injury) and the relationship between biological/neurological bases of behavior and
trauma
• K01.10 Culture specific understanding and meaning given to biological and neurological
conditions
• K01.11 Multigenerational transmission of trauma and the impact on biological (dietary,
medical conditions and neurological functioning
• K01.12 Biological, genetic and neural mechanisms of drug abuse, addition and
dependency and their influence on treatment amenability
• K01.13 Plasticity – not sure where this actually fits; perhaps in 0105
• K01.14 Psychological impact of genetic testing
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• K01.15 Foundational neuropsychology: familiarity with indicators of
neuropsychological impairment to facilitate effective referral (e.g., recognition of
symptoms suggesting neurological impairment or injury (anomia, left side neglect,
memory impairment, symptoms of dementia)
Cognitive-Affective Bases of Behavior — knowledge of (a) cognition and its neural bases, (b)
theories and empirical bases of learning, memory, motivation, affect, emotion, and
executive function, and (c) factors that influence cognitive performance and/or
emotional experience and their interaction
Comment: I know I try to reduce things too much, but I do think this section could be
collapsed into the section above
K02.01

Elements of cognition (e.g., sensation and perception, attention, learning, memory,
language, spatial skills, intelligence, information processing, problem-solving, strategies for
organizing information, executive function)
•

K02.02

Rev 1, 2, 3: Elements of cognition (e.g., sensation and perception, attention, learning
(adult learning theory and other contemporary models), memory, language
((reception and expression)), spatial skills, intelligence, information processing,
problem-solving, strategies for organizing information, executive function, metacognition) (three reviewers)

Neural bases of cognition, affect, and emotion
• Rev 1: Neurological and physiological bases of cognition, affect, and emotion

• Comment: Only one with no example
K02.03

Major theories, models, and principles of learning (e.g., social learning, classical and
operant conditioning, Rescorla-Wagner model) and their application (e.g., contingency
reinforcement, interventions, cognitive behavioral therapy, training strategies, sports
performance strategies)
•

Rev 1, 2: Major research findings supporting theories, models, and principles of
learning (e.g., social learning, classical and operant conditioning, Rescorla-Wagner
model, we need to update these theories of learning, I will leave that up to more of a
learning theorist) and their application (e.g., contingency reinforcement,
interventions, cognitive behavioral therapy, training strategies, sports performance
strategies) (two reviewers)
• Comment: Do we need to mention one model in particular?

K02.04

Major theories and models of memory (e.g., multiple memory systems, expectancy theory,
constructivist theory, levels of processing) and their application (e.g., use of mnemonics)
•
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K02.05

Major theories and models of motivation and emotion (e.g., need/value approaches,
cognitive appraisal, James-Lang theory and other theories of emotion) and their application
(e.g., self-regulation, work motivation, anger management, social skills training, sports
performance)
•

Rev 1: Major research findings supporting theories and models of motivation and
emotion (e.g., need/value approaches, cognitive choice approaches, James-Lang
theory of emotion) and their application (e.g., self-regulation, work motivation, anger
management, social skills training, sports performance)
• Comment: James-Lange, if we want to mention a specific theory

K02.06

Interrelationships among cognitions/beliefs, behavior, affect, temperament, and mood (e.g.,
healthy functioning, performance anxiety, performance enhancement, job satisfaction,
stress, and depression)

K02.07

Influence of psychosocial factors (e.g., gender, social class, family styles and
characteristics, academic/occupational success, ethnicity and culture) on beliefs/cognitions
and behaviors
•

Rev 1, 2, 3: Influence of psychosocial factors (e.g., age/generational, gender, social
class, gender orientation, family styles and characteristics, academic/occupational
success, majority/minority group status, race, ethnicity and culture) on
beliefs/cognitions, emotions and behaviors (three reviewers)

ADD Knowledge
• K02.08 Psychosocial factors influencing healthy functioning and optimal human
performance (e.g., job (in)security, job loss, shift work, stressors in the work
environment, environmental demands, resources) [note this might also be put in 04
0436]
• K02.09 Major theories and models of intelligence (e.g., Wechsler, Naglieri,

CHC Theory etc.) and their application (what is g?, how is it best evaluated)

Social and Multicultural Bases of Behavior — knowledge of (a) intrapersonal, interpersonal,
intergroup, and intergroup processes and dynamics, (b) theories of personality, and (c)
issues in diversity
K03.01

Social cognition and perception (e.g., attribution theory, information integration,
confirmation bias, person perception, development of stereotypes, prejudice)
• Rev 1, 2, 3: Social cognition and perception (e.g., attribution theory, information

integration, stereotype confirmation bias, person perception, development of
stereotypes, stereotype threat, categorization theory, role of culture in social
cognition, prejudice) (three reviewers)
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• Comment: Redundant in that attribution theory implies biases?
K03.02

Social interaction (e.g., interpersonal relationships, attraction, aggression, altruism,
procedural and distributive justice)
• Rev 1: Social interaction (e.g., interpersonal relationships, attraction, aggression,
altruism, organizational justice - distributive, procedural, and interactional justice)
• Rev 2, 3: Social interaction (e.g., interpersonal relationships, attraction, aggression,
power, racial micro-aggression, altruism, procedural and distributive justice, verbal
and non-verbal communication); media and social relations (e.g., internet
communication/relationships, cyberbullying) (two reviewers)

K03.03

Group/team dynamics and organizational structures (e.g., school and family systems, family
work interface and management, job satisfaction, team functioning, group thinking,
conformity, persuasion, jury selection) and social influences on individual functioning
• Rev 1: Group/team dynamics and organizational structures (e.g., school and family
systems, family work interface and management, job satisfaction, team functioning,
shared mental models, groupthink, conformity, persuasion, jury selection) and social
influences on individual functioning
• Comment: Do you want more in here on issues of working on interprofessional teams
and how to manage team dynamics

K03.04

Environmental/ecological psychology (e.g., person-environment fit, rural-urban differences,
crowding, pollution, noise)
• Rev 1: Environmental/ecological psychology (e.g., person-environment fit, job and
work design, rural-urban differences, crowding, pollution, noise, trauma
immigration/refugee mental health)

K03.05

Evolutionary perspectives on social behavior
• Rev 1: Evolutionary perspectives on social behavior (e.g., mate selection, altruism)
• Comment: not clear what this refers to
• Comment: Once again, only one with no examples
• Delete K03.05
• Replace with: Deconstructing racial profiling and labeling of individuals seeking
treatment by psychologists, and the impact that forced choice or assumptive labeling
have on individual functioning.

K03.06

Major theories of personality (e.g., psychodynamic, humanistic/existential, cognitive,
behavioral)
• Rev 1, 2, 3: Major research findings supporting theories of personality and social
behavior (e.g., psychodynamic, humanistic/existential, cognitive, behavioral, trait, big
five, evolutionary, Interpersonal; strengths and values) (three reviewers)
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• Comment: need to update big five major theories of personality
K03.07

Cultural issues (e.g., cross-cultural and social class comparisons, universal and culturespecific formulations, political differences, international and global awareness)
• Rev 1, 2, 3: Social contextual issues (e.g., culture in nonverbal behavior,
privilege/oppression related to race, gender, gender orientation, ability/disability and
social class ; universal and culture-specific formulations, political differences,
international and global awareness), privilege, multicultural perspectives (three
reviewers)
• Rev 4: Diversity and multicultural issues (e.g., cross-cultural and social class
comparisons, universal and culture-specific formulations, political differences,
international and global awareness, barriers to psychological services)
• Comment: This seems quite broad – formulations of emotion, child-rearing,
communication?
• Replace with: Decolonialization models and acculturation stages models

K03.08

Causes, manifestations, effects, and the prevention and reduction of oppression (e.g., racism
and antiracism, sexism, homophobia, ethnic conflicts, colonization, political persecution)
• Rev 1, 2: Causes, manifestations, effects, and the prevention and reduction of
oppression (e.g., racism and antiracism, sexism, heterosexism (or homonegativism),
ethnic conflicts, ageism, colonization, classism, political persecution). Stigma against
mental illness and its impact on service utilization, treatment compliance, and client
functioning. Microagressions and their impact on psychological functioning.
Psychological impact of labels/language (two reviewers)
• Rev 3: Causes, manifestations, effects, and the prevention and reduction of

oppression (e.g., racism and antiracism, sexism, internalized racism and
sexism, homophobia, heterosexism, ethnic conflicts, colonization, political
persecution)
K03.09

Racial and ethnic minority issues (e.g., theories of racial/ethnic identity, effects of culture
on school motivation, differences in communication styles, differences in the psychosocial,
political, acculturation and economic development of individuals, families, groups, and
communities)
• Rev 1, 2, 3: Racial and ethnic majority/minority issues (e.g., theories of racial/ethnic
identity, effects of racial/ethnic stereotypes, effects of culture on school motivation,
effects of culture on organizational behavior, model minority myth, differences in
communication styles, differences in the psychosocial, political, and economic
development of individuals, families, groups, and communities) (four reviewers)
• Rev 4: Race and ethnicity (e.g., theories of racial/ethnic identity for dominant and
nondominant (minority) populations, effects of culture on school motivation,
differences in communication styles, differences in the psychosocial, political, and
economic development of individuals, families, groups, and communities)
• Comment: I take out the word differences from these statements because it implies that
the standard is the majority group perspective and that then we examine other socially
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construed groups in relation to this standard, that in itself goes unexamined because is
tacitly accepted as “what is”
K03.10

Sexual orientation (e.g., sexual identity development, gay/lesbian/bisexual/transgender
perspectives)
• Rev 1, 2, 3, 4, 5, 6: Sexual orientation and identity (e.g., sexual identity development,
workplace identity management, heterosexual/gay/lesbian/bisexual/transgender
perspectives; definition of sex roles, parenting and family constellations), same-sex
relationships (e.g., structure, dynamics), and gay parenting/lesbian parenting. (seven
reviewers)

K03.11

Psychology of gender (e.g., psychology of women, psychology of men, gender identity
development)

K03.12

Disability and rehabilitation issues (e.g., inclusion, accessibility, psychological impact of
disability, conceptual models and assumption of disability, compliance with antidiscrimination laws and regulations, management of disabled persons in the workplace)
• Rev 1: Disability and rehabilitation issues (e.g., inclusion, accessibility, psychological
impact of ability/ disability, conceptual models and assumptions regarding the
experience of ability and disability, compliance with anti-discrimination laws and
regulations, incorporation or inclusion of persons with disabilities in the workplace)
• Comment: While I am glad that you have not included ADA here, the differences in
legislations between Canada and the US would make such an area of questioning, I
would suggest that issues of the laws should just be dropped and ethical issues should
be dropped into the K08 area

ADD Knowledge:
• K03.13 Racial identity models perspectives on racial identity development (e.g. Cross)
for all racial groups.
• K03.14 Impact of acculturation for immigrant, refugee and political asylum seeking
populations and knowledge of stages of acculturation models
• K03.15 Gang culture and activities and impact on resetting social norms for substrata of
population
• K03.16 Bullying and mobbing in the school and workplace and its impact on
individuals, systems and organizations.
• K03.17 Microaggression (passive racism) and its daily impact on minority groups and
group members when attempting to access systems or interact effectively.
• K03.18 How psychology may be seen by different cultures and groups and how
established and accepted norms prohibit diverse clients from accessing appropriate levels
of service
• K03.19 Social exchange theory and the norm of reciprocity
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• K03.20 Operations and structures in social institutions (e.g., military, prisons, national
security, police), special issues (e.g., ethical dilemmas, substance abuse), changing
demographics, and optimal performance
• K03.21 Cultural barriers to service delivery (not sure if this should go here or
interventions)
• K03.22 Impact of privilege and oppression: systems and characteristics that impact and
perpetuate privilege, oppression and health disparities, micro-aggression,
variables/actions that block the provision and effectiveness of treatment
• K03.23 International issues: impact of immigration, culture shock upon cultural
transition, ex-patriots, business populations working abroad
• K03.24 Social class (e.g. social class and intersection between social class and

other dimensions of diversity).
• K03.25 Religion and spirituality (e.g., religion, spirituality, role of religion or

spirituality in well-being)
• K03.26 Age (e.g., cohort issues, intersection of health and mental health, end-of-

life issues)
• K03.27 Socioeconomic Status (e.g., intersection with other demographic issues,

lack of access to care)
Growth and Lifespan Development — knowledge of (a) age-appropriate development across the life
span, (b) atypical patterns of development, and (c) the protective and risk factors that
influence developmental outcomes for individuals
• Comment: The items in this section seem like they might neglect adult development,
particularly in aging individuals. Geropsychology is not my area of expertise, so I do
not feel comfortable adding items myself, but it seems like that is an area that needs
some consultation with an expert
• Rev 1: knowledge of (a) age appropriate development across the life span, (b)

atypical patterns of development, and (c) the protective and risk factors that
influence developmental trajectories outcomes of individuals
K04.01

Normal growth and development (biological, physical, cognitive, perceptual, social,
personality, moral/spiritual, and emotional) across the lifespan
• Rev 1, 2, 3: Normal growth and development (biological, physical, sexual motor,
cognitive, perceptual, social, personality, moral, career development and emotional)
across the lifespan,(parental to elderly) including end of life issues (four reviewers)

K04.02

Role of genes, behavioral genetics, and impact of shared versus non-shared environmental
factors in the study of development
• Comment: Is this redundant with biological bases of behavior – Area 1?
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• Rev 1: Roles of genes and environment in development (e.g., behavioral
genetics, impact of shared versus non-shared environmental factors,
heritability, gene-environment effects) in the study of development
K04.03

Impact of parents, peers, siblings, schools, community, and media on socialization of
aggression, prosocial behavior, antisocial conduct, and self-esteem
• Rev 1, 2, 3: Impact of parents, peers, siblings, schools, workplace factors, community,
and media on socialization, development, and identity (aggression, prosocial
behavior, antisocial conduct, body image, substance use, and self-esteem) (two
reviewers)

• Rev 4: Impact of parents, peers, siblings, schools, community, and media on
socialization (e.g., styles of parenting, bullying, television and aggression,
school environment, effects of daycare), prosocial behavior, antisocial conduct
and self esteem
• Comment: Does this belong in prior section?
K04.04

Influence of organism-environment interaction over time on development (e.g.,
understanding the relationship between the individual and the social, academic, or work
environment)
• Rev 1: How development is influenced by the individual-environment interaction over
time (e.g., understanding the relationship between the individual and the social,
academic, or work environment)

• How development is influenced by the organism-environment interaction over
time (e.g., trajectories of typical and atypical development, temperament and
goodness of fit, continuity vs. transformation, gender moderation of pathways
of development) understanding the relationship between the individual and the
social, academic, or work environment)
• Comment: Redundant with 4.03
K04.05

Major theories of development (e.g., psychodynamic, constructivist, behavioral, social
cognitive, humanistic, evolutionary, ecological)
• Rev 1, 2, 3, 4: Major research findings supporting theories of development (e.g.,
psychodynamic, constructivist, behavioral, social cognitive, evolutionary, ecological,
dialectical, selection/optimization/compensation; socio-emotional selectivity) and the
evidence base in support of them (five reviewers)
• Comment: Need to include theories of adult development

K04.06

Influence of culture and cultural differences on development (e.g., determination of what is
normal and abnormal, adaptive and non-adaptive, normative and age-expected behaviors
•
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•

K04.07

Rev 2: Influence of culture and cultural differences on development (e.g.,
differences in determination of what is normal and abnormal, adaptive and
non-adaptive development, cultural moderation of individual-environment
interactions, normative and age expected behaviors, acculturation and
development)

Family development and functioning and its impact on the individual (e.g., family life cycle,
family conflict, parent-child communication, sibling relationships, grand parenting)
• Rev 1: Family development and functioning and its impact on the individual (e.g.,
family life cycle, family conflict, parent-child communication, sibling relationships,
grand parenting, care giving relationships, multi-generational transmission of
disorders)

• Family development, configuration, and functioning and their impact on the
individual (e.g., family life cycle, patterns of attachment, family conflict,
parent child communication, sibling relationships, grand parenting,
nontraditional families)
• Comment: Redundant with 4.03
K04.08

Nontraditional families (e.g., single parent, reconstituted, gay/lesbian) and their effects on
child and adolescent development
• Rev 1: Family configuration (e.g., single parent, reconstituted, gay/lesbian) and the
effects on child and adolescent development
• Rev 2: Diversity in family structure and composition (e.g., single parent, reconstituted,
extended, gay/lesbian) and the effects on child and adolescent development
• Delete K04.08

K04.09

Life event changes that can alter the normal course of development (e.g., injury, trauma,
illness, onset of chronic disease or disorder in self or parent, death, divorce)
• Rev 1: Life event changes that can alter the normal course of development (e.g., injury,
trauma, illness, onset of chronic disease or disorder in self or family member, death,
divorce)

• Rev 2: Individual characteristics and environmental influences Life event
changes that can adversely alter the normal course of development or that
promote resilience (e.g., injury, temperament, trauma, poverty, harsh
parenting, parental psychopathology, trauma, illness, onset of chronic disease
or disorder in self or parent, death, divorce, social support, mentorship)
• Life event changes that can alter the normal course of development (e.g., injury,
trauma, illness, onset of chronic disease or disorder in self or parent, death,
divorce) that can alter the normal course of development
• Comment: Would this not just fall under treatment/interventions?
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K04.10

Factors that promote problems or resilience in high-risk environments (e.g., abuse, poverty,
war, trauma)
• Rev 1, 2: Factors that promote problems or resilience in high-risk environments (e.g.,
abuse, poverty, war, trauma, violence threat); coping; multigenerational transmission
of trauma (two reviewers)
• Delete K04.10

K04.11

Risk factors that predict a problematic developmental course (e.g., nutritional deficiencies,
poor prenatal care, poor health care, lack of social support, poverty, exposure to violence
and abuse, parental alcohol/drug abuse, problem parenting, acculturation)
• Rev 1, 2, 3: Risk factors that predict a problematic developmental course (e.g.,
nutritional deficiencies, poor prenatal care, poor health care, lack of social support,
poverty, exposure to violence and abuse/victimization, parental alcohol/drug abuse,
problem parenting, learning disabilities, developmental disabilities, physical trauma,
multigenerational transmission of trauma) (three reviewers)

• Delete K04.11
ADD Knowledge
• K04.12 Geriatric psychology -- caregiving, end of life issues; institutionalization
• K04.13 Factors that promote well-being and optimal performance across the life span
(e.g., social support; gratitude; wisdom; flow)
• K04.14 Attachment theory, maternal/infant bonding, pre and perinatal development
• K04.15 Development of psychopathology in early childhood (pervasive developmental
spectrum disorders, childhood onset psychosis or mania, autism), and effects on parental
and family units of dealing with severe mental illness in childhood
• K04.16 Physically or cognitively disabled children (genetically mediated diseases or
impairments, inborn errors of metabolism affecting cognitive development or behavioral
maturation; sequelae of birth trauma (cerebral palsy, etc)
• K04.17 Attention deficit/hyperactivity disorder assessment, treatment, and effects on
family functioning
• K04.18 Multi-generational transmission of trauma
• K04.19 Major types of atypical development (e.g., mental disorders arising in

childhood, developmental disabilities, physical disabilities)
Comments
• I am not a vocational psychologist, but I think we need something specific on career
theories across the lifespan and vocational development
• Generational and historical influences on growth and lifespan development (baby
boomers, generation X)
• I struggled to find a place here for a special focus on geriatric psychology, but ultimately
decided that, although geriatric is receiving increasing focus, allowing one age group to
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be examined in such a way would open the door for every age group having a distinct
sub-cluster of knowledge (which seemed crowded and inefficient)
• This section needs more coverage of lifespan issues in adulthood. unfortunately,

this is outside of my area of expertise, so I will hope that someone else adds this
material.
Assessment and Diagnosis — knowledge of (a) psychometrics, (b) assessment models and
instruments, (c) assessment methods for initial status of and change by individuals,
couples, families, groups, and organizations/systems, and (d) diagnostic classification
systems and their limitations
K05.01

Psychometric theory (e.g., classical test theory, item response theory), generalizability
theory, and related concepts (e.g., test construction and standardization procedures,
reliability and validity, sensitivity and selection, examination of test fairness and bias, test
and item characteristic, curve analysis, and application of test standards)
• Rev 1, 2: Psychometric theory (e.g., classical test theory, item response theory),
generalizability theory, item and test characteristics) and related concepts (e.g., test
construction and standardization procedures, reliability and validity, sensitivity and
specificity, examination of test fairness and bias, test and item characteristic, ROC
curve analysis, and application of test standards) (two reviewers)
• Comment: I think this needs broken out, which I have done
• Comment: Unclear what this means other than the standards in K08, if the same it
should be dropped from here, if not, there could be some clarification

K05.02

Assessment theories and models (e.g., psychometric behavioral, ecological, diagnostic, and
other classification systems; assessment centers)

• Rev 1: Assessment theories and models (e.g., psychometric behavioral,
ecological, diagnostic, and other classification systems; CHC theory
assessment centers)
K05.03

Assessment methods (e.g., self-report, report by others, psychophysiological, work sample,
direct observation, structured and semi-structured interviews)
• Rev 1, 2, 3: Assessment methods (e.g., standardized testing, self-report, report by others,
psychophysiological, work sample, direct observation, structured and semi-structured
interviews, administration of standardized instruments) and their evidence bases
(three reviewers)

K05.04

Tests for the measurement of characteristics and behaviors of individuals (e.g., social,
emotional, and behavioral functioning; cognitive and neuropsychological functioning;
ability, aptitude, and achievement; personality; vocational interest; health behavior and
various medical conditions; assessment of competence, criminal responsibility, risk of
future violence, suicide evaluation), and the adaptation of these tests for use with various
populations
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• Rev 1, 2, 3, 4: Specific tests for the measurement of characteristics and behaviors of
individuals (e.g., social, relational, emotional, and behavioral functioning; cognitive
and neuropsychological functioning; ability, aptitude, and achievement; personality;
vocational interest; health behavior and various medical conditions; assessment of
symptom validity, competence, criminal responsibility, risk of future violence,
suicide), and the adaptation of these tests for use with various populations and
knowledge of their limitations (including sensitivity to issues of diversity). (four

reviewers)
• Comment: Health behavior/practices for different medical conditions?
• Comment: How is this different than some of the statement parts and examples in K01
K05.05

Issues of differential diagnosis and integration of non-psychological information (e.g.,
medical evaluations, results of imaging procedures, laboratory test results, genomics) into
psychological assessment
• Rev 1, 2: Issues of differential diagnosis and integration of non-psychological
information (e.g., medical evaluations, results of imaging procedures, laboratory test
results, therapeutic drug monitoring and educational history) into psychological
assessment (two reviewers)
• Comment: Should you this be the K01.06 instead of here, looks like overlap

K05.06

Instruments and methods for the measurement of characteristics and performance of jobs,
organizations and systems of care, and educational and other social institutions (e.g.,
performance appraisal, work history, job analysis, job evaluation, need assessment,
organizational frameworks, functional analysis of behavior)

• Rev 1: Instruments and methods for the measurement of characteristics and
performance of jobs, organizations and systems of care, and educational and
other social institutions (e.g., performance appraisal, academic skill
development, work history, job analysis, job evaluation, need assessment,
organizational frameworks, functional analysis of behavior)
K05.07

Methods for evaluating environmental/ecological influences on individuals, groups or
organizations (e.g., organizational frameworks, functional analysis of behavior)

K05.08

Criteria for selection and adaptation of assessment methods (e.g., cultural appropriateness,
trans-cultural adaptation, language accommodation, cost effectiveness, incremental validity,
relevance to referral concern)
• Rev 1, 2: Criteria for selection and adaptation of assessment methods (e.g., cultural
appropriateness, trans-cultural adaptation, decolonialization, language
accommodation, cost effectiveness, incremental validity, relevance to referral
concern) and knowledge of assessment limitations. (two reviewers)
• Comment: Redundant with 5.04
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K05.09

Classification systems (e.g., DSM, WHO, AAMR, SEC, ICD) and their underlying
rationales and limitations for evaluating client functioning
• Rev 1: Classification systems (e.g., DSM, WHO, AAMR, SEC, ICD) and their
underlying rationales and limitations for evaluating client functioning; dimensional
vs. categorical approaches to diagnosis

• Rev 2, 3: Utilization of various taxonomic and classification systems (e.g., DSM,
WHO, American Association on Intellectual and Developmental Disabilities
(AAIDD), AAMR, SEC, ICD) and their underlying rationales and limitations
for evaluating client functioning (two reviewers)
K05.10

Factors influencing judgment and diagnostic decision-making (e.g., base rates, group
differences, cultural biases and differences, availability heuristics)
• Rev 1, 2: Factors influencing judgment and diagnostic decision-making (e.g., base rates,
group differences, cultural biases and differences, availability heuristics; assessment
of motivation/malingering and evidence based decision making-EBPP) (two
reviewers)
• Comment: Is this sufficiently recognizable or defined?

K05.11

Epidemiology of behavioral disorders, base rates of disorders in clinical or demographic
populations; comorbidity of mental illness with substance abuse; comorbidity of behavioral
disorders with medical disorders; comorbidity rates, age ranges affected; associated
features; natural course of disorders
• Rev 1: Epidemiology of behavioral disorders, base rates of disorders in clinical or
defined demographic populations; co morbidity of mental illness with substance
abuse; comorbidity of behavioral disorders with medical disorders; comorbidity rates,
age ranges affected; associated features; natural course of disorders; immigrant and
refugee mental health (two reviewers)

K05.12

Methods for the measurement of individual, couples, family, group, and organizational
change due to intervention or prevention efforts (e.g., continuous monitoring, pre-, post-,
and follow-up assessment, detection of relapse, patient compliance, organizational
benchmarking)
•

K05.13

Rev 1, 2, 3, 4: Methods for the measurement of individual, couples, family, group, and
organizational change, both positive and negative, due to intervention or prevention
efforts (e.g., continuous monitoring, behavioral analysis, pre-, post-, and follow-up
assessment, detection of relapse, patient compliance, reliable change statistics,
organizational benchmarking, response to intervention (RTI)) (four reviewers)

Computers, the internet, and related technology and their impact on tests, surveys, and other
forms of assessment and diagnostic evaluation; validity, cost effectiveness, consumer
acceptability

•
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evaluation; validity, cost effectiveness, consumer acceptability, privacy issues
and computer assisted assessment.(two reviewers)
•

Comment: Should there be something in here on cautions or limitation on the use of
computers

ADD Knowledge:
• K05.14 Standards and principles for the development of tests. Item writing principles.
Item review principles. Test scoring. Computer adaptive testing. Principles for the
establishment of norms, standards and cutoff scores
• K05.15 Theories and approaches to the validation of tests including principles of content
validity, criterion related validity, construct validity, and meta-analysis. Utility theory
• K05.16 Theories and practical approaches to assessing test bias and unfairness. Clears
regression approach. Item bias and test bias analysis.
• K05.17 School threat assessment instruments for youth at risk of harm to others.
• K05.18 Assessment of immigrants, political refugees, torture victims
• K05.19 Assessing motives, symptom validity
• K05.20 Threat assessment in public and institutional settings, domestic violence,
stalking
• K05.21 Response to intervention assessment

• K05.22 Methods for providing assessment feedback to individuals, groups, and
referral sources.
Treatment, Intervention, and Prevention — knowledge of (a) individual, couple, family, group,
organizational, or community interventions for specific concerns/disorders in diverse
populations, (b) intervention and prevention theories, (c) best practices, and (d)
consultation models and processes
K06.01

Treatment decision making processes and issues based on best available evidence (e.g.,
matching treatment to assessment/diagnosis, matching client/patient and therapist
characteristics, cost benefit, level of intervention)
• Rev 1, 2, 3: Treatment decision making processes and issues based on best available
evidence (e.g., matching treatment to assessment/diagnosis, matching client/patient
and therapist characteristics, efficacy vs. effectiveness of treatments, bench
marking, cost benefit analysis, level of intervention, readiness to change and
evidence-based decision making-EBPP) (three reviewers)

K06.02

Contemporary theories/models of treatment/intervention (e.g., behavioral, cognitive,
cognitive-behavioral, psychodynamic, family-systems/ecological, humanistic, psychoeducational, time-limited/brief therapy, rehabilitation and recovery, biopsychosocial, and
career development)
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• Rev 1, 2, 3, 4: Contemporary theories/models of treatment/intervention and their
supporting evidence base (e.g., behavioral, cognitive, cognitive-behavioral,
psychodynamic, family-systems/ecological, humanistic, interpersonal, psychoeducational, time-limited/brief therapy, rehabilitation and recovery, biopsychosocial,
positive psychology and career development) (four reviewers)
• Comment: Positive psychology?
• Comment: Is career development treatment or is it lifespan development?
• Comment: Not a “model of treatment” I think
K06.03

Comparative effectiveness of treatment techniques/interventions for specific disorders or
functional concerns (e.g., exposure techniques for panic disorder, cognitive therapy for
depression, parent training for oppositional defiant disorder, family psycho-education for
serious mental illness, approaches to integrating psychotherapy and psychopharmacology
for bipolar disorder, structured organizational changes, adherence to medical regimes)
• Rev 1, 2, 3, 4, 5: Treatment techniques/interventions and the evidence for their
comparative efficacy and effectiveness for specific disorders or functional concerns
(e.g., exposure techniques for panic disorder, cognitive therapy for depression, parent
training for oppositional defiant disorder, family psycho-education for serious mental
illness, approaches to integrating psychotherapy and psychopharmacology for bipolar
various psychiatric disorder, structured organizational changes, adherence to medical
regimes, DBT for borderline personality disorder, dialectical behavior therapy for
borderline personality disorder, vocational counseling for vocational indecision
and choice issues and neurorehabilitation) (five reviewers)

K06.04

Interventions to enhance growth and performance for individuals, couples, families, groups,
and organizations (e.g., executive coaching, enhancement of athletic performance, teaching
cooperation and conflict resolution skills, teaching optimism)
• Rev 1, 2, 3: Interventions to enhance growth and performance for individuals, couples,
families, groups, and organizations (e.g., personal coaching, executive coaching,
enhancement of athletic performance, teaching cooperation and conflict resolution
skills, teaching optimism/self-growth/awareness, application of positive psychology,
well-being exercises and enhancing job satisfaction (three reviewers)

K06.05

Systems and organizational interventions (e.g., systemic family interventions, school or
community systems interventions, organizational development and change, performance
enhancement/management, organizational leadership)
• Rev 1, 2, 3: Systems and organizational interventions and the evidence supporting
them (e.g., systemic family interventions, school or community systems
interventions, correctional system interventions, organizational development and
change, performance enhancement/management/optimization, healthy workplace
initiatives, organizational leadership, advocacy) (four reviewers)
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K06.06

Consultation models and processes for individuals, couples, families, groups, organizations,
and communities (e.g., mental health, physical health, residential facilities, behavioral,
instructional, organizational)

K06.07

Human resource management interventions (e.g., employee assistance programs, risk
management, management training, conflict resolution, compensation and benefits design)
• Rev 1, 2, 3: Human resource management interventions (e.g., employee assistance
programs, organizational wellness programs, risk management, management training,
conflict resolution, compensation and benefits design, effects of work/overwork on
individuals and families, supervision models and processes) (three reviewers)
• Comment: I don’t feel confident that every psychologist needs to know this in order to
be effective in practice

K06.08

Academic and career counseling (e.g., career assessment, career counseling, career
development, vocational counseling, improving study habits, time management)

• Rev 1: Academic and career counseling (e.g., career assessment, career
counseling, career development, work transitions, vocational counseling,
improving study habits, time management)
• Academic and career counseling (e.g., vocational career assessment and career
counseling, career development, counseling for vocational counseling
occupational transitions, improving study habits, time management)
K06.09

Interprofessional cooperation and appropriate referrals (e.g., education, physical health,
mental health, social services, forensics, business and industry) including the roles of other
professionals at all levels of care
• Comment: The issue is not so much cooperation but more knowledge of how they
function and how do deal with problems in teams

K06.10

Adjunctive and alternative interventions (e.g., inpatient or partial hospitalization,
psychopharmacology, support groups, individual self-help, and spiritual and indigenous
support systems)
• Rev 1, 2, 3, 4: Adjunctive and alternative interventions (e.g., inpatient or partial
hospitalization, rehabilitation, wilderness therapy, psychopharmacology, support
groups, individual self-help, and spiritual and indigenous support systems,
community healers) and the evidence base to support them (four reviewers)

K06.11

Computers, the internet, and related electronic technologies used in planning and delivery of
treatment/intervention, clinical/research documentation, and authorized exchange of
client/patient information (e.g., validity, cost-effectiveness, consumer acceptability)
• Rev 1, 2: Use of computers, the internet, and related electronic technologies (e.g., Neuro
feedback, virtual reality) in planning and delivery of treatment/intervention, human
factors design, clinical/research documentation, and authorized exchange of
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client/patient information (e.g., validity, cost-effectiveness, consumer acceptability,
distance service provision, computer assisted therapy) (two reviewers)
• Delete: Use of electronic technologies in planning and delivery of
treatment/intervention, human factors design, clinical/research documentation, and
authorized exchange of client/patient information (e.g., validity, cost-effectiveness,
consumer acceptability)
K06.12

Healthcare system structures (e.g., common models, provider networks), processes and
procedures (e.g., quality improvement, documentation of assessment, treatment plans, and
patient progress), and methods (e.g., specification of benefit coverage limitations, medical
necessity criteria, and need for prior authorization)
• Rev 1: Healthcare system structures (e.g., common models, provider networks),
processes and procedures (e.g., quality improvement, documentation of assessment,
treatment plans, and patient progress), and methods (e.g., specification of benefit
coverage limitations, medical necessity criteria, and need for prior authorization);
changing practice patterns and business models
• Comment: While I think this a good thing to test, it changes awfully frequently and
utterly arbitrarily, is this reasonable to test here?
• Comment: Many of the examples here may not be appropriate to Canadian

practice.
• Comment: Provider networks are not a term known in Canada
• Comment: Once again, not a term associated with psychological practice in Canada, it
has a different meaning in Canada
• Comment: Once again, this is a very limited issue in Canada and plays out very
differently outside the US
• Delete K06.12
K06.13

Healthcare economics and policies impacting psychological services (e.g., funding sources
and trends, cost/benefit considerations, medical cost-offset; health care resource allocation)
• Rev 1: Healthcare economics and policies impacting psychological services (e.g.,
funding sources and trends, cost/benefit considerations, medical cost-offset; health
care resource allocation); barriers to mental health service delivery.
• Comment: This might be better than 6.12
• Comment: Very unclear how this would play out in Canada
• Delete K06.13

K06.14

Consumerism (e.g., impact of internet access to healthcare information, consumer
involvement in treatment planning); patient empowerment
• Rev 1: Consumerism (e.g., impact of internet access to healthcare information,
consumer involvement in treatment planning); patient empowerment; demanding
clients; client satisfaction
• Delete K06.14

PES Final Report

An Update Study of the Practice of Licensed Psychologists

201

K06.15

Health promotion, risk reduction, and goals (e.g., reduce substance abuse; reduce medical
risk factors/promote health; reduce injury, violence, school dropout, job burnout; facilitate
treatment adherence; manage the psychological and behavior impact of invasive treatments
and chronic illnesses; increase resilience) and methods (e.g., stress management, medical
monitoring techniques, family support following mastectomy, exercise schedules for
chronic pain)
• Rev 1: Health promotion and public education/awareness to reduce medical risk
factors/promote health (e.g. Presidential 2010 Healthy program) and getting accurate
information out to the public in a consumer friendly manner.
• Rev 2: Health promotion, risk reduction, and goals (e.g., reduce substance abuse; reduce
medical risk factors/promote health; reduce injury, violence, school dropout, job
burnout; facilitate treatment adherence; manage the psychological and behavior
impact of invasive treatments and chronic illnesses; increase resilience) and methods
(e.g., stress management, medical monitoring techniques, family support following
mastectomy, exercise schedules for chronic pain; job (re)design; telecommuting;
organizational policies and practices such as leave policies; managerial/supervisor
competencies in preventing stress for employees, integration of
spirituality/mindfulness and complementary/alternative techniques into traditional
treatment regimens) (two reviewers)
• Comment: Could we add in bullying prevention and make this one violence prevention

K06.16

Interventions to reduce risk factors and to increase resilience and competence of individuals
living in at-risk environments
• Rev 1: Interventions for acute traumatic stress situations (e.g., counseling at disaster site
and for survivors of manmade and natural disaster; secondary traumatization; suicidal
intervention, emergency room consultation)
• Rev 2: Interventions to reduce risk factors and to increase resilience and competence of
individuals living in at-risk environments and the evidence supporting them
(identification and treatment of abuse/neglect, domestic violence, refugee populations
and asylum seekers)
• Comment: Is this redundant with development section? Or move 4.08 and 4.10 down
here?

K06.17

Interventions for acute traumatic stress situations (e.g., counseling at disaster site; suicidal
intervention, emergency room consultation)

•

Rev 1, 2, 3: Interventions for acute traumatic stress situations and the
evidence supporting them (e.g., counseling at disaster site; suicidal
intervention, crisis line intervention, emergency room consultation, threat
assessment) (three reviewers)

ADD Knowledge
• K06.18 Psychotherapy supervision: theoretical models of supervisory roles and
supervisee skill development
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• K06.19 Long distance and computer assisted psychological interventions
• K06.20 Use and feedback of data (e.g. from attitude surveys, test results) as an
individual and organizational intervention and to create an environment for changes
• K06.21 Practice guidelines for assessment, prevention, and intervention services
• K06.22 Health risk reduction and goals to reduce maladaptive medical and
psychological conditions (e.g. reduce substance abuse) and increase resiliency.
• K06.23 Health methods (e.g., stress management, family support following mastectomy,
exercise schedules for chronic pain) used by psychologists in practice.
• K06.24 Multigenerational transmission of trauma, colonialization,
immigration/acculturation and the respectful treatment of psychological conditions and
stressors arising from same
• K06.25 Bullying, cyber-bullying, stalking and domestic violence treatments and
interventions
• K06.26 Psychological effects of biological and genetic testing results on clients
• K06.27 Interventions/modifications for special populations (e.g., linguistic minorities,
geriatric, forensic, refugees, head injury, survivors of catastrophic injury)
• K06.28 Novel neurological interventions (e.g., deep brain stimulation)
• K06.29 Impact of therapist context/identity on practice
• K06.30 Awareness and evaluation of iatrogenic effects of psychological intervention
• K06.31 Knowledge of variations in help seeking patterns as a function of gender,
ethnicity and culture.
• K06.32 Immigrant and refugee mental health
• K06.33 Chemical dependency: identification, prevention and treatment (not sure if this
should be a stand alone sub-category)

• K06.34 Psycho educational assessment and counseling (e.g., assessment of
cognitive, academic and social/emotional functioning to improve school
performance)
• K06.35 Understanding role of work in psychological health and well-being (e.g.,
intersection between work and relationships, work/life balance, work issues and
mental health)
Comments
•

I couldn’t figure out whether/where to address Prison/Military/Forensic/Torture issues

Research Methods and Statistics — knowledge of (a) research design, methodology, and program
evaluation, (b) instrument selection and validation, and (c) statistical models,
assumptions, and procedures
K07.01

Research methods (e.g., sampling, instrument selection, instrument calibration, survey
design and method, instructions for research subjects, data collection procedures)
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• Rev 1, 2: Research methods (e.g., recruitment and sampling, instrument selection and
calibration, questionnaire design, instructions for research subjects, data collection
procedures, proximal-distal data collection, role of culture in choosing methods)
(two reviewers)
K07.02

Research design (e.g., hypothesis generation; experimental, quasi-experimental, naturalistic
inquiry; group and single-case research designs; randomized controlled trials; longitudinal
and cross sectional designs)
• Rev 1, 2, 3, 4: Research design (e.g., hypothesis generation; naturalistic inquiry, survey,
experimental, quasi-experimental, naturalistic inquiry; group and single-case research
designs; randomized controlled trials; efficacy and effectiveness trials, longitudinal
and cross sectional designs; response-to-intervention RTI designs, multi-level
designs) (five reviewers)
• Comment: Includes cross-sectional, longitudinal, and cross-sequential designs

K07.03

Statistics and analytic methods (e.g., qualitative, quantitative, descriptive; probability
theory, univariate, bivariate, and multivariate methods; meta analysis; parametric and nonparametric statistics; regression analysis; causal modeling; time-series designs; survival
analysis) and related issues (e.g., power, effect size, selection of appropriate statistical
methodologies, interpretation of findings, causation vs. association, sensitivity and
specificity, degree and nature of generalizability, clinical versus statistical significance)
• Rev 1, 2: Statistics and Analytic methods (e.g., qualitative – grounded theory, thematic,
phenomenological, hermeneutic); quantitative – descriptive, inferential) Statistics
(e.g., probability theory; descriptive/exploratory; univariate, bivariate, and
multivariate parametric statistics; meta analysis; non-parametric statistics; complex
modeling -- logistic regression, structural equation analysis, ; time-series designs;
survival analysis, IRT statistics, taxometric analysis; exploratory and confirmatory
factor analysis) and related issues (e.g., power, effect size, missing data, selection of
appropriate statistics, interpretation of findings, cause vs. association, sensitivity and
specificity, degree and nature of generalizability, clinical versus statistical
significance,) (three reviewers)
• Comment: I would break this in two, which I have done

K07.04

Considerations underlying critical appraisal and utilization of research findings (e.g.,
technical adequacy, limitations to generalizations, threats to internal and external validity,
design flaws)
• Rev 1, 2, 3: Considerations underlying Critical appraisal and application utilization of
research findings (e.g., measurement, statistical technical adequacy, limitations to
generalizations, threats to internal and external validity, design flaws, level of
evidence); development of research standards (four reviewers)

K07.05

Evaluation strategies and techniques (e.g., needs assessment, process/implementation
evaluation, formative and summative assessment program evaluation, outcome evaluation,
cost-benefit analysis, public health benefit)
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• Rev 1: Evaluation strategies and techniques (e.g., needs assessment,
process/implementation evaluation, formative and summative assessment, program
evaluation, outcome evaluation, cost-benefit analysis, public health benefit); efficacy
vs. effectiveness strategies
K07.06

Presentation and dissemination of research findings (e.g., analyzing the data and interpreting
results for publication in a journal or presentation to professional colleagues, dissemination
of results via various appropriate avenues)

•

Rev 1: Presentation and dissemination of research findings (e.g., analyzing the data
and interpreting results for publication in a journal or presentation to professional
colleagues, dissemination of results via various appropriate avenues, dissemination of
results via e-journals and websites)

ADD Knowledge:
• K07.07 Issues in statistical interpretation and data cleaning (e.g., power, effect size,
selection of appropriate statistical methodologies, interpretation of findings, causal vs.
association, sensitivity and specificity, degree and nature of generalizability, clinical
versus statistical significance)
• K07.08 General vs. specific controls
• K07.09 Use of computers, the internet, and related electronic technologies (e.g., cell
phones) in planning and implementation of research (e.g., online surveys, electronic
journals, web-based experiments) and related issues (e.g., informed consent, transfer of
data)
• K07.10 Knowledge of community and participatory research strategies to enhance the
relevance of studies on ethnic/cultural and other underserved populations (e.g. use of
community advisory boards, community involvement and research planning).
• K07.11 Assessment of multicultural and lifespan developmental issues in research
design, implementation, and interpretation
• K07.12 Considerations underlying community involvement and participation in

research, particularly for underrepresented populations (e.g., community
involvement in research design, development, and feedback)
Ethical/Legal/Professional Issues — knowledge of (a) codes of ethics, (b) professional standards for
practice, (c) legal mandates and restrictions, (d) guidelines for ethical decision-making,
and (e) professional training and supervision
K08.01

APA Ethical Principles of Psychologists and Code of Conduct and/or Canadian Code of
Ethics for Psychologists (e.g., confidentiality, research, dual relationships, limits of
competence, advertising practices, informed consent, record-keeping)

K08.02

Professional standards and guidelines for the practice of psychology (e.g., APA/CPA
Standards for Providers of Psychological Services, AERA/APA/NCME Standards for
Educational and Psychological Testing, ASPPB Code of Conduct, AP-LS Guidelines for
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Forensic Practice, APA Guidelines for Child Custody Assessment, model licensure acts,
credentialing requirements for advanced specialties and proficiencies, published guidelines
for special populations such as women and minorities)
•

Rev 1, 2, 3: Professional standards and guidelines for the practice of psychology (e.g.,
APA/CPA Standards for Providers of Psychological Services, AERA/APA/NCME
Standards for Educational and Psychological Testing, ASPPB Code of Conduct, APLS Guidelines for Forensic Practice, APA Guidelines for Child Custody Assessment,
model licensure acts, credentialing requirements for advanced specialties and
proficiencies, published guidelines for special populations such as girls/women,
elders, and ethnic/racial minorities, gay/lesbians/bisexual/transgender, geriatric,
Practice guidelines for assessing ADHD, distance service provision and supervision,
psychopharmacologic service provision; confidentiality issues associated with
HIPAA and electronic medical/mental health records; compliance reviews) (four
reviewers)
• Comment: Not sure whose these are – consortium?

K08.03

K08.04

Pertinent federal, state and/or provincial laws/statutes and/or judicial decisions that affect
psychological practice (e.g., laws and regulations relating to family and child protection,
education, disabilities, discrimination, regulations for protection and exchange of patient
information, duty to warn and privileged communication, commitment and least restrictive
care, continuing education requirements, practice regulations, licensure regulations)
•

Rev 1: Pertinent federal, state and/or provincial laws/statutes and/or judicial decisions
that affect psychological practice (e.g., laws and regulations relating to family and
child protection, education, disabilities, discrimination, occupational safety and
health; hiring/selection; termination of employment; provision of benefits such as
medical leaves and retirement plans; regulations for protection and exchange of
patient information, duty to warn protect and privileged communication, commitment
and least restrictive care, continuing education requirements, practice regulations,
licensure regulations, provision of services online)

•

Comment: Rather than these regulations here, which are varied according to
jurisdictions, I would suggest that the focus should be on privacy legislation which
has different names in the two countries but follow the same basic principles although
specifics of the laws are different

•

Comment: This differs enormously amongst jurisdictions with some not requiing CE
credits as the evidence for their efficacy is poor, leave the issue to models of
professional development in K08.05

Ethical decision-making process (e.g., practice management, supervision of others,
resolution of conflicts involving ethical issues, problems and ethics of practice on the
internet and in the media, integration of ethical principles and legal/regulatory standards)
•

PES Final Report

Rev 1, 2, 3: Ethical decision-making process (e.g., practice management, supervision
of others, interdisciplinary practice, addressing the potential for multiple
relationships, resolution of conflicts involving ethical issues, problems and ethics of
practice on the internet and in the media, integration of ethical principles and
legal/regulatory standards) (four reviewers)
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•

K08.05

Comment: To me, this implies following a model; however, there are many models
out there so I am not sure what this one means and what ties together all the
examples.

Models and approaches for professional development (e.g., methods for developing,
updating, and enhancing knowledge in proficiencies and specialties, continuing education,
professional self-management, clinical supervision, peer consultation and supervision;
recognition of self-limits; appropriateness of credentials)
• Rev 1, 2: Models and approaches for professional development (e.g., methods for
developing, updating, and enhancing knowledge in proficiencies and specialties,
continuing education, professional self-management, clinical supervision, peer
consultation and supervision; recognition of self-limits; appropriateness of
credentials, self-awareness of contextual factors that can affect practice);
development and assessment of competencies (four reviewers)
• Delete: “professional self-management” and “recognition of self-limits”
• Delete K08.05
• Replace with: Confidentiality, record keeping and documentation standards for
electronic records, electronic transmissions etc in the age of the internet
• Comment: Not sure how to express this – awareness of how our (psychologist) cultural
background, gender, status at work, etc. can affect how we practice psychology

ADD Knowledge
• K.08.06 Ethical decision making process in the supervision of others
• K08.07 Ethical resolution of conflicts involving ethical issues, problems and ethics
• K08.08 Supervision as a competency area that requires professional training and
supervision of supervision
• K08.09 Neuroethics: consideration of social, legal, ethical, and policy implications of
advances in neuroscience (e.g., evaluation of risk/harm for research or treatment in
vulnerable populations; challenges to identity and agency with emerging
neurodiagnostics and therapeutics such as cognitive enhancement)
• K08.10 *I am not sure that this is covered expressly in the preceding points, but it is an
emerging area of concern – with the establishment of a new Neuroethics Society – in my
domain of interest although not exclusive to psychologists.
• K08.11 Patient’s rights ( e.g. informed consent, right to refuse treatment in least
restrictive environment, duty to warn, privileged communication.
• K08.12 Ethical issues associated with specific areas of practice (forensic, military, law
enforcement, correctional, national security)
• K08.13 Practice management: management and administration of practice and/or service
provision activities
• K08.14 Supervision: Models/theories of supervision, provision of supervision

• K08.15 Underlying Ethical Principles (e.g., beneficence, nonmaleficence,
fidelity; virtue ethics)
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Introduction
Professional Examination Service (PES) conducted four focus panels as part of the
ongoing analysis of the practice of psychology being conducted for the Association of
State and Provincial Psychology Boards (ASPPB). Three focus panels were held in
Boston, Massachusetts, from August 13–August 14, 2008 in conjunction with the annual
meeting of the American Psychological Association. The fourth was held in Toronto,
Ontario on September 23, 2008 in conjunction with the annual meeting of the College of
Psychologists of Ontario.
The task of the focus panel participants was two-fold:
•

To critically examine the proposed competency-based model of psychology
developed by the Practice Analysis Task Force (PATF), to ensure completeness
and clarity of underlying competency component of the delineation, including
competency areas and competency statements

•

To begin developing behavioral exemplars of the competencies at four levels of
professional development

Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
Level 2: Advanced supervised practice (internship level)
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
Level 4: Advanced independent practice
The proposed competency model of practice that was used as the stimulus material may
be found in Appendix 1.

Focus panel members were selected through an online nomination process, which used
several methods of outreach. In order to assemble the meetings held in conjunction with
the APA, ASPPB contacted its state representatives and asked them to disseminate an
email invitation with a link to the online nomination form to their members; sent another
email invitation to be disseminated to members of the APA Council, the APA Practice
Directorate, and the APA State Associations; and asked the Massachusetts Psychological
Association to disseminate an e-invitation to its members. In regard to the Ontario focus
panel, the registrar of the College of Psychologists of Ontario invited its representatives
to attend the focus panel following their annual meeting. The demographic and
professional characteristics of the focus panel participants may be found in Appendix 2.
A structured protocol was developed for the focus panels. However, actual experience
revealed that, given the time constraints of the panels and the length and complexity of
the proposed competency model, it was impossible to cover the entire model in each
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focus panel session. Because the goal of the focus panel process was to obtain in-depth
examination of and reaction to the model, each panel ultimately focused on only one or
two of the competency clusters. The professional background of the panelists in each
group suggested the focus of each session. The protocol, which guided discussion, may
be found in Appendix 3.
In all focus panels, participants were asked to review the overall structure of the
competency model. They were also asked to review the competency statements in one or
more competency clusters. In the Boston focus panels, respondents also made a very
preliminary attempt to develop behavioral exemplars for some of the competencies. In
the Toronto focus panel, participants developed exemplars for all the competencies in
Cluster 06: Intervention/Consultation. These suggested exemplars may be found in
Appendix 4.

Results
Competency-based model: General overview
In general, focus panelists found the proposed competency-based model to be
comprehensive and well organized. Panelists did discuss the overlap in some areas, such
as the foundational knowledge found in Cluster 01: Scientific Knowledge with the
application of the knowledge in Clusters 02 – 06. Competencies need to be distinguished
from foundational knowledge. Some thought this was a linear description of practice;
others thought it represented a very individualized view of practice.
There were two areas where panelists discussed possible modifications to the overall
model.
•

Cultural and Interpersonal Competence Cluster

Some panelists felt this should be two separate competence clusters, because each type of
competency entails “specific separate skill sets” and there the literature clearly
differentiates between cultural and interpersonal competence. For example, knowledge
of differences in how individuals of particular racial/ethnic backgrounds metabolize
pharmaceuticals could impact prescription decisions. In contrast, knowing how to relate
to others of different cultural backgrounds is a separate issue involving interpersonal
skills. One panelist indicated that demonstrating respect for others through the ability to
shift perspective as part of cultural competence might also be an aspect of ethical
behavior. Most of the panelists, however, rejected the suggestion to split this area, and
supported keeping the cluster together, saying that a psychologist can only be effective
interpersonally if he or she is culturally competent. Some Canadian panelists mentioned
the MRA in relation to interpersonal competence.
•

The addition of a seventh competency cluster for Management/Supervision (as
distinct from Professionalism)
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Members of both the Canadian panel and one of the US panels weighed in with
arguments for this. Some of the independent reviews noted a lack of competencies
related to the area of supervision as well as to practice management and leadership.
Some other panelists questioned whether these were entry-level competencies.
Comments about specific competency clusters (including suggestions for additional
competencies)
Clusters 01 and 02
• Basic Science and Fundamental Knowledge and Evidence-Based DecisionMaking/Critical Reasoning are the competency clusters that separate
psychologists from the other helping professions or mental health professions
• These two areas have a great deal of overlap, and both are foundational in nature
Cluster 02: Evidence Based Practice/Critical Reasoning
• This is what differentiates psychologists from other “helping” professions - the
critical application of data in program intervention
• This is the least clear area (most overlap with other areas)
• Emphasize developmental change in planning individual tax or program
development
Cluster 03: Cultural and Interpersonal Competence
• Need something on demonstrating effective listening (e.g., adapt skills to context
of interaction, integrate theory and application in unexpected situations)
• Add social-economic status
• Add issues of ageism
Cluster 04: Professionalism/Ethics
• Psychologists need to identify own limits, seek and accept self-care; need for selfsupervision (this was noted by a number of panelists at different sessions)
• Record-keeping and professional documentation not addressed; record retention
• Need to address issues of legal aspects of risk management, including knowing
who is your client/what is your role (e.g., forensics, divorce)
• Many legal issues are jurisdictional-specific
• Skills related to listening to the client are part of professionalism as well as
assessment and intervention
Cluster 05: Assessment
• Need competencies that recognize experiential aspects of assessment, clinical
interviewing skills, behavioral observation, client self-reports
• Missing items on program evaluation, needs assessment, systems-based
assessment
Cluster 06: Intervention/Consultation
• Where is consultation in the listed competencies?
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•
•
•
•
•
•
•

Need something on sensitivity to the referral question
Where is collaborative element?
What is the “best available evidence” This needs to include both literature and
experience – clinical judgment is hard to operationalize
Need to address issue of how you determine who the client is (similar to issue
discussed in Professionalism) e.g., in schools, is it the student or the district?
Mediate between client/stakeholders with different perspectives
Need more on consultation outside the psychology field (e.g., in medical setting)
Need definition of boundaries of responsibility in consultative relationships

Other issues not addressed in the model:
•
•

How do you operationalize each competence?
Where is life-long knowledge transfer?

Problems that newly licensed or registered psychologists have that that this model
does not address:
•
•

Problem with individualism, lack of experience in teamwork
Lack of multi-disciplinary experience

Conclusions
In general, focus panelists felt the model presented a good description of the practice of
psychology. They did have questions about how assessment of the various competencies
would be accomplished, and if all the competencies outlined were in fact necessary for
entry-level psychologists. They had some concern with the overlap of knowledge and
competence, particularly in the areas of evidence-based practice and assessment.
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Appendix 1
Stimulus Material: Proposed Competency Model
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Competency Model of the Practice of Psychology
01. Scientific Knowledge Base for the Practice of Psychology
This cluster includes the knowledge from the eight areas of the EPPP: Biological Bases
of Behavior; Cognitive-Affective Bases of Behavior; Social and Multicultural Bases of
Behavior; Growth and Lifespan Development; Assessment and Diagnosis; Treatment,
Intervention and Prevention; and Research Methods and Statistics. This knowledge base
is applied in the four roles performed by psychologists: Direct Service; Outreach and
Consultation; Academic Preparation/Professional Development; and Research and
Education.
02. Evidence-Based Decision Making/Critical Reasoning
This cluster of competencies includes scientific reasoning and decision making;
application of scientific method to practice; integration of theory, systematic knowledge,
and experience to collect, interpret and apply pertinent data; awareness of biases and
heuristics; global assessment; assessment as a process.
03. Cultural and Interpersonal Competence
This cluster of competencies includes the capacity to relate effectively and meaningfully
with individuals, groups, and/or communities; proficiency in working with diverse
individuals, groups, and communities who represent various cultural and personal
backgrounds and characteristics; demonstration of interpersonal and communication
skills resulting in effective information exchanges with patients, families, staff, and other
relevant individuals and agencies.
04. Professionalism/Ethics
This cluster of competencies includes professional identity, integrity, deportment, and
accountability; concern for the welfare of others; recognition of self as shaped by
individual and cultural diversity; ethical, legal and professional standards and guidelines;
ethical decision making, ethical conduct; commitment to the profession through
continuing education, research, collaboration, mentoring, and advocacy.
05. Assessment
This cluster of competencies includes choice of measurement approaches and
psychometric tools; evaluation methods; application of methods; diagnosis;
conceptualization and recommendations; communication of findings; knowledge of
limitations and appropriateness of norms and references; appropriate use of instruments.
06. Intervention/Consultation
This cluster of competencies includes the use of interventions designed to alleviate
suffering and to promote health and well-being of individuals, groups, and/or
organizations; understanding of empirically supported treatments; provision of expert
guidance or professional assistance to third parties; evaluation of outcomes
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02.

03.

Evidence-Based Decision Making/Critical Reasoning
02.01

Collect essential data from multiple sources of information

02.02

Select and critically review relevant research literature with regard to
conceptualization, methodology, interpretation, and generalizability

02.03

Critically appraise sources of information (e.g., collateral reports, multiple
informants, record review, measures of symptom validity)

02.04

Synthesize and interpret multiple, sometimes conflicting sources of data

02.05

Develop a rationale that relies on supporting data for decisions

02.06

Use strategies (e.g., cognitive, statistical) and information (e.g., base rates,
epidemiological) to minimize influence of biases and heuristics in decision making

02.07

Create an environment that fosters debate and encourages open feedback on own
performance

02.08

Evaluate and integrate results of information-gathering and assessment processes
with scientific/professional knowledge to formulate and reformulate working
hypotheses, descriptions, and recommendations (e.g., ongoing data collection)

02.09

Recognize and balance competing needs and demands within a system

02.10

Make judgments based on scientific reasoning, relational skills, and relevant
experience

02.11

Integrate ethical principles into reasoning and decision making

Cultural and Interpersonal Competence
03.01

Use awareness of how one’s own social-contextual factors (e.g., race, ethnicity,
gender identity, sexual identity, religious/spiritual background) influence professional
activities

03.02

Use awareness of how others’ social-contextual factors (e.g., race, ethnicity, gender
identity, sexual identity, religious/spiritual background) influence professional
activities

03.03

Tailor communications, reports and presentations to intended audience

03.04

Collaborate with clients, families and professionals to achieve desired outcomes

03.05

Demonstrate respect for people and a diversity of thought and ideas
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03.06

Conduct relationships in a respectful manner

03.07

Interact effectively with broad spectrum of individuals to optimize relationships

03.08

Follow research and practice standards for diverse populations

03.09

Establish research protocols that respect and/or incorporate the needs and desires of
the group under study

03.10

Maximize inclusiveness for knowledge generation

03.11

Identify and integrate feedback from cultural experts and representatives

03.12

Demonstrate communication, facilitation, and negotiation skills at an organizational
or systems level

03.13

Recognize need to collaborate when necessary and to serve as a resource when
needed

03.14

Engage in and accept constructive criticism

03.15

Manage conflict to facilitate growth

04.

Professionalism/Ethics
04.01

Demonstrate behavior commensurate with current standards of practice; be guided by
ethical, legal, regulatory, and practice standards

04.02

Promote (advocate for necessary changes) ethical, legal, regulatory, and practice
standards

04.03

Promote (through teaching, supervision, and consultation) ethical, legal, regulatory
and practice standards

04.04

Identify and observe boundaries of competence in service delivery, supervision and
teaching

04.05

Identify and observe ethical boundaries and clarify roles in service delivery,
supervision, research and teaching

04.06

Establish an environment that promotes ethical decision-making

04.07

Continue to update knowledge and skills relevant to psychological practice
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04.08

Critically evaluate one’s own professional practice through self-reflections and
feedback from others

04.09

Develop and disseminate knowledge in accord with scientific and ethical principles

04.10

Present psychological knowledge to diverse groups (e.g., students, colleagues, other
professionals, the public)

04.11

Accurately present information in a broad and unbiased manner that is congruent
with the scientific evidence

04.12

Demonstrate respect for all individuals (e.g., clients, colleagues, students), including
those for those with conflicting viewpoints

04.13

Act as advocate for clients regarding access to services within social service and
health systems

04.14

Complete work in a timely manner

04.15

Ensure accurate and ethical representation of work that was done (e.g., in clinical
reports, billing records, research documentation, promotional material)

04.16

Provide expertise to and/or serve on boards or committees within your profession or
within the public arena (e.g., workplace, professional organization, journal editorial
boards, peer review in practice and research, interdisciplinary organizations, other
policy making organizations).

04.17

Engage in pro bono activities

04.18

Demonstrate a commitment to the profession through continuing education, research,
collaboration, mentoring, and advocacy

05.

Assessment
05.01

Apply criteria for selection and adaptation of assessment methods (e.g., cultural
appropriateness, trans-cultural adaptation, language accommodation, cost
effectiveness, incremental validity, relevance to referral concern, psychometrics)

05.02

Ensure that assessment instruments are only used on individuals and/or groups for
which they are normed or appropriate

05.03

Consider individual and cultural differences when assessing/diagnosing

05.04

Implement (administer and score) appropriate assessment procedures

05.05

Interpret assessment/evaluation results
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05.06

Synthesize information derived from different sources

05.07

Conduct multi-modal and multi-axial assessment

05.08

Apply diagnostic criteria

05.09

Evaluate and recognize needs of learners

05.10

Evaluate educational outcomes to inform process

05.11

Issues of differential diagnosis and integration of non-psychological information
(e.g., medical evaluations, results of imaging procedures, laboratory test results) into
psychological assessment

05.12

Document assessment/evaluation results, intervention recommendations, progress,
and outcomes

05.13

Design and conduct research studies

05.14

Use current guidelines for assessment

05.15

Demonstrate behavior commensurate with current standards of practice

05.16

Ensure that assessment findings are not interpreted beyond the limitations of
assessment instruments

05.17

Interpret assessment results taking into account limitations and appropriateness of
norms and references

05.18

Measure individual, couples, family, group, and organizational change due to
intervention or prevention efforts (e.g., continuous monitoring, pre-, post- and
follow-up assessment, detection of relapse, patient compliance, organizational
benchmarking)

05.19

Evaluate supervisee competency based on expected benchmarks

05.20

Evaluate the quality of student research

05.21

Use computers, the internet, and related technology in implementing tests, surveys,
and other forms of assessment and diagnostic evaluation; validity, cost effectiveness,
consumer acceptability

06.

Intervention/Consultation
06.01

Engage in collaborative intervention planning with client(s) and stakeholders
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06.02

Select intervention based on best available evidence (e.g., exposure techniques for
panic disorder, parent training for oppositional defiant disorder, family psychoeducation for serious mental illness, handling of missing data in research, use of jury
polling techniques, personnel selection)

06.03

Apply interventions to reduce suffering and promote health and well-being

06.04

Apply interventions to enhance growth and performance (e.g., executive coaching,
enhancement of athletic performance, conflict resolution skills)

06.05

Apply interventions to reduce risk factors and increase resilience (e.g., populationlevel interventions)

06.06

Treat specific disorders or functional concerns (e.g., post-traumatic response,
depression, family caregivers, organizational changes, adherence to medical
regimens)

06.07

Collect and analyze data using appropriate methods of analysis

06.08

Modify intervention based on integration of client characteristics, outcomes data
collected, current research literature and continued learning (e.g., monitoring
intervention efficacy, cost benefit analysis, targeting level of intervention)

06.09

Seek inter-professional consultation and collaboration and make appropriate referrals
(e.g., education, physical health, mental health, social services, research
methodology, forensics, business and industry)

06.10

Interpret and recommend applications of research and/or program evaluation
findings, with awareness of their strengths and limitations

06.11

Create a planned, sequenced training experience for supervisees (e.g., practicum,
research supervisees, employees)

06.12

Develop and validate innovative interventions
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Appendix 2
Demographic and Professional Information
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Round 1 Focus Panel Participants
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Adrienne Perry, Ph.D.

Toronto, ON

Agnieszka Gajdzis, MA

Toronto, ON

Barbara Van Horn, Ph.D.

Washington, DC

Brenna H. Bry, Ph.D.

Piscataway, NJ

Bruce Bonecutter, Ph.D.

Oak Park, IL

David Rudd, Ph.D.

Lubbock, TX

Diana Prescott, Ph.D.

Hampden, ME

Dorothy Cotton, Ph.D.

Kingston, ON

Elaine LeVine, Ph.D.

Las Cruces, NM

Elena Cherepanov, Ph.D.

Lexington MA

Emil Rodolfa, Ph.D

Davis, CA

Ian Brown, Ph.D.

Whitney, ON

Jane Ledingham, Ph.D.

Ottawa, ON

Karen Zager, Ph.D.

New York, NY

La Pearl Logan Winfrey, Ph.D.

Dayton, OH

Lise Mercier, Ph.D.

Ottawa, ON

Mary Alice Conroy, Ph.D.

Huntsville, TX

Milan Pomichalek, Ph.D.

North Bay, ON

Mustaq Kahn, Ph.D.

London, ON

Robert Gauthier, M. Ed.

Toronto, ON

Robert Steven Unger., Ph.D.

London, ON

Suzanne LeSure, Ph.D.

Medina, OH

Tom Vaughn, Ph.D.

Shawnee, OK
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Areas of Expertise
n
Biological Bases of Behavior

2

Cognitive-Affective Bases of Behavior

7

Social and Multicultural Bases of Behavior

6

Growth and Lifespan Development

5

Assessment and Diagnosis

15

Treatment, Intervention, and Prevention

16

Research Methods and Statistics

3

Ethical/Legal/Professional Issues

10

Consultation

6

Management

2

Interdisciplinary Systems

1

Specialized Assessment Techniques

4

Recently Emerged Area

3

Competency Assessment

3

Other

8

Respondents could check all that applied

"Other" Responses: Areas of Expertise
n
22
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Addictive behaviors

1

Child clinical

1

Correctional and police psychology

1

Forensics

1

Mental health services in juvenile detention

1

Refugee mental health and trauma

1

School psychology

1

Training students in professional psychology

1
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Employment Setting
n
Academic position: University

5

Community mental health agency

1

Correctional institution

2

Group private practice

2

Hospital

2

Individual Private Practice

5

Professional school: University-based

3

School system

3

Years of Experience
Mean and Standard Deviation

Years of Experience

M

SD

21.0

8.8

Health Services Provider
n
Yes

22

No

1

Sex
n
Female

14

Male

9

Racial or Ethnic Background
n
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African-American

1

Asian/Pacific Islander

0

Caucasian, not of Hispanic origin

21

Native American

0

Spanish/Hispanic origin

0

Other

1
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Focus Panel Protocol

We’d like to introduce ourselves and welcome you to a Focus Panel conducted on behalf
of the Association of State and Provincial Psychology Boards. (Names) We’re employed
at Professional Examination Service in the Department of Research and Development.
PES is a non-profit organization that is working with ASPPB to update the delineation of
the practice of licensed psychologists in the United States and Canada.
This is a two and a half year study, which may create a new structure for the description
of the practice of psychology. Ultimately, the delineation of practice being developed
will be used as the basis for updating the EPPP. Part of the new structure is a
comprehensive list of the competencies and knowledge base required for practice.
You were invited to be here today because you are experts in your respective areas of
practice; you represent a variety of organizations; you may work with other practitioners;
and, you can help us understand the essential knowledge and competencies that
practitioners bring to their work situation.
Our discussions will focus on your own experiences and opinions. Of course, there can
be no right and wrong responses. We will be asking you to state your views throughout
the session. Before we begin, we have to review the ground rules for the session:
•
•

The session will last 2 hours.
We will be recording the session and we will also be taking notes throughout the
session. For those reasons, we ask you to make sure that only one person speaks at a
time. Be assured that your comments are completely confidential; no names will be
attached to the summary report of the session.

And finally, before we begin, we do need you to read and sign a form indicating that you
agree to be recorded. Further, we ask that before you leave, if you haven’t already done
so, please complete a brief survey regarding your professional background. We’re ready
to begin.
Introductory Discussion
To get us started, I’d like each of you to describe your employment situation, including
the setting in which you work, the specialty focus you may have, and the types of
practitioners you work with, Finally, please indicate how long you have been in your
present position and in the field of psychology, in general.
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Key Questions
1.

Competency clusters

Let’s talk about a model developed by a Task Force. It presents competency clusters and
associated competency statements. (Pass out Competency Model stimulus material).
The first page of this document presents the major competency clusters the Task Force
has identified. Please take some time to look over only the first page at this time. You
will see that the first cluster includes the knowledge base needed for psychology. We
will not be concentrating on that today, but instead on the other five competency areas,
which involve the performance of competencies in practice.
As you review the five performance-based competency clusters, think about the
following questions:
•

Have we identified all of the major competency clusters? Do the competency
clusters encompass the range of activities performed by licensed psychologists in
the U.S. and Canada? Add competency clusters, if necessary, to create a
comprehensive listing.

•

Do these areas represent a comprehensive structure for your work?

Now, we will ask you to take a few moments to write down any competencies you
perform associated with the competency clusters, which may be missing from the list. Jot
down examples right on the page. If you feel that list should be re-structured, make a
note of it.
In a few moments, I’d like you to share your list of activities with the other panelists.
(Debrief with focus panelists.) What activities did you jot down? What types of
activities did you associate with each of the competency clusters that were listed on the
first page?
2.

In-depth review of associated competency statements

Now, we will ask you to take a few minutes to look at a specific set of competency
statements in the ___________________ Competency Cluster. We will be focusing on
that competency area today. As you review the materials, please think about the
following:
•
•
•

Are the competency statements clear and concise? Edit to clarify the meaning of
the statements, if appropriate.
Can you think of additional competencies that a licensed psychologist might
demonstrate within each domain? Jot down your exemplars.
Would you change the wording of any statement to clarify its meaning?

PES Final Report

An Update Study of the Practice of Licensed Psychologists

228

Please add/delete/modify the statements in order to create a comprehensive listing right
on the page.
3.

Professional progression

Finally, we ask you to consider descriptors for various levels of performance associated
with each competency statement. (Pass out “Exemplars” stimulus material). We have
established the following “anchors” for the behavioral progression:
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
Level 2: Advanced supervised practice (internship level)
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
Level 4: Advanced independent practice
As you review the competency statement, consider a relevant description for each of the
four levels of behavioral progression.
•

Identify a descriptor to accurately describe behaviors at the four intended levels.
It may be easier to start at the lower and upper ends of the progression, and work
inward.

In a few moments, I’d like you to share your comments.
(Debrief with focus panelists.) What descriptors did you include?
Closing:
We’d like to thank you on behalf of ASPPB for participating.
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Appendix 4
Behavioral Exemplars for Competency Cluster 06
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06. Intervention/Consultation
06.01. Engage in collaborative intervention planning with client(s) and stakeholders
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Identify different perspectives of clients/ stakeholders regarding expectations for
intervention.
Level 2: Advanced supervised practice (internship level)
• Identify perspectives of clients/stakeholders regarding expectations for treatment, review
evidence for effectiveness of treatments, communicate treatment plan.
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Identify perspectives of clients/stakeholders regarding expectations for treatment.
Communicate evidence for effectiveness of treatment plan. Build consensus for
treatment plan.
Level 4: Advanced independent practice
• Identify perspectives of clients/stakeholders regarding expectations for treatment. Present
recommendations based on evidence for different treatments and cost/benefits. Build
a consensus for treatment plan. Integrate where necessary different treatment
components specific to client characteristics.
06.02. Select and skillfully apply intervention based on best available evidence (e.g., exposure
techniques for panic disorder, parent training for oppositional defiant disorder, family psychoeducation for serious mental illness, handling of missing data in research, use of jury polling
techniques, personnel selection)
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Basic knowledge of major disorders and major approaches.
Level 2:
Advanced supervised practice (internship level)
• Accurate case formulation leading to consideration of various treatment options and
selection guided by assessment, research literature.
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Consider several options and choose based on assessment, research literature,
supervision, one’s own experience and clinical judgment (without routine
supervision).
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Level 4: Advanced independent practice
• Be aware of research literature in your field, and exceptions. Regularly make treatment
decisions, assign “cases” to appropriate service practitioners. Regularly update.
Skillfully apply contemporary interventions to:
06.03. Reduce suffering and promote health and well-being
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Have knowledge about risk factors and recognizing their influence on a patient’s
condition.
Level 2: Advanced supervised practice (internship level)
• Carry out a risk assessment
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Carry out a crisis intervention session.
Level 4: Advanced independent practice
• Managing a chronically suicidal patient.
06.04. Enhance growth and performance (e.g., executive coaching, enhancement of athletic
performance, conflict resolution skills)
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Consult with supervisor/colleague/research in selecting intervention. Apply intervention
under supervisor.
Level 2: Advanced supervised practice (internship level)
• Select in consultation but apply with greater independence
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Select and apply intervention based on best evidence (research, practice)
Level 4: Advanced independent practice
• Select and apply intervention based on best evidence (research, practice)
06.05. Reduce risk factors and increase resilience (e.g., population-level interventions)
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Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
Level 2: Advanced supervised practice (internship level)
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
Level 4: Advanced independent practice
06.06. Treat specific disorders or functional concerns (e.g., post-traumatic response, depression,
family caregivers, organizational changes, adherence to medical regimens)
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Distinguish between anxiety and mood disorders and demonstrate awareness of the
spectrum within each DSM class faction.
Level 2: Advanced supervised practice (internship level)
• Distinguish among specific anxiety disorders and demonstrate knowledge of appropriate
and effective treatments.
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Demonstrate appropriate CBT techniques to treat social anxiety disorder.
Level 4: Advanced independent practice
• Demonstrate at least two appropriate treatments for generalized anxiety disorder.
06.07. Collect and analyze data using appropriate methods of analysis
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Reading in measures observing, discuss main issues in selection of measures, administer
measures under observation, discuss implication of results, relate to possible
intervention.
Level 2: Advanced supervised practice (internship level)
• Choose measures and administer with consultation. Start administering from without
being under observation. Score data. Start generating diagnosis considerations and
communicated diagnosis under supervision. Discuss and administer treatment.
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
•
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Level 4: Advanced independent practice
• Gather relevant background info- administer formulated diagnosis. Score and interpret
data and communicate results and diagnosis. Consult as required. Determine
treatment. Greater use of accumulated experience at all levels.
06.08. Modify intervention based on integration of client characteristics, outcomes data collected,
current research literature and continued learning (e.g., monitoring intervention efficacy, cost
benefit analysis, targeting level of intervention)
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Familiarize self with the relevant literature. Be able to select the appropriate
intervention.
Level 2: Advanced supervised practice (internship level)
• Execute the selected appropriate intervention. Recognize the need to modify the
intervention/treatment strategy in light of the clients characteristics/demands of the
situation.
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Analyze modifications required with particular clients
Level 4: Advanced independent practice
• Modify interventions in light of the client’s developing self- (unintelligible), while keeping in
mind opened upon treatment goals. Negotiate with the client changes in treatment goals.
06.09. Seek inter-professional consultation and collaboration and make appropriate referrals (e.g.,
education, physical health, mental health, social services, research methodology, forensics,
business and industry)
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Knowledge of roles and scope of practice of allied professional’s
Level 2: Advanced supervised practice (internship level)
• Participate in inter-professional trainings. Observe and interact with other professionals.
Share cases.
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Meet with and form relationships with other professionals in field/centre/town and learn
what they do.
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Level 4: Advanced independent practice
• Regularly use network of multidisciplinary colleagues to connect with and make referrals
06.10. Interpret and recommend applications of research and/or program evaluation findings, with
awareness of their strengths and limitations
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Propose to supervisor a course of action/intervention for an individual or program charge
based on a lit review , a review of available data.
Level 2: Advanced supervised practice (internship level)
• Same but with less supervision, greater data base.
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Present conclusions from research or program evaluation to a team one is a member of to
guide individual interventions or program development.
Level 4: Advanced independent practice
• Advise an agency/ senior management about program development or organizational
change based on analysis of program evaluation data and external research.
06.11. Create a planned, sequenced training experience for supervisees (e.g., practicum, research
supervisees, employees)
Pre-licensure (prior to independent practice)
Level 1: Entry level supervised practice (during training)
• Supervise more junior students, collect didactic information, learn conflict resolution
Level 2: Advanced supervised practice (internship level)
• Select specific tasks to delegate; provide appropriate feedback
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
• Articulate own model of supervision
Level 4: Advanced independent practice
• Articulate long-term trajectory to facilitate professional growth
06.12. Develop and validate innovative interventions
Pre-licensure (prior to independent practice)
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Level 1: Entry level supervised practice (during training)
Level 2: Advanced supervised practice (internship level)
Post-licensure (independent practice)
Level 3: Entry-level independent practice (just licensed)
Level 4: Advanced independent practice
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Appendix 5
Final Report of Independent Review, Round 2
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Independent Reviewers, Competency Model and Scientific Knowledge
Name

City, State/Province

Country

Daniel Averbeck

Cincinnati, OH

USA

Rishi Bhalla

Vancouver, BC

Canada

Clarissa Bush

Ottawa, ON

Canada

Michelle G. Carro

Las Vegas, NV

USA

Darlene Floden

Cleveland, OH

USA

David Katz

Alhambra, CA

USA

Cary Kogan

Ottawa, ON

Canada

Ralph A. Mortensen

Farmington, MI

USA

James Sharf

Princess Anne, MD

USA

Kumea Shorter-Gooden

Alhanbra, CA

USA

Mary Lou Smith

Mississauga ON

Canada

Brenda Spiegler

Toronto, ON

Canada

Deborah Tharinger

Austin. TX

USA

R. Stephen Wunder

Bloomington, IL

USA

Years of Experience
Mean and Standard Deviation
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Areas of Expertise
Biological Bases of Behavior

5

Cognitive-Affective Bases of Behavior

4

Social and Multicultural Bases of Behavior

1

Growth and Lifespan Development

2

Assessment and Diagnosis

7

Treatment, Intervention, and Prevention

5

Research Methods and Statistics

2

Ethical/Legal/Professional Issues

4

Consultation

5

Management

4

Interdisciplinary Systems

4

Specialized Assessment Techniques

0

Recently Emerged Area

3

Competency Assessment

1

Other

9

Respondents could check all that applied.

"Other" Responses: Areas of Expertise
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Multi-cultural competence

1

Neuropsychology

6

School

1

Training (practicum)

1
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Employment Setting
Academic: University

5

Business/Industry-Mgmt

1

Business/Industry-Research

2

Consulting Firm

1

Hospital

3

Individual Private Practice

0

Medical School/Center

1

Mental Health Agency-University based

0

Online Interactive Training

0

Professional School - University based

1

School System

0

Health Services Provider
No

5

Yes

9

Sex
Female

7

Male

7

Racial or Ethnic Background
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African-American

1

Caucasian

11

Did not answer

2
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Independent Review Assignment: Round 2
Competency Model and Behavioral Exemplars
Several months ago, you were nominated by a member of the ASPPB Practice Analysis
Task Force (PATF) or Practice Analysis Advisory Committee (PAAC) to be part of
ASPPB’s ongoing analysis of the practice of psychology. You were selected to
participate in the current phase of the 2 ½-year study, an independent review of the
PATF’s evolving work product.
This phase of the study involves the critical review and refinement of a new competencybased model of contemporary psychology practice, as well as the review of sets of
behavioral exemplars for each competency. This will be followed by a large-scale webbased survey of licensed psychologists to empirically validate the competency model and
knowledge base for practice. The results of the survey will be used to refine the existing
specifications for the Examination for Professional Practice in Psychology (EPPP),
prepare feedback to examination candidates and training programs, provide a perspective
on the contemporary roles played by psychologists, and develop complementary
assessments for psychology licensure.
Updating the Description of Practice
The thoughtful delineation of practice is essential to the development of content-valid
credentialing exams. The Task Force has begun developing a competency-based
description of practice, with five major competency areas, as well as a competency
encompassing the scientific knowledge base of psychology. The PATF has also begun
developing sets of behavioral exemplars performed by psychologists at four levels of
professional development.
Your task is to modify, revise, update, delete, or ratify the elements in the
competency model and the associated behavioral exemplars.
The following document is attached:
•

Competencies_and_Exemplars_IR2.doc. This document includes the model with
the five major competency clusters, a brief description of the associated content of
each competency cluster, competency statements, and from 1 to 3 representative
behavioral exemplars of each competency at the four levels of professional
progression. This document represents a work in progress, and should not be
shared with your colleagues.

Procedure for independent review:
1. The track changes feature has been enabled to accept your suggested edits and
comments. Please work online and make your edits directly in the document.
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2. Competency statements should describe a comprehensive list of behaviors in each
cluster. If necessary, add/delete/modify the competencies to create a nonredundant list.
3. Competency statements should be concise and specific. If necessary, edit the
statements to clarify the meaning of the competency statements. Adjectives
modifying the level or extent of the competency (e.g., some, thorough) should not
be used.
4. When reviewing the behavioral exemplars, use the following definitions for the
levels of professional development. These levels have been established to
complement the work of the APA’s Benchmarks project.
Pre-licensure (prior to independent practice)
• Level 1: Entry level supervised practice -- Readiness for practicum (0-2
years of course work)
• Level 2: Advanced supervised practice -- Readiness for internship
(AAPI – completed practicum, lower ratio of supervision contact hours,
consultation, crisis intervention, supervise practicum students)
Post-licensure (independent practice)
• Level 3: Entry-level independent practice (just licensed or registered) -No supervision required; may have consultation required, self-defined
limit on scope, safe to turn loose on the public
• Level 4: Advanced independent practice – ABPP (3 years), role model,
mentor
5. Each exemplar should describe one action, and if there is an object, only one
object of the action (unless the action and/or object always, or almost always,
occur together).
6. Some competencies have more exemplars than do others. Feel free to insert
additional behavioral exemplars.
7. Describe behavior in positive terms; avoid describing what the individual does not
do.
8. Try not to use adverbs to describe levels of behavior; try to find different action
verbs to delineate between behaviors at different levels.
9. Ensure a clear and accurate continuum across the four levels. Level 3 should
reflect the behavior of an independent practitioner at the point of licensure.
10. Ensure there is a qualitative difference between the behaviors at every level.
NOTE: There may be steady growth between each level for some competencies;
in others, there may be logarithmic or great variations between levels.
11. For each set of behavioral exemplars, there are two basic types of progression
along which the exemplars evolve – Track 1, which is a “performance/behavioral
response” continuum, and Track 2, which is a “complexity of situation”
continuum. Determine if each competency is best exemplified by one or the
other, or both, tracks.
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Track 1: Performance/behavioral response continuum
Level 1 – Learning basic knowledge and skills
Level 2 – Putting knowledge and skills into basic practice
Level 3 – Independently practicing, with understanding of how issues affect
you as practitioner; knowing when you don’t know enough, when
to (1) refer, (2) seek information, (3) consult
Level 4 – Contributing to the profession, supervising others, mentoring,
training others, consulting, performing research
Track 2: Complexity of situation continuum
Level 1 – Learning basic knowledge and skills to apply to situations;
responding to very limited situations under supervision;
demonstrating directed behavior
Level 2 – Following protocols and applying them to routine, relatively
black or white situations
Level 3 – Independently practicing in a wide variety of situations; some
atypical presentations; customizing protocols and solutions
Level 4 – Responding to highly complex, atypical situations, subtle
situations
After you complete your review, return it with tracking still enabled to display your
changes to carla@proexam.org by April 3, 2009.
ASPPB thanks you for your professional and personal contribution to this important
study.
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Independent Review Assignment: Round 2
Scientific Knowledge Base
Based on your subject-matter expertise and professional accomplishments, you have been
selected to participate in this independent review, which is part of the Study of the
Practice of Licensed Psychologists in the United States and Canada. You were
nominated as an independent reviewer by a member of the Practice Analysis Task Force
or Advisory Committee, or by one of your colleagues pursuant to a call for nominations.
The Practice Analysis project is being conducted by Professional Examination Service
(PES) for the Association of State and Provincial Psychology Boards (ASPPB).
The current phase of the study involves review and refinement of a comprehensive
delineation of contemporary practice in psychology, This effort will be followed by a
large-scale survey of licensed psychologists to empirically validate the practice
delineation. The results of the survey will be used to further refine the existing
specifications for the Examination for Professional Practice in Psychology (EPPP) and/or
additional complementary assessments, prepare feedback to examination candidates and
training programs, and provide a perspective on the contemporary roles played by
psychologists.
Updating the Knowledge Statements
The thoughtful delineation of accurate and clear knowledge statements is essential to the
development of content-valid credentialing exams. A comprehensive list of knowledge
statements will describe the organized body of information necessary for practice.
Knowledge may be used in the performance of more than one competency.
In this assignment, you will be looking at the scientific, theoretical and contextual bases
and foundations which underlie the practice of psychology. We ask that you concentrate
your review on content in your own area(s) of specialization. You may, if you wish,
review other content areas as well.
The following document is attached:
•

“Knowledge IR2.doc”. This document includes the 8 major content areas and 78
knowledge statements which describe the practice of psychology and which form
the basis of the current EPPP. This document represents a work in progress, and
should not be shared with your colleagues.

Your task is to modify, revise, update or delete the knowledge statements in the
content areas to be inclusive and reflective of contemporary psychology
practice.
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Procedure:
We are sending the Knowledge document to you with the tracking feature enabled. Each
major content area is on its own page (or its own two pages depending on length). The
definition of the content area is included at the top of each area.
Please keep the following in mind when reviewing the knowledge:
1. Please make edits and suggested changes directly in the document. There is a
space at the end of each content area for additional knowledge statements.
2. Recognize that each knowledge statement is a placeholder for an area of
knowledge. The list of statements should encompass the entire foundation of
psychology practice.
3. New trends in psychology may suggest new placeholders, or may suggest the
need to add depth or complexity to existing knowledge statements. Other changes
in practice may require that additional examples be added to existing knowledge
statement example lists, or may require that existing placeholders be minimized,
combined with other placeholders, renamed to reflect current terminology, or
even eliminated completely.
4. Regardless of an individual psychologist’s perspective, practice setting or
specialty, every psychologist should find the knowledge necessary for his or her
practice described in the knowledge base.
5. Knowledge statements should be concise and specific. Adjectives modifying the
level or extent of the knowledge (e.g., some, thorough) should not be used.
6. As you review your edited content areas list, think about the following:
a. Do the knowledge statements describe a comprehensive body of
knowledge associated with the content areas? Is all the knowledge
required by both more- and less-experienced psychologists included in the
delineation? If necessary, add/delete/modify the list of knowledge in
order to create a comprehensive listing.
b. Are there redundancies among the knowledge statements?
c. Is each knowledge statement delineated as accurately and concisely as
possible? Edit the statements to clarify the meaning of the knowledge
statements, if appropriate.
d. Have examples been provided if necessary?
e. Is the sequence of knowledge statements appropriate?
Please email your edited copies WITH THE TRACKING LEFT ON to:
carla@proexam.org by February 20, 2009. Thank you very much.
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Competency Model of the Practice of Psychology
With Behavioral Exemplars at 4 Levels
Comment from one reviewer: In general, this document suffers from the same thing that
has plagued EPPP – it is clinical-centric. Much of the language has a clear clinical
tone to it which is not relevant or even misleading to non-clinical practitioners. Most
of the edits of this document are intended to address this. There are several nonclinical disciplines (e.g., I/O, school, consumer, human factors) that are not adequately
reflected. Since my specialty is I/O, my edits reflect that discipline; I do not pretend
to adequately represent the views of practitioners from those other non-clinical
disciplines. If it hasn’t already been done, I suggest soliciting input from these
disciplines.
Overlap/overkill. Several themes seemed to pervade the document across competencies.
For example, “culture” was mentioned about 20 times, covering all 5 of the
competencies. This seems like (1) overkill for a single topic from a content validity
perspective, and (2) yields a competency model that does not meet the usual construct
validity goal of keeping the various competencies as independent of one another as
possible.

Competency Cluster 02. Evidence-Based Decision Making/Critical Reasoning
This cluster of competencies includes scientific reasoning and decision making;
application of scientific method to practice; integration of theory,
systematic knowledge, and experience to collect, interpret and apply
pertinent data; awareness of biases and heuristics
02.01. Select relevant research literature and critically review its assumptions,
conceptualization, methodology, interpretation, and generalizability
Level 1:
 Identify all relevant databases containing relevant empirical articles in
peer-reviewed journals
 Identify and summarize relevant empirical articles in peer-reviewed
journals
 Formulate researchable questions regarding the care of clients/patients as
individuals, families systems, organizational systems or communities
Level 2:
 Critically evaluate the quality of the research reported
 Identify implications for practice
Level 3:
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 Indentify best quality and most appropriate studies and integrate findings
across studies taking into account strengths and weaknesses of the
methods
 Interpret and communicate empirical research results in a manner that is
easily understood by non-scientific audiences
 Apply critical research findings to variability in practice populations with
attention to challenges in generalizability
Level 4:
 Guide others in the critical evaluation and application of relevant
empirical literature
02.02. Interpret, evaluate, and integrate results of information-gathering and assessment
processes within the context of scientific/professional knowledge to formulate and
reformulate working hypotheses, conceptualizations, and recommendations (e.g.,
ongoing data collection)
Level 1:
 Identify and obtain, with supervision, the clinical and empirical data case
and scientific data needed to develop working hypotheses
Comment: This is an example of the clinical tone of the document. Nonclinicians do not deal with “cases” (except in the sense of a research
“case” or data point). I/Os often develop scientific data as part of our
normal work.
Alternative exemplar:
 Identify and obtain, with supervision, knowledge of the current situation
(e.g., clinical case, organizational situation) with the literature and
theoretical models as needed to develop working hypotheses
Level 2:
 Under supervision, integrate clinical and empirical data/findings to
develop case conceptualization and recommendations for prototypical
cases
Question: Isn’t clinical data also empirical? Also, I assume “prototypical
cases” is a term of art from the clinical world. I don’t know what it
means
 Suggested revision: Under supervision, integrate knowledge of the
current situation (e.g., clinical case, organizational situation) with the
literature and theoretical models, as needed, to develop working
hypotheses
 Articulate the practical implications of empirical research and the
formation of new or alternative hypotheses
 Identify gaps in current scientific/professional knowledge and implications
for practice
 Develop preliminary hypotheses to discuss with supervisor
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Level 3:
 Independently synthesize clinical and empirical scientific data needed to
develop working hypotheses and recommendations across a range of
typical problems, including, but not limited to linguistic, cultural and
developmental variants
Rev: Independently synthesize knowledge of the current situation (e.g.,
clinical case, organizational situation) with the literature and
theoretical models, as needed, to develop working hypotheses and
recommendations across a range of typical problems.
 Reformulate case conceptualization working hypotheses and
recommendations based on emerging data
 Supervise others’ integration of the current case or situation with the
literature and theoretical models to develop working hypotheses based and
scientific information toward basic case conceptualization and
recommendations
 Seek consultation in complex or atypical situations, particularly outside
previous experience or specialty knowledge
 Supervise empirical tests of hypotheses.
Level 4:
 Train, consult with, and supervise others in the integration and synthesis
of clinical and empirical data to develop working hypotheses and
recommendations for complex cases knowledge of the current situation
(e.g., clinical case, organizational situation) with the literature and
theoretical models, as needed, to develop working hypotheses and
recommendations for complex situations or unusual situations.
02.03. Articulate a rationale for clinical decisions and psychological services that relies
on objective supporting data (e.g., research results, base rates, epidemiological
data)
Level 1:
 Under supervision, Aarticulate the need for evidence-based rationales to
support recommendations
Level 2:
 Under supervision, Aarticulate an limited evidence-based rationale for
routine or prototypical decisions and recommendations
Question: I don’t understand the term “prototypical decisions”. Does this
mean standard, run-of-the-mill decisions, or does it have a more
particular meaning?
Level 3:
 Articulate a rationale for decisions and recommendations that integrates
situation or case- specific, social/contextual, and scientific data in typical
cases
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Comment: I tried to de-clinicalize these a bit by adding more general
reference to “situation” to counterbalance the clinical-sounding
reference to “case”
 Train or supervise others to articulate evidence-based reasoning for
decisions and recommendations
 Articulate evidence-based rationale for decisions, recommendations, and
opinions to clients, professionals, and the public
Level 4:
 Articulate a rationale for decisions and recommendations that integrates
situation or case- specific, social/contextual, and scientific data in both
typical and unusual cases
Comment: I tried to de-clinicalize these a bit by adding more general reference to
“situation” to counterbalance the clinical-sounding reference to “case”
Articulate evidence based rationale for decisions, recommendations, and
opinions to clients, professionals, and the public
02.04. Use evidence-based algorithms and decision trees and other decision making tools
in framing problems and solutions to minimize influence of biases and heuristics
in decision making
Comment: In the world of the human factors psychologist-practitioner,
“heuristics” has a very specific methodological meaning, so I deleted it as
being a source of confusion
Level 1:
 Identify biases and heuristics that impact general decision-making
Level 2:
 Under supervision, apply decision-making tools designed to minimize the
impact biases and heuristics
Level 3:
 Independently identify and apply decision-making tools designed to
minimize the impact of biases and heuristics
 Seek consultation as needed to learn the finer details of tool use
Level 4:
 Assist others to identify biases and heuristics and to apply appropriate
decision-making tools designed to minimize their impact
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Competency Cluster 03. Cultural and Interpersonal Competence
This cluster of competencies includes relating effectively and meaningfully with
individuals, groups, and/or communities, including other nationalities;
proficiency in working with diverse individuals, groups, and communities
which represent various cultural, social, and personal backgrounds and
characteristics; and demonstration of interpersonal and communication
skills resulting in effective services and information exchanges with
patients, families, staff, other allied health care professionals, and other
relevant individuals and communities.
Comment: This is the place to concentrate coverage on culture. I have tried to
remove it, where possible, from other competency clusters to cut down on the
blurring of the distinctions among competencies and, thus, the degradation of
their construct validity
Comment: there is a well-established research literature that indicates a
robustness across cultures for certain things such as pre-employment test
validity. A professional knowledge of where culture doesn’t matter is also
important to protect the scientific integrity of the practice of psychology so it
doesn’t degrade into an exercise in political correctness.
03.01 Integrate and apply theory, research, professional guidelines, and personal
understanding about social contexts to work effectively with diverse individuals,
families, groups, communities, organizations, and research participants
Level 1:
 Demonstrate scientific and personal knowledge about how social contexts
shape behaviors
 Engage in respectful interactions that reflect knowledge of the scientific
literature regarding individual and cultural diversity
 Engage in self-reflection regarding personal attitudes, assumptions, and
behaviors in light of said knowledge
Level 2:
 With supervision, modify own behavior based on scientific and personal
knowledge about how social contexts shape behaviors
 Develop and periodically examine preliminary decision rules for working
with diverse populations
 Follow professional guidelines for providing professional services to
specific diverse populations, when available
 Understand where research shows culture is not a significant factor (e.g.,
test bias, differential validity).
Comment: If psychology is to remain a science-driven organization, it is
imperative that practitioners understand not only where culture does
matters, but also where it doesn’t.
Level 3:
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 Independently monitor and modify own and others’ behaviors in
professional work by applying scientific and personal knowledge about
how social contexts shape behaviors
 When guidelines for working with specific, diverse populations are either
unavailable or limited,, communicate their strengths and weaknesses of
existing guidelines
Comment: Unclear
 Apply culturally appropriate repertoire of skills, techniques, and behaviors
to maximize effectiveness of professional services
 Independently monitor and modify own and others’ behaviors in
professional work by ensuring that commonly-held and socially desirable,
but incorrect, myths about culture that affect professional practice (e.g.,
test bias, differential validity) are avoided.
Level 4:
 Facilitate professional and scientific dialogue about how social contexts
shape behaviors
 Provide consultation/training/supervision about individual and cultural
diversity issues
 Develop and disseminate theory, research, and professional guidelines that
are empirically supported about the impact (including both when the
impact is substantial as well as when it is minimal or none) of social
context, culture, and diversity on individuals, families, groups,
communities, organizations, and research participants
03.02 Communicate effectively with individuals, families, groups, communities, and/or
organizations
Level 1:
 Listen and communicate respectfully while showing empathy for others
 Demonstrate knowledge of importance of verbal and non-verbal crosscultural, social, and communication cues
Level 2:
 Collaborate effectively in uncomplicated professional interactions with
individuals, families, groups, communities, and/or organizations
Comment: “uncomplicated” -- this term in not effective—consider
another
 Recognize when verbal and non-verbal cross-cultural social and
communication cues are occurring
Level 3:
 Collaborate effectively in complex situations with individuals, families,
groups, communities, and/or organizations
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 Use appropriate verbal and non-verbal cross cultural social and
communication cues
Level 4:
 Collaborate effectively in conflictual situations with individuals, families,
groups, communities, and/or organizations
 Provide consultation/training/supervision on appropriate verbal and nonverbal cross cultural social and communication cues

Explore tactfully emerging situations which may involve cross-cultural,
social and communication differences
03.03 Integrate an organizational or systems perspective in all professional activities
Comment: This seems vague. It is not entirely clear what’s being covered here;
what is the purpose of “integrating an organizational or systems perspective”?
Why do it?
Level 1:
 Identify multiple systems involved in the situation
 Recognize the perspectives of diverse groups or systems who are the
subject of intervention or research
Level 2:
 Communicate with key individuals within the multiple systems
 Under supervision, collaborate with diverse groups or systems that are the
subject of intervention or research
Level 3:
 Collaborate and participate in change across systems
 Incorporate perspectives of diverse groups or systems that are the subject
of intervention or research
Level 4:
 Initiate and manage change across systems
 Involve representatives of diverse groups or systems in the development of
interventions or research
 Provide evidence based feedback to representatives of diverse groups or
systems
03.04 Identify and manage interpersonal conflict
Comment: The problem with 03.04 is that it isn’t clear whether it refers to the
psychologist’s handling of his/her own interpersonal conflicts (e.g., with
clients) or whether it refers to the psychologist’s professional interventions to
address interpersonal conflict situations. The latter is very common in the I/O
world. It appears that it refers to the psychologist’s own conflicts, but it’s not
entirely clear. If so, that is a relatively trivial part of I/O practice. If, however,
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it refers to intervening in organizational conflict situations, that’s a significant
part of some I/Os’ practice. A clarification would be useful. In view of this
uncertainty, I did not try to edit the level exemplars
Level 1:
 Recognize and tolerate interpersonal conflict
Level 2:
 Demonstrate active problem solving to manage interpersonal conflict
 Enlist supervisor’s help in reviewing situation and tactics used
Level 3:
 Negotiate difficult and complex interpersonal relationships between self
and others
 Uses experienced peers’ feedback to examine own reactions and behavior
Level 4:
 Mediate interpersonal conflict among others
 Manage adversarial exchanges by maintaining composure in the face of
attacks on personal and professional credibility (when providing legal
testimony, serving as an expert witness, etc.)

Competency Cluster 04. Professionalism/Ethics
This cluster of competencies includes professional identity, integrity, deportment, and
accountability; concern for the welfare of others; recognition of self as shaped by
individual and cultural diversity; respect for people and an openness to different
worldviews and epistemologies; ethical, legal and professional standards and guidelines;
ethical decision making; ethical conduct; commitment to the profession through
continuing education, research, collaboration, mentoring, and advocacy; adherence to the
integrity of psychology as a science, including willingness to confront own biases that do
not conform to the consensus of scientific evidence.
Comment: Individual and cultural diversity are already covered as a major focus
of Cluster 2. Cut down on overlap among competencies, which blurs the
distinctions among them
04.01. Demonstrate and promote values and behaviors commensurate with standards of
practice, including ethics codes, laws, intellectual property, and regulations, in
professional practice
Level 1:
 Demonstrate academic integrity in practicum experience (e.g., keep
accurate and timely records, utilize constructive criticism, protecting
intellectual property, seek supervision and guidance)
Comment: Unclear why using the word “academic”
 Demonstrate ethical behavior in interactions with clients
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 Demonstrate knowledge of ethics codes and legal principles (state specific
and federal) affecting psychologists
Level 2:
 Recognize ethical dilemmas that arise in psychological practice and notify
supervisor
 Apply ethics code and laws in all situations, seeking guidance on more
complex issues
 Communicate ethical issues (e.g., limits of confidentiality, dual
relationships, third party payment, uses of data or professional services,
protecting intellectual property)) to non-psychologists
Level 3:
 Integrate the code and law, including local jurisprudence, when faced with
ethical dilemmas
 Demonstrate understanding of when professional consultation is
appropriate and necessary
 Update knowledge and skills relevant to psychological practice on an
ongoing basis
Level 4:
 Understand and respect the worldviews of client organizations and other
non-psychologists whose ethical codes may not coincide with
psychology’s. Be able to respect and incorporate their needs without
impairing compliance with psychological ethics.
 Interpret complex issues and dilemmas when the code and relevant laws
may be ambiguous or in conflict
 Provide consultation to other members of the profession
04.02. Advocate for changes in ethical, legal, regulatory, and/or practice standards, as
necessary
Comment: Take 04.02 out. If the purpose of a licensing exam is to demonstrate
the basic competency needed to protect the consuming public, advocacy for
systemic change seems clearly out of scope for the EPPP. A highly competent,
effective, and ethical psychologist could go an entire career without indulging
in advocacy for systemic change and there would be absolutely nothing wrong
with that, nothing that would negatively impact his/her practice, his/her ethics,
or anything else that would have negative consequences. While advocacy and
activism may be worthy from an aspirational standpoint, there is no case made
for their being considered a basic competency for practice. If reflected in the
EPPP, it would be highly vulnerable to a legal challenge to the content validity
of the test.
Level 1:
 Demonstrate basic awareness of how to advocate for change in ethical,
legal and practice standards
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Level 2:
 Identify areas where ethics code or changes of law may benefit clients
 With supervision, Eengage in active consultation to problem solve and
work for change
Level 3:
 Develop alliances with relevant individuals and groups to formulate
strategies for change in ethical, legal, regulatory, or practice standards
 Participate in advocating for ethically sound social policy, regulation, law
or code changes
 Seek consultation with current members of specialty areas to ascertain
needed training and development before engaging in practice in that
specialty area
Comment: This kind of consultation would help prevent practitioners in
one area from self-declaring (erroneously) that their current skill set
will necessarily translate effectively and ethically to a new specialty
area. This is a growing problem as clinicians are squeezed by insurers
and are looking to move into other areas for which they think they are
qualified, but actually are not without additional formal training. APA,
unfortunately, has turned a blind eye to these ethical breaches. EPPP
could help right the ship and protect the public from unqualified
practitioners.
Level 4:
 Take leadership role in advocating for ethically sound social policy,
regulation, law, or code changes
 Provide expertise to and/or serve on boards or committees within your
profession or within the public arena
04.03. Identify and observe boundaries of competence in all areas of professional
practice
Level 1:
 Engage in discussions with faculty and supervisors to define the concept
of competence in the practice of psychology
 Accept direction from supervisors when greater expertise is needed
Level 2:
 Seek knowledge of mechanisms to enhance competencies
 Define personal limits of competence by recognizing strengths and
weaknesses in practice areas
Level 3:
 Develop insight into areas of strength and weaknesses and use this
knowledge to guide scope of practice.
 Develop mechanisms for specialization and plans to update knowledge.
Level 4:
 Identify and acquire specialty skills and expertise
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 Provide consultation or supervision in areas of specialty skills and
expertise
04.04. Establish and maintain a process that promotes ethical decision-making
Level 1:
 Engage actively in the learning process to acquire knowledge about ethical
decision making processes
Level 2:
 Develop an ethical decision making system that includes effects on others
 Actively involve peers and supervisors to assess decision-making
problems, consultation
Comment: Unclear language
Level 3:
 Demonstrate ethical decision-making in an ongoing manner in your
professional environment
Level 4:
 Develop environment for ethical practice
 Model ethical decision making to others in your professional environment
04.05. Critically evaluate one’s own professional practice through self-reflection and
feedback from others
Level 1:
 Establish basic skills or a framework for evaluating competence
Level 2:
 Demonstrate knowledge of one’s own professional practice evaluative
strategies.
 Use supervision to resolve increasingly complex practice issues to
enhance professional development
Level 3:
 Identify and reconcile differences between one’s own evaluation of
professional competence and the evaluations of others
 Use the literature and peer consultation to enhance self-reflection.
 Use self-reflection to understand limits of current knowledge by
demonstrating the professional humility to admit when one’s knowledge is
lacking or incomplete
 Demonstrate personal responsibility by admitting culpability when
mistakes or oversights occur
 Comply with regulatory requirements for regular self-evaluation
Level 4:
 Develop insight into the breadth of the knowledge base necessary to
practice in an increasingly sophisticated manner
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 Use self-reflection to develop a plan to increase current knowledge and
skills
 Consult with established practitioners in specialty areas to help ascertain
one’s own capabilities and deficiencies before expanding practice into that
specialty area. Do not presume that current skill set/competencies will
generalize to a new area of practice.
04.06. Develop and disseminate knowledge in accord with scientific and ethical
principles
Level 1:
 Access the literature and use it in enhancing one’s personal knowledge
base of ethical and scientific foundations of the practice of psychology
Level 2:
 Critically evaluate the literature relevant to professional practice
 Develop a personal heuristic integrating scientific knowledge and ethical
precepts to inform practice
Level 3:
 Share psychological knowledge with diverse groups (e.g., students,
colleagues, clients, other professionals, the public) in an unbiased manner
Level 4:
 Advance the profession through active production and dissemination of
knowledge.
 Serve as expert in consultation with other psychologists
04.07. Demonstrate respect for others in all areas of professional practice, including
those with conflicting viewpoints
Comment: I think 04.07 needs to be reworked. Read literally, it leaves the
impression one must incorporate points of view that conflict with your own or
you’re not behaving professionally/ethically. Obviously, this cannot be
correct. Also, the four levels don’t seem to form a reasonable continuum. If
the key point is respect for other points of view, then it needs to veer away
from sort of blind acceptance and integration of others’ points of view, and
toward respectful openness to other points of view – whether or not they are
ultimately accepted or rejected.
Level 1:
 Listen non-judgmentally to those with conflicting viewpoints
 Develop an understanding of conflicting viewpoints within the practice of
psychology
Level 2:
 Be open to, interested in, and open to and accepting of others’ points of
view
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Comment: This is a pretty bold statement: That one has to accept other’s
points of view. What professionalism requires is not acceptance but (1)
being open-minded, (2) listening, and (3) if rejecting, having a good
reason for doing so.
 Communicate with colleagues when conflicting viewpoints develop
 With supervision, enhance ability to balance conflicting viewpoints before
making judgments
 When rejecting others’ points of view, always have objectively-based
reasons (e.g., the literature, theoretical model, logic).
Level 3:
 Balance conflicting viewpoints by seeking clarification to increase
understanding before making judgments
Level 4:
 Integrate and adapt [adopt?] conflicting viewpoints into one’s thinking in
order to practice effectively
 Use a broad skill set to resolve conflicts and manage difficult interpersonal
situations
04.08. Advocate for clients’ access to services (e.g. mental health, social services,
employment)
Comment: As written, 04.08 should be deleted as lacking job relatedness: See
my earlier comment on advocacy/activism (04.02) as a basic competency for
ethical, competent practice of psychology. The problem we’ll run into is that
for an exam (EPPP) to be content valid (and legally-defensible), any KSAs
incorporated into the test must have a demonstrable link to effective
performance of the job. Put differently, it’s not enough for a KSA to be on
someone’s wish list for what they think should be a basic competency needed
to perform the job satisfactorily. Advocacy/activism, if portrayed as a
necessary, basic competency will quickly wilt under legal attack since too
many respected, competent, ethical practitioners have gone entire careers
without advocating systemic change in any way. Revise as follows:
Rev: Ensure clients are aware of services they have access to and take
steps to help them connect with those services.
With that kind of stem, the Level 1-3 exemplars would be okay,
but Level 4 would have to be rewritten to take out the
advocacy/activism for systemic change element.
Level 1:
 Recognize client’s needs for access to multiple services and resources
Level 2:
 Demonstrate knowledge of multiple services and resources
 Under guidance from others, develop a plan for client to access multiple
services and resources
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Level 3:
 Independently facilitate client’s access to multiple services and resources
 Confirm that services or resources were made available
Level 4:
 Advocate for systemic change to improve client access to multiple
services and resources
Comment: This needs to be reworked to eliminate the advocacy
requirement. Advocacy is certainly a laudable aspiration, but as a basic
requirement for ethical, competent delivery of services – no
04.09. Accurately represent and document work performed in scholarship and
professional practice
Comment: Wording changes are intended to de-clinicalize the tone of the whole
document.
Level 1:
 Understand the basic principles of documentation (e.g., the structure of
case notes and clinical documentation, technical reports in non-clinical
work)
 Accurately document scholarly references
 Periodically review documentation practices with supervisor
Level 2:
 Keep complete and accurate records, with an understanding of the legal
and ethical implications of professional documentation as it relates to the
welfare of the client, who may be an individual or an organization.
Demonstrate awareness that record-keeping may have different
requirements when the situation is clinical vs. when it is non-clinical. [For
example, some clinical records are protected by doctor – patient privilege.
This protection does not exist in the non-clinical world where all records
can be subpoenaed. In fact, the kind of record-keeping that is mandatory
for clinical practice put actually an organizational client at great risk. Big
difference between what is ethical (i.e., for the welfare of the client) and
unethical when the setting is different.]
 Develop awareness of personal biases and preconceptions in what is
documented and how.
Question: Preconceptions is relation to what?
Level 3:
 Report clinical, organizational, and scholarship data research results
accurately, avoiding personal biases and preconceptions
 Ensure adequate and appropriate credit is given to trainees and
collaborators in scholarship
Level 4:
 Provide consultation and supervision in the documentation of scholarship
and professional work.
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04.10. Implement sound practice management skills (e.g., scheduling, resource
management)
Comment: 04.10 should be deleted. I’m not sure how practice management can
be considered a basic competency for the ethical, competent practice of
psychology, especially for psychologists who (1) will never work in a private
practice and/or (2) for whom practice management has very little to do with the
competence of the services rendered. Going back to the premise of EPPP, how
does this protect the public? How is it content-valid? How would we defend it
from legal challenge?
Level 1:
 Articulate basic understanding of practice management
Level 2:
 Identify responsibilities, challenges, and processes of practice
management
 Use existing resources to leverage own efforts
Level 3:
 Develop a business plan commensurate with laws, ethical guidelines,
protecting intellectual property, and fiscal constraints
 Recognize the realities of client and human resource needs in setting
up/maintaining professional practice
Level 4:
 Deploy resources to run practice in fiscally and ethically sound manner.
 Generate and employ strategies to enhance practice in situations with
resource challenges/limitations
Suggested new competency with suggested exemplars:
 04.11 Conducts clinical research according the ethical and legal standards of
institutions and governments that oversee research activities.

Level 1:

Understands basic ethical and legal responsibilities of conducting
research.

Level 2:

Under supervision, designs and implements research activities that
ensure confidentiality, private, and safety of research participants.

Level 3:

Designs and implements research programs that ensure
confidentiality, private, and safety of research participants.

Level 4:

Advocates for obtaining resources for conducting clinical research
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Assists others in beginning a program of research according to
ethical and legal best practices

Competency Cluster 05. Assessment
This cluster of competencies includes choice of measurement approaches and
psychometric tools; evaluation methods; application of methods; diagnosis;
conceptualization and recommendation; communication of findings; knowledge
of limitations and appropriateness of norms and references; and appropriate use of
instruments
Comment: This cluster has, indirectly, a clinical tone to it in that it focuses on
assessment almost exclusively from the standpoint of the psychologist as a
consumer of assessment/psychometric tools. Many I/Os, on the other hand,
develop, validate, and/or do in-depth psychometric analyses of assessment
tools. This puts them on a whole different plane in the assessment competency
than the typical clinician. If it’s not possible to merge both “consumer
assessment” and “developer assessment” into the same competency, it may be
necessary to create two separate competencies.
05.01. Apply knowledge of individual and cultural characteristics in assessment and
diagnosis
Comment: An entire competency cluster (03) was devoted to cultural
characteristics so it can be considered to be adequately covered; to hit cultural
awareness a second (or third) time is overkill and only serves to blur the
construct distinctions among competencies and degrade content validity.
Level 1:
 Know how individual differences and cultural characteristics can influence
results obtained with assessment methods and tools
Comment: I think this may be referring to individual differences as bad
thing – perhaps a moderator of validity. However, the overriding
principle in psychometrics is that individual differences should
influence results in an assessment tool, else it’s a worthless tool. I
think this exemplar needs some rework to avoid the multiple
interpretations of “individual differences”.
 Know the science on how robust assessment typically is (e.g., resistance to
test bias, rareness of finding differential validity, validity generalization)
to address incorrect myths and misunderstanding about assessment.
Level 2:
 Use knowledge of individual and cultural characteristics differences in
selecting and interpreting assessment tools
Level 3:

PES Final Report

An Update Study of the Practice of Licensed Psychologists

261

 Ensure that professional opinions, recommendations, andor case
formulations adequately reflect full consideration of individual differences
and cultural characteristics
Comment: This is a purely clinical exemplar. Level 3 should also
include one or more non-clinical exemplars.
 Ensure that professional opinions and recommendations adequately reflect
full consideration of psychometric properties of the assessment, including
considerations of adverse impact on protected groups and other legal
compliance considerations, including disability accommodations that may
be indicated.
Comment: This is an I/O exemplar. I’m sure there are other non-clinical
exemplars that should be included as well.
Level 4:
 Provide consultation to others (including consultation on assessment tool
development) on the impact of individual differences and cultural
characteristics on assessment tools that can moderate their validity.
 Provide consultation to others on psychometric requirements in
development of assessment tools.
 Provide consultation to others on adverse impact, disability
accommodation, and other legal compliance and defensibility issues
involved in organizational assessment (e.g., pre-employment testing,
individual executive assessment).
Comment: For Level 4 to be a valid exemplar for psychological practice
as a whole, there must be content that is non-clinical in nature. The
ones I included are from I/O practice. Other practice areas will
certainly have their own.
 Develop new assessment tools taking into account individual that can
moderate their validity. and cultural factors
05.02. Apply evidence-based criteria in selection and use of assessment methods (e.g.,
psychometric properties, cost effectiveness, relevance)
Comment: 05.02, as currently written, omits exemplars that are pertinent to
industrial/organizational assessment. I have tried to correct that.
Level 1:
 Demonstrate/Utilize Know basic knowledge of psychometrics, assessment
methods, models of assessment, and commonly assessed psychological
constructs
Level 2:
 Select most appropriate tests based upon the constructs to be assessed, the
psychometric properties of the tests, and the client population
 Select most appropriate tests based upon their demonstrated validity and
other psychometric properties for the purpose intended, including
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demonstrated transportability of that validity to the new setting, evaluation
of their likely adverse impact on protected groups, other legal compliance
and defensibility issues, and the needs of the client organization using the
assessment tests.
Level 3:
 Integrate and analyze client needs, practical constraints, and diagnostic
questions into the selection of assessment methods to be used
 Develop assessments (e.g., tests, structured employment interviews,
assessment center exercises, experience records) based upon the
appropriate validation requirements and other standards for psychometric
properties, assessee populations, and legal compliance and defensibility.
Level 4:
 Provide consultation to others on the evidence-based selection of
appropriate assessment instruments
 Provide consultation to others on methods for unique or difficult cases or
organizational situations.
05.03. Demonstrate familiarity with models and techniques of interviewing
Level 1:
 Use semi-structured and unstructured interviewing techniques, as
appropriate, to obtain basic data
Level 2:
 Adapt interview behaviors to take into consideration personal
characteristics of interviewer and interviewee
Level 3:
 Demonstrate flexible, empathic, and accurate utilization of a broad range
of interview techniques, collecting complex data and adapting questions as
required by the situation
 Incorporate contextual information (e.g., reason for assessment, possible
legal or forensic considerations) into the process of conducting an
interview
 Develop structured organizational interview protocols for use by
organizational clients that are job-related (valid) and legally defensible.
Level 4:
 Provide consultation to others on interviewing practices
 Provide consultation to others on the development of valid structured
interviewing procedures for employee selection or other organizational
interviewing needs.
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05.04. Select or develop assessment instruments based on normed data or, when such
norms do not yet exist, explicitly note the limitations associated with the selection
of such instruments
Level 1:
 Use the norms or criterion-referenced standards, as appropriate, in
interpreting or developing assessments
Level 2:
 Recognize the limitations of assessment instruments and their associated
norms or criterion-referenced standards for unique or complex assessment
situations
Level 3:
 Explicitly note the limitations associated with available norms or criterionreferenced standards and suggest alternative interpretations or
explanations in communication of assessment results or in developing
assessment procedures.
 Review assessment results against multiple available norm sets to inform
judgments
 Recognize the limitations of alternatives to assessment instruments,
including where the assessment, while flawed, may still be superior to the
alternative. Make this explicit to the client, providing balanced advice.
When developing and evaluating assessment instruments, take the relative
performance of the instrument and alternatives into account.
Level 4:
 Provide consultation to others on the appropriate use of normative data or
criterion-referenced standards.
 Provide consultation to others (users or developers) on the limitations of
alternatives to assessment instruments, including where the assessment,
while flawed, may still be superior to the alternative. Provide balanced
consultation on the pros and cons of the assessment vs. alternatives.
05.05. Administer and score instruments following current guidelines and psychometric
research
Level 1:
 Administer and score and interpret the most commonly used assessment
tools
 Prepare others (e.g., organizational employment offices) to administer,
score, and interpret the most commonly-used assessment tools.
Level 2:
 Administer and score and interpret a broad range of standardized
assessment tools, including personality and intellectual measures and selfreport and performance measures
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 Recognize the trade-offs and potential compromises to assessment
integrity that may result from expedited administration methods (i.e. unproctored web-based administration)
 Develop fluency in administration and scoring of a broad range of
standardized assessment tools.
 Prepare others (e.g., organizational employment offices) to administer,
score, and interpret more advanced assessment tools, while ensuring that
tools used do not exceed the capabilities of non-psychologists.
Level 3:
 Administer and score assessment instruments in situations that require
some alteration or modification of standard practice
 Interpret assessment results when alteration and modifications of standard
practice were required
 Keep records of practice modifications to determine appropriate use in
future situations
 Ensure others (e.g., organizational employment offices) seek, and are
given, appropriate consultation when alteration and modification of
standard practice is required (e.g., accommodation for disabilities).
Ensure that tools or modifications thereto do not exceed the capabilities of
non-psychologists.
Level 4:
 Provide consultation to others on the appropriate use of a broad range of
assessment tools
 Provide consultation to others on the alteration and modification of
standard assessment practices
05.06. Interpret and synthesize results from multiple sources (e.g., multiple methods of
assessment, multiple informants) following current guidelines and psychometric
research
Comment: The word “informant” may be a clinical term of art. Outside the
clinical realm it obviously carries some excess baggage. May want to consider
a synonym that will be more familiar to the entire range of psychologists.
Level 1:
 With supervision, Iinterpret results from a single instrument
Identify multiple instruments that assess the same construct
Comment: Not sure what this is for. Why would you want to ID
multiple instruments that measure the same construct unless you
were doing a construct validation study?
Level 2:
 With supervision, Iinterpret and integrate results from standardized tests
results and interviews following established guidelines
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 With supervision, Iidentify the strengths and limitations of various types
of assessment data (e.g., self-reports, ratings by others)
Level 3:
 Reconcile discrepancies between various sources of data when integrating
results from multiple methods and informants
 Evaluate the adequacy of the data available from multiple sources
 Make arrangements to gather any additional needed data
Level 4:
 Provide consultation to others on the interpretation and synthesis of data
from multiple assessment sources
05.07. Formulate a diagnosis, recommendation, and/or professional opinion using
relevant criteria and considering all assessment data (including information
provided by other sources or professionals from other disciplines) being cognizant
of the consequential validity of such a formulation.
Comment: The term “diagnosis” can be used in a non-clinical context, so I have
no problem with it unless it is interpreted narrowly to refer to clinical diagnosis
only.
Level 1:
 Discuss relevant criteria for formulating a diagnosis, professional opinion,
and/or professional recommendations
Level 2:
 With supervision, Fformulate diagnoses, professional opinions, and
professional recommendations using assessment data for a restricted range
of populations or clients
Level 3:
 Formulate diagnoses, professional opinions, and professional
recommendations using assessment data for a broad range of populations
or clients
 Formulate diagnoses, professional opinions, and professional
recommendations incorporating relevant theory and research, assessment
data, and information from other professionals
 Maintain records of assessment patterns for different populations or clients
for future reference
Level 4:
 Formulate diagnoses, professional opinions, and professional
recommendations in complex cases
 Provide consultation to others on formulating diagnoses, professional
opinions, and professional recommendations using assessment data for
broad range of populations or clients
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05.08. Communicate assessment results in an integrative manner (e.g., psychological
evaluation reports, feedback to clients, expert testimony)
Level 1:
 Describe content and organization of assessment reports
 Present results from a single instrument in a simulated setting (e.g.,
classroom)
Level 2:
 With supervision, Wwrite complete basic psychological reports,
summarizing test data by functional domains and/or sources of
information
 With supervision, Vverbally communicates the results of psychological
assessments
Comment: Is the word “verbally” really intended to mean “orally’?
Verbally means either written or spoken.
Level 3:
 Prepare assessment reports integrating all available data, while
recognizing and describing limitations of the data
 Under supervision, vVerbally communicate the results from assessment
reports in an integrative manner
 Reconcile any differences in understanding of assessment findings
Level 4:
 Provide consultation to others on the communication of integrated
assessment results
05.09. Evaluate effectiveness of psychological services for individuals, couples, families,
groups, communities, and/or organizations
Comment: Why is the effectiveness evaluation limited to psychological
services? There is a much broader array of program effectiveness evaluation
than just psychological services. I have tried to broaden this to encompass the
range of program effectiveness evaluation beyond the narrow focus on just
psychological services. Few I/Os do evaluations on psychological services.
They do many other kinds of evaluations on programs that involve human
behavior, however.
Level 1:
 Describe assessment methods and instruments used for the evaluation of
psychological services program (e.g., psychological services, training and
educational programs, incentive and motivational interventions,
communications, job design) effectiveness evaluation.
Level 2:
 Under supervision, evaluate the effectiveness of programs (e.g., one’s own
service provision, other psychological services, training and educational
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programs, incentive and motivational interventions, communications, job
design).
Level 3:
 Routinely Independently plan, design, and conduct comprehensive
evaluations of programs (e.g., one’s own service provision, other
psychological services, training and educational programs, incentive and
motivational interventions, communications, job design).
 Conduct service evaluations with qualified peers
Level 4:
 Provide consultation to others on the evaluation of programs (e.g.,
psychological services, training and educational programs, incentive and
motivational interventions, communications, job design).
05.10. Develop and communicate formative and summative supervisee evaluations
Level 1:
 Engage in collaborative evaluation of one’s own performance with
supervisor
Level 2:
 Provide ongoing and terminal Evaluate evaluations to supervisees with the
assistance of one’s own supervisor
Level 3:
 Formulate evaluation strategies to use with supervisees and regularly
conduct formative and summative evaluations
 Incorporate knowledge of impact of one’s own biases when evaluating
supervisees
Level 4:
 Provide consultation to others on the evaluation of supervisees

Competency Cluster 06. Intervention/Supervision/Consultation
This cluster of competencies includes the use of interventions designed to
alleviate suffering and to promote health and well-being of individuals, families,
groups, organizations and/or communities; knowledge and skills relevant to
empirically supported treatments; provision of expert guidance or professional
assistance to supervisees and third parties
Comment: A general observation: There is a lot of overlap among the several
sub-competencies within this competency cluster. There are differences
without any real distinctions. As I read them, there are really only about 4
different competencies: selecting interventions, implementing interventions,
modifying interventions en route, and evaluating the effectiveness of
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interventions. I’d recommend rewriting the whole set, trying to keep the
descriptions distinct, non-overlapping, and within these four categories.
In addition, this competency cluster suffers badly from the clinical bias.
Despite obvious attempts to mitigate this a bit through references to
“organizations”, “coaching”, “performance management”, etc., these are only
token nods to non-clinical practice. The emphasis on “alleviating suffering”,
“promoting health”, “treatments”, “disorders”, “clinical”, turns this into an
excessively clinically-heavy competency cluster. This should also be taken into
account if this competency cluster is rewritten.
Finally, I have made editorial mark-ups below, but they are only illustrative.
This competency cluster needs a lot of work, probably starting from a blank
sheet of paper.
06.01. Select interventions to address needs treat specific disorders or functional
concerns in individuals, families, groups, organizations and/or communities based
on available research evidence as well as clinical and contextual and other factors
Level 1:
 Demonstrate basic knowledge of common disorders and functional
concerns, and major approaches to intervention appropriate for one’s
specialty (clinical, school, organizational, human factors, etc.)
 Identify appropriateness of various interventions or approaches to
treatment for different presenting problems
Level 2:
 Conceptualize cases or settings with sufficient detail to inform choice of
intervention or treatment appropriate to one’s specialty (clinical, school,
organizational, human factors, etc.,) on the basis of research and clinical
literature and supervisory input
 Use clearly articulated theories of change to inform intervention choices
 Use accepted evidence-based assessment mechanisms to inform selection
of interventions
 Develop and present intervention treatment rationales and intervention
alternatives as a result of active participation in the supervision process
Level 3:
 Independently develop a range of appropriate intervention choices and
alternatives appropriate for one’s specialty (clinical, school,
organizational, human factors, etc.,) by using assessment tools, research
and clinical the literature, consultation, individual experience and
judgment, empirical evidence and client preferences
 Identify appropriate higher level interventions for groups or organizational
units
Level 4:
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 Develop or adapt integrated conceptualizations and intervention plans
appropriate for one’s specialty (clinical, school, organizational, human
factors, etc.) for complex cases that consider a range of interventions and
integrate assessment, research and clinical the literature, consultation,
individual experience and judgment, empirical evidence and client
preferences in complex cases
 Assist others in the development of conceptualizations and selection of
appropriate interventions
06.02. Apply interventions to address issues treat specific disorders or functional
concerns in individuals, families, groups, organizations and/or communities based
on available research evidence and contextual factors
Level 1:
 Use relational skills to establish and maintain working relationships
 Implement some selected interventions under supervision
Level 2:
 Apply and modify interventions guided by assessment, research literature
and supervisory input
 Identify clinical issues of practice to be addressed in supervision
 Identify personal strengths and weaknesses in the process of
conceptualization, assessment, and intervention
 Identify personal strengths and weaknesses in establishing and
maintaining working relationships
Level 3:
 Independently implement and modify interventions
 Enhance professional intervention skills through awareness of personal
limitations and strengths and professional training
 Enhance professional intervention skills through participation in
continuing education
 Coordinate client care by consulting with other health professionals who
also have an impact on successful outcome
Level 4:
 Independently implement and modify interventions in complex cases
 Assist others in the development of intervention skills
06.03. Select evidence-based interventions to promote health and well-being (e g ,
positive psychology), and/or enhance growth and performance (e g , coaching,
performance management, conflict resolution, and organizational change), and/or
reduce risk factors, and/or improve broad scale effectiveness, satisfaction,
efficiency, well-being, performance, or resilience, as appropriate to one’s area of
practice increase resilience (e g , population level interventions)
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Level 1:
 Demonstrate basic knowledge of major theories and applications of
principles of health promotion, performance enhancement, conflict
resolution, organizational change, effectiveness, satisfaction, efficiency,
well-being, resilience, and risk reduction, as appropriate to one’s area of
specialization.
 Identify appropriateness of various theories and applications for different
presenting problems
Level 2:
 Conceptualize interventions, guided by research or clinical the literature,
and supervisory input
 Articulate an established theory of wellness, performance optimization or
organizational change, conflict resolution, effectiveness, satisfaction,
efficiency, well-being, resilience, and/or risk reduction, as appropriate to
one’s area of specialization, to inform intervention choice
Level 3:
 Independently develop, select and present the most appropriate
intervention from a range of options based on assessment, research or
clinical the literature, consultation, empirical evidence, ones’ own clinical
experience and judgment, client preferences, or situational circumstances
 Continue to refine personal model of health, well-being and performance
Level 4:
 Evaluate effectiveness of interventions devised by others
Comment: In I/O practice, evaluating the effectiveness of others’
interventions is a lower level of competence than Level 4 – probably
Level 3, maybe even Level 2.
 Assist Guide or direct others in the development, selection,
implementation and evaluation of intervention plans
Comment: “Assist’ is a lower level of competence than “guide” or
“direct”. “Assist” would be a Level 1 or 2 exemplar.
06.04. Apply evidence-based interventions to promote health and well-being (e g ,
positive psychology), enhance growth and performance (e g , coaching,
performance management, , conflict resolution, organizational change),and reduce
risk factors and increase resilience (e g , population-level interventions)
Comment: Is the only material difference between 06.03 and 06.04 the verbs
“Select” and “apply”? If so, wouldn’t it make more sense, and be more
consistent with the rest of the competency set, to combine them and have
“select” define Level 1 or 2 and “apply” define Level 3 or 4? If not, then more
fundamental work needs to be done on 06.04. Specifically, the competency
cluster’s main thrust seems to be “applying evidence-based interventions”

PES Final Report

An Update Study of the Practice of Licensed Psychologists

271

across a wide range of applications, some clinical and some not. Also, the
Level exemplars do not array themselves along a continuum. Level 1 talks
about relational skills, while Level 2 talks about theory and interventions,
while Level 3 talks about professional skills sets. There should be some
continuum where one Level builds upon the one below it. See edits below to
illustrate.
Level 1:
 Acquire and employ Understand and articulate need for basic relational
skills to establish and maintain working relationships needed for
successful implementation of interventions appropriate to one’s area of
specialty (e.g., with patients, family members, school faculty and students,
company executives and employees, union leadership, consumers of
products and services)
 Implement Identify selected techniques or interventions on the basis of
fundamental understanding of the literature, empirical evidence supporting
the class of intervention, and supervisory input
Level 2:
 Employ basic relational skills to establish and maintain working
relationships needed for successful implementation of interventions
appropriate to one’s area of specialty (e.g., with patients, family members,
school faculty and students, company executives and employees, union
leadership, consumers of products and services)
 Articulate and employ a theory of change to inform service provision
 Evaluate the Identify strengths and weaknesses of various theory driven
interventions on the basis of advanced understanding of interventions
appropriate to one’s area of specialty.
Identify personal strengths and weaknesses in providing interventions appropriate to
one’s area of specialty.
Level 3:
 Independently develop, implement and assess interventions
 Modify interventions as indicated by outcomes
 Incorporate professional limitations and enhance professional intervention
skills through continuing education
 Coordinate client care by consulting with other health professionals who
also have an impact on successful outcome
Level 4:
 Employ advanced relational skills to establish and maintain working
relationships needed for successful implementation of interventions in
especially high stakes or otherwise sensitive settings and appropriate to
one’s area of specialty (e.g., with patients, family members, school faculty
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and students, company executives and employees, union leadership,
consumers of products and services)
 Independently develop, implement and assess interventions in complex
circumstances
 Guide or direct Assist others in the conceptualization, implementation, and
assessment of interventions
06.05. Engage in collaborative intervention planning with client(s) and stakeholders
Level 1:
 With supervisory input, describe basic intervention options and processes
to clients or stakeholders
 Use stakeholder feedback to inform intervention planning
Use information derived from multiple sources to develop basic
intervention options and processes
Level 2:
 With supervisory input, integrate client and stakeholder opinions,
preferences, and readiness for change or potential for improvement into
intervention plan
 With supervisory input, Sselect an intervention plan in select an
intervention plan in collaboration with client(s) or stakeholder(s)
Level 3:
 Independently develop and, implement, evaluate, and modify
comprehensive, negotiated intervention plans with client or stakeholders
Level 4:
 In complex situations, independently develop and, implement, evaluate,
and modify create comprehensive, negotiated intervention plans with
client and stakeholders
06.06. Modify interventions based on knowledge of extenuating factors individual and
cultural characteristics, emerging information, client outcomes data, current
clinical or research literature, and ongoing evaluation
Comment: In I/O and other non-clinical types of interventions, there is a wide
array of extenuating factors beyond the individual or cultural. Reference to
“cultural” was deleted, as it is covered fully in its own competency cluster. Its
pervasiveness across competencies blurs the construct validity of these
competencies and harms their content validity. Likewise, “clinical” was
deleted in an attempt to reduce the clinical bias that pervades the competences
Level 1:
 Demonstrate understanding of factors necessitating modification of
interventions, relying heavily on supervisory input
Level 2:
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 Recognize when modification of intervention may be required
 Present options for modifying interventions to supervisor
 Modify intervention during the process of service provision in
straightforward circumstances
Comment: In I/O practice interventions may not be in conjunction with
“service provision”.
Level 3:
Integrate individual and cultural client characteristics in intervention
plans,
 Continually evaluate, modify, and assess the effectiveness of
interventions, considering individual and cultural client characteristics,
diversity factors, emerging information, client outcomes data, current
research literature, and modify intervention as appropriate. ongoing
evaluation
 Continually evaluate and modify, as indicated, the and assess the
effectiveness of intervention, considering individual and cultural client
characteristics, diversity factors, emerging information, client outcomes
data, current research literature, and ongoing evaluation the seriousness of
consequences if the intervention is not altered.
 Consult with qualified peers when facing new and unfamiliar individual
and cultural characteristics
Level 4:
 Develop, implement, evaluate and appropriately modify Continually
evaluate the effectiveness of interventions plans in complex situations,
considering individual and cultural client characteristics, diversity factors,
emerging information, client outcomes data, current research literature,
and modify intervention as appropriate. ongoing evaluation
 Develop, implement, evaluate and Appropriately modify intervention
plans in especially complex or high stakes situations, considering
emerging information, outcomes data, current research literature, and the
seriousness of consequences if the intervention is not altered.
 Guide others in strategies of development, evaluation and modification of
interventions
06.07. Engage in consultation and collaboration across professions
Level 1:
 Possess knowledge of roles and scope of practice of various professions
Level 2:
 Observe, interact with, and share information with other professionals in
multidisciplinary settings
Level 3:
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 Tailor consultation requests and provision of information based on
knowledge of others’ professional needs and viewpoint
 Seek feedback to improve information sharing practices
Level 4:
 Enhance other professionals’ knowledge of psychological theories,
decision-making strategies, and interventions when tailoring consultation
requests and providing information
06.08. Develop and implement a training plan for supervisees, students, and trainees
Level 1:
 State supervisory roles and responsibilities
Level 2:
 Identify own supervisory needs and reactions to supervision
 Describe various supervisory models With supervisory support, develop
and implement a training plan for a supervisee, student or trainee
 With supervisory support, identify dual or multiple roles and state how
these affect supervision
Level 3:
 Useing validated models of supervision, develop and implement training
plans tailored to individual needs of supervisees, students, and trainees
Comment: To my knowledge, there is no such thing as a “validated
model of supervision” for I/O practice, so this would be impossible to
comply with in this practice area.
 Balance demands of dual or multiple roles
Level 4:
 Supervise or mentor others’ training of supervisees, students, and trainees
 Develop and adapt structures and models of supervision or mentorship
 Ensure ongoing evaluation to determine effectiveness of supervisory or
mentorship plans
 Assist others in determining action plan to balance demands od dual of
multiple roles
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Results of Independent Review of Scientific Knowledge Base, Round 2
Biological Bases of Behavior –– knowledge of (a) biological and neural bases of
behavior, (b) psychopharmacology, and (c) methodologies supporting this body of
knowledge
K01.01 Correlates and determinants of the biological and neural bases of behavior
(e.g., neuroanatomy, neurophysiology, neuroendocrinology) pertaining to
perception, cognition, temperament, and mood in normal, acute and chronic
disordered states, vascular risk factors (e.g., pain, stroke, focal lesion,
traumatic brain injury, toxic metabolic states); and/or acute and chronic
disease (e.g., diabetes, mood and psychotic spectrum disorders, dementias)
with consideration of developmental factors across the lifespan.
Comment: I would add some emphasis to the high rates of co-morbidity
among many of these disorders (e.g., TBI and psychiatric disorders). I
would also highlight how these disorders can affect daily function, both
acutely and chronically
Comment: I’m not sure about the use of ‘temperament’ here. Would
‘personality’ be better – it’s the word used by neuropsychologists (my area
of practice) rather than temperament
K01.02 Drug classification of prescription drugs, other therapeutic agents and drugs of
abuse (e.g., anxiolytics, antidepressants, antipsychotics, mood stabilizers,
opiates, psychostimulants, cognitve enhancing agents); pharmacokinetics
(administration, distribution, metabolism, elimination) and pharmacodynamics
as they relate to the desired and non-desired, acute and chronic effects of
therapeutic drugs, abused drugs, and common interactions with other drugs,
foods, and herbal or alternative remedies
K01.03 Guidelines for pharmacological, somatic, cognitive, behavioural and combined
treatment of mental psychological and neuropsychological disorders.
Comment: Not sure what “somatic” means
Comment: Examinees should have some knowledge of the findings form
recent large multi-centre trials (e.g., STAR-D, CATIE)
K01.04 Behavioral genetics, transmission and expression of genetic information and
its modification (e.g., gene-environment interactions) and the role of this
information in understanding diseases and disorders (e.g., substance abuse
disorders, Huntington's, pervasive developmental disorders, Alzheimer's) and
population differences in genetic information (Risk factors for expression of
disease and response to medication)
K01.05 Interaction of developmental, gender, ethnic, cultural, environmental, and
experiential factors with the biological and neural bases of behavior
K01.06 Applications and limitations of: brain imaging methods that describe structure
and function; electrophysiological methods (e.g., biofeedback, evoked
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potentials); therapeutic drug monitoring techniques; genetic screening
methodologies
K01.07 Biological and physiological bases of emotion and cognition and affect
Comment: Questions should incorporate some of the recent findings from the
fMRI literature
Question: How is this different from K01.01? I think they should be
combined.
K01.08

Knowedge about the evidence-base for a variety of interventions for patients
with congenital or acquired brain damage or dysfunction (pharmacologic
interventions, cognitive rehabilitation, computer-based programs (e.g.,
FASTFORWARD, attention training, neurofeedback, vision training, etc.)

Cognitive-Affective Bases of Behavior — knowledge of (a) cognition and its neural
bases, (b) theories and empirical bases of learning, memory, motivation, affect,
emotion, and executive function, and (c) factors that influence cognitive performance
and/or emotional experience and their interaction
Comment: I think the ‘neural bases’ part has already been covered in the
previous section. I would see this section focusing on an in-depth
understanding of the various aspects of cognition. And in fact, looking at
the points below, they don’t relate to ‘neural bases’ anyway
K02.08 Elements of cognition (e.g., sensation and perception, attention, learning (adult
learning theory and other contemporary models), memory, language (reception
and expression), intelligence, information processing, problem-solving,
executive function, meta-cognition)
Comment: I would put this later on in the list. It’s importance has
diminished over time in relation to other aspects of cognition, attention,
learning (adult learning theory why adult in particular? I think the section
in brackets here could be eliminated because it’s covered in K02.03
K02.09 Major research-based theories and models of intelligence (e.g., Wechsler,
Naglieri) and their application
K02.10 Major research-based theories, models, and principles of learning and their
application (e.g., contingency reinforcement, interventions, cognitive behavioral
therapy, training strategies, sports performance strategies)
K02.11 Major research-based theories and models of memory (e.g., multiple memory
systems, expectancy theory, constructivist theory, levels of processing) and their
application (e.g., use of mnemonics, neurorehabilitation following injury or in
disease states). Appropriate methods of measuring change (i.e.,
improvement/worsening) in rehab settings.
K02.12 Major research-based theories and models of motivation and emotion (e.g.,
need/value approaches, cognitive appraisal, James-Lange theory of emotion)
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and their application (e.g., self-regulation, work motivation, anger management,
social skills training, sports performance)
K02.13 Interrelationships among cognitions/beliefs, behavior, affect, temperament, and
mood (e.g., healthy functioning, performance anxiety, performance
enhancement, job satisfaction, stress, and depression)
K02.14 Influence of psychosocial factors (e.g., agedevelopment, gender, diversity
characteristics – may replace diversity characteristics with cultural factors) on
beliefs/cognitions and behaviors
K02.15 Knowledge of important diagnostic terms and the major differences between
these terms (e.g., Mild Cognitive Impairment versus dementia).
K02.16 I would also highlight knowledge regarding the definition and different aspects
comprising executive functioning and how executive dysfunction can affect
behaviour. It is a broad term that many physicians and care providers use and
knowledge of this term is important for psychologists in any setting.
Social and Cultural Bases of Behavior — knowledge of (a) interpersonal, intrapersonal,
intergroup, and intragroup processes and dynamics, (b) theories of personality, and
(c) diversity issues
K03.13 Social cognition and perception (e.g., categorization and attribution theories,
person perception, development of stereotypes, prejudice)
K03.14 Social interaction (e.g., interpersonal relationships, attraction, aggression,
altruism, organizational justice, verbal and non-verbal communication, internet
communication)
K03.15 Group/team dynamics and organizational structures (e.g., school, work, and
family systems, job satisfaction, team functioning, conformity, persuasion) and
social influences on individual functioning
K03.16 Environmental/ecological psychology (e.g., person-environment fit, job design,
rural-urban contexts)
K03.17 Evolutionary perspectives on social behavior (e.g., mate selection, empathy)
K03.18 Major research-based theories of personality (e.g., psychodynamic,
humanistic/existential, cognitive, behavioral, trait theory, interpersonal)
K03.19 Social-contextual issues (e.g., privilege/oppression, cross-cultural comparisons,
political differences, international and global awareness, religion and
spirituality)
K03.20 Impact of race/ethnicity on psychosocial, political, and economic development
of individuals, families, groups, organizations, and communities (e.g., theories
of racial/ethnic identity; effects of culture on motivation and communication)
K03.21 Causes, manifestations, effects of oppression (e.g., racism, sexism,
heterosexism, ethnic conflicts, colonization, classism, political persecution)
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K03.22 Sexual orientation and identity (e.g., sexual identity development, workplace
identity management, heterosexual/gay/lesbian/bisexual perspectives, parenting
and family constellations)
K03.23 Psychology of gender (e.g., women/men/transgender, gender identity
development)
K03.24 Disability and rehabilitation issues (e.g., psychological impact of disability,
conceptual models and assumption of disability, incorporation or inclusion of
persons with disabilities in the workplace)
Comment: I’m not sure if this is the right section, but I think there should be
something about families, particularly the interface between cognitive or
mental health issues and their impact on family functioning, how the family
copes and so forth . It’s a big issues in rehab and disability
K03.25 Acculturation of immigrant, refugee and political asylum seeking populations
(e.g., stages of acculturation models, trauma, mental health)
K03.26 Culturally mediated communication patterns
Growth and Lifespan Development — knowledge of (a) development across the full
life span, (b) atypical patterns of development, and (c) the protective and risk factors
that influence developmental trajectories of individuals
K04.12 Normal growth and development (biological, physical, sexual functioning,
cognitive, perceptual, social, personality, moral/spiritual, emotional, career
development, and end of life issues) across the full lifespan
K04.13 Influence of individual-environment interaction over time (e.g., the relationship
between the individual and the social, academic, or work environment) on
development
K04.14 Major research-based theories of development
K04.15 Influence of culture on development (e.g., cultural moderation of individualenvironment interactions, acculturation and development)
K04.16 Family development and functioning and its impact on the individual across the
full lifespan
K04.17 Family configuration (e.g., single parent, reconstituted, extended, gay/lesbian)
and its effects on child and adolescent development
K04.18 Normative and non-normative life event changes (e.g., injury, trauma, illness,
interpersonal loss, birth of a child, retirement) that can influence the normal
course of development
K04.19 System factors that predict a problematic developmental course (e.g., nutritional
deficiencies, poor prenatal care, poor health care, lack of social support,
poverty, exposure to violence and abuse/victimization)
K04.20 Disorders/diseases (e.g., cognitive, genetic, mentalpsychiatric,) that impact
expected course of development over the full lifespan
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Assessment and Diagnosis — knowledge of (a) psychometrics, (b) assessment models
and instruments, (c) assessment methods for initial status of and change by
individuals, couples, families, groups, and organizations/systems, and (d) diagnostic
classification systems and their limitations
K05.14 Psychometric theory (e.g., classical test theory, item response theory),
generalizability theory, item and test characteristics and related concepts (e.g.,
test construction and standardization procedures, reliability and validity,
sensitivity and specificity, examination of test fairness and bias, test and item
characteristics)
K05.15 Assessment theories and models (e.g., psychometric, behavioral, ecological)
Comment: I think there should be some mention of neuropsych theories,
although it’s a field that is less driven by theory than others at this point)
K05.16 Assessment methods (e.g., standardized administration, assessment centers,
self-report, report by others, psychophysiological, work sample, direct
observation, structured and semi-structured interviews)
K05.17 Tests for the measurement of characteristics and behaviors of individuals (e.g.,
social, relational, emotional, and behavioral functioning; cognitive and
neuropsychological functioning; ability, aptitude, and achievement; personality;
vocational interest; health behavior; assessment of symptom validity,
competence, criminal responsibility, risk of future violence, suicide evaluation),
and the adaptation of these tests for use with various populations
K05.18 Issues of differential diagnosis and integration of non-psychological
information (e.g., medical evaluations, educational history, genomics) into
psychological assessment
K05.19 Instruments and methods for the measurement of characteristics and
performance of jobs, organizations and systems of care, and educational and
other social institutions (e.g., performance appraisal, academic skill
development , job analysis, job evaluation, need assessment, functional analysis
of behavior) and for the measurement of the environmental/ecological
influences on individuals, groups or organizations
K05.20 Criteria for selection and adaptation of assessment methods and related validity
concerns with testing (e.g., cultural appropriateness, trans-cultural adaptation,
language accommodation, cost effectiveness, incremental validity, relevance to
referral concern, evidence-based knowledge of assessment limitations)
K05.21 Classification systems (e.g., DSM, WHO, ICD) and their underlying rationales
and limitations for evaluating client functioning; dimensional vs. categorical
approaches to diagnosis
K05.22 Factors influencing interpretation of data and decision-making (e.g., base rates,
group differences, cultural biases and differences, premorbid level of
functioning heuristics, evidence base)
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K05.23 Epidemiology of behavioral disorders, base rates of disorders in clinical or
demographic populations; comorbidity of mental illness with substance abuse;
comorbidity of behavioral disorders with medical disorders; comorbidity rates,
age ranges affected; natural course history of disorders
K05.24 Methods for the measurement of individual, couples, family, group, and
organizational change due to intervention or prevention efforts (e.g., continuous
monitoring, behavioral analysis, pre-, post-, and follow-up assessment,
detection of relapse, patient compliance, organizational benchmarking, response
to intervention (RTI))
K05.25 Use of computers, the internet, and related technology in implementing tests,
surveys, and other forms of assessment and diagnostic evaluation; validity, cost
effectiveness, consumer acceptability, privacy issues and confidentiality
Treatment, Intervention, Prevention, and Supervision— knowledge of (a) individual,
couple, family, group, organizational, or community interventions for specific
problems/disorders in diverse populations, (b) intervention and prevention theories,
(c) best practices and practice guidelines, (d) consultation and supervision models,
and (e) evidence supporting efficacy and effectiveness of interventions
K06.18 Treatment decision making based on best available data (e.g., matching
treatment to assessment/diagnosis, matching client/patient and therapist
characteristics, cost and benefit, readiness to change)
K06.19 Contemporary theories/models of treatment/intervention and their evidence
base
K06.20 Treatment techniques/interventions and the evidence for their comparative
efficacy and effectiveness for specific disorders or functional concerns
K06.21 Adaptation of techniques for prevention and intervention with special
populations (e.g., refugees, forensic, survivors of catastrophic injuries,
linguistic and cultural minorities)
K06.22 Interventions to enhance growth and performance of individuals, couples,
families, groups, systems, and organizations (e.g., enhancement of athletic
performance, conflict resolution skills, career performance, coaching,
organizational development and change, training and development, effects of
work/overwork, human resource management interventions)
K06.23 Consultation models and processes for individuals, couples, families, groups,
organizations, and communities
Comment: It would it be good to include something about interdisciplinary
work and consultation? Not sure about other jurisdictions, but it’s a big
focus in Ontario and would also be of importance for any rehab situation
K06.24 Academic and vocational counseling
K06.25 Adjunctive interventions (e.g., support groups, individual self-help, indigenous
support systems, spirituality)
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K06.26 Telecommunication-assisted psychological assessment, intervention, research,
and documentation
K06.27 Healthcare systems, structures, and economics, and how these impact
intervention choice (e.g., funding sources and trends, cost/benefit
considerations, medical cost-offset; health care resource allocation)
K06.28 Health promotion, risk reduction, resilience and wellness activities and methods
K06.29

Contemporary theories/models of supervision and their evidence base

Research Methods and Statistics — knowledge of (a) research design, methodology,
and program evaluation, (b) instrument selection and validation, (c) statistical
models, assumptions, and procedures, and (d) dissemination methods
K07.07 Sampling and data collection (e.g., recruitment, instrument selection and
calibration, questionnaire design, proximal-distal data collection, role of culture
and other individual difference variables in choosing methods)
K07.08 Design of case studies, correlational, quasi-experimental and experimental
studies (e.g., hypothesis generation; randomized controlled trials; crosssequential designs, efficacy and effectiveness trials)
K07.09 Analytic methods: qualitative (e.g., thematic, phenomenological), descriptive
and inferential statistics (e.g., probability theory, parametric statistics, meta
analysis, exploratory and confirmatory factor analysis, non-parametric
statistics, causal modeling,)
K07.10 Statistical interpretation (e.g., power, effect size, causation vs. association,
sensitivity and specificity, generalizability, clinical versus statistical
significance)
K07.11 Critical appraisal and application of research findings (e.g., adequacy of design
and statistics, limitations to generalizations, threats to internal and external
validity, design flaws, level of evidence)
K07.12 Evaluation strategies and techniques (e.g., needs assessment,
process/implementation evaluation, formative and summative assessment
program evaluation, outcome evaluation, cost-benefit analysis)
K07.13 Considerations underlying community involvement and participation in
research, particularly for underrepresented populations (e.g. use of community
advisory boards, community involvement and research planning)
K07.14 Dissemination and presentation of research findings (e.g., publication
standards)
Ethical/Legal/Professional Issues — knowledge of (a) codes of ethics, (b) professional
standards for practice, (c) legal mandates and restrictions, (d) guidelines for ethical
decision-making, and (e) professional training and supervision

PES Final Report

An Update Study of the Practice of Licensed Psychologists

282

Comment: I think the first three are in the wrong order. My experience has been
that new members of the profession often have only a dim appreciation that there
are laws governing their conduct. Also, in terms of inherent importance for client
wellbeing as well as the severity of possible sanctions, laws, then standards, then
ethical principles come into play.
K08.06 Ethical principles/codes of psychologists (APA, CPA), and codes of conduct
(e.g., ASPPB)
K08.07 Professional standards for the practice of psychology (e.g., standards for
providers of psychology services, standards for educational and psychological
testing)
K08.08 Federal, state and/or provincial laws/statutes and/or judicial decisions that
affect psychological practice
K08.09 Potential ethical dilemmas (e.g., practice management, supervision, multiple
relationships that impair judgment, problems and ethics of practice on the
internet, group and family counseling); ethical issues associated with specific
areas of practice (e.g., forensic, law enforcement, psychopharmacology, dealing
with third party payors)
K08.10 Models of ethical decision-making process (e.g., Josephson’s “Five Steps of
Principled Reasoning,” Rest model of ethical decisions, consensus model)
K08.11 Models and approaches for professional development (e.g., methods for
developing, updating, and enhancing knowledge in proficiencies and
specialties, peer consultation and supervision; appropriateness of credentials)
K08.12 Consideration of social, legal, ethical, and policy implications of emerging
issues (e.g., neuroethics, genetics, end of life issues)
K08.13 Patient’s/client’s rights (e.g., informed consent, right to refuse treatment in
least restrictive environment, privileged communication)
K08.14 Ethical issues in the conduct of research (e.g., protection of human participants,
secondary use of data, conflict of interest)
K08.15 Ethical issues in supervision (e.g., multiple role relationships, client welfare,
availability to supervisee)
K08.16 Age of consent issues
K08.17 Privacy issues?
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Appendix 6
Materials Related to the Conduct of the Pilot Survey
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Dear Colleague:
Thank you for your interest in assisting us in pilot testing the survey instrument we will use to
complete an analysis of the practice of psychology. As you may know, the Association of State
and Provincial Psychology Boards (ASPPB) is conducting a study of licensed psychologists in
the United States and Canada. One major goal of the study is to develop updated profiles of
practice that describe the knowledge base used by psychologists; results will be used to revise
the test specifications for the Examination for Professional Practice in Psychology (EPPP). A
second goal is to assess the competencies used by psychologists in order to develop
complementary assessments of competent practice of psychology.
The web-based survey needs to be pilot tested in advance of its large-scale distribution to
psychologists. You have expressed an interest in pilot-testing the survey instrument. Your help
will ensure that the content and technical aspects of the instrument are of the highest quality.
You will be routed to one of several survey versions. Please complete the survey as instructed,
then answer the concluding pilot test questions. Consider the following questions while you are
completing the survey:
1. Are the instructions for completing the survey clear?
2. Were you able to rate all of the statements using the rating scales provided?
3. Did you experience any technical difficulties?
4. Do you have any suggestions or comments to improve the survey?
5. How long did it take you to complete the survey?
To access the pilot survey, use the following URL:
<<URL>>
We anticipate the survey taking 30–40 minutes to complete, depending on the version of the
survey to which you are routed. We ask that you set aside the time to complete the survey in one
sitting, since it is not possible during this testing phase to exit and return to the survey.
If you encounter any problems completing the survey, contact Professional Examination Service
(PES), our contractor for this study, at ASPPB@proexam.org, or by telephone from 9 a.m. to 5
p.m. Eastern time at 212-367-4274. Note that the survey has been optimized for Internet
Explorer 7.
We ask you to complete the pilot survey by June 7, 2009. Thank you in advance for taking the
time to perform this critical review.
Sincerely,
Emil Rodolfa, Ph.D. President
Association of State and Provincial Psychology Boards
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Pilot Test Participants (n=9)
Steven R Tulkin
Judith Blanton
Sheila J. Henderson
S. Morton McPhail
3 anonymous reviewers
2 Task force members:
Dennis Doverspike
Margaret Smith-Zoeller

Areas of Expertise
Count
Career/Vocational Psychology

1

Clinical Psychology

2

Consultation

1

Consulting Psychology

2

Counseling Psychology

1

Geropsychology/Aging

1

Growth and Lifespan Development

1

Industrial/Organizational Psychology

3

Management

1

Multicultural Psychology/Ethnic minority issues

3

Pain/Pain Management

1

Psychology of Women

1

Quantitative/Mathematical/Psychometrics/Statistics

2

Recently emerged areas (e.g., collaborative care)

1

Rehabilitation Psychology

1

Research Methods and Statistics

1

Substance Abuse

2

Respondents could select all that applied

Employment Setting
n
Educational: University (not medical or professional school)

6

Human Services - Public general hospital

3
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Years of Experience as Licensed/Registered Psychologist
n
1-3

0

4+

9

Health Service Provider
n
Yes

5

No

4

Sex
n
Female

5

Male

3

Racial/Ethnic Background
n
African American/Black

0

Asian

1

Caucasian/White

6

Hispanic/Latino

0

Multi-ethnic

1

Native American/Inuit

0

Native Hawaiian or Pacific Islander

0
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Appendix 7
Screen Shots of Large-Scale Validation Survey
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All Versions

All Versions

Version A

Version A

Version B

Version B

Versions A & B

Versions A & B

Version C

Version D

Versions C & D

Version E

Version F

All Versions

All Versions

All Versions

All Versions

All Versions

All Versions

All Versions

All Versions

All Versions
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Appendix 8
Materials Related to the Conduct of the Large-Scale Validation Survey
Invitation via US or Canadian Postal Service Mail
Invitation via email
Reminder invitation
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Invitation via US Mail or Canadian Postal Service

Association of State and Provincial Psychology Boards
Ser v i n g me mb er j u r i sd i ct io ns b y p r o mo t i n g ex cel le n ce i n r e g u lat io n
a nd ad v a nci n g p ub l ic p r o tec tio n.

Dear Licensed or Registered Psychologist:
The Association of State and Provincial Psychology Boards is conducting a major study of the current practice
of psychology. The practice analysis study results will be used to update the content and guide the future
development of the Examination for Professional Practice in Psychology—the knowledge-based examination
used by licensing boards in the United States and Canada; results will also be used to develop complementary
assessments of competence in the practice of psychology. The study is therefore a critical component of
ASPPB’s development of valid and reliable licensure examinations and certification programs. Results may
be used to guide the education and training of future psychologists, and to convey to others outside the
profession the scope of services provided by psychologists. The ASPPB will disseminate the results in
presentations at national and international meetings of professional organizations and in publications. A
written summary of the results will be disseminated to the regulatory boards and to the state/provincial
psychological associations. Finally, a précis of the study will be available on the ASPPB website.
You are one of a limited sample of licensed or registered psychologists randomly selected to represent 61
jurisdictions in the United States and Canada who have been invited to participate in the practice analysis.
Since only a limited number of psychologists have been selected to receive the survey, your participation is
extremely important. Your response is vital to ensuring that this study accurately represents contemporary
psychology practice. You will be routed to one of three versions of the survey, assessing knowledge,
competence, or activities performed by psychologists, and we anticipate the survey taking between 25 and 35
minutes to complete, depending on the version to which you are routed. You do not need to complete the
survey in one sitting; you may save your progress and return to complete the survey at any time by clicking on
the link provided below.
To open the online survey, please type the following URL into your browser. The survey has been optimized
for use with Microsoft Internet Explorer, and we suggest that you use this browser for the best survey
interface.
http://www.asppb.net/PracticeAnalysis
Then, enter your individual password, found below, to access the survey:
«pw»
When you have completed the survey, please enter your email to be included in a random drawing. Five $100
American Express gift cards and one $500 American Express gift card will be awarded to psychologists who
complete the survey. We ask that you complete the survey by the deadline of July 1, 2009.
Our contractor on the project, Professional Examination Service, is available to answer specific questions you
may have regarding the survey. You may call them at (212) 367-4274, or email them at
ASPPB@proexam.org.
On behalf of the ASPPB, the profession of psychology, and the future consumers of psychological services, I
thank you in advance for your assistance with this very important project.
Sincerely,
Emil Rodolfa, Ph.D., President, ASPPB
Chair, Practice Analysis Task Force
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Invitation via Email
Dear Licensed or Registered Psychologist:
The Association of State and Provincial Psychology Boards is conducting a major study of the current practice
of psychology. The practice analysis study results will be used to update the content and guide the future
development of the Examination for Professional Practice in Psychology—the knowledge-based examination
used by licensing boards in the United States and Canada; results will also be used to develop complementary
assessments of competence in the practice of psychology. The study is therefore a critical component of
ASPPB’s development of valid and reliable licensure examinations and certification programs.
Results will be used to guide the education and training of future psychologists, and will convey to others
outside the profession the scope of services provided by psychologists. The ASPPB will disseminate the
results in presentations at national and international meetings of professional organizations and in publications.
A written summary of the results will be disseminated to the regulatory boards and to the state/provincial
psychological associations. Finally, a précis of the study will be available on the ASPPB website.
You are one of a sample of licensed or registered psychologists randomly selected to represent 61 jurisdictions
in the United States and Canada who have been invited to participate in the practice analysis. Since only a
limited number of psychologists have been selected to receive the survey, your participation is extremely
important. Your response is vital to ensuring that this study accurately represents contemporary psychology
practice.
You will be routed to one of three versions of the survey, assessing knowledge, competence, or the activities
performed by psychologists. We anticipate the survey taking between 25 and 35 minutes to complete,
depending on the version to which you are routed. You do not need to complete the survey in one sitting; you
may save your responses and return to complete the survey at any time by clicking on the link provided below.
When you have completed the survey, be sure to enter your email address to be included in a drawing – five
respondents who complete the survey will be awarded $100 American Express gift cards, and one respondent
will be awarded a $500 American Express gift card. Your contact information will be used only for
purposes of the drawing, and will not be associated with your survey responses in any way.
To access your secure link to the survey, click on the URL link below, or copy and paste it in into your
browser. Make sure the entire URL link is included on one line:
<<URL>>
The survey has been optimized for use with Microsoft Internet Explorer, and we suggest that you use this
browser for the best survey interface. Our contractor on the project, Professional Examination Service, is
available to answer specific questions you may have regarding the survey. You may call them at (212) 3674274, or email ASPPB@proexam.org.
We ask that you complete the survey by the deadline of June 26, 2009.
On behalf of the ASPPB, the profession of psychology, and the future consumers of psychological services, I
thank you in advance for your assistance with this very important project.
Sincerely,
Emil Rodolfa, Ph.D., President, ASPPB
Chair, Practice Analysis Task Force
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Reminder Invitation
Dear Licensed or Registered Psychologist:
FINAL REMINDER – CRITICAL REQUEST!
I recently sent you an invitation to participate in an online validation survey for the practice analysis study
being conducted by the Association of State and Provincial Psychology Boards (ASPPB). Results of the study
will be used to update the Examination for Professional Practice in Psychology (EPPP) and your response is
vital to ensuring that this study accurately represents contemporary psychology practice.
As of the date of this email, you had not yet completed the survey. I urge you to complete it now. (If you have
done so since this reminder was emailed, thank you very much). The deadline for completing the survey
has been extended to July 5, 2009 to enable you to participate.

To access your secure link to the online survey, click on the URL link below, or copy and paste it in into
your browser’s address bar (do not paste it into a search engine, but rather into the actual address bar).
Make sure the entire URL link is included on one line. The survey has been optimized for use with
Microsoft Internet Explorer, and we suggest that you use this browser for the best survey interface.
<<URL>>
You will be routed to one of three versions of the survey, assessing the knowledge used by, or the
competencies or activities performed by psychologists. We anticipate the survey taking between 25 and 35
minutes to complete, depending on the version to which you are routed. You do not need to complete the
survey in one sitting; you may save your progress and return to complete the survey at any time by using the
link provided above.
When you have completed the survey, you may enter your email address to be included in a random drawing
to win one of five $100 American Express gift cards or one $500 American Express gift card that will be
awarded to six psychologists who complete the survey. Your email address will only be used for purposes of
the random drawing, and you may be assured that your responses will be kept completely confidential; results
will be reported in aggregate form only and will not be associated with individual respondents.

Our contractor on the project, Professional Examination Service, is available to answer specific questions
you may have regarding the survey. You may call them at (212) 367-4274, or email
ASPPB@proexam.org.
We ask that you complete the survey by the new deadline of July 5, 2009.
On behalf of the ASPPB, the profession of psychology, and the future consumers of psychological
services, I thank you in advance for your assistance with this very important project.
Sincerely,
Emil Rodolfa, Ph.D., President, ASPPB
Chair, Practice Analysis Task Force
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Invitation to SIOP sample
Dear SIOP Member:
The Association of State and Provincial Psychology Boards (ASPPB) is currently conducting a major study of
the practice of psychology. We are eager to include the perspectives of industrial/organizational psychologists
in this study. Greg Gormanous, co-chair of the SIOP State Affairs committee, is a member of the Practice
Analysis Advisory Committee guiding the study, and past SIOP President Lois Tetrick is on the task force
conducting the study.
The study is a critical component of ASPPB’s development of valid and reliable licensure examinations and
certification programs. Among other outcomes, the study results will be used to update the content and guide
the future development of the Examination for Professional Practice in Psychology (EPPP)—the knowledgebased examination used by licensing boards in the United States and Canada. ASPPB understands that as an
I/O psychologist you are not required to be licensed or registered; however, you represent an important
segment of the profession and your experiences are needed to ensure the validity of results. These results will
also be used to develop complementary assessments of competence in the practice of psychology, and may be
used to guide the education and training of future psychologists.
Currently, ASPPB is conducting an online validation survey of the knowledge needed to practice psychology,
the competencies performed by psychologists, and behavioral exemplars demonstrating professional
progression throughout a psychologist’s career. You will be routed to one of three versions of the survey
exploring these areas. We anticipate either survey takes between 25 and 35 minutes to complete. You do not
need to complete the survey in one sitting; you may save your responses and return to complete the survey at
any time by clicking on the link provided below. Be assured that your responses will be kept completely
confidential, and results will be reported in aggregate form only.
When you have completed the survey, be sure to enter your email address to be included in a drawing – five
respondents who complete the survey will be awarded $100 American Express gift cards, and one respondent
will be awarded a $500 American Express gift card. Your contact information will be used only for
purposes of the drawing, and will not be associated with your survey responses in any way.
To access your secure link to the survey, click on the URL link below or copy and paste it in into your
browser. Make sure the entire URL link is included on one line:
<<URL>>
The survey has been optimized for use with Microsoft Internet Explorer, and we suggest that you use this
browser for the best survey interface. Our contractor on the project, Professional Examination Service, is
available to answer specific questions you may have regarding the survey. You may call them at (212) 3674274, or email ASPPB@proexam.org.
We ask that you complete the survey by the deadline of September 30, 2009.
On behalf of the ASPPB, the profession of psychology, and the future consumers of psychological services, I
thank you in advance for your assistance with this very important project.
Sincerely,
Emil Rodolfa, Ph.D., President, ASPPB
Chair, Practice Analysis Task Force

Greg Gormanous, Ph.D., Co-Chair, State Affairs
Committee, SIOP

Peter Scontrino, Ph.D., Co-Chair, State Affairs
Committee, SIOP

Practice Analysis Advisory Committee
Lois Tetrick, Ph.D., Past President, SIOP
Practice Analysis Task Force
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Invitation to APPIC Samples
(Targeted invitations sent to each cohort)
Dear Psychology Internship Training Program Director / Post-Doctoral Training Director / APPIC Subscriber:
The Association of State and Provincial Psychology Boards (ASPPB) is currently conducting a major study of
the practice of psychology. The study is a critical component of ASPPB’s development of valid and reliable
licensure examinations and certification programs. Study results will be used to update the content and guide
the future development of the Examination for Professional Practice in Psychology (EPPP)—the knowledgebased examination used by licensing boards in the United States and Canada. Results will also be used to
develop complementary assessments of competence in the practice of psychology, and may be used to guide
the education and training of future psychologists. Members of the Practice Analysis Advisory Committee and
Practice Analysis Task Force have considered the recent work exploring competencies in the development of
this study.
As the Training Director of a psychology internship program / Training Director of a psychology post-doctoral
program / director of an academic program in psychology, you have unique insight into the acquisition of
professional competence. We would like you to share those insights through a practice analysis survey. We
believe that your comments will be most useful to ASPPB in its development of assessments that complement
the EPPP. Therefore, we are providing you a unique survey link that has been designed to take you to a survey
that explores competencies or behavioral exemplars of competencies.
We anticipate either survey takes between 25 and 35 minutes to complete. You do not need to complete the
survey in one sitting; you may save your responses and return to complete the survey at any time by clicking
on the link provided below. Be assured that your responses will be kept completely confidential, and results
will be reported in aggregate form only.
When you have completed the survey, be sure to enter your email address to be included in a drawing – five
respondents who complete the survey will be awarded $100 American Express gift cards, and one respondent
will be awarded a $500 American Express gift card. Your contact information will be used only for
purposes of the drawing, and will not be associated with your survey responses in any way.
To access your secure link to the survey, click on the URL link below or copy and paste it in into your
browser. Make sure the entire URL link is included on one line:
<<URL>>
The survey has been optimized for use with Microsoft Internet Explorer, and we suggest that you use this
browser for the best survey interface. Our contractor on the project, Professional Examination Service, is
available to answer specific questions you may have regarding the survey. You may call them at (212) 3674274, or email ASPPB@proexam.org.
We ask that you complete the survey by the deadline of September 2, 2009.
On behalf of the ASPPB, the profession of psychology, and the future consumers of psychological services, I
thank you in advance for your assistance with this very important project.
Sincerely,
Emil Rodolfa, Ph.D., President, ASPPB
Chair, Practice Analysis Task Force
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Appendix 9
Final Report of Focus Panels, Round 2
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Introduction
Professional Examination Service (PES) conducted a series of virtual focus panels as part of the
ongoing analysis of the practice of psychology being conducted for the Association of State and
Provincial Psychology Boards (ASPPB). The focus panels were designed to elicit information
from targeted stakeholders, namely:
•

Educators and those involved in the training and supervision of psychology students, and
others experienced in alternative and complementary methods of competency assessment
in the US and Canada

•

ASPPB key stakeholders, including jurisdictional registrars and those involved in the
licensing or registration of psychologists

The purpose of this round of focus panels was to get input on how to assess the competencies in
the model developed by the task force, and sought feedback from panelists on such issues as:
•

Do you formally or informally assess any of the competencies listed? (for ELC panel:
How do you assess your students?)

•

Are there other methods that you would like to be able to develop and implement in order
to assess psychologists?

•

Is the assessment of any of these competencies a valid role for ASPPB in terms of its
public protection mission in regard to the licensure of psychologists?

•

If ASPPB were to develop a competency-based approach to assessment, what methods
might it use to validly and reliably assess these competencies?

•

(for ELC panel) Could you envision a formal role for your program in regard to the prelicensure assessment of these competencies?

•

Do you believe that the assessment of these competencies can be accomplished through
the use of an enhanced EPPP? What would the enhancements look like?

•

Do you believe that an alternate assessment might be more useful for the assessment of
these competencies? What would that assessment look like?

•

What impediments do you foresee in regard to the defensible assessment of these
competencies?

Methodology
Educators and those involved with the assessment of competency in psychology students,
interns, and practica participants were invited to participate in a focus panel with the assistance
of the Education Leadership Council (ELC) and the Canadian Council on Professional
Psychology Programs (CCPPP). Email invitations were sent to attendees at the annual ELC
conference asking them to participate in a virtual focus panel to explore how their educational
programs assess competency and how competency assessment might be incorporated into
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training as part of the licensing/registration process. A similar invitation was sent to members of
the CCPPP. The invitees were provided with a link to an online data collector form where they
could sign up for the focus panels. Copies of those invitations may be found in Appendix 1.
Nine ELC members agreed to participate in a virtual focus panel, and one CCPPP member
agreed to participate. The CCPPP participant was interviewed in depth rather than taking part in
a panel, since he was the only participant. To assess how key ASPPB stakeholders viewed
incorporating competency assessment into the licensing/registration process, emails were sent to
ASPPB jurisdictional directors who were attending the annual ASPPB conference. Eleven
agreed to participate in a focus panel in conjunction with that conference. This was a hybrid inperson/virtual meeting, with practice analysis steering committee members facilitating the
meeting in person at the conference, while PES contractors participated via teleconference. For
all panels and interviews, participants were provided stimulus materials consisting of the
competency model before the call. They were asked to respond to questions regarding how best
to assess such competencies during the course of the panels/interview. A copy of the stimulus
material may be found in Appendix 2. The protocol that guided discussion during the focus
panels may be found in Appendix 3.
As noted above, nine ELC members participated in a virtual focus panel, one CCPPP member
participated in a targeted interview, and eleven ASPPB stakeholders participated in the combined
in-person/virtual focus panel. The names of participants and professional and demographic
information about them may be found in Appendix 4.

Discussion
ELC and CCPPP participants
When asked what types of competency assessment they currently use, ELC members generally
felt that the existing options were poor or limited. Competency assessment is very resource
intensive and expensive, and many rely on informal evaluations by supervisors who have a
vested interest in “passing along” their students.. They cited some more formal methods used in
their programs, including 360o evaluation by colleagues and multi-disciplinary panels, use of
scenarios and vignettes, OSCEs and role-playing, written evaluations by training directors and
internship directors, and formal chart, journal, or case reviews, some of which used behaviorallybased anchors as benchmarks. It was suggested that direct clinical skills might best be assessed
using OCSE or role-playing, while assessment skills might best be measured using standard
patients or 360o evaluation, or by formalized chart review. There were a number of problems
with all of these methods, including lack of uniform rating scales, issues of reliability and
validity, low level of behaviors being assessed, possible bias on the part of evaluators, and
questions about the predictive value of the assessments. All participants expressed interest in
using a uniform rating scale that operationalized the competencies being assessed, and would
like to see “standard patient” scenarios made available. A number of participants had done some
other work toward formally assessing competency, either in how they evaluated candidates to
their programs or in the area of ethics/professional behavior. PES requested and acquired written
documentation regarding these methods subsequent to the panels’ conclusion.
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There was general agreement that competency assessment during the training and internship
period was desirable, but there need to be specific standards to employ for the assessment.
Participants expressed interest in using summative evaluations involving standard patient
scenarios or 360o evaluation if ASPPB developed these, along with the standard rating scales
and evaluator training materials regarding the criteria to utilize during the assessments. They also
expressed an interest in taking summative evaluations developed by ASPPB and modifying these
to create formative evaluations for use during the course of training, internship, and practica.
There was some concern for liability of program directors if the students they train cannot pass
the assessments.
Participants felt that increased collaboration between ASPPB, the APA, and training programs in
the area of competency assessment would benefit the profession. They suggested that APA make
competency assessment of students part of the criteria in the approval process of educational and
training programs. In general, the concept of integrating some kind of standardized competency
assessment into the licensing procedure was well received, as long as someone provided the
assessment materials. Participants did have reservations due to the costs of implementing such
assessment.
ASPPB Stakeholders
Jurisdictional administrators involved in the licensing/registering of psychologists, while
approving of the idea of competency assessment in general, argued that such assessments are
extremely expensive to administer and that jurisdictions did not have the resources to implement
these. In addition, doing this type of assessment at the point of licensure/registration is difficult,
since students should have been demonstrating competency throughout training even to be able
to get to the point of applying for licensure/registration. There was some concern for liability,
although it was felt that the boards were shielded due to their public protection mandate.
Administrators felt that training programs and jurisdictional boards need to be on the same page
regarding competency assessment, and preferably, that such assessment be integrated as part of
the training process.
Suggestions for the types of competency assessment that could be used at the point of
licensure/registration include oral exams or structured interviews, which some jurisdictions
currently utilize. These include standard protocols followed by questions, and have been used to
rate if candidates are “ready for practice.” Like other methods, however, these rely on subjective
ratings by the examiners. Ideally, administrators feel that competency assessment should be
done during the course of education. The medical school model, which involves periodic and
regular competency assessment as part of the ongoing education process, was cited as a model to
emulate. Like their ELC counterparts, these panelists also felt there was a great need for uniform
guidelines that programs could use for assessing competence. The concern was raised that
training directors and internship supervisors might be biased toward passing through their
students regardless of demonstrated competency (or lack thereof) because they have a vested
interest in the success of their programs. If competency assessment becomes part of the
licensing/registration process, it will be necessary to train the assessors, to use standardized or
formalized methods, and to ensure that the assessments are valid and reliable.
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ASPPB jurisdictional administrators felt that ASPPB, in collaboration with the APA, should take
a pivotal leadership role in making competency assessment part of the licensing/registration
process. Standardized assessment could include the use of decision trees and the identification
of critical components. Panelists wanted to ensure that ASPPB’s work and the APA’s
Benchmarks would be integrated, and suggested that the ASPPB could help guide the APA in
developing the behavioral anchors to be used for competency assessment. ASPPB could take the
lead in developing standard patient scenarios, rating scales, and other types of questions and
assessments for training programs and internship directors to administer, so that programs could
ensure that the assessments were transparent and fair. The results of the assessments
administered during education and training would be made available to jurisdictions as part of
the licensing/registration application. Panelists also felt that the APA should require the
administration of such assessments as a condition of accreditation. In general, the consensus was
that while difficult and expensive to administer, the time was right to incorporate competency
assessment into the education and training process as part of the licensure/registration process.
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Appendix 1
Invitations to participate
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ASPPB Stakeholder invitation

Dear ASPPB Colleague:
As you know, ASPPB is currently conducting a practice analysis. The update and validation of
the EPPP has been completed. Now, we are looking at the development of a competency
framework that extends previous work done in this area. In addition to the development of a
model of professional competency, we are exploring alternative methods to assess competence
that would complement the use of the EPPP.
We are seeking input from key stakeholders to identify methods that may be useful to assess
competencies at the point of licensure. I would like to invite you to participate in a focus group,
the purpose of which is to brainstorm what test questions/scenarios might look like in order to
assess competencies for licensure. This focus group would be either in person, at the upcoming
ASPPB conference, or will be a virtual web-based focus group during the week following the
conference.
Professional Examination Service (PES), ASPPB’s contractor for the study, will be facilitating
the focus panel, and is offering several possible times for its conduct, including one slot on
Friday afternoon during the optional meetings time slot at the conference. The actual time
selected will be that most convenient for approximately 8 participants. If you would like to
participate in this focus panel, and make a significant contribution to the profession, please click
on the following link to sign up, or copy and paste it into your browser’s address bar.
https://www.surveymonkey.com/s.aspx?sm=1lM4srddUhfwTN44A8CaCw_3d_3d
PES will be sending you stimulus materials in advance of the focus panel to help you prepare for
the discussion. Thank you for sharing your professional wisdom and personal time to assist in
the development of this important project.
Emil Rodolfa, Ph.D.
President, ASPPB
Chair, Practice Analysis Task Force
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ELC Invitation
Dear Colleague:
The Association of State and Provincial Psychology Boards (ASPPB) is currently conducting a
practice analysis of the profession of psychology. There are two aspects to this work: the first
was an update and validation of the Examination for Professional Practice in Psychology (EPPP),
the national examination used in the process of licensing psychologists, and the second is the
development of a competency framework that extends the work of the BEA benchmarks task
group. In addition to the development of the competency model, we are exploring alternative
methods to assess competence that would be complementary to the use of the EPPP.
Now, through a focus group process, we are seeking input from psychologists who may be in a
good position to identify methods that may be useful to assess competencies at the point of
licensure. Since assessment for licensure is a high stake summative assessment, it will likely
differ from assessment methods used by educators.
Due to your attendance at the Education Leadership Conference, we believe your knowledge and
interest in the professional education of psychologists would be useful to our work. As a result, I
would like to invite you to participate in a focus group, the purpose of which is to brainstorm
what test questions/scenarios might look like in order to assess competencies for licensure.
Professional Examination Service, ASPPB’s contractor for the study, will be facilitating a webbased virtual focus panel, and is offering several possible times for its conduct. The actual time
selected will be that most convenient for approximately 8-15 participants. If you would like to
participate in this focus panel, and make a significant contribution to the profession, please click
on the following link to sign up, or copy and paste it into your browser’s address bar.
https://www.surveymonkey.com/s.aspx?sm=dRm5my5LNwi_2fuujb0e1A8g_3d_3d
PES will be sending you stimulus materials in advance of the focus panel to help you prepare for
the discussion. Thank you for sharing your professional wisdom and personal time to assist in
the development of this important project.
Emil Rodolfa, Ph.D.
President, ASPPB
Chair, Practice Analysis Task Force
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CCPPP invitation
Dear Colleague:
The Association of State and Provincial Psychology Boards (ASPPB) is currently conducting a
practice analysis of the profession of psychology. The first phase of the study, which has been
completed, was an update and validation of the Examination for Professional Practice in
Psychology (EPPP) – the licensure examination used in 63 jurisdictions in Canada and the
United States. The second, currently underway, is the development of a competency framework
similar to the benchmarks work, but with somewhat different competencies.
At this time, ASPPB is seeking input from psychologists who are in a position to identify
methods that may be useful to assess competencies at the point of licensure/registration. We will
be using a virtual focus group process in this effort. ASPPB is interested in high stakes
summative assessments, and would like the focus group participants to brainstorm what test
questions/scenarios might look like in order to assess competencies for licensure/registration.
Since the CCPPP membership is comprised of educators, training directors and others interested
in moving the profession forward, we are inviting CCPPP members who would like to discuss
the assessment of competencies to participate in this focus panel. Professional Examination
Service (PES), ASPPB’s contractor for the study, will be convening the virtual focus group that
would be web-based and conducted at a time convenient for approximately 8-15 participants.
Using a web-based meeting format is simple. Prior to the meeting time, each volunteer selected
to participate will be provided a URL, password, and telephone number which will allow him or
her to connect to the meeting. In order to make the 1½ hour meeting time most productive,
participants will also receive a limited amount of reading material to review beforehand—a
partial list of competencies and exemplars, and a list of assessment methods/techniques.
If you are interested in volunteering to be a member of a virtual focus panel, please sign up
online at the following link:
http://tinyurl.com/asppb-fp2c
Thank you for your interest in this important study.
Sincerely,
Catherine Yarrow, MBA, Ph.D., C.Psych
Registrar and Executive Director, College of Psychologists of Ontario
Emil Rodolfa, Ph.D.
President, ASPPB
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Appendix 2
Stimulus Material: Competency Model
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Competency Model of the Practice of Psychology
Competency Clusters
Scientific Knowledge
This cluster contains the scientific knowledge needed for the practice of psychology, including
knowledge of Biological Bases of Behavior, Cognitive-Affective Bases of Behavior; Social and
Multicultural Bases of Behavior ; Growth and Lifespan Development; Assessment and Diagnosis;
Treatment, Intervention, and Prevention; Research Methods and Statistics; Ethical/Legal/Professional
Issues
Evidence-Based Decision Making/Critical Reasoning
This cluster of competencies includes scientific reasoning and decision making; application of
scientific method to practice; integration of theory, systematic knowledge, and experience to collect,
interpret and apply pertinent data; awareness of biases and heuristics
Cultural and Interpersonal Competence
This cluster of competencies includes relating effectively and meaningfully with individuals, groups,
and/or communities, including other nationalities; proficiency in working with diverse individuals,
groups, and communities which represent various cultural, social, and personal backgrounds and
characteristics; and demonstration of interpersonal and communication skills resulting in effective
services and information exchanges with patients, families, allied health care professionals, and other
relevant individuals and communities
Professionalism/Ethics
This cluster of competencies includes professional identity, integrity, deportment, and accountability;
concern for the welfare of others; recognition of self as shaped by individual and cultural diversity;
respect for people and an openness to different worldviews and epistemologies; ethical, legal and
professional standards and guidelines; ethical decision making; ethical conduct; commitment to the
profession through continuing education, research, collaboration, mentoring, and advocacy
Assessment
This cluster of competencies includes development and selection of measurement approaches and
psychometric tools; evaluation methods; application of methods; diagnosis; conceptualization and
recommendation; communication of findings; knowledge of limitations and appropriateness of norms
and references; and appropriate use of instruments
Intervention/Supervision/Consultation
This cluster of competencies includes the use of interventions designed to alleviate suffering and to
promote health and well-being of individuals, families, groups, organizations and/or communities;
knowledge and skills relevant to empirically supported treatments; provision of expert guidance or
professional assistance to supervisees and third parties
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02. Evidence-Based Decision Making/Critical Reasoning
02.05.
02.06.

02.07.
02.08.

02.09.

Select relevant research literature and critically review its assumptions,
conceptualization, methodology, interpretation, and generalizability
Interpret, evaluate, and integrate results of information-gathering and assessment
processes within the context of scientific/professional knowledge to formulate and
reformulate working hypotheses, conceptualizations, and recommendations (e.g.,
ongoing data collection)
Articulate a rationale for decisions and psychological services that relies on objective
supporting data (e.g., research results, base rates, epidemiological data)
Use evidence-based algorithms and decision trees and other decision making tools in
framing problems and solutions to minimize influence of biases and heuristics in
decision making
Utilize scientific method to conduct research in an ethical and legal manner

03. Cultural and Interpersonal Competence
03.05

03.06
03.07
03.08

Integrate and apply theory, research, professional guidelines, and personal
understanding about social contexts to work effectively with diverse individuals,
families, groups, communities, organizations, and research participants
Communicate effectively with individuals, families, groups, communities, and/or
organizations
Integrate a collaborative perspective with all aspect of professional life
Identify and manage interpersonal conflict between self and others

04. Professionalism/Ethics
04.11.
04.12.
04.13.
04.14.
04.15.
04.16.
04.17.
04.18.
04.19.
04.20.

Demonstrate and promote values and behaviors commensurate with standards of
practice, including ethics codes, laws, and regulations, in professional practice
Advocate for changes in ethical, legal, regulatory, and/or practice standards, as
necessary
Identify and observe boundaries of competence in all areas of professional practice
Establish and maintain a process that promotes ethical decision-making
Critically evaluate one’s own professional practice through self-reflection and
feedback from others
Develop and disseminate knowledge in accord with scientific and ethical principles
Demonstrate respect for others in all areas of professional practice, including those
with conflicting viewpoints
Advocate for clients’ access to services (e.g. mental health, social services,
employment)
Accurately represent and document work performed in scholarship and professional
practice
Implement sound practice management skills (e.g., scheduling, resource
management)

05. Assessment
05.11.
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05.12.
05.13.
05.14.

05.15.
05.16.

05.17.

05.18.
05.19.
05.20.

Apply evidence-based criteria in selection and use of assessment methods (e.g.,
psychometric properties, cost effectiveness, relevance)
Demonstrate familiarity with models and techniques of interviewing
Select or develop assessment instruments based on available normed data and/or
criterion-reference standards, and address the limitations associated with the selection
or development of such instruments
Administer and score instruments following current guidelines and psychometric
research
Interpret and synthesize results from multiple sources (e.g., multiple methods of
assessment, written documentation, interviewees) following current guidelines and
psychometric research
Formulate a diagnosis, recommendation, and/or professional opinion using relevant
criteria and considering all assessment data (including information provided by other
sources or professionals from other disciplines)
Communicate assessment results in an integrative manner (e.g., psychological
evaluation reports, feedback to clients, expert testimony)
Evaluate effectiveness of psychological services for individuals, couples, families,
groups, communities, and/or organizations
Develop and communicate formative and summative supervisee evaluations

06. Intervention/Supervision/Consultation
06.09.

06.10.

06.11.

06.12.

06.13.
06.14.

06.15.
06.16.

PES Final Report

Select interventions to address needs and/or treat specific disorders in individuals,
families, groups, organizations and/or communities based on available research
evidence as well as contextual and other factors
Apply interventions to treat specific disorders or address issues in individuals,
families, groups, organizations and/or communities based on available research
evidence and contextual factors
Select evidence-based interventions to promote health and well-being (e g positive
psychology), enhance growth and performance (e g , coaching, performance
management, conflict resolution, and organizational change), reduce risk factors, or
increase resilience
Apply evidence-based interventions to promote health and well-being (e g , positive
psychology), enhance growth and performance (e g , coaching, performance
management, conflict resolution, organizational change),and reduce risk factors and
increase resilience (e g , population-level interventions)
Engage in collaborative intervention planning with client(s) and stakeholders
Modify interventions based on knowledge of individual and cultural characteristics,
situational and environmental variables, emerging information, outcomes data, and
current research
Engage in consultation and collaboration across professions
Develop and implement a training plan for supervisees, students, and trainees
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Focus Panel Protocol
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Focus Panel Protocol
Note: Variations in the protocols were used based on whether the panel represented the ELC or
the Canadian educator, or represented the ASPPB stakeholders
We’d like to introduce ourselves and welcome you to a Focus Panel conducted on behalf of the
Association of State and Provincial Psychology Boards. (Names) We’re employed at
Professional Examination Service in the Department of Research and Development. PES is a
non-profit organization that is working with ASPPB to update the delineation of the practice of
licensed psychologists in the United States and Canada. Ultimately, the delineation of practice
will be used as the basis for updating the EPPP. Part of the new structure is a comprehensive list
of the competencies.
As described in the online sign-up form, the focus of the call will be to brainstorm ideas about
competency assessment, including such issues as:
•
•
•
•
•

what types of competency assessment you currently do in your programs,
what might be the most critical competencies to assess at the point of licensure,
what would the best methodologies for assessing these competencies,
what impediments there might be to implementing competency assessment initiatives,
and
what your program and others might be willing to do in the future as part of competency
assessment for licensure.

You were invited to be here today in connection with your role on the CCPPP. We believe your
knowledge and interest in the professional education of psychologists would be useful to our
work. We are seeking input from psychologists who may be in a good position to identify
methods that may be useful to assess competencies at the point of registration. Since assessment
for registration is a high stake summative assessment, it will likely differ from assessment
methods used by educators.
Our discussions will focus on your own experiences and opinions. Of course, there can be no
right and wrong responses. We will be asking you to state your views throughout the session.
Before we begin, we have to review the ground rules for the session:
•
•

The session will last 1½ hours. We recognize that you may have to leave a bit early.
We will be recording the session. For those reasons, we ask you to make sure that only
one person speaks at a time. Be assured that your comments are completely confidential;
no names will be attached to the summary report of the session.

Further, we ask that you provide us with demographic and professional description. PES will
send you a link to a very brief, online survey. Please complete it within the next week or so.
We’re ready to begin.
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Introductory Discussion
To get us started, I’d like each of you to very briefly describe the training program with which
you are associated. Indicate the number and educational level of students with whom you work.
Let’s go around the table; I’ll call your name in the order in which you signed on.
Key Questions
First, we’d like you to look at a list of six competency clusters that ASPPB developed and
validated as essential for the practice of psychology. Did you have an opportunity to read the
names and definitions for each cluster? Does everyone understand the focus of each cluster? (If
necessary, look at the associated competencies to clarify the focus of each competency.)
We would like to ask your opinion. Excluding Scientific Knowledge, which competency cluster
would be most critical to assess?
POLLING. Indicate your response now by checking the cluster.
Based on your ratings, we would like to discuss the competencies connected to (Note – each
focus panel targeted different competencies)
Which competencies associated with this cluster do you current assess in your educational
leadership role.
Questions for ELC panel and Canadian interview:
•

Do you formally or informally assess any of the competencies listed? STIMULUS
MATERIAL ON SCREEN. How do you assess your students?

•

In the best of all worlds, can you tell describe any other methods that you would like to
be able to develop and implement in order to assess your students?

•

Is the assessment of any of these competencies a valid role for ASPPB in terms of its
public protection mission in regard to the licensure of psychologists?

•

If ASPPB were to develop a competency-based approach to assessment, what methods
might ASPPB use to validly and reliably assess these competencies?

•

What impediments do you foresee in regard to the defensible assessment of these
competencies?

•

Could you envision a formal role for your program in regard to the pre-licensure
assessment of these competencies?
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Questions for ASPPB panel:
•

Do you formally or informally assess any of the competencies listed? (Probe: think
about each of the five competencies listed). How do you formally or informally
assess these competencies either during training or at the time of candidacy for
licensure/registration?

•

In the best of all worlds, can you tell describe any other methods that you would like
to be able to develop and implement in order to assess candidates at the point of
licensure/registration?

•

Is the assessment of any of these competencies a valid role for ASPPB in terms of its
public protection mission in regard to the licensure of psychologists?

•

If ASPPB were to develop a competency-based approach to assessment, what
methods might ASPPB use to validly and reliably assess these competencies?

•

Do you believe that the assessment of these competencies can be accomplished
through the use of an enhanced EPPP? What would the enhancements look like?

•

Do you believe that an alternate assessment might be more useful for the assessment
of these competencies? What would that assessment look like?

•

What impediments do you foresee in regard to the defensible assessment of these
competencies?

Okay, we’re ready to move on! Now, based on your ratings, we would like to discuss the
competencies connected to: (Note – each focus panel targeted different
competencies.)
Repeat questions targeted to each panel

Closing
We’d like to thank you on behalf of ASPPB, namely, Emil Rodolfo, President of ASPPB,
Catherine Yarrow and Greg Gormanous, Past-presidents of ASPPB, and Joan Grusec, Chair of
the examinations Committee for the EPPP.
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Round 2 Focus Panel Participants
Educational Leadership Conference--Wednesday, October 14th
Professor and Chair, Department of
Elaine Clark
Educational Psychology
University of Utah

Salt Lake City, UT

Michael Sachs

Professor

Temple University

Philadelphia, PA

David Rollock

Associate Professor

West Lafayette, IN

William Stiers
Stephanie H.
Felgoise, Ph.D.,
ABPP

Eric M. Sauer

Assistant Professor
Professor & Director, PsyD Program
in Clinical Psych; Vice-Chair, Dept
of Psychology
Clinic Director, Associate Professor,
and Co-director of Counseling
Psychology Program

Purdue University
Johns Hopkins
University School of
Medicine

Kevin Larkin

Professor of Psychology and
Director of Clinical Training

Elizabeth Klonoff

Co-Director of Clinical Training,

West Virginia
University
SDSU/UCSD Joint
Doctoral Program in
Clinical Psychology

Jeff Baker

Professor & Chief psychologist

University of Texas
Medical

Baltimore, MD

Philadelphia College of
Osteopathic Medicine

Philadelphia, PA

Western Michigan
University

Kalamazoo, MI
Morgantown, WV

San Diego, CA
Galveston, TX

CCPPP Interview--Monday, October 26th
Dr. Ian Nicholson

Director of Clinical Training,
Psychological Services

London Health
Sciences Centre

London, ON

ASPPB Key Stakeholders--Friday, October 30th
West Central Human
Service Center,

Bismarck ND

DCH Health System,

Coker, AL

University of Georgia

Athens, GA

Christine Kuchler

Director of Psychology

Terasa Davis

Linda Campbell

Clinical Psychologist
Professor and Director of
Center for Counseling and
Personal Evaluation

Steve Lewis, Psy.D.

Clinical Psychologist

Self-Employed

Williston, VT

Frances BoulonDíaz
David J.Caye,
M.S.,S.P.E

Associate Chair; Assistant
Professor

Univ. of Puerto Rico, Río
Piedras Campus

San Juan, PR

Clinical psychology

Self-employed

Chattanooga, TN

Julie Parsons
Josephine S.
Minardo, PsyD.

Psychologist
Assistant Professor/Practica
Supervisor

Self-employed

Nampa, ID
Bronx, NY

Glen Davis Ph.D.

Psychology Director

Dane VerMerris, Ed.D. Rehabilitation Psychologist

Montefiore Medical Center
MaineGeneral Medical
Center
Hope Network
Rehabilitation Services

Henry Weeks

Self employed
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Years of Experience
Mean and Standard Deviation
Years of Experience

M

SD

24.3

10.3

Areas of Expertise
n

%

Biological Basis of Behavior

4

19.0%

Cognitive–Affective Basis of Behavior

6

28.6%

Social and Multicultural Basis of Behavior

2

9.5%

Growth and Lifespan Development

3

14.3%

Assessment and Diagnosis

14

66.7%

Treatment, Intervention, and Prevention

15

71.4%

Research Methods and Statistics

6

28.6%

Ethical/Legal/Professional Issues

14

66.7%

Consultation

6

28.6%

Management

6

28.6%

Interdisciplinary systems

5

23.8%

Specialized Assessment Techniques
Recently emerged areas (e.g.,
psychopharmacology,
collaborative care)
Competency Assessment

5

23.8%

4

19.0%

6

28.6%

Other

5

23.8%

Respondents could choose all that applied

"Other" Responses: Areas of Expertise
n
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Child Psychopathology

1

Clinical Health Psychology

1

Clinical Supervision

2
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Of Those Involved in Training – Level of Students Trained
n
Bachelor's, Master's and Doctoral-PhD

1

MA and PhD

1

Pre-doctoral clinical internship

1

Doctoral PsyD

1

Ph.D.

4

Post-doctoral

2

Practica

2

Of Those Involved in Training – Number of Students in Program
n
1 or 2

2

2

1

5

1

10

1

15

1

33 School Psych and 45 Counseling Psych

1

42

1

75

1

160

1

250 graduate, 700 undergraduate

1

500 masters students; 65 doctoral students

1

Sex – All Panelists
n

%

Female

9

43%

Male

12

57%

Racial or Ethnic Background – All Panelists
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n

%

African-American

0

0%

Asian/Pacific Islander

0

0%

Caucasian, not of Hispanic origin

17

81%

Native American

0

0%

Spanish/Hispanic origin

1

5%

Other

0

0%

Not specified

3

14%
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Areas of Formal Post-doctoral Level Training
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Formal Post-Doctoral Specialization or Re-Specialization Programs
1 year post-doc - Harvard Med. School - MMHC
2 years of post-doctoral training at Johns Hopkins University, Kennedy Krieg
Addictions

4

ADHD and behavioral disorders
Adolescent mental health

5

Adult psychoanalysis APSA
Alcohol, substance and drug abuse; chemical dependency

7

Analytic training
Anxiety postdoctoral fellowship
Applied behavioral analysis

2

Attachment research and evaluations
Autism spectrum disorders
BCBA
Beck Institute
Behavioral genetics research
Behavioral medicine

8

Behavioral pediatrics
Biofeedback & applied psychophysiology

2

Biological Psychology
Boarding in Pediatric Neuropsychology (ABPdN)
Boston Consortium in Clinical Psychology
Brown University, Center for Alcohol and Addiction Studies (NIDA funded)
CBT for Anxiety Disorder
Certified Consultant American Society of Clinical Hypnosis
Certified psychoanalyst
Child and family therapy in intensive outpatient treatment
Child Clinical

4

Child Maltreatment

2

Child, Adolescent and Family

4

Chronic Pain Rehab and Family Psychology
Clinical Administration
Clinical Health and Rehabilitation
Clinical Health Psychology

2

Clinical Neuropsychology

24

Clinical Neuropsychology and Medical Psychology (3 years total)
Clinical Psychology

6

Clinical Psychopharmacology

4

Clinical residency
Cognitive Behavior Therapy, EMDR
Cognitive Therapy
Cognitive-Behavioural Therapy
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Formal Post-Doctoral Specialization or Re-Specialization Programs
College counseling
College Mental Health

2

Community mental health
Counseling and Consultation Services
Counseling Psychology

4

Couples Therapy

2

Depression
Deshazer solution-focused therapy
Developmental Assessment in Pediatrics
Dialectical Behavior Therapy

3

Early childhood mental health

2

Early detection and intervention
Eating Disorders

6

EMDR

3

EMDR, Hypnosis
EMDR, hypnosis, neurofeedback, energy therapy
EMDR, Somatic Psychotherapy
Ethical issues; psychopathology
Family and child/adolescent
Family systems psychotherapy

3

Family Therapy

2

Fellow in Child/Adolescent Psychology, U of TX Galveston Medical Branch
Fielding U. Clinical Re-specialization
Forensic Psychology

15

Georgia State University Counseling Center - Post-Doctoral Fellowship
Geriatric psychology
Geropsychology

7

Gestalt Institute of Cleveland - diploma
Group Therapy

2

Health Psychology

7

Health psychology (cancer)
Health Psychology/Primary Care Psychology

2

HIV Prevention Research
Houston Independent School District Psychological Services
Hypnosis
Hypnotherapy, Custody Assessments
I/O psychology
Integrated Health Care
International Psychotherapy Institute - 2 year core program
Juvenile court clinic
Juvenile Sex Offender Assessment and Treatment and MFT
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Formal Post-Doctoral Specialization or Re-Specialization Programs
Logotherapy
Long-term psychotherapy
M.S. Psychopharmacology

4

Marriage and Family Counseling
Masters in Public Health
MBA
Mediation and Disability Evaluations
Medical Psychology

2

Memory and aging, and neuroimaging
Mental illness and geropsychology
Minnesota Consortium for Advanced Rural Psychology Training
Neuropsychology

27

Neuropsychology & Rehabilitation Psychology

2

Neuropsych testing
NIDA Post-doctoral fellowship
NIH funded research post-doctoral program
NIH training in research
NYU Postdoctoral Program in Psychoanalysis & Psychotherapy
One year postdoc supervised experience
OUHSC Chemical Dependency Fellow
Pain management

3

Palliative Care
Pediatric clinical psychology
Pediatric Neuropsychology

5

Pediatric Neuropsychology & Developmental Disabilities
Pediatric Psych -Oncology
Pediatric Psychology

15

Pediatric, developmental disabilities
Pediatrics
Ph.D. in developmental psych then NIMH postdoctoral fellowship in clinical research
Pittsburgh Psychoanalytic Institute
Play therapy
Private practice
Primary Care and Health Psychology

6

Psychiatric rehabilitation
Psychiatry
Psychoanalytic

3

Psychoanalytic Long-Term Therapy
Psychoanalytic training and training in Davanloo's Intensive Short-term Psych
Psychoanalytic Training in Adult Psychoanalysis
Psychopharmacology
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Formal Post-Doctoral Specialization or Re-Specialization Programs
Psychosocial Medicine
PTSD

2

Public health
Rehabilitation Neuropsychology

2

Rehabilitation Psychology

5

Reiss Davis Child Study Center (Accredited 2 years postdoctoral fellowship)
Relationship therapy; infertility
Research post-doc
RxP/ Prescriptive Authority
Schizophrenia
School neuropsychology
School psychology

5

Serious mental illness

2

Sex abuse treatment center

2

Sex therapy
Sexual assault prevention
SMI population
Social Learning
Social science statistics
Stress and health
Suicide prevention
Systems
Test development
The Menta Group--at-risk adolescents
Trauma
UCSF/SFGH Dept of Psychiatry
VA

2

York University and Sunnybrook Medical Centre (Toronto) Internship
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Appendix 11
Knowledge Acquisition, Criticality, and Usage Ratings of U.S. and Canadian Respondents
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Acquisition Ratings of Knowledge by Country
0=Not necessary, 1=Before licensure/registration 2=After licensure/registration, but before specialization, 3=After
specialization
Country
United States

Acquisition of knowledge

Canada

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

0%

95%

4%

1%

332

0%

96%

4%

0%

52

1%

95%

2%

1%

332

0%

94%

6%

0%

52

Results from multi-center trials and guidelines for
pharmacological, somatic, and combined treatment of
psychological and neuropsychological disorders

1%

95%

4%

1%

329

0%

98%

2%

0%

50

Behavioral genetics, transmission and expression of
genetic information and its modification (e.g., geneenvironment interactions) and the role of this information
in understanding diseases and disorders (e.g., substance
abuse disorders, Huntington's, pervasive developmental
disorders, Alzheimer's) with consideration of comorbidities and population differences in genetic
information

4%

70%

21%

5%

331

4%

65%

25%

6%

51

Interaction of developmental, gender, ethnic, cultural,
environmental, and experiential factors with the biological
and neural bases of behavior

1%

91%

7%

1%

331

2%

92%

4%

2%

50

Applications and limitations of brain imaging methods that
describe structure and function; electrophysiological
methods (e.g., biofeedback, evoked potentials);
therapeutic drug monitoring techniques; genetic screening
methodologies

1%

95%

4%

0%

329

0%

96%

4%

0%

52

Elements of cognition (e.g., sensation and perception,
attention, learning (adult learning theory and other
contemporary models), memory, language (reception and
expression), intelligence, information processing,
problem-solving, executive function)

0%

95%

4%

1%

332

0%

96%

4%

0%

52

Major research-based theories and models of intelligence
(e.g., Wechsler, Naglieri) and their application

1%

95%

2%

1%

332

0%

94%

6%

0%

52

Biological Bases of Behavior
Correlates and determinants of the biological and neural
bases of behavior (e.g., neuroanatomy, neurophysiology,
neuroendocrinology) pertaining to perception, cognition,
personality, and mood and affect in normal, acute and
chronic disordered states, (e.g., pain, stroke, focal lesion,
traumatic brain injury, toxic metabolic states); and/or acute
and chronic disease (e.g., diabetes, mood and psychotic
spectrum disorders, dementias)
Drug classification of therapeutic agents and drugs of
abuse (e.g., anxiolytics, antidepressants, antipsychotics,
mood stabilizers, cognitive-enhancing agents, opiates,
psychostimulants); pharmacokinetics (administration,
distribution, metabolism, elimination) and
pharmacodynamics as they relate to the desired and nondesired, acute and chronic effects of therapeutic drugs,
abused drugs, and common interactions with other drugs,
foods, and herbal or alternative remedies

Cognitive-Affective Bases of Behavior
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Country
United States

Acquisition of knowledge

Canada

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

Major research-based theories, models, and principles of
learning and their application (e.g., contingency
reinforcement, interventions, cognitive behavioral therapy,
training strategies, sports performance strategies)

1%

95%

4%

1%

329

0%

98%

2%

0%

50

Major research-based theories and models of memory
(e.g., multiple memory systems, expectancy theory,
constructivist theory, levels of processing) and their
application (e.g., use of mnemonics, neurorehabilitation
following injury or in disease states)

4%

70%

21%

5%

331

4%

65%

25%

6%

51

Major research-based theories and models of motivation
and emotion (e.g., need/value approaches, cognitive
appraisal, James-Lange theory of emotion) and their
application (e.g., self-regulation, work motivation, anger
management, social skills training, sports performance

1%

91%

7%

1%

331

2%

92%

4%

2%

50

Interrelationships among cognitions/beliefs, behavior,
affect, temperament, and mood (e.g., healthy functioning,
performance anxiety, performance enhancement, job
satisfaction, stress, and depression)

1%

95%

4%

0%

329

0%

96%

4%

0%

52

Influence of psychosocial factors (e.g., life span
development, gender, diversity characteristics) on
beliefs/cognitions and behaviors

1%

96%

3%

0%

329

2%

94%

4%

0%

51

Social cognition and perception (e.g., categorization and
attribution theories, person perception, development of
stereotypes, prejudice)

2%

95%

3%

1%

333

2%

96%

0%

2%

51

Social interaction (e.g., interpersonal relationships,
attraction, aggression, altruism, organizational justice,
verbal and non-verbal communication, internet
communication)

2%

91%

5%

1%

328

0%

94%

4%

2%

49

Group/team dynamics and organizational structures (e.g.,
school, work, and family systems, job satisfaction, team
functioning, conformity, persuasion) and social influences
on individual functioning

3%

78%

15%

4%

332

0%

78%

18%

4%

50

Environmental/ecological psychology (e.g., personenvironment fit, job design, rural-urban contexts)

12%

44%

26%

18%

331

12%

45%

37%

6%

51

Evolutionary perspectives on social behavior (e.g., mate
selection, empathy)

15%

63%

15%

7%

328

16%

64%

18%

2%

50

Major research-based theories of personality (e.g.,
psychodynamic, humanistic/existential, cognitive,
behavioral, trait theory, interpersonal)

0%

99%

0%

0%

330

2%

94%

2%

2%

50

Social-contextual issues (e.g., privilege/oppression, crosscultural comparisons, political differences, international
and global awareness, religion and spirituality)

7%

81%

8%

4%

331

4%

78%

14%

4%

50

Social and Cultural Bases of Behavior
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Country
United States

Acquisition of knowledge

Canada

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

Impact of race/ethnicity on psychosocial, political, and
economic development of individuals, families, groups,
organizations, and communities (e.g., theories of
racial/ethnic identity; effects of culture on motivation and
communication)

5%

89%

5%

1%

333

2%

88%

8%

2%

50

Causes, manifestations, effects of oppression (e.g., racism,
sexism, heterosexism, ethnic conflicts, colonization,
classism, political persecution)

7%

79%

11%

3%

333

6%

75%

18%

2%

51

Sexual orientation and identity (e.g., sexual identity
development, workplace identity management,
heterosexual/gay/lesbian/bisexual perspectives, parenting
and family constellations)

2%

88%

8%

2%

333

0%

86%

8%

6%

51

Psychology of gender (e.g., women/men/transgender,
gender identity development)

4%

79%

14%

3%

332

0%

80%

14%

6%

51

Disability and rehabilitation issues (e.g., psychological
impact of disability on individuals and families, conceptual
models and assumption of disability, incorporation or
inclusion of persons with disabilities in the workplace)

2%

58%

29%

12%

330

0%

49%

39%

12%

49

Acculturation of immigrant, refugee and political asylum
seeking populations (e.g., stages of acculturation models,
trauma, mental health)

6%

51%

30%

13%

328

0%

41%

43%

16%

51

Culturally mediated communication patterns

7%

64%

20%

9%

330

4%

51%

33%

12%

51

Normal growth and development (biological, physical,
sexual functioning, cognitive, perceptual, social,
personality, moral/spiritual, emotional, career
development, and end of life issues) across the full lifespan

0%

98%

1%

0%

331

0%

96%

4%

0%

50

Influence of individual-environment interaction over time
(e.g., the relationship between the individual and the
social, academic, or work environment) on development

2%

83%

13%

2%

330

4%

78%

14%

4%

50

Major research-based theories of development

1%

94%

4%

1%

332

0%

96%

4%

0%

50

Influence of culture on development (e.g., cultural
moderation of individual-environment interactions,
acculturation and development)

2%

87%

8%

2%

330

0%

78%

18%

4%

50

Family development and functioning and its impact on the
individual across the full lifespan

0%

91%

8%

1%

331

0%

90%

10%

0%

50

2%

81%

15%

2%

332

2%

78%

14%

6%

50

1%

85%

12%

2%

329

0%

88%

6%

6%

50

Growth and Lifespan Development

Family configuration (e.g., single parent, reconstituted,
extended, gay/lesbian) and its effects on child and
adolescent development
Normative and non-normative life event changes (e.g.,
injury, trauma, illness, interpersonal loss, birth of a child,
retirement) that can influence the normal course of
development
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Country
United States

Acquisition of knowledge

Canada

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

System factors that predict a problematic developmental
course (e.g., nutritional deficiencies, poor prenatal care,
poor health care, lack of social support, poverty, exposure
to violence and abuse/victimization)

1%

84%

12%

3%

331

0%

84%

12%

4%

50

Disorders/diseases (e.g., cognitive, genetic, psychological)
that impact expected course of development over the full
lifespan

2%

82%

12%

4%

328

0%

76%

12%

12%

50

Psychometric theory (e.g., classical test theory, item
response theory), generalizability theory, item and test
characteristics and related concepts (e.g., test construction
and standardization procedures, reliability and validity,
sensitivity and specificity, examination of test fairness and
bias, test and item characteristics)

0%

93%

5%

2%

330

0%

92%

8%

0%

49

Assessment theories and models (e.g., psychometric,
behavioral, ecological, neuropsychological)

0%

93%

6%

1%

330

0%

94%

4%

2%

51

Assessment methods (e.g., standardized administration,
assessment centers, self-report, report by others,
psychophysiological, work sample, direct observation,
structured and semi-structured interviews)

1%

92%

7%

1%

331

0%

92%

6%

2%

51

1%

84%

13%

2%

329

0%

76%

22%

2%

51

1%

82%

15%

2%

329

0%

73%

24%

2%

49

6%

35%

40%

19%

331

8%

29%

53%

10%

51

2%

73%

19%

7%

328

0%

65%

29%

6%

51

1%

92%

7%

0%

331

2%

82%

16%

0%

51

Assessment and Diagnosis

Tests for the measurement of characteristics and behaviors
of individuals (e.g., social, relational, emotional, and
behavioral functioning; cognitive and neuropsychological
functioning; ability, aptitude, and achievement;
personality; vocational interest; health behavior;
assessment of symptom validity, competence, criminal
responsibility, risk of future violence, suicide evaluation),
and the adaptation of these tests for use with various
populations
Issues of differential diagnosis and integration of nonpsychological information (e.g., medical evaluations,
educational history, genomics) into psychological
assessment
Instruments and methods for the measurement of
characteristics and performance of jobs, organizations and
systems of care, and educational and other social
institutions (e.g., performance appraisal, academic skill
development , job analysis, job evaluation, need
assessment, functional analysis of behavior) and for the
measurement of the environmental/ecological influences
on individuals, groups or organizations
Criteria for selection and adaptation of assessment
methods (e.g., cultural appropriateness, trans-cultural
adaptation, language accommodation, cost effectiveness,
incremental validity, relevance to referral concern,
evidence-based knowledge of assessment
Classification systems (e.g., DSM, WHO, ICD) and their
underlying rationales and limitations for evaluating client
functioning; dimensional vs. categorical approaches to
diagnosis
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Country
United States

Acquisition of knowledge

Canada

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

2%

85%

10%

3%

330

0%

86%

12%

2%

50

1%

81%

13%

5%

331

0%

69%

27%

4%

51

2%

61%

25%

12%

330

0%

53%

35%

12%

51

3%

63%

25%

9%

328

8%

57%

25%

10%

51

Treatment decision making based on best available data
(e.g., matching treatment to assessment/diagnosis,
matching client/patient and therapist characteristics, cost
and benefit, readiness to change)

1%

86%

12%

1%

330

0%

88%

8%

4%

49

Contemporary theories/models of treatment/intervention
and their evidence base

1%

94%

4%

1%

330

0%

90%

10%

0%

49

Treatment techniques/interventions and the evidence for
their comparative efficacy and effectiveness for specific
disorders or functional concerns

1%

84%

13%

2%

329

0%

75%

25%

0%

48

Adaptation of techniques for prevention and intervention
with special populations (e.g., refugees, forensic, survivors
of catastrophic injuries, linguistic and cultural minorities)

2%

41%

39%

18%

329

0%

24%

63%

12%

49

Interventions to enhance growth and performance of
individuals, couples, families, groups, systems, and
organizations (e.g., enhancement of athletic performance,
conflict resolution skills, career performance, coaching,
organizational development and change, training and
development, effects of work/overwork, human resource
management interventions)

5%

34%

38%

22%

329

4%

37%

51%

8%

49

Consultation models and processes for individuals,
couples, families, groups, organizations, and communities

5%

51%

33%

12%

328

2%

55%

37%

6%

49

Academic and vocational counseling

12%

27%

37%

24%

327

15%

31%

50%

4%

48

Adjunctive interventions (e.g., support groups, individual
self-help, indigenous support systems, spirituality)

7%

55%

27%

11%

327

10%

55%

20%

14%

49

Factors influencing interpretation of data and decisionmaking (e.g., base rates, group differences, cultural biases
and differences, heuristics, evidence base)
Epidemiology of behavioral disorders, base rates of
disorders in clinical or demographic populations;
comorbidity of mental illness with substance abuse;
comorbidity of behavioral disorders with medical
disorders; comorbidity rates, age ranges affected; natural
history disorders
Methods for the measurement of individual, couples,
family, group, and organizational change due to
intervention or prevention efforts (e.g., continuous
monitoring, behavioral analysis, pre-, post-, and follow-up
assessment, detection of relapse, patient compliance,
organizational benchmarking, response to intervention
(RTI))
Use of computers, the internet, and related technology in
implementing tests, surveys, and other forms of assessment
and diagnostic evaluation; validity, cost effectiveness,
consumer acceptability, privacy issues and confidentiality

Treatment, Intervention, Prevention, and
Supervision
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Country
United States

Acquisition of knowledge

Canada

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

Telecommunication-assisted psychological assessment,
intervention, research, and documentation

14%

33%

31%

22%

326

17%

25%

44%

15%

48

Healthcare systems, structures, and economics, and how
these impact intervention choice (e.g., funding sources and
trends, cost/benefit considerations, medical cost-offset;
health care resource allocation)

6%

39%

40%

15%

328

12%

31%

41%

16%

49

Health promotion, risk reduction, resilience and wellness
activities and methods

4%

62%

26%

8%

329

4%

55%

33%

8%

49

Contemporary theories/models of supervision and their
evidence base

4%

54%

31%

12%

327

4%

44%

38%

15%

48

Sampling and data collection (e.g., recruitment, instrument
selection and calibration, questionnaire design, proximaldistal data collection, role of culture and other individual
difference variables in choosing methods)

3%

87%

8%

2%

333

0%

78%

18%

4%

50

Design of case studies, correlational, quasi-experimental
and experimental studies (e.g., hypothesis generation;
randomized controlled trials; cross-sequential designs,
efficacy and effectiveness trials)

3%

89%

6%

2%

331

2%

76%

18%

4%

51

Analytic methods

3%

88%

5%

3%

330

0%

76%

18%

6%

51

Statistical interpretation (e.g., power, effect size, causation
vs. association, sensitivity and specificity, generalizability,
clinical versus statistical significance)

2%

92%

5%

2%

333

0%

92%

6%

2%

51

Critical appraisal and application of research findings (e.g.,
adequacy of design and statistics, limitations to
generalizations, threats to internal and external validity,
design flaws, level of evidence)

1%

93%

4%

2%

332

0%

92%

6%

2%

51

Evaluation strategies and techniques (e.g., needs
assessment, process/implementation evaluation, formative
and summative assessment program evaluation, outcome
evaluation, cost-benefit analysis)

4%

65%

25%

6%

332

0%

60%

28%

12%

50

Considerations underlying community involvement and
participation in research, particularly for underrepresented
populations (e.g. use of community advisory boards,
community involvement and research planning)

8%

51%

25%

16%

330

4%

40%

30%

26%

50

Dissemination and presentation of research findings (e.g.,
publication standards)

4%

77%

15%

3%

330

6%

69%

20%

6%

51

Ethical principles/codes of psychologists (APA, CPA), and
codes of conduct (e.g., ASPPB)

0%

100%

0%

0%

135

0%

99%

0%

0%

246

Professional standards for the practice of psychology (e.g.,
standards for providers of psychology services, standards
for educational and psychological testing)

0%

100%

0%

0%

133

0%

98%

2%

0%

244

Research Methods and Statistics

Ethical/Legal/Professional Issues
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Country
United States

Acquisition of knowledge

Canada

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

Federal, state and/or provincial laws/statutes and/or judicial
decisions that affect psychological practice

0%

99%

0%

0%

331

0%

100%

0%

0%

51

Potential ethical dilemmas (e.g., practice management,
supervision, multiple relationships that impair judgment,
problems and ethics of practice on the internet, group and
family counseling); ethical issues associated with specific
areas of practice (e.g., forensic, law enforcement,
psychopharmacology, dealing with third party payors)

0%

98%

2%

0%

327

0%

100%

0%

0%

51

Models of ethical decision-making process (e.g.,
Josephson’s “Five Steps of Principled Reasoning,” Rest
model of ethical decisions, consensus model)

1%

90%

9%

1%

331

0%

92%

6%

2%

52

93%

6%

0%

332

0%

96%

4%

0%

52

77%

11%

2%

331

2%

90%

8%

0%

52

Models and approaches for professional development (e.g.,
methods for developing, updating, and enhancing
knowledge in proficiencies and specialties, peer
0%
consultation and supervision; appropriateness of
credentials)
Consideration of social, legal, ethical, and policy
implications of emerging issues (e.g., neuroethics, genetics, 10%
end of life issues)
Patient’s/client’s rights (e.g., informed assent and consent,
right to refuse treatment in least restrictive environment,
privacy, privileged communication)

3%

65%

28%

4%

330

4%

69%

23%

4%

52

Ethical issues in the conduct of research (e.g., protection of
human participants, secondary use of data, conflict of
interest)

3%

59%

27%

11%

332

4%

63%

19%

13%

52

Ethical issues in supervision (e.g., multiple role
relationships, client welfare, availability to supervisee)

0%

97%

3%

0%

332

0%

98%

2%

0%

52

0=Not necessary, 1=Before licensure/registration 2=After licensure/registration, but before specialization, 3=After
specialization
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Criticality Ratings of Knowledge by Years Licensed/Registered
Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

3%

12%

1%

Results from multi-center trials and guidelines for
pharmacological, somatic, and combined treatment of
psychological and neuropsychological disorders

United States

Summary Statistics

Not

Min

Mod

High

Summary Statistics

%

n

Mean

SD

%

%

%

%

n

Mean

SD

53%

33%

152

3.2

(.7)

0%

11%

50%

39%

18

3.3

(.7)

12%

42%

44%

151

3.3

(.7)

0%

28%

50%

22%

18

2.9

(.7)

8%

24%

46%

22%

149

2.8

(.9)

6%

24%

47%

24%

17

2.9

(.9)

Behavioral genetics, transmission and expression of genetic
information and its modification (e.g., gene-environment
interactions) and the role of this information in understanding
diseases and disorders (e.g., substance abuse disorders,
Huntington's, pervasive developmental disorders, Alzheimer's)
with consideration of co-morbidities and population differences
in genetic information

8%

40%

37%

15%

151

2.6

(.8)

0%

17%

61%

22%

18

3.1

(.6)

Interaction of developmental, gender, ethnic, cultural,
environmental, and experiential factors with the biological and
neural bases of behavior

4%

9%

42%

45%

151

3.3

(.8)

0%

17%

50%

33%

18

3.2

(.7)

Biological Bases of Behavior
Correlates and determinants of the biological and neural bases
of behavior (e.g., neuroanatomy, neurophysiology,
neuroendocrinology) pertaining to perception, cognition,
personality, and mood and affect in normal, acute and chronic
disordered states, (e.g., pain, stroke, focal lesion, traumatic
brain injury, toxic metabolic states); and/or acute and chronic
disease (e.g., diabetes, mood and psychotic spectrum disorders,
dementias)
Drug classification of therapeutic agents and drugs of abuse
(e.g., anxiolytics, antidepressants, antipsychotics, mood
stabilizers, cognitive-enhancing agents, opiates,
psychostimulants); pharmacokinetics (administration,
distribution, metabolism, elimination) and pharmacodynamics
as they relate to the desired and non-desired, acute and chronic
effects of therapeutic drugs, abused drugs, and common
interactions with other drugs, foods, and herbal or alternative
remedies
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Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

11%

41%

Elements of cognition (e.g., sensation and perception, attention,
learning (adult learning theory and other contemporary
models), memory, language (reception and expression),
intelligence, information processing, problem-solving,
executive function)

3%

Major research-based theories and models of intelligence (e.g.,
Wechsler, Naglieri) and their application

United States

Summary Statistics

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

n

Mean

SD

38%

9%

152

2.5

(.8)

11%

33%

44%

11%

18

2.6

(.9)

17%

28%

52%

155

3.3

(.8)

0%

10%

33%

57%

21

3.5

(.7)

3%

18%

34%

45%

155

3.2

(.8)

0%

10%

38%

52%

21

3.4

(.7)

Major research-based theories, models, and principles of
learning and their application (e.g., contingency reinforcement,
interventions, cognitive behavioral therapy, training strategies,
sports performance strategies)

2%

10%

26%

62%

154

3.5

(.8)

0%

0%

38%

62%

21

3.6

(.5)

Major research-based theories and models of memory (e.g.,
multiple memory systems, expectancy theory, constructivist
theory, levels of processing) and their application (e.g., use of
mnemonics, neurorehabilitation following injury or in disease
states)

5%

28%

39%

28%

155

2.9

(.9)

0%

15%

60%

25%

20

3.1

(.6)

Major research-based theories and models of motivation and
emotion (e.g., need/value approaches, cognitive appraisal,
James-Lange theory of emotion) and their application (e.g.,
self-regulation, work motivation, anger management, social
skills training, sports performance

3%

21%

39%

37%

155

3.1

(.8)

0%

5%

60%

35%

20

3.3

(.6)

Interrelationships among cognitions/beliefs, behavior, affect,
temperament, and mood (e.g., healthy functioning, performance
anxiety, performance enhancement, job satisfaction, stress, and
depression)

1%

8%

31%

59%

155

3.5

(.7)

0%

0%

52%

48%

21

3.5

(.5)

Applications and limitations of brain imaging methods that
describe structure and function; electrophysiological methods
(e.g., biofeedback, evoked potentials); therapeutic drug
monitoring techniques; genetic screening methodologies

Summary Statistics

Cognitive-Affective Bases of Behavior
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Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

1%

12%

Social cognition and perception (e.g., categorization and
attribution theories, person perception, development of
stereotypes, prejudice)

6%

Social interaction (e.g., interpersonal relationships, attraction,
aggression, altruism, organizational justice, verbal and nonverbal communication, internet communication)

United States

Summary Statistics

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

n

Mean

SD

29%

57%

155

3.4

(.8)

0%

0%

52%

48%

21

3.5

(.5)

27%

41%

26%

157

2.9

(.9)

0%

37%

26%

37%

19

3.0

(.9)

5%

24%

34%

37%

156

3.0

(.9)

0%

37%

58%

5%

19

2.7

(.6)

Group/team dynamics and organizational structures (e.g.,
school, work, and family systems, job satisfaction, team
functioning, conformity, persuasion) and social influences on
individual functioning

8%

30%

41%

22%

158

2.8

(.9)

0%

42%

37%

21%

19

2.8

(.8)

Environmental/ecological psychology (e.g., personenvironment fit, job design, rural-urban contexts)

17%

50%

27%

6%

157

2.2

(.8)

10%

45%

45%

0%

20

2.4

(.7)

Evolutionary perspectives on social behavior (e.g., mate
selection, empathy)

25%

48%

23%

5%

151

2.1

(.8)

10%

55%

30%

5%

20

2.3

(.7)

Major research-based theories of personality (e.g.,
psychodynamic, humanistic/existential, cognitive, behavioral,
trait theory, interpersonal)

5%

13%

28%

53%

156

3.3

(.9)

0%

5%

60%

35%

20

3.3

(.6)

Social-contextual issues (e.g., privilege/oppression, crosscultural comparisons, political differences, international and
global awareness, religion and spirituality)

6%

23%

36%

34%

154

3.0

(.9)

0%

25%

50%

25%

20

3.0

(.7)

Impact of race/ethnicity on psychosocial, political, and
economic development of individuals, families, groups,
organizations, and communities (e.g., theories of racial/ethnic
identity; effects of culture on motivation and communication)

6%

13%

36%

44%

157

3.2

(.9)

0%

26%

32%

42%

19

3.2

(.8)

Influence of psychosocial factors (e.g., life span development,
gender, diversity characteristics) on beliefs/cognitions and
behaviors

Summary Statistics

Social and Cultural Bases of Behavior
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Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

Causes, manifestations, effects of oppression (e.g., racism,
sexism, heterosexism, ethnic conflicts, colonization, classism,
political persecution)

9%

20%

Sexual orientation and identity (e.g., sexual identity
development, workplace identity management,
heterosexual/gay/lesbian/bisexual perspectives, parenting and
family constellations)

5%

Psychology of gender (e.g., women/men/transgender, gender
identity development)

United States

Summary Statistics

Not

Min

Mod

High

Summary Statistics

%

n

Mean

SD

%

%

%

%

n

Mean

SD

33%

38%

156

3.0

(1.0)

0%

45%

30%

25%

20

2.8

(.8)

15%

37%

43%

157

3.2

(.9)

0%

25%

45%

30%

20

3.1

(.8)

7%

17%

40%

36%

157

3.0

(.9)

0%

15%

65%

20%

20

3.1

(.6)

Disability and rehabilitation issues (e.g., psychological impact
of disability on individuals and families, conceptual models and
assumption of disability, incorporation or inclusion of persons
with disabilities in the workplace)

3%

25%

44%

28%

158

3.0

(.8)

5%

26%

53%

16%

19

2.8

(.8)

Acculturation of immigrant, refugee and political asylum
seeking populations (e.g., stages of acculturation models,
trauma, mental health)

10%

24%

45%

21%

157

2.8

(.9)

5%

30%

50%

15%

20

2.8

(.8)

Culturally mediated communication patterns

12%

27%

35%

27%

156

2.8

(1.0)

0%

53%

42%

5%

19

2.5

(.6)

Normal growth and development (biological, physical, sexual
functioning, cognitive, perceptual, social, personality,
moral/spiritual, emotional, career development, and end of life
issues) across the full lifespan

1%

8%

33%

58%

159

3.5

(.7)

0%

0%

32%

68%

19

3.7

(.5)

Influence of individual-environment interaction over time (e.g.,
the relationship between the individual and the social,
academic, or work environment) on development

3%

25%

46%

25%

157

2.9

(.8)

11%

21%

32%

37%

19

2.9

(1.0)

Major research-based theories of development

3%

23%

31%

43%

159

3.1

(.9)

0%

16%

47%

37%

19

3.2

(.7)

Influence of culture on development (e.g., cultural moderation
of individual-environment interactions, acculturation and
development)

4%

20%

44%

31%

158

3.0

(.8)

0%

37%

26%

37%

19

3.0

(.9)

Growth and Lifespan Development
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Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

Family development and functioning and its impact on the
individual across the full lifespan

1%

16%

Family configuration (e.g., single parent, reconstituted,
extended, gay/lesbian) and its effects on child and adolescent
development

3%

Normative and non-normative life event changes (e.g., injury,
trauma, illness, interpersonal loss, birth of a child, retirement)
that can influence the normal course of development

United States

Summary Statistics

Not

Min

Mod

High

Summary Statistics

%

n

Mean

SD

%

%

%

%

n

Mean

SD

43%

40%

158

3.2

(.8)

0%

5%

26%

68%

19

3.6

(.6)

24%

41%

32%

159

3.0

(.8)

0%

11%

47%

42%

19

3.3

(.7)

1%

14%

48%

37%

158

3.2

(.7)

0%

0%

39%

61%

18

3.6

(.5)

System factors that predict a problematic developmental course
(e.g., nutritional deficiencies, poor prenatal care, poor health
care, lack of social support, poverty, exposure to violence and
abuse/victimization)

2%

14%

51%

33%

159

3.2

(.7)

0%

0%

42%

58%

19

3.6

(.5)

Disorders/diseases (e.g., cognitive, genetic, psychological) that
impact expected course of development over the full lifespan

2%

18%

44%

35%

158

3.1

(.8)

0%

0%

44%

56%

18

3.6

(.5)

Psychometric theory (e.g., classical test theory, item response
theory), generalizability theory, item and test characteristics
and related concepts (e.g., test construction and standardization
procedures, reliability and validity, sensitivity and specificity,
examination of test fairness and bias, test and item
characteristics)

4%

18%

27%

51%

158

3.2

(.9)

0%

0%

35%

65%

20

3.7

(.5)

Assessment theories and models (e.g., psychometric,
behavioral, ecological, neuropsychological)

2%

22%

32%

44%

158

3.2

(.8)

0%

25%

40%

35%

20

3.1

(.8)

Assessment methods (e.g., standardized administration,
assessment centers, self-report, report by others,
psychophysiological, work sample, direct observation,
structured and semi-structured interviews)

4%

13%

27%

55%

157

3.3

(.9)

0%

10%

30%

60%

20

3.5

(.7)

Tests for the measurement of characteristics and behaviors of
individuals (e.g., social, relational, emotional, and behavioral
functioning; cognitive and neuropsychological functioning;
ability, aptitude, and achievement; personality; vocational
interest; health behavior; assessment of symptom validity,
competence, criminal responsibility, risk of future violence,

3%

8%

31%

59%

157

3.5

(.7)

0%

11%

26%

63%

19

3.5

(.7)

Assessment and Diagnosis

PES Final Report

An Update Study of the Practice of Licensed Psychologists

358

Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

3%

8%

United States

Summary Statistics

Not

Min

Mod

High

Summary Statistics

%

n

Mean

SD

%

%

%

%

n

Mean

SD

36%

53%

156

3.4

(.8)

0%

5%

29%

67%

21

3.6

(.6)

34%

39%

15%

155

2.6

(.9)

0%

29%

48%

24%

21

3.0

(.7)

15%

42%

36%

157

3.1

(.9)

0%

5%

57%

38%

21

3.3

(.6)

8%

29%

61%

157

3.5

(.7)

5%

0%

38%

57%

21

3.5

(.7)

21%

32%

44%

156

3.2

(.9)

0%

10%

29%

62%

21

3.5

(.7)

16%

37%

44%

158

3.2

(.8)

0%

10%

38%

52%

21

3.4

(.7)

suicide evaluation), and the adaptation of these tests for use
with various populations

Issues of differential diagnosis and integration of nonpsychological information (e.g., medical evaluations,
educational history, genomics) into psychological assessment

Instruments and methods for the measurement of characteristics
and performance of jobs, organizations and systems of care,
and educational and other social institutions (e.g., performance
appraisal, academic skill development , job analysis, job
11%
evaluation, need assessment, functional analysis of behavior)
and for the measurement of the environmental/ecological
influences on individuals, groups or organizations
Criteria for selection and adaptation of assessment methods
(e.g., cultural appropriateness, trans-cultural adaptation,
language accommodation, cost effectiveness, incremental
6%
validity, relevance to referral concern, evidence-based
knowledge of assessment
Classification systems (e.g., DSM, WHO, ICD) and their
underlying rationales and limitations for evaluating client
3%
functioning; dimensional vs. categorical approaches to
diagnosis
Factors influencing interpretation of data and decision-making
(e.g., base rates, group differences, cultural biases and
4%
differences, heuristics, evidence base)
Epidemiology of behavioral disorders, base rates of disorders in
clinical or demographic populations; comorbidity of mental
illness with substance abuse; comorbidity of behavioral
disorders with medical disorders; comorbidity rates, age ranges
affected; natural history disorders
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Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

6%

21%

6%

Treatment decision making based on best available data (e.g.,
matching treatment to assessment/diagnosis, matching
client/patient and therapist characteristics, cost and benefit,
readiness to change)

United States

Summary Statistics

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

n

Mean

SD

46%

28%

158

3.0

(.8)

0%

24%

43%

33%

21

3.1

(.8)

31%

37%

26%

157

2.8

(.9)

5%

33%

29%

33%

21

2.9

(.9)

2%

4%

33%

61%

157

3.5

(.7)

0%

5%

32%

63%

19

3.6

(.6)

Contemporary theories/models of treatment/intervention and
their evidence base

2%

6%

35%

57%

157

3.5

(.7)

0%

16%

26%

58%

19

3.4

(.8)

Treatment techniques/interventions and the evidence for their
comparative efficacy and effectiveness for specific disorders or
functional concerns

1%

5%

30%

64%

157

3.6

(.7)

0%

11%

42%

47%

19

3.4

(.7)

Adaptation of techniques for prevention and intervention with
special populations (e.g., refugees, forensic, survivors of
catastrophic injuries, linguistic and cultural minorities)

3%

11%

52%

34%

156

3.2

(.7)

0%

16%

42%

42%

19

3.3

(.7)

Interventions to enhance growth and performance of
individuals, couples, families, groups, systems, and
organizations (e.g., enhancement of athletic performance,
conflict resolution skills, career performance, coaching,
organizational development and change, training and
development, effects of work/overwork, human resource
management interventions)

7%

33%

41%

19%

156

2.7

(.9)

0%

16%

68%

16%

19

3.0

(.6)

Methods for the measurement of individual, couples, family,
group, and organizational change due to intervention or
prevention efforts (e.g., continuous monitoring, behavioral
analysis, pre-, post-, and follow-up assessment, detection of
relapse, patient compliance, organizational benchmarking,
response to intervention (RTI))
Use of computers, the internet, and related technology in
implementing tests, surveys, and other forms of assessment and
diagnostic evaluation; validity, cost effectiveness, consumer
acceptability, privacy issues and confidentiality

Summary Statistics

Treatment, Intervention, Prevention, and Supervision
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Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

Consultation models and processes for individuals, couples,
families, groups, organizations, and communities

6%

32%

Academic and vocational counseling

14%

Adjunctive interventions (e.g., support groups, individual selfhelp, indigenous support systems, spirituality)

United States

Summary Statistics

Not

Min

Mod

High

%

n

SD

%

%

%

%

n

49%

13%

156

2.7

(.8)

0%

16%

58%

26%

19

3.1

(.7)

41%

38%

7%

152

2.4

(.8)

6%

33%

44%

17%

18

2.7

(.8)

8%

35%

44%

14%

153

2.6

(.8)

5%

32%

32%

32%

19

2.9

(.9)

Telecommunication-assisted psychological assessment,
intervention, research, and documentation

16%

42%

32%

9%

153

2.3

(.9)

0%

56%

33%

11%

18

2.6

(.7)

Healthcare systems, structures, and economics, and how these
impact intervention choice (e.g., funding sources and trends,
cost/benefit considerations, medical cost-offset; health care
resource allocation)

9%

30%

41%

21%

155

2.7

(.9)

0%

32%

47%

21%

19

2.9

(.7)

Health promotion, risk reduction, resilience and wellness
activities and methods

5%

26%

42%

27%

156

2.9

(.9)

11%

11%

37%

42%

19

3.1

(1.0)

Contemporary theories/models of supervision and their
evidence base

6%

28%

41%

25%

156

2.8

(.9)

11%

26%

42%

21%

19

2.7

(.9)

Sampling and data collection (e.g., recruitment, instrument
selection and calibration, questionnaire design, proximal-distal
data collection, role of culture and other individual difference
variables in choosing methods)

10%

24%

43%

24%

157

2.8

(.9)

5%

25%

45%

25%

20

2.9

(.9)

Design of case studies, correlational, quasi-experimental and
experimental studies (e.g., hypothesis generation; randomized
controlled trials; cross-sequential designs, efficacy and
effectiveness trials)

10%

25%

39%

27%

155

2.8

(.9)

5%

20%

50%

25%

20

3.0

(.8)

Analytic methods

8%

26%

35%

31%

154

2.9

(.9)

5%

30%

50%

15%

20

2.8

(.8)

Statistical interpretation (e.g., power, effect size, causation vs.
association, sensitivity and specificity, generalizability, clinical
versus statistical significance)

7%

15%

37%

41%

156

3.1

(.9)

5%

20%

55%

20%

20

2.9

(.8)

Mean

Summary Statistics
Mean

SD

Research Methods and Statistics
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Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

Critical appraisal and application of research findings (e.g.,
adequacy of design and statistics, limitations to generalizations,
threats to internal and external validity, design flaws, level of
evidence)

4%

11%

Evaluation strategies and techniques (e.g., needs assessment,
process/implementation evaluation, formative and summative
assessment program evaluation, outcome evaluation, costbenefit analysis)

8%

Considerations underlying community involvement and
participation in research, particularly for underrepresented
populations (e.g. use of community advisory boards,
community involvement and research planning)
Dissemination and presentation of research findings (e.g.,
publication standards)

United States

Summary Statistics

Not

Min

Mod

High

Summary Statistics

%

n

Mean

SD

%

%

%

%

n

Mean

SD

37%

48%

157

3.3

(.8)

5%

20%

45%

30%

20

3.0

(.9)

22%

51%

19%

156

2.8

(.8)

5%

40%

35%

20%

20

2.7

(.9)

11%

37%

39%

13%

155

2.5

(.9)

15%

35%

25%

25%

20

2.6

(1.0)

11%

31%

29%

29%

157

2.8

(1.0)

10%

40%

25%

25%

20

2.7

(1.0)

Ethical principles/codes of psychologists (APA, CPA), and
codes of conduct (e.g., ASPPB)

0%

0%

3%

97%

62

4.0

(.2)

1%

1%

3%

95%

115

3.9

(.4)

Professional standards for the practice of psychology (e.g.,
standards for providers of psychology services, standards for
educational and psychological testing)

1%

1%

4%

95%

157

3.9

(.3)

0%

0%

0%

100%

20

4.0

(.0)

Federal, state and/or provincial laws/statutes and/or judicial
decisions that affect psychological practice

1%

1%

6%

92%

155

3.9

(.4)

0%

0%

0%

100%

20

4.0

(.0)

Potential ethical dilemmas (e.g., practice management,
supervision, multiple relationships that impair judgment,
problems and ethics of practice on the internet, group and
family counseling); ethical issues associated with specific areas
of practice (e.g., forensic, law enforcement,
psychopharmacology, dealing with third party payors)

0%

3%

14%

83%

156

3.8

(.5)

0%

0%

30%

70%

20

3.7

(.5)

Ethical/Legal/Professional Issues
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Country
United States

Criticality of knowledge

Not

Min

Mod

High

%

%

%

Models of ethical decision-making process (e.g., Josephson’s
“Five Steps of Principled Reasoning,” Rest model of ethical
decisions, consensus model)

0%

3%

Models and approaches for professional development (e.g.,
methods for developing, updating, and enhancing knowledge in
proficiencies and specialties, peer consultation and supervision;
appropriateness of credentials)

10%

Consideration of social, legal, ethical, and policy implications
of emerging issues (e.g., neuroethics, genetics, end of life
issues)

United States

Summary Statistics

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

n

Mean

SD

10%

88%

157

3.9

(.4)

0%

0%

5%

95%

20

4.0

(.2)

16%

32%

42%

155

3.1

(1.0)

0%

16%

26%

58%

19

3.4

(.8)

5%

15%

43%

38%

157

3.1

(.8)

5%

10%

50%

35%

20

3.2

(.8)

Patient’s/client’s rights (e.g., informed assent and consent, right
to refuse treatment in least restrictive environment, privacy,
privileged communication)

6%

21%

40%

33%

156

3.0

(.9)

0%

30%

35%

35%

20

3.1

(.8)

Ethical issues in the conduct of research (e.g., protection of
human participants, secondary use of data, conflict of interest)

0%

1%

7%

92%

157

3.9

(.3)

0%

0%

14%

86%

21

3.9

(.4)

Ethical issues in supervision (e.g., multiple role relationships,
client welfare, availability to supervisee)

0%

8%

20%

72%

156

3.6

(.6)

0%

10%

38%

52%

21

3.4

(.7)
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Summary Statistics

Usage Ratings of Knowledge by Years Licensed/Registered
0=Do not have, 1=Recognize/recall, 2=Apply/interpret/integrate
Country
United States

Usage of Knowledge

United States

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

6%

36%

58%

166

3%

47%

50%

30

4%

37%

58%

166

7%

33%

60%

30

Results from multi-center trials and guidelines for
pharmacological, somatic, and combined treatment of
psychological and neuropsychological disorders

17%

44%

39%

164

24%

45%

31%

29

Behavioral genetics, transmission and expression of
genetic information and its modification (e.g., geneenvironment interactions) and the role of this information
in understanding diseases and disorders (e.g., substance
abuse disorders, Huntington's, pervasive developmental
disorders, Alzheimer's) with consideration of comorbidities and population differences in genetic
information

18%

48%

34%

163

28%

45%

28%

29

Interaction of developmental, gender, ethnic, cultural,
environmental, and experiential factors with the biological
and neural bases of behavior

4%

28%

68%

159

3%

24%

72%

29

Applications and limitations of brain imaging methods that
describe structure and function; electrophysiological
methods (e.g., biofeedback, evoked potentials);
therapeutic drug monitoring techniques; genetic screening
methodologies

29%

49%

22%

164

34%

45%

21%

29

Elements of cognition (e.g., sensation and perception,
attention, learning (adult learning theory and other
contemporary models), memory, language (reception and
expression), intelligence, information processing,
problem-solving, executive function)

1%

14%

85%

170

0%

17%

83%

30

Major research-based theories and models of intelligence
(e.g., Wechsler, Naglieri) and their application

1%

37%

62%

169

3%

27%

70%

30

Biological Bases of Behavior
Correlates and determinants of the biological and neural
bases of behavior (e.g., neuroanatomy, neurophysiology,
neuroendocrinology) pertaining to perception, cognition,
personality, and mood and affect in normal, acute and
chronic disordered states, (e.g., pain, stroke, focal lesion,
traumatic brain injury, toxic metabolic states); and/or acute
and chronic disease (e.g., diabetes, mood and psychotic
spectrum disorders, dementias)
Drug classification of therapeutic agents and drugs of
abuse (e.g., anxiolytics, antidepressants, antipsychotics,
mood stabilizers, cognitive-enhancing agents, opiates,
psychostimulants); pharmacokinetics (administration,
distribution, metabolism, elimination) and
pharmacodynamics as they relate to the desired and nondesired, acute and chronic effects of therapeutic drugs,
abused drugs, and common interactions with other drugs,
foods, and herbal or alternative remedies

Cognitive-Affective Bases of Behavior
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Country
United States

Usage of Knowledge

United States

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

Major research-based theories, models, and principles of
learning and their application (e.g., contingency
reinforcement, interventions, cognitive behavioral therapy,
training strategies, sports performance strategies)

1%

15%

84%

168

0%

10%

90%

29

Major research-based theories and models of memory (e.g.,
multiple memory systems, expectancy theory,
constructivist theory, levels of processing) and their
application (e.g., use of mnemonics, neurorehabilitation
following injury or in disease states).

5%

55%

40%

170

3%

53%

43%

30

Major research-based theories and models of motivation
and emotion (e.g., need/value approaches, cognitive
appraisal, James-Lange theory of emotion) and their
application (e.g., self-regulation, work motivation, anger
management, social skills training, sports performance

3%

41%

56%

170

0%

27%

73%

30

Interrelationships among cognitions/beliefs, behavior,
affect, temperament, and mood (e.g., healthy functioning,
performance anxiety, performance enhancement, job
satisfaction, stress, and depression)

1%

15%

83%

169

0%

7%

93%

30

Influence of psychosocial factors (e.g., life span
development, gender, diversity characteristics) on
beliefs/cognitions and behaviors

1%

17%

82%

168

0%

10%

90%

30

Social cognition and perception (e.g., categorization and
attribution theories, person perception, development of
stereotypes, prejudice)

3%

43%

54%

170

0%

47%

53%

30

Social interaction (e.g., interpersonal relationships,
attraction, aggression, altruism, organizational justice,
verbal and non-verbal communication, internet
communication)

2%

32%

67%

168

0%

23%

77%

30

Group/team dynamics and organizational structures (e.g.,
school, work, and family systems, job satisfaction, team
functioning, conformity, persuasion) and social influences
on individual functioning

5%

42%

53%

170

7%

40%

53%

30

Environmental/ecological psychology (e.g., personenvironment fit, job design, rural-urban contexts)

31%

48%

21%

167

37%

43%

20%

30

Evolutionary perspectives on social behavior (e.g., mate
selection, empathy)

19%

58%

23%

166

20%

57%

23%

30

Major research-based theories of personality (e.g.,
psychodynamic, humanistic/existential, cognitive,
behavioral, trait theory, interpersonal)

0%

21%

79%

170

0%

13%

87%

30

Social-contextual issues (e.g., privilege/oppression, crosscultural comparisons, political differences, international
and global awareness, religion and spirituality)

8%

33%

58%

168

7%

47%

47%

30

Social and Cultural Bases of Behavior
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Country
United States

Usage of Knowledge

United States

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

Impact of race/ethnicity on psychosocial, political, and
economic development of individuals, families, groups,
organizations, and communities (e.g., theories of
racial/ethnic identity; effects of culture on motivation and
communication)

4%

28%

68%

170

10%

37%

53%

30

Causes, manifestations, effects of oppression (e.g., racism,
sexism, heterosexism, ethnic conflicts, colonization,
classism, political persecution)

9%

36%

55%

170

27%

27%

47%

30

Sexual orientation and identity (e.g., sexual identity
development, workplace identity management,
heterosexual/gay/lesbian/bisexual perspectives, parenting
and family constellations)

5%

32%

63%

170

0%

30%

70%

30

Psychology of gender (e.g., women/men/transgender,
gender identity development)

8%

39%

53%

169

7%

48%

45%

29

Disability and rehabilitation issues (e.g., psychological
impact of disability on individuals and families, conceptual
14%
models and assumption of disability, incorporation or
inclusion of persons with disabilities in the workplace)

33%

54%

168

13%

33%

53%

30

Acculturation of immigrant, refugee and political asylum
seeking populations (e.g., stages of acculturation models,
trauma, mental health)

25%

48%

28%

167

43%

37%

20%

30

Culturally mediated communication patterns

22%

38%

39%

169

40%

37%

23%

30

Normal growth and development (biological, physical,
sexual functioning, cognitive, perceptual, social,
personality, moral/spiritual, emotional, career
development, and end of life issues) across the full lifespan

0%

19%

81%

170

0%

13%

87%

30

Influence of individual-environment interaction over time
(e.g., the relationship between the individual and the social,
academic, or work environment) on development

4%

35%

61%

168

7%

47%

47%

30

Major research-based theories of development

2%

43%

55%

170

7%

27%

67%

30

Influence of culture on development (e.g., cultural
moderation of individual-environment interactions,
acculturation and development)

5%

39%

56%

166

7%

57%

37%

30

Family development and functioning and its impact on the
individual across the full lifespan

4%

30%

66%

169

3%

33%

63%

30

7%

35%

58%

170

17%

30%

53%

30

6%

24%

70%

170

7%

13%

80%

30

Growth and Lifespan Development

Family configuration (e.g., single parent, reconstituted,
extended, gay/lesbian) and its effects on child and
adolescent development
Normative and non-normative life event changes (e.g.,
injury, trauma, illness, interpersonal loss, birth of a child,
retirement) that can influence the normal course of
development
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Country
United States

Usage of Knowledge

United States

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

System factors that predict a problematic developmental
course (e.g., nutritional deficiencies, poor prenatal care,
poor health care, lack of social support, poverty, exposure
to violence and abuse/victimization)

6%

32%

62%

170

7%

27%

67%

30

Disorders/diseases (e.g., cognitive, genetic, psychological)
that impact expected course of development over the full
lifespan

5%

28%

68%

170

3%

33%

63%

30

Psychometric theory (e.g., classical test theory, item
response theory), generalizability theory, item and test
characteristics and related concepts (e.g., test construction
and standardization procedures, reliability and validity,
sensitivity and specificity, examination of test fairness and
bias, test and item characteristics)

5%

33%

62%

170

0%

24%

76%

29

Assessment theories and models (e.g., psychometric,
behavioral, ecological, neuropsychological)

3%

34%

63%

169

0%

24%

76%

29

Assessment methods (e.g., standardized administration,
assessment centers, self-report, report by others,
psychophysiological, work sample, direct observation,
structured and semi-structured interviews)

1%

23%

76%

170

0%

14%

86%

29

16%

82%

170

0%

17%

83%

29

17%

79%

169

0%

21%

79%

28

45%

28%

169

21%

48%

31%

29

36%

54%

170

17%

31%

52%

29

15%

83%

170

0%

18%

82%

28

Assessment and Diagnosis

Tests for the measurement of characteristics and behaviors
of individuals (e.g., social, relational, emotional, and
behavioral functioning; cognitive and neuropsychological
functioning; ability, aptitude, and achievement;
personality; vocational interest; health behavior;
2%
assessment of symptom validity, competence, criminal
responsibility, risk of future violence, suicide evaluation),
and the adaptation of these tests for use with various
populations
Issues of differential diagnosis and integration of nonpsychological information (e.g., medical evaluations,
4%
educational history, genomics) into psychological
assessment
Instruments and methods for the measurement of
characteristics and performance of jobs, organizations and
systems of care, and educational and other social
institutions (e.g., performance appraisal, academic skill
27%
development , job analysis, job evaluation, need
assessment, functional analysis of behavior) and for the
measurement of the environmental/ecological influences
on individuals, groups or organizations
Criteria for selection and adaptation of assessment methods
(e.g., cultural appropriateness, trans-cultural adaptation,
language accommodation, cost effectiveness, incremental
9%
validity, relevance to referral concern, evidence-based
knowledge of assessment
Classification systems (e.g., DSM, WHO, ICD) and their
underlying rationales and limitations for evaluating client
2%
functioning; dimensional vs. categorical approaches to
diagnosis
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Country
United States

Usage of Knowledge

United States

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

4%

33%

63%

169

3%

31%

66%

29

3%

36%

61%

169

3%

45%

52%

29

15%

40%

45%

170

17%

59%

24%

29

Use of computers, the internet, and related technology in
implementing tests, surveys, and other forms of assessment
18%
and diagnostic evaluation; validity, cost effectiveness,
consumer acceptability, privacy issues and confidentiality

36%

46%

169

34%

28%

38%

29

Factors influencing interpretation of data and decisionmaking (e.g., base rates, group differences, cultural biases
and differences, heuristics, evidence base)
Epidemiology of behavioral disorders, base rates of
disorders in clinical or demographic populations;
comorbidity of mental illness with substance abuse;
comorbidity of behavioral disorders with medical
disorders; comorbidity rates, age ranges affected; natural
history disorders
Methods for the measurement of individual, couples,
family, group, and organizational change due to
intervention or prevention efforts (e.g., continuous
monitoring, behavioral analysis, pre-, post-, and follow-up
assessment, detection of relapse, patient compliance,
organizational benchmarking, response to intervention
(RTI))

Treatment, Intervention, Prevention, and
Supervision
Treatment decision making based on best available data
(e.g., matching treatment to assessment/diagnosis,
matching client/patient and therapist characteristics, cost
and benefit, readiness to change)

2%

15%

83%

169

3%

10%

86%

29

Contemporary theories/models of treatment/intervention
and their evidence base

2%

23%

74%

168

7%

21%

72%

29

Treatment techniques/interventions and the evidence for
their comparative efficacy and effectiveness for specific
disorders or functional concerns

2%

24%

73%

169

3%

14%

83%

29

Adaptation of techniques for prevention and intervention
with special populations (e.g., refugees, forensic, survivors
of catastrophic injuries, linguistic and cultural minorities)

20%

39%

41%

169

17%

45%

38%

29

Interventions to enhance growth and performance of
individuals, couples, families, groups, systems, and
organizations (e.g., enhancement of athletic performance,
conflict resolution skills, career performance, coaching,
organizational development and change, training and
development, effects of work/overwork, human resource
management interventions)

25%

42%

34%

166

31%

41%

28%

29

Consultation models and processes for individuals,
couples, families, groups, organizations, and communities

19%

38%

43%

167

17%

55%

28%

29

Academic and vocational counseling

30%

40%

31%

167

28%

55%

17%

29

Adjunctive interventions (e.g., support groups, individual
self-help, indigenous support systems, spirituality)

13%

32%

55%

165

29%

32%

39%

28
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Country
United States

Usage of Knowledge

United States

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

Telecommunication-assisted psychological assessment,
intervention, research, and documentation

45%

29%

26%

167

52%

37%

11%

27

Healthcare systems, structures, and economics, and how
these impact intervention choice (e.g., funding sources and
trends, cost/benefit considerations, medical cost-offset;
health care resource allocation)

26%

33%

42%

166

46%

39%

14%

28

Health promotion, risk reduction, resilience and wellness
activities and methods

11%

31%

59%

167

21%

41%

38%

29

Contemporary theories/models of supervision and their
evidence base

16%

36%

48%

169

17%

41%

41%

29

Sampling and data collection (e.g., recruitment, instrument
selection and calibration, questionnaire design, proximaldistal data collection, role of culture and other individual
difference variables in choosing methods)

7%

54%

39%

170

13%

67%

20%

30

Design of case studies, correlational, quasi-experimental
and experimental studies (e.g., hypothesis generation;
randomized controlled trials; cross-sequential designs,
efficacy and effectiveness trials)

4%

58%

38%

169

7%

73%

20%

30

Analytic methods

7%

56%

37%

170

3%

73%

23%

30

Statistical interpretation (e.g., power, effect size, causation
vs. association, sensitivity and specificity, generalizability,
clinical versus statistical significance)

4%

48%

48%

169

3%

50%

47%

30

Critical appraisal and application of research findings (e.g.,
adequacy of design and statistics, limitations to
generalizations, threats to internal and external validity,
design flaws, level of evidence)

4%

44%

52%

169

7%

38%

55%

29

Evaluation strategies and techniques (e.g., needs
assessment, process/implementation evaluation, formative
and summative assessment program evaluation, outcome
evaluation, cost-benefit analysis)

11%

53%

36%

170

17%

57%

27%

30

Considerations underlying community involvement and
participation in research, particularly for underrepresented
populations (e.g. use of community advisory boards,
community involvement and research planning)

24%

51%

25%

169

33%

50%

17%

30

Dissemination and presentation of research findings (e.g.,
publication standards)

8%

52%

40%

169

23%

47%

30%

30

0%

0%

100%

69

0%

5%

95%

128

Research Methods and Statistics

Ethical/Legal/Professional Issues
Ethical principles/codes of psychologists (APA, CPA), and
codes of conduct (e.g., ASPPB)
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Country
United States

Usage of Knowledge

United States

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

Professional standards for the practice of psychology (e.g.,
standards for providers of psychology services, standards
for educational and psychological testing)

0%

4%

96%

169

0%

0%

100%

29

Federal, state and/or provincial laws/statutes and/or judicial
decisions that affect psychological practice

0%

4%

96%

169

0%

0%

100%

30

Potential ethical dilemmas (e.g., practice management,
supervision, multiple relationships that impair judgment,
problems and ethics of practice on the internet, group and
family counseling); ethical issues associated with specific
areas of practice (e.g., forensic, law enforcement,
psychopharmacology, dealing with third party payors)

0%

13%

87%

169

0%

10%

90%

30

Models of ethical decision-making process (e.g.,
Josephson’s “Five Steps of Principled Reasoning,” Rest
model of ethical decisions, consensus model)

0%

7%

93%

168

0%

3%

97%

30

36%

38%

169

13%

33%

53%

30

24%

68%

170

13%

30%

57%

30

Models and approaches for professional development (e.g.,
methods for developing, updating, and enhancing
knowledge in proficiencies and specialties, peer
26%
consultation and supervision; appropriateness of
credentials)
Consideration of social, legal, ethical, and policy
implications of emerging issues (e.g., neuroethics, genetics, 8%
end of life issues)
Patient’s/client’s rights (e.g., informed assent and consent,
right to refuse treatment in least restrictive environment,
privacy, privileged communication)

8%

40%

51%

168

23%

40%

37%

30

Ethical issues in the conduct of research (e.g., protection of
human participants, secondary use of data, conflict of
interest)

1%

7%

92%

170

0%

0%

100%

30

Ethical issues in supervision (e.g., multiple role
relationships, client welfare, availability to supervisee)

2%

41%

57%

170

7%

37%

57%

30

0=Do not have, 1= Recognize/recall, 2=Apply/interpret/integrate
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Appendix 12
Knowledge Acquisition, Criticality, and Usage Ratings of Recently
and Less-recently Licensed/Registered Respondents
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Acquisition Ratings of Knowledge by Years Licensed/Registered
0=Not necessary, 1=Before licensure/registration 2=After licensure/registration, but before specialization, 3=After specialization
Years Licensed/Registered
1 – 3 years

Acquisition of knowledge

4or more years

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

1%

82%

11%

5%

131

2%

78%

15%

5%

246

2%

78%

17%

4%

131

2%

72%

19%

8%

247

Results from multi-center trials and guidelines for
pharmacological, somatic, and combined treatment of
psychological and neuropsychological disorders

7%

59%

22%

12%

128

6%

50%

25%

18%

245

Behavioral genetics, transmission and expression of
genetic information and its modification (e.g., geneenvironment interactions) and the role of this information
in understanding diseases and disorders (e.g., substance
abuse disorders, Huntington's, pervasive developmental
disorders, Alzheimer's) with consideration of comorbidities and population differences in genetic
information

7%

61%

18%

14%

131

5%

59%

21%

14%

242

Interaction of developmental, gender, ethnic, cultural,
environmental, and experiential factors with the biological
and neural bases of behavior

2%

88%

8%

3%

128

3%

87%

8%

2%

243

Applications and limitations of brain imaging methods that
describe structure and function; electrophysiological
methods (e.g., biofeedback, evoked potentials);
11%
therapeutic drug monitoring techniques; genetic screening
methodologies

37%

34%

18%

131

7%

33%

32%

29%

246

Biological Bases of Behavior
Correlates and determinants of the biological and neural
bases of behavior (e.g., neuroanatomy, neurophysiology,
neuroendocrinology) pertaining to perception, cognition,
personality, and mood and affect in normal, acute and
chronic disordered states, (e.g., pain, stroke, focal lesion,
traumatic brain injury, toxic metabolic states); and/or acute
and chronic disease (e.g., diabetes, mood and psychotic
spectrum disorders, dementias)
Drug classification of therapeutic agents and drugs of
abuse (e.g., anxiolytics, antidepressants, antipsychotics,
mood stabilizers, cognitive-enhancing agents, opiates,
psychostimulants); pharmacokinetics (administration,
distribution, metabolism, elimination) and
pharmacodynamics as they relate to the desired and nondesired, acute and chronic effects of therapeutic drugs,
abused drugs, and common interactions with other drugs,
foods, and herbal or alternative remedies

Cognitive-Affective Bases of Behavior
Elements of cognition (e.g., sensation and perception,
attention, learning (adult learning theory and other
contemporary models), memory, language (reception and
expression), intelligence, information processing,
problem-solving, executive function)

1%

92%

6%

1%

134

0%

97%

3%

0%

249

Major research-based theories and models of intelligence
(e.g., Wechsler, Naglieri) and their application

2%

93%

2%

2%

134

0%

96%

3%

0%

249
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Years Licensed/Registered
1 – 3 years

Acquisition of knowledge

4or more years

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

Major research-based theories, models, and principles of
learning and their application (e.g., contingency
reinforcement, interventions, cognitive behavioral therapy,
training strategies, sports performance strategies)

2%

92%

6%

0%

133

0%

97%

2%

1%

245

Major research-based theories and models of memory
(e.g., multiple memory systems, expectancy theory,
constructivist theory, levels of processing) and their
application (e.g., use of mnemonics, neurorehabilitation
following injury or in disease states)

2%

69%

22%

7%

134

4%

70%

21%

4%

247

Major research-based theories and models of motivation
and emotion (e.g., need/value approaches, cognitive
appraisal, James-Lange theory of emotion) and their
application (e.g., self-regulation, work motivation, anger
management, social skills training, sports performance

2%

89%

8%

2%

132

1%

92%

6%

1%

248

Interrelationships among cognitions/beliefs, behavior,
affect, temperament, and mood (e.g., healthy functioning,
performance anxiety, performance enhancement, job
satisfaction, stress, and depression)

1%

94%

4%

1%

134

0%

95%

4%

0%

246

Influence of psychosocial factors (e.g., life span
development, gender, diversity characteristics) on
beliefs/cognitions and behaviors

2%

95%

4%

0%

133

1%

96%

2%

0%

246

Social cognition and perception (e.g., categorization and
attribution theories, person perception, development of
stereotypes, prejudice)

1%

97%

1%

1%

135

2%

94%

3%

2%

248

Social interaction (e.g., interpersonal relationships,
attraction, aggression, altruism, organizational justice,
verbal and non-verbal communication, internet
communication)

1%

93%

5%

2%

133

3%

91%

5%

1%

243

Group/team dynamics and organizational structures (e.g.,
school, work, and family systems, job satisfaction, team
functioning, conformity, persuasion) and social influences
on individual functioning

4%

76%

16%

4%

135

2%

79%

15%

4%

246

Environmental/ecological psychology (e.g., personenvironment fit, job design, rural-urban contexts)

12%

37%

37%

13%

134

12%

47%

23%

18%

247

Evolutionary perspectives on social behavior (e.g., mate
selection, empathy)

14%

61%

22%

2%

132

15%

64%

12%

9%

245

Major research-based theories of personality (e.g.,
psychodynamic, humanistic/existential, cognitive,
behavioral, trait theory, interpersonal)

0%

99%

0%

1%

134

1%

98%

1%

0%

245

Social-contextual issues (e.g., privilege/oppression, crosscultural comparisons, political differences, international
and global awareness, religion and spirituality)

4%

87%

5%

4%

134

8%

78%

10%

4%

246

Social and Cultural Bases of Behavior
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Years Licensed/Registered
1 – 3 years

Acquisition of knowledge

4or more years

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

Impact of race/ethnicity on psychosocial, political, and
economic development of individuals, families, groups,
organizations, and communities (e.g., theories of
racial/ethnic identity; effects of culture on motivation and
communication)

4%

92%

3%

1%

135

5%

87%

7%

1%

247

Causes, manifestations, effects of oppression (e.g., racism,
sexism, heterosexism, ethnic conflicts, colonization,
classism, political persecution)

4%

85%

9%

2%

135

9%

74%

13%

4%

248

Sexual orientation and identity (e.g., sexual identity
development, workplace identity management,
heterosexual/gay/lesbian/bisexual perspectives, parenting
and family constellations)

1%

91%

5%

2%

135

2%

86%

9%

2%

248

Psychology of gender (e.g., women/men/transgender,
gender identity development)

2%

85%

11%

1%

135

4%

76%

15%

4%

247

Disability and rehabilitation issues (e.g., psychological
impact of disability on individuals and families,
conceptual models and assumption of disability,
incorporation or inclusion of persons with disabilities in
the workplace)

0%

62%

31%

7%

133

2%

54%

30%

14%

245

Acculturation of immigrant, refugee and political asylum
seeking populations (e.g., stages of acculturation models,
trauma, mental health)

4%

57%

31%

9%

134

7%

45%

32%

16%

244

Culturally mediated communication patterns

4%

68%

22%

6%

134

9%

59%

22%

11%

246

Normal growth and development (biological, physical,
sexual functioning, cognitive, perceptual, social,
personality, moral/spiritual, emotional, career
development, and end of life issues) across the full lifespan

0%

97%

2%

1%

135

0%

99%

1%

0%

245

Influence of individual-environment interaction over time
(e.g., the relationship between the individual and the
social, academic, or work environment) on development

1%

87%

10%

1%

135

2%

80%

15%

3%

244

Major research-based theories of development

0%

97%

2%

1%

135

1%

93%

5%

1%

246

Influence of culture on development (e.g., cultural
moderation of individual-environment interactions,
acculturation and development)

1%

92%

6%

1%

135

3%

82%

12%

3%

244

Family development and functioning and its impact on the
individual across the full lifespan

0%

89%

10%

1%

135

0%

91%

7%

1%

245

0%

82%

16%

2%

135

2%

80%

15%

3%

246

0%

84%

15%

1%

135

1%

86%

9%

4%

243

Growth and Lifespan Development

Family configuration (e.g., single parent, reconstituted,
extended, gay/lesbian) and its effects on child and
adolescent development
Normative and non-normative life event changes (e.g.,
injury, trauma, illness, interpersonal loss, birth of a child,
retirement) that can influence the normal course of
development
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Years Licensed/Registered
1 – 3 years

Acquisition of knowledge

4or more years

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

System factors that predict a problematic developmental
course (e.g., nutritional deficiencies, poor prenatal care,
poor health care, lack of social support, poverty, exposure
to violence and abuse/victimization)

1%

87%

11%

1%

134

1%

82%

12%

5%

246

Disorders/diseases (e.g., cognitive, genetic, psychological)
that impact expected course of development over the full
lifespan

0%

85%

11%

5%

133

2%

80%

13%

5%

244

Psychometric theory (e.g., classical test theory, item
response theory), generalizability theory, item and test
characteristics and related concepts (e.g., test construction
and standardization procedures, reliability and validity,
sensitivity and specificity, examination of test fairness and
bias, test and item characteristics)

1%

90%

7%

2%

134

0%

94%

5%

1%

244

Assessment theories and models (e.g., psychometric,
behavioral, ecological, neuropsychological)

0%

92%

7%

1%

134

0%

93%

5%

1%

246

Assessment methods (e.g., standardized administration,
assessment centers, self-report, report by others,
psychophysiological, work sample, direct observation,
structured and semi-structured interviews)

2%

87%

8%

2%

135

0%

94%

6%

0%

246

1%

83%

13%

4%

133

0%

83%

15%

2%

246

0%

84%

14%

2%

133

1%

80%

17%

2%

244

10%

30%

45%

15%

135

4%

36%

40%

20%

246

1%

79%

16%

4%

135

1%

68%

23%

8%

243

1%

96%

3%

0%

135

1%

88%

11%

0%

246

Assessment and Diagnosis

Tests for the measurement of characteristics and behaviors
of individuals (e.g., social, relational, emotional, and
behavioral functioning; cognitive and neuropsychological
functioning; ability, aptitude, and achievement;
personality; vocational interest; health behavior;
assessment of symptom validity, competence, criminal
responsibility, risk of future violence, suicide evaluation),
and the adaptation of these tests for use with various
populations
Issues of differential diagnosis and integration of nonpsychological information (e.g., medical evaluations,
educational history, genomics) into psychological
assessment
Instruments and methods for the measurement of
characteristics and performance of jobs, organizations and
systems of care, and educational and other social
institutions (e.g., performance appraisal, academic skill
development , job analysis, job evaluation, need
assessment, functional analysis of behavior) and for the
measurement of the environmental/ecological influences
on individuals, groups or organizations
Criteria for selection and adaptation of assessment
methods (e.g., cultural appropriateness, trans-cultural
adaptation, language accommodation, cost effectiveness,
incremental validity, relevance to referral concern,
evidence-based knowledge of assessment
Classification systems (e.g., DSM, WHO, ICD) and their
underlying rationales and limitations for evaluating client
functioning; dimensional vs. categorical approaches to
diagnosis
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Years Licensed/Registered
1 – 3 years

Acquisition of knowledge

4or more years

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

1%

88%

10%

1%

135

2%

84%

11%

3%

244

0%

87%

10%

3%

135

1%

75%

17%

6%

246

1%

67%

21%

10%

135

2%

55%

30%

13%

245

1%

60%

31%

7%

134

5%

64%

22%

9%

244

Treatment decision making based on best available data
(e.g., matching treatment to assessment/diagnosis,
matching client/patient and therapist characteristics, cost
and benefit, readiness to change)

1%

91%

7%

1%

135

1%

84%

14%

2%

243

Contemporary theories/models of treatment/intervention
and their evidence base

1%

96%

3%

0%

135

0%

92%

6%

2%

243

Treatment techniques/interventions and the evidence for
their comparative efficacy and effectiveness for specific
disorders or functional concerns

1%

84%

13%

1%

134

1%

82%

16%

1%

242

Adaptation of techniques for prevention and intervention
with special populations (e.g., refugees, forensic, survivors
of catastrophic injuries, linguistic and cultural minorities)

0%

44%

42%

14%

135

2%

36%

42%

19%

242

Interventions to enhance growth and performance of
individuals, couples, families, groups, systems, and
organizations (e.g., enhancement of athletic performance,
conflict resolution skills, career performance, coaching,
organizational development and change, training and
development, effects of work/overwork, human resource
management interventions)

5%

32%

43%

19%

134

5%

36%

38%

21%

243

Consultation models and processes for individuals,
couples, families, groups, organizations, and communities

3%

48%

37%

12%

134

5%

54%

31%

10%

242

Academic and vocational counseling

14%

25%

43%

18%

134

12%

30%

36%

23%

240

Adjunctive interventions (e.g., support groups, individual
self-help, indigenous support systems, spirituality)

5%

65%

26%

5%

133

9%

50%

26%

14%

242

Factors influencing interpretation of data and decisionmaking (e.g., base rates, group differences, cultural biases
and differences, heuristics, evidence base)
Epidemiology of behavioral disorders, base rates of
disorders in clinical or demographic populations;
comorbidity of mental illness with substance abuse;
comorbidity of behavioral disorders with medical
disorders; comorbidity rates, age ranges affected; natural
history disorders
Methods for the measurement of individual, couples,
family, group, and organizational change due to
intervention or prevention efforts (e.g., continuous
monitoring, behavioral analysis, pre-, post-, and follow-up
assessment, detection of relapse, patient compliance,
organizational benchmarking, response to intervention
(RTI))
Use of computers, the internet, and related technology in
implementing tests, surveys, and other forms of assessment
and diagnostic evaluation; validity, cost effectiveness,
consumer acceptability, privacy issues and confidentiality

Treatment, Intervention, Prevention, and
Supervision
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Years Licensed/Registered
1 – 3 years

Acquisition of knowledge

4or more years

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

Telecommunication-assisted psychological assessment,
intervention, research, and documentation

12%

37%

32%

19%

133

15%

29%

33%

23%

240

Healthcare systems, structures, and economics, and how
these impact intervention choice (e.g., funding sources and
trends, cost/benefit considerations, medical cost-offset;
health care resource allocation)

5%

44%

40%

10%

134

7%

34%

40%

18%

242

Health promotion, risk reduction, resilience and wellness
activities and methods

4%

68%

24%

4%

135

4%

57%

29%

10%

242

Contemporary theories/models of supervision and their
evidence base

4%

64%

25%

7%

134

4%

46%

36%

15%

240

Sampling and data collection (e.g., recruitment, instrument
selection and calibration, questionnaire design, proximaldistal data collection, role of culture and other individual
difference variables in choosing methods)

1%

93%

6%

0%

134

4%

82%

11%

4%

248

Design of case studies, correlational, quasi-experimental
and experimental studies (e.g., hypothesis generation;
randomized controlled trials; cross-sequential designs,
efficacy and effectiveness trials)

1%

90%

6%

2%

134

4%

86%

8%

2%

247

Analytic methods

1%

87%

8%

4%

134

3%

87%

7%

3%

246

Statistical interpretation (e.g., power, effect size, causation
vs. association, sensitivity and specificity, generalizability,
clinical versus statistical significance)

1%

94%

3%

2%

135

2%

92%

6%

1%

248

Critical appraisal and application of research findings (e.g.,
adequacy of design and statistics, limitations to
generalizations, threats to internal and external validity,
design flaws, level of evidence)

1%

96%

2%

1%

135

1%

91%

5%

2%

247

Evaluation strategies and techniques (e.g., needs
assessment, process/implementation evaluation, formative
and summative assessment program evaluation, outcome
evaluation, cost-benefit analysis)

3%

63%

26%

8%

133

3%

65%

26%

6%

248

Considerations underlying community involvement and
participation in research, particularly for underrepresented
populations (e.g. use of community advisory boards,
community involvement and research planning)

4%

55%

26%

16%

132

10%

47%

26%

18%

247

Dissemination and presentation of research findings (e.g.,
publication standards)

3%

75%

19%

3%

133

5%

77%

14%

4%

247

0%

100%

0%

0%

135

0%

99%

0%

0%

246

Research Methods and Statistics

Ethical/Legal/Professional Issues
Ethical principles/codes of psychologists (APA, CPA), and
codes of conduct (e.g., ASPPB)
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Years Licensed/Registered
1 – 3 years

Acquisition of knowledge

4or more years

0

1

2

3

SS

0

1

2

3

SS

%

%

%

%

n

%

%

%

%

n

Professional standards for the practice of psychology (e.g.,
standards for providers of psychology services, standards
for educational and psychological testing)

0%

100%

0%

0%

133

0%

98%

2%

0%

244

Federal, state and/or provincial laws/statutes and/or
judicial decisions that affect psychological practice

1%

94%

4%

1%

135

0%

88%

11%

1%

247

Potential ethical dilemmas (e.g., practice management,
supervision, multiple relationships that impair judgment,
problems and ethics of practice on the internet, group and
family counseling); ethical issues associated with specific
areas of practice (e.g., forensic, law enforcement,
psychopharmacology, dealing with third party payors)

0%

99%

1%

0%

135

0%

91%

8%

0%

248

Models of ethical decision-making process (e.g.,
Josephson’s “Five Steps of Principled Reasoning,” Rest
model of ethical decisions, consensus model)

7%

81%

10%

1%

135

10%

77%

11%

2%

247

1%

74%

22%

3%

134

4%

61%

30%

4%

247

2%

68%

24%

6%

135

4%

54%

27%

15%

248

Patient’s/client’s rights (e.g., informed assent and consent,
right to refuse treatment in least restrictive environment,
privacy, privileged communication)

0%

99%

1%

0%

135

0%

96%

4%

0%

248

Ethical issues in the conduct of research (e.g., protection of
human participants, secondary use of data, conflict of
interest)

0%

95%

4%

1%

134

1%

90%

6%

3%

248

Ethical issues in supervision (e.g., multiple role
relationships, client welfare, availability to supervisee)

0%

87%

10%

2%

135

0%

78%

19%

2%

247

Models and approaches for professional development (e.g.,
methods for developing, updating, and enhancing
knowledge in proficiencies and specialties, peer
consultation and supervision; appropriateness of
credentials)
Consideration of social, legal, ethical, and policy
implications of emerging issues (e.g., neuroethics,
genetics, end of life issues)

0=Not necessary, 1=Before licensure/registration 2=After licensure/registration, but before specialization, 3=After specialization
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Criticality Ratings of Knowledge by Years Licensed/Registered
Years Licensed/Registered
1 to 3 years
Not

Min

Mod

High

%

%

%

0%

12%

0%

Results from multi-center trials and guidelines for
pharmacological, somatic, and combined treatment of
psychological and neuropsychological disorders

4 or more years
Summary Statistics

Not

Min

Mod

High

Summary Statistics

%

n

Mean

SD

%

%

%

%

n

Mean

SD

52%

36%

58

3.2

(.7)

4%

12%

53%

32%

112

3.1

(.8)

17%

43%

40%

58

3.2

(.7)

2%

12%

43%

43%

111

3.3

(.7)

5%

30%

38%

27%

56

2.9

(.9)

9%

21%

50%

20%

110

2.8

(.9)

Behavioral genetics, transmission and expression of genetic
information and its modification (e.g., gene-environment
interactions) and the role of this information in understanding
diseases and disorders (e.g., substance abuse disorders,
Huntington's, pervasive developmental disorders, Alzheimer's)
with consideration of co-morbidities and population differences
in genetic information

7%

33%

40%

21%

58

2.7

(.9)

7%

41%

40%

13%

111

2.6

(.8)

Interaction of developmental, gender, ethnic, cultural,
environmental, and experiential factors with the biological and
neural bases of behavior

2%

9%

42%

47%

57

3.4

(.7)

4%

11%

43%

42%

112

3.2

(.8)

Biological Bases of Behavior
Correlates and determinants of the biological and neural bases
of behavior (e.g., neuroanatomy, neurophysiology,
neuroendocrinology) pertaining to perception, cognition,
personality, and mood and affect in normal, acute and chronic
disordered states, (e.g., pain, stroke, focal lesion, traumatic
brain injury, toxic metabolic states); and/or acute and chronic
disease (e.g., diabetes, mood and psychotic spectrum disorders,
dementias)
Drug classification of therapeutic agents and drugs of abuse
(e.g., anxiolytics, antidepressants, antipsychotics, mood
stabilizers, cognitive-enhancing agents, opiates,
psychostimulants); pharmacokinetics (administration,
distribution, metabolism, elimination) and pharmacodynamics
as they relate to the desired and non-desired, acute and chronic
effects of therapeutic drugs, abused drugs, and common
interactions with other drugs, foods, and herbal or alternative
remedies
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Years Licensed/Registered
1 to 3 years
Not

Min

Mod

High

%

%

%

9%

40%

Elements of cognition (e.g., sensation and perception, attention,
learning (adult learning theory and other contemporary
models), memory, language (reception and expression),
intelligence, information processing, problem-solving,
executive function)

3%

Major research-based theories and models of intelligence (e.g.,
Wechsler, Naglieri) and their application

4 or more years
Summary Statistics

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

n

Mean

SD

41%

10%

58

2.5

(.8)

13%

41%

38%

9%

112

2.4

(.8)

20%

21%

56%

61

3.3

(.9)

2%

15%

33%

50%

115

3.3

(.8)

3%

15%

31%

51%

61

3.3

(.8)

2%

18%

37%

43%

115

3.2

(.8)

Major research-based theories, models, and principles of
learning and their application (e.g., contingency reinforcement,
interventions, cognitive behavioral therapy, training strategies,
sports performance strategies)

2%

12%

25%

62%

60

3.5

(.8)

2%

8%

29%

62%

115

3.5

(.7)

Major research-based theories and models of memory (e.g.,
multiple memory systems, expectancy theory, constructivist
theory, levels of processing) and their application (e.g., use of
mnemonics, neurorehabilitation following injury or in disease
states)

3%

26%

38%

33%

61

3.0

(.9)

4%

26%

44%

25%

114

2.9

(.8)

Major research-based theories and models of motivation and
emotion (e.g., need/value approaches, cognitive appraisal,
James-Lange theory of emotion) and their application (e.g.,
self-regulation, work motivation, anger management, social
skills training, sports performance

3%

18%

38%

41%

61

3.2

(.8)

3%

19%

44%

34%

114

3.1

(.8)

Interrelationships among cognitions/beliefs, behavior, affect,
temperament, and mood (e.g., healthy functioning, performance
anxiety, performance enhancement, job satisfaction, stress, and
depression)

2%

8%

28%

62%

61

3.5

(.7)

1%

7%

37%

56%

115

3.5

(.7)

Applications and limitations of brain imaging methods that
describe structure and function; electrophysiological methods
(e.g., biofeedback, evoked potentials); therapeutic drug
monitoring techniques; genetic screening methodologies

Summary Statistics

Cognitive-Affective Bases of Behavior
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Years Licensed/Registered
1 to 3 years
Not

Min

Mod

High

%

%

%

0%

10%

Social cognition and perception (e.g., categorization and
attribution theories, person perception, development of
stereotypes, prejudice)

5%

Social interaction (e.g., interpersonal relationships, attraction,
aggression, altruism, organizational justice, verbal and nonverbal communication, internet communication)

4 or more years
Summary Statistics

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

n

Mean

SD

20%

70%

61

3.6

(.7)

2%

11%

38%

49%

115

3.3

(.7)

30%

33%

33%

61

2.9

(.9)

5%

27%

43%

24%

115

2.9

(.8)

3%

26%

34%

37%

62

3.0

(.9)

5%

25%

38%

32%

113

3.0

(.9)

Group/team dynamics and organizational structures (e.g.,
school, work, and family systems, job satisfaction, team
functioning, conformity, persuasion) and social influences on
individual functioning

10%

31%

34%

26%

62

2.8

(1.0)

5%

31%

43%

20%

115

2.8

(.8)

Environmental/ecological psychology (e.g., personenvironment fit, job design, rural-urban contexts)

16%

46%

28%

10%

61

2.3

(.9)

16%

52%

29%

3%

116

2.2

(.7)

Evolutionary perspectives on social behavior (e.g., mate
selection, empathy)

25%

41%

25%

8%

59

2.2

(.9)

22%

53%

22%

3%

112

2.1

(.7)

Major research-based theories of personality (e.g.,
psychodynamic, humanistic/existential, cognitive, behavioral,
trait theory, interpersonal)

3%

10%

23%

65%

62

3.5

(.8)

5%

14%

37%

44%

114

3.2

(.9)

Social-contextual issues (e.g., privilege/oppression, crosscultural comparisons, political differences, international and
global awareness, religion and spirituality)

3%

15%

32%

50%

60

3.3

(.8)

7%

28%

41%

24%

114

2.8

(.9)

Impact of race/ethnicity on psychosocial, political, and
economic development of individuals, families, groups,
organizations, and communities (e.g., theories of racial/ethnic
identity; effects of culture on motivation and communication)

5%

5%

31%

59%

61

3.4

(.8)

6%

20%

38%

36%

115

3.0

(.9)

Causes, manifestations, effects of oppression (e.g., racism,
sexism, heterosexism, ethnic conflicts, colonization, classism,
political persecution)

3%

15%

34%

48%

61

3.3

(.8)

10%

27%

31%

31%

115

2.8

(1.0)

Influence of psychosocial factors (e.g., life span development,
gender, diversity characteristics) on beliefs/cognitions and
behaviors

Summary Statistics

Social and Cultural Bases of Behavior
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Years Licensed/Registered
1 to 3 years
Not

Min

Mod

High

%

%

%

Sexual orientation and identity (e.g., sexual identity
development, workplace identity management,
heterosexual/gay/lesbian/bisexual perspectives, parenting and
family constellations)

3%

11%

Psychology of gender (e.g., women/men/transgender, gender
identity development)

3%

Disability and rehabilitation issues (e.g., psychological impact
of disability on individuals and families, conceptual models and
assumption of disability, incorporation or inclusion of persons
with disabilities in the workplace)

4 or more years
Summary Statistics

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

Summary Statistics
n

Mean

SD

28%

57%

61

3.4

(.8)

5%

18%

43%

34%

116

3.1

(.9)

13%

34%

49%

61

3.3

(.8)

8%

19%

47%

26%

116

2.9

(.9)

2%

21%

50%

27%

62

3.0

(.7)

4%

28%

42%

26%

115

2.9

(.8)

Acculturation of immigrant, refugee and political asylum
seeking populations (e.g., stages of acculturation models,
trauma, mental health)

8%

16%

42%

34%

62

3.0

(.9)

10%

30%

47%

13%

115

2.6

(.8)

Culturally mediated communication patterns

7%

21%

41%

31%

61

3.0

(.9)

12%

34%

32%

21%

114

2.6

(1.0)

Normal growth and development (biological, physical, sexual
functioning, cognitive, perceptual, social, personality,
moral/spiritual, emotional, career development, and end of life
issues) across the full lifespan

0%

3%

35%

62%

63

3.6

(.6)

1%

9%

32%

58%

115

3.5

(.7)

Influence of individual-environment interaction over time (e.g.,
the relationship between the individual and the social,
academic, or work environment) on development

2%

17%

46%

35%

63

3.1

(.8)

5%

29%

44%

21%

113

2.8

(.8)

Major research-based theories of development

2%

17%

33%

48%

63

3.3

(.8)

3%

24%

33%

39%

115

3.1

(.9)

Influence of culture on development (e.g., cultural moderation
of individual-environment interactions, acculturation and
development)

3%

14%

35%

48%

63

3.3

(.8)

4%

26%

46%

23%

114

2.9

(.8)

Family development and functioning and its impact on the
individual across the full lifespan

0%

13%

38%

49%

63

3.4

(.7)

2%

16%

43%

39%

114

3.2

(.8)

Family configuration (e.g., single parent, reconstituted,
extended, gay/lesbian) and its effects on child and adolescent
development

3%

25%

32%

40%

63

3.1

(.9)

3%

21%

47%

30%

115

3.0

(.8)

Growth and Lifespan Development
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Years Licensed/Registered
1 to 3 years
Not

Min

Mod

High

%

%

%

Normative and non-normative life event changes (e.g., injury,
trauma, illness, interpersonal loss, birth of a child, retirement)
that can influence the normal course of development

0%

16%

System factors that predict a problematic developmental course
(e.g., nutritional deficiencies, poor prenatal care, poor health
care, lack of social support, poverty, exposure to violence and
abuse/victimization)

2%

Disorders/diseases (e.g., cognitive, genetic, psychological) that
impact expected course of development over the full lifespan

4 or more years
Summary Statistics

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

Summary Statistics
n

Mean

SD

45%

39%

62

3.2

(.7)

1%

11%

48%

40%

114

3.3

(.7)

11%

51%

37%

63

3.2

(.7)

2%

13%

50%

36%

115

3.2

(.7)

2%

18%

40%

40%

62

3.2

(.8)

2%

16%

46%

36%

114

3.2

(.8)

Psychometric theory (e.g., classical test theory, item response
theory), generalizability theory, item and test characteristics
and related concepts (e.g., test construction and standardization
procedures, reliability and validity, sensitivity and specificity,
examination of test fairness and bias, test and item
characteristics)

3%

18%

29%

50%

62

3.3

(.9)

4%

16%

27%

53%

116

3.3

(.9)

Assessment theories and models (e.g., psychometric,
behavioral, ecological, neuropsychological)

0%

26%

32%

42%

62

3.2

(.8)

3%

21%

34%

43%

116

3.2

(.8)

Assessment methods (e.g., standardized administration,
assessment centers, self-report, report by others,
psychophysiological, work sample, direct observation,
structured and semi-structured interviews)

6%

18%

23%

53%

62

3.2

(1.0)

3%

10%

30%

57%

115

3.4

(.8)

Tests for the measurement of characteristics and behaviors of
individuals (e.g., social, relational, emotional, and behavioral
functioning; cognitive and neuropsychological functioning;
ability, aptitude, and achievement; personality; vocational
interest; health behavior; assessment of symptom validity,
competence, criminal responsibility, risk of future violence,
suicide evaluation), and the adaptation of these tests for use
with various populations

3%

15%

26%

56%

61

3.3

(.9)

2%

4%

32%

62%

115

3.5

(.7)

Issues of differential diagnosis and integration of nonpsychological information (e.g., medical evaluations,
educational history, genomics) into psychological assessment

2%

8%

29%

61%

62

3.5

(.7)

3%

8%

38%

51%

115

3.4

(.7)

Assessment and Diagnosis
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Years Licensed/Registered
1 to 3 years
Not

Min

Mod

High

%

%

%

34%

Not

Min

Mod

High

%

n

Mean

SD

%

%

%

%

n

Mean

SD

37%

15%

62

2.5

(.9)

7%

33%

42%

18%

114

2.7

(.8)

10%

37%

46%

63

3.2

(.9)

4%

17%

48%

31%

115

3.1

(.8)

11%

22%

67%

63

3.6

(.7)

4%

4%

34%

57%

115

3.4

(.8)

18%

31%

48%

62

3.2

(.9)

3%

20%

32%

44%

115

3.2

(.9)

0%

16%

32%

52%

63

3.4

(.7)

3%

16%

40%

41%

116

3.2

(.8)

5%

21%

37%

38%

63

3.1

(.9)

5%

22%

50%

23%

116

2.9

(.8)

5%

33%

33%

29%

63

2.9

(.9)

7%

30%

37%

26%

115

2.8

(.9)

Instruments and methods for the measurement of characteristics
and performance of jobs, organizations and systems of care,
and educational and other social institutions (e.g., performance
appraisal, academic skill development , job analysis, job
15%
evaluation, need assessment, functional analysis of behavior)
and for the measurement of the environmental/ecological
influences on individuals, groups or organizations
Criteria for selection and adaptation of assessment methods
(e.g., cultural appropriateness, trans-cultural adaptation,
language accommodation, cost effectiveness, incremental
8%
validity, relevance to referral concern, evidence-based
knowledge of assessment
Classification systems (e.g., DSM, WHO, ICD) and their
underlying rationales and limitations for evaluating client
0%
functioning; dimensional vs. categorical approaches to
diagnosis
Factors influencing interpretation of data and decision-making
(e.g., base rates, group differences, cultural biases and
3%
differences, heuristics, evidence base)
Epidemiology of behavioral disorders, base rates of disorders in
clinical or demographic populations; comorbidity of mental
illness with substance abuse; comorbidity of behavioral
disorders with medical disorders; comorbidity rates, age ranges
affected; natural history disorders
Methods for the measurement of individual, couples, family,
group, and organizational change due to intervention or
prevention efforts (e.g., continuous monitoring, behavioral
analysis, pre-, post-, and follow-up assessment, detection of
relapse, patient compliance, organizational benchmarking,
response to intervention (RTI))
Use of computers, the internet, and related technology in
implementing tests, surveys, and other forms of assessment and
diagnostic evaluation; validity, cost effectiveness, consumer
acceptability, privacy issues and confidentiality
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Summary Statistics

Treatment, Intervention, Prevention, and Supervision
Treatment decision making based on best available data (e.g.,
matching treatment to assessment/diagnosis, matching
client/patient and therapist characteristics, cost and benefit,
readiness to change)

0%

2%

32%

67%

63

3.7

(.5)

3%

6%

34%

58%

113

3.5

(.7)

Contemporary theories/models of treatment/intervention and
their evidence base

0%

3%

30%

67%

63

3.6

(.5)

3%

9%

36%

52%

113

3.4

(.8)

Treatment techniques/interventions and the evidence for their
comparative efficacy and effectiveness for specific disorders or
functional concerns

0%

3%

29%

68%

63

3.7

(.5)

2%

7%

33%

58%

113

3.5

(.7)

Adaptation of techniques for prevention and intervention with
special populations (e.g., refugees, forensic, survivors of
catastrophic injuries, linguistic and cultural minorities)

3%

13%

48%

37%

63

3.2

(.8)

3%

11%

53%

34%

112

3.2

(.7)

Interventions to enhance growth and performance of
individuals, couples, families, groups, systems, and
organizations (e.g., enhancement of athletic performance,
conflict resolution skills, career performance, coaching,
organizational development and change, training and
development, effects of work/overwork, human resource
management interventions)

8%

29%

48%

16%

63

2.7

(.8)

5%

33%

42%

20%

112

2.8

(.8)

Consultation models and processes for individuals, couples,
families, groups, organizations, and communities

5%

32%

46%

17%

63

2.8

(.8)

6%

29%

52%

13%

112

2.7

(.8)

Academic and vocational counseling

15%

37%

37%

11%

62

2.5

(.9)

12%

43%

40%

6%

108

2.4

(.8)

Adjunctive interventions (e.g., support groups, individual selfhelp, indigenous support systems, spirituality)

7%

30%

46%

18%

61

2.8

(.8)

8%

37%

41%

14%

111

2.6

(.8)

Telecommunication-assisted psychological assessment,
intervention, research, and documentation

15%

38%

30%

18%

61

2.5

(1.0)

15%

47%

34%

5%

110

2.3

(.8)

Healthcare systems, structures, and economics, and how these
impact intervention choice (e.g., funding sources and trends,
cost/benefit considerations, medical cost-offset; health care
resource allocation)

10%

19%

47%

24%

62

2.9

(.9)

7%

36%

38%

19%

112

2.7

(.9)

Health promotion, risk reduction, resilience and wellness
activities and methods

5%

27%

39%

29%

62

2.9

(.9)

6%

23%

42%

28%

113

2.9

(.9)

Contemporary theories/models of supervision and their
evidence base

10%

22%

44%

24%

63

2.8

(.9)

5%

30%

39%

25%

112

2.8

(.9)
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Research Methods and Statistics
Sampling and data collection (e.g., recruitment, instrument
selection and calibration, questionnaire design, proximal-distal
data collection, role of culture and other individual difference
variables in choosing methods)

6%

26%

34%

34%

62

3.0

(.9)

10%

23%

48%

19%

115

2.8

(.9)

Design of case studies, correlational, quasi-experimental and
experimental studies (e.g., hypothesis generation; randomized
controlled trials; cross-sequential designs, efficacy and
effectiveness trials)

6%

29%

29%

35%

62

2.9

(1.0)

11%

21%

46%

22%

113

2.8

(.9)

Analytic methods

7%

28%

36%

30%

61

2.9

(.9)

9%

26%

37%

28%

113

2.8

(.9)

Statistical interpretation (e.g., power, effect size, causation vs.
association, sensitivity and specificity, generalizability, clinical
versus statistical significance)

6%

16%

40%

37%

62

3.1

(.9)

7%

16%

38%

39%

114

3.1

(.9)

Critical appraisal and application of research findings (e.g.,
adequacy of design and statistics, limitations to generalizations,
threats to internal and external validity, design flaws, level of
evidence)

3%

10%

40%

47%

62

3.3

(.8)

4%

14%

37%

45%

115

3.2

(.8)

Evaluation strategies and techniques (e.g., needs assessment,
process/implementation evaluation, formative and summative
assessment program evaluation, outcome evaluation, costbenefit analysis)

8%

24%

48%

21%

63

2.8

(.9)

8%

25%

50%

18%

113

2.8

(.8)

Considerations underlying community involvement and
participation in research, particularly for underrepresented
populations (e.g. use of community advisory boards,
community involvement and research planning)

5%

38%

36%

21%

61

2.7

(.9)

15%

36%

39%

11%

114

2.4

(.9)

Dissemination and presentation of research findings (e.g.,
publication standards)

8%

33%

22%

37%

63

2.9

(1.0)

12%

32%

32%

24%

114

2.7

(1.0)

Ethical principles/codes of psychologists (APA, CPA), and
codes of conduct (e.g., ASPPB)

0%

0%

3%

97%

62

4.0

(.2)

1%

1%

3%

95%

115

3.9

(.4)

Professional standards for the practice of psychology (e.g.,
standards for providers of psychology services, standards for
educational and psychological testing)

0%

0%

8%

92%

62

3.9

(.3)

1%

1%

4%

94%

113

3.9

(.4)

Federal, state and/or provincial laws/statutes and/or judicial
decisions that affect psychological practice

0%

3%

16%

81%

62

3.8

(.5)

0%

3%

16%

82%

114

3.8

(.5)

Ethical/Legal/Professional Issues
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Potential ethical dilemmas (e.g., practice management,
supervision, multiple relationships that impair judgment,
problems and ethics of practice on the internet, group and
family counseling); ethical issues associated with specific areas
of practice (e.g., forensic, law enforcement,
psychopharmacology, dealing with third party payors)

0%

0%

10%

90%

62

3.9

(.3)

0%

3%

9%

88%

115

3.8

(.5)

Models of ethical decision-making process (e.g., Josephson’s
“Five Steps of Principled Reasoning,” Rest model of ethical
decisions, consensus model)

7%

18%

23%

52%

61

3.2

(1.0)

10%

15%

36%

39%

113

3.0

(1.0)

Models and approaches for professional development (e.g.,
methods for developing, updating, and enhancing knowledge in
proficiencies and specialties, peer consultation and supervision;
appropriateness of credentials)

3%

19%

29%

48%

62

3.2

(.9)

6%

11%

51%

31%

115

3.1

(.8)

Consideration of social, legal, ethical, and policy implications
of emerging issues (e.g., neuroethics, genetics, end of life
issues)

6%

16%

34%

44%

62

3.1

(.9)

5%

25%

42%

27%

114

2.9

(.9)

Patient’s/client’s rights (e.g., informed assent and consent,
right to refuse treatment in least restrictive environment,
privacy, privileged communication)

0%

0%

8%

92%

63

3.9

(.3)

0%

2%

8%

90%

115

3.9

(.4)

Ethical issues in the conduct of research (e.g., protection of
human participants, secondary use of data, conflict of interest)

0%

11%

10%

79%

63

3.7

(.7)

0%

7%

29%

64%

114

3.6

(.6)

Ethical issues in supervision (e.g., multiple role relationships,
client welfare, availability to supervisee)

0%

6%

21%

73%

63

3.7

(.6)

2%

11%

17%

70%

115

3.5

(.8)
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Usage Ratings of Knowledge by Years Licensed/Registered
0=Do not have, 1=Recognize/recall, 2=Apply/interpret/integrate
Years Licensed/Registered
1 to 3

Usage of Knowledge

4 or more

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

9%

32%

58%

65

4%

41%

55%

130

3%

35%

62%

65

5%

38%

57%

130

Results from multi-center trials and guidelines for
pharmacological, somatic, and combined treatment of
psychological and neuropsychological disorders

20%

43%

37%

65

17%

44%

39%

127

Behavioral genetics, transmission and expression of
genetic information and its modification (e.g., geneenvironment interactions) and the role of this information
in understanding diseases and disorders (e.g., substance
abuse disorders, Huntington's, pervasive developmental
disorders, Alzheimer's) with consideration of comorbidities and population differences in genetic
information

23%

43%

34%

65

17%

51%

32%

126

Interaction of developmental, gender, ethnic, cultural,
environmental, and experiential factors with the biological
and neural bases of behavior

5%

31%

64%

64

4%

25%

71%

123

Applications and limitations of brain imaging methods that
describe structure and function; electrophysiological
methods (e.g., biofeedback, evoked potentials);
therapeutic drug monitoring techniques; genetic screening
methodologies

36%

38%

27%

64

26%

55%

20%

128

Elements of cognition (e.g., sensation and perception,
attention, learning (adult learning theory and other
contemporary models), memory, language (reception and
expression), intelligence, information processing,
problem-solving, executive function)

3%

16%

81%

69

0%

14%

86%

130

Major research-based theories and models of intelligence
(e.g., Wechsler, Naglieri) and their application

3%

38%

59%

68

1%

34%

65%

130

Biological Bases of Behavior
Correlates and determinants of the biological and neural
bases of behavior (e.g., neuroanatomy, neurophysiology,
neuroendocrinology) pertaining to perception, cognition,
personality, and mood and affect in normal, acute and
chronic disordered states, (e.g., pain, stroke, focal lesion,
traumatic brain injury, toxic metabolic states); and/or acute
and chronic disease (e.g., diabetes, mood and psychotic
spectrum disorders, dementias)
Drug classification of therapeutic agents and drugs of
abuse (e.g., anxiolytics, antidepressants, antipsychotics,
mood stabilizers, cognitive-enhancing agents, opiates,
psychostimulants); pharmacokinetics (administration,
distribution, metabolism, elimination) and
pharmacodynamics as they relate to the desired and nondesired, acute and chronic effects of therapeutic drugs,
abused drugs, and common interactions with other drugs,
foods, and herbal or alternative remedies

Cognitive-Affective Bases of Behavior
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Years Licensed/Registered
1 to 3

Usage of Knowledge

4 or more

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

Major research-based theories, models, and principles of
learning and their application (e.g., contingency
reinforcement, interventions, cognitive behavioral therapy,
training strategies, sports performance strategies)

1%

12%

87%

69

0%

17%

83%

127

Major research-based theories and models of memory (e.g.,
multiple memory systems, expectancy theory,
constructivist theory, levels of processing) and their
application (e.g., use of mnemonics, neurorehabilitation
following injury or in disease states).

4%

49%

46%

69

5%

58%

37%

130

Major research-based theories and models of motivation
and emotion (e.g., need/value approaches, cognitive
appraisal, James-Lange theory of emotion) and their
application (e.g., self-regulation, work motivation, anger
management, social skills training, sports performance

1%

41%

58%

69

3%

38%

59%

130

Interrelationships among cognitions/beliefs, behavior,
affect, temperament, and mood (e.g., healthy functioning,
performance anxiety, performance enhancement, job
satisfaction, stress, and depression)

1%

12%

87%

69

1%

16%

84%

129

Influence of psychosocial factors (e.g., life span
development, gender, diversity characteristics) on
beliefs/cognitions and behaviors

1%

13%

86%

69

0%

18%

82%

128

Social cognition and perception (e.g., categorization and
attribution theories, person perception, development of
stereotypes, prejudice)

0%

54%

46%

69

4%

38%

58%

130

Social interaction (e.g., interpersonal relationships,
attraction, aggression, altruism, organizational justice,
verbal and non-verbal communication, internet
communication)

0%

42%

58%

69

2%

24%

73%

128

Group/team dynamics and organizational structures (e.g.,
school, work, and family systems, job satisfaction, team
functioning, conformity, persuasion) and social influences
on individual functioning

3%

54%

43%

69

6%

36%

58%

130

Environmental/ecological psychology (e.g., personenvironment fit, job design, rural-urban contexts)

27%

63%

10%

67

35%

39%

26%

129

Evolutionary perspectives on social behavior (e.g., mate
selection, empathy)

14%

71%

15%

66

22%

52%

26%

129

Major research-based theories of personality (e.g.,
psychodynamic, humanistic/existential, cognitive,
behavioral, trait theory, interpersonal)

0%

20%

80%

69

0%

19%

81%

130

Social-contextual issues (e.g., privilege/oppression, crosscultural comparisons, political differences, international
and global awareness, religion and spirituality)

4%

28%

68%

68

10%

40%

50%

129

Social and Cultural Bases of Behavior
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Years Licensed/Registered
1 to 3

Usage of Knowledge

4 or more

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

Impact of race/ethnicity on psychosocial, political, and
economic development of individuals, families, groups,
organizations, and communities (e.g., theories of
racial/ethnic identity; effects of culture on motivation and
communication)

3%

22%

75%

69

6%

33%

61%

130

Causes, manifestations, effects of oppression (e.g., racism,
sexism, heterosexism, ethnic conflicts, colonization,
classism, political persecution)

6%

38%

57%

69

15%

34%

52%

130

Sexual orientation and identity (e.g., sexual identity
development, workplace identity management,
heterosexual/gay/lesbian/bisexual perspectives, parenting
and family constellations)

3%

36%

61%

69

5%

29%

65%

130

Psychology of gender (e.g., women/men/transgender,
gender identity development)

6%

46%

49%

68

9%

38%

53%

129

Disability and rehabilitation issues (e.g., psychological
impact of disability on individuals and families, conceptual
15%
models and assumption of disability, incorporation or
inclusion of persons with disabilities in the workplace)

37%

49%

68

13%

31%

56%

129

Acculturation of immigrant, refugee and political asylum
seeking populations (e.g., stages of acculturation models,
trauma, mental health)

22%

57%

22%

69

31%

41%

28%

127

Culturally mediated communication patterns

16%

51%

33%

69

30%

32%

38%

129

Normal growth and development (biological, physical,
sexual functioning, cognitive, perceptual, social,
personality, moral/spiritual, emotional, career
development, and end of life issues) across the full lifespan

0%

20%

80%

69

0%

16%

84%

130

Influence of individual-environment interaction over time
(e.g., the relationship between the individual and the social,
academic, or work environment) on development

4%

41%

54%

68

5%

35%

60%

129

Major research-based theories of development

3%

54%

43%

69

3%

33%

64%

130

Influence of culture on development (e.g., cultural
moderation of individual-environment interactions,
acculturation and development)

6%

42%

52%

69

6%

41%

53%

126

Family development and functioning and its impact on the
individual across the full lifespan

6%

38%

57%

69

3%

27%

70%

129

6%

45%

49%

69

10%

28%

62%

130

6%

25%

70%

69

6%

22%

72%

130

Growth and Lifespan Development

Family configuration (e.g., single parent, reconstituted,
extended, gay/lesbian) and its effects on child and
adolescent development
Normative and non-normative life event changes (e.g.,
injury, trauma, illness, interpersonal loss, birth of a child,
retirement) that can influence the normal course of
development
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Years Licensed/Registered
1 to 3

Usage of Knowledge

4 or more

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

System factors that predict a problematic developmental
course (e.g., nutritional deficiencies, poor prenatal care,
poor health care, lack of social support, poverty, exposure
to violence and abuse/victimization)

3%

36%

61%

69

8%

29%

63%

130

Disorders/diseases (e.g., cognitive, genetic, psychological)
that impact expected course of development over the full
lifespan

3%

28%

70%

69

5%

29%

65%

130

Psychometric theory (e.g., classical test theory, item
response theory), generalizability theory, item and test
characteristics and related concepts (e.g., test construction
and standardization procedures, reliability and validity,
sensitivity and specificity, examination of test fairness and
bias, test and item characteristics)

6%

33%

61%

69

3%

31%

66%

129

Assessment theories and models (e.g., psychometric,
behavioral, ecological, neuropsychological)

4%

38%

58%

69

2%

30%

68%

128

Assessment methods (e.g., standardized administration,
assessment centers, self-report, report by others,
psychophysiological, work sample, direct observation,
structured and semi-structured interviews)

1%

29%

70%

69

0%

18%

82%

129

19%

80%

69

2%

16%

83%

129

23%

74%

69

4%

15%

81%

127

59%

17%

69

27%

38%

34%

128

48%

48%

69

14%

29%

57%

129

16%

81%

69

2%

15%

84%

128

Assessment and Diagnosis

Tests for the measurement of characteristics and behaviors
of individuals (e.g., social, relational, emotional, and
behavioral functioning; cognitive and neuropsychological
functioning; ability, aptitude, and achievement;
personality; vocational interest; health behavior;
1%
assessment of symptom validity, competence, criminal
responsibility, risk of future violence, suicide evaluation),
and the adaptation of these tests for use with various
populations
Issues of differential diagnosis and integration of nonpsychological information (e.g., medical evaluations,
3%
educational history, genomics) into psychological
assessment
Instruments and methods for the measurement of
characteristics and performance of jobs, organizations and
systems of care, and educational and other social
institutions (e.g., performance appraisal, academic skill
23%
development , job analysis, job evaluation, need
assessment, functional analysis of behavior) and for the
measurement of the environmental/ecological influences
on individuals, groups or organizations
Criteria for selection and adaptation of assessment methods
(e.g., cultural appropriateness, trans-cultural adaptation,
language accommodation, cost effectiveness, incremental
4%
validity, relevance to referral concern, evidence-based
knowledge of assessment
Classification systems (e.g., DSM, WHO, ICD) and their
underlying rationales and limitations for evaluating client
3%
functioning; dimensional vs. categorical approaches to
diagnosis
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Years Licensed/Registered
1 to 3

Usage of Knowledge

4 or more

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

3%

32%

65%

69

4%

34%

63%

128

3%

37%

60%

68

3%

38%

59%

129

17%

35%

48%

69

15%

47%

38%

129

Use of computers, the internet, and related technology in
implementing tests, surveys, and other forms of assessment
16%
and diagnostic evaluation; validity, cost effectiveness,
consumer acceptability, privacy issues and confidentiality

47%

37%

68

22%

29%

49%

129

Factors influencing interpretation of data and decisionmaking (e.g., base rates, group differences, cultural biases
and differences, heuristics, evidence base)
Epidemiology of behavioral disorders, base rates of
disorders in clinical or demographic populations;
comorbidity of mental illness with substance abuse;
comorbidity of behavioral disorders with medical
disorders; comorbidity rates, age ranges affected; natural
history disorders
Methods for the measurement of individual, couples,
family, group, and organizational change due to
intervention or prevention efforts (e.g., continuous
monitoring, behavioral analysis, pre-, post-, and follow-up
assessment, detection of relapse, patient compliance,
organizational benchmarking, response to intervention
(RTI))

Treatment, Intervention, Prevention, and
Supervision
Treatment decision making based on best available data
(e.g., matching treatment to assessment/diagnosis,
matching client/patient and therapist characteristics, cost
and benefit, readiness to change)

0%

10%

90%

69

4%

16%

80%

128

Contemporary theories/models of treatment/intervention
and their evidence base

0%

18%

82%

68

5%

26%

70%

128

Treatment techniques/interventions and the evidence for
their comparative efficacy and effectiveness for specific
disorders or functional concerns

0%

20%

80%

69

4%

24%

72%

128

Adaptation of techniques for prevention and intervention
with special populations (e.g., refugees, forensic, survivors
of catastrophic injuries, linguistic and cultural minorities)

16%

41%

43%

69

22%

40%

38%

128

Interventions to enhance growth and performance of
individuals, couples, families, groups, systems, and
organizations (e.g., enhancement of athletic performance,
conflict resolution skills, career performance, coaching,
organizational development and change, training and
development, effects of work/overwork, human resource
management interventions)

26%

45%

29%

69

26%

40%

34%

125

Consultation models and processes for individuals,
couples, families, groups, organizations, and communities

26%

38%

35%

68

15%

43%

43%

127

Academic and vocational counseling

30%

39%

30%

69

29%

43%

28%

126

Adjunctive interventions (e.g., support groups, individual
self-help, indigenous support systems, spirituality)

10%

33%

57%

67

18%

32%

50%

125
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Years Licensed/Registered
1 to 3

Usage of Knowledge

4 or more

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

Telecommunication-assisted psychological assessment,
intervention, research, and documentation

40%

34%

26%

68

50%

29%

22%

125

Healthcare systems, structures, and economics, and how
these impact intervention choice (e.g., funding sources and
trends, cost/benefit considerations, medical cost-offset;
health care resource allocation)

18%

41%

41%

68

35%

30%

35%

125

Health promotion, risk reduction, resilience and wellness
activities and methods

7%

32%

60%

68

15%

32%

53%

127

Contemporary theories/models of supervision and their
evidence base

14%

36%

49%

69

17%

38%

45%

128

Sampling and data collection (e.g., recruitment, instrument
selection and calibration, questionnaire design, proximaldistal data collection, role of culture and other individual
difference variables in choosing methods)

6%

54%

41%

69

9%

56%

35%

130

Design of case studies, correlational, quasi-experimental
and experimental studies (e.g., hypothesis generation;
randomized controlled trials; cross-sequential designs,
efficacy and effectiveness trials)

4%

52%

43%

69

5%

64%

31%

129

Analytic methods

4%

57%

39%

69

8%

59%

33%

130

Statistical interpretation (e.g., power, effect size, causation
vs. association, sensitivity and specificity, generalizability,
clinical versus statistical significance)

3%

49%

48%

69

5%

47%

48%

129

Critical appraisal and application of research findings (e.g.,
adequacy of design and statistics, limitations to
generalizations, threats to internal and external validity,
design flaws, level of evidence)

3%

46%

51%

69

5%

41%

54%

128

Evaluation strategies and techniques (e.g., needs
assessment, process/implementation evaluation, formative
and summative assessment program evaluation, outcome
evaluation, cost-benefit analysis)

10%

61%

29%

69

12%

49%

38%

130

Considerations underlying community involvement and
participation in research, particularly for underrepresented
populations (e.g. use of community advisory boards,
community involvement and research planning)

23%

51%

26%

69

26%

50%

23%

129

Dissemination and presentation of research findings (e.g.,
publication standards)

9%

50%

41%

68

11%

52%

38%

130

0%

0%

100%

69

0%

5%

95%

128

Research Methods and Statistics

Ethical/Legal/Professional Issues
Ethical principles/codes of psychologists (APA, CPA), and
codes of conduct (e.g., ASPPB)
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Years Licensed/Registered
1 to 3

Usage of Knowledge

4 or more

0

1

2

SS

0

1

2

SS

%

%

%

n

%

%

%

n

Professional standards for the practice of psychology (e.g.,
standards for providers of psychology services, standards
for educational and psychological testing)

0%

0%

100%

69

0%

5%

95%

129

Federal, state and/or provincial laws/statutes and/or judicial
decisions that affect psychological practice

0%

12%

88%

69

0%

13%

87%

129

Potential ethical dilemmas (e.g., practice management,
supervision, multiple relationships that impair judgment,
problems and ethics of practice on the internet, group and
family counseling); ethical issues associated with specific
areas of practice (e.g., forensic, law enforcement,
psychopharmacology, dealing with third party payors)

0%

1%

99%

69

0%

9%

91%

128

Models of ethical decision-making process (e.g.,
Josephson’s “Five Steps of Principled Reasoning,” Rest
model of ethical decisions, consensus model)

30%

33%

36%

69

21%

36%

43%

129

28%

61%

69

8%

24%

68%

130

48%

46%

69

13%

37%

50%

128

Models and approaches for professional development (e.g.,
methods for developing, updating, and enhancing
knowledge in proficiencies and specialties, peer
12%
consultation and supervision; appropriateness of
credentials)
Consideration of social, legal, ethical, and policy
implications of emerging issues (e.g., neuroethics, genetics, 6%
end of life issues)
Patient’s/client’s rights (e.g., informed assent and consent,
right to refuse treatment in least restrictive environment,
privacy, privileged communication)

0%

3%

97%

69

1%

8%

92%

130

Ethical issues in the conduct of research (e.g., protection of
human participants, secondary use of data, conflict of
interest)

1%

41%

58%

69

4%

40%

56%

130

Ethical issues in supervision (e.g., multiple role
relationships, client welfare, availability to supervisee)

3%

16%

81%

69

3%

24%

73%

128

0=Do not have, 1= Recognize/recall, 2=Apply/interpret/integrate
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Appendix 13
Verbatim Responses to Open-ended Question
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Respondents were asked to answer the following question:
What do you believe to be the long range changes occurring in the practice of
psychology? We are especially interested in changes that may affect the knowledge
required of psychologists in the next few years.
1.

A de facto division within Clinical Psychology between practitioners and scientists (such as
neuropsychologists) in practice setting and techniques and between generalists and specialists

2.

A greater knowledge of psychotropic medications will be needed.

3.

A greater need for interdisciplinary consultation in a wide variety of healthcare contexts. Greater
need for preventive interventions. And a greater need for more expertise working with older adults.

4.

A greater understanding of the underlying biology/physiology of mental disorder/reactions to
trauma, etc.

5.

A move toward early intervention and prevention based models with focus on early childhood (0-5
years old)

6.

A stronger emphasis on examining cultural bias among clients and practitioners and its effects.

7.

A stronger focus on outcome measurement.

8.

Access to appropriate psychological services for all needing people

9.

Adapting to changes in the funding stream, i.e. Health insurance reimbursement. Role of
psychological services as it relates to the larger area of health care services.

10.

Adapting to the reality that anybody and their brother can get a two year advanced degree in things
such as counseling and do what we do. Thus public has no idea what the differences are amongst
mental health providers and all too many of us end up making little more than the average college
graduate (this in and of itself isn't too bad, but it will be harder to recruit the best and brightest into
our field). I think the profession is in dire straits. By the way, obtaining the right to prescribe
medications strikes me as little more than abandoning our clients to the often inept efforts of
counselors and others simply to raise our own status and increase our income. Good luck with your
efforts on our behalf.

11.

Adjustment of theories/applications to cultural/societal changes - more proactive offering of
services compared to passively awaiting patients to show up - stronger involvement in prevention &
behavior change (application of stages of change theory)

12.

Advances in medicine and how this will affect the practice of psychology.

13.

After being involved in education for several years, I entered the field of professional psychology
later in my working career. I am currently semi-retired. Over the years, I have seen that many
characteristics that were viewed as personality quirks are now considered disabilities. As a result,
individuals with these quirks who had previously been functional, all of a sudden seem very needy.
Rather than focusing on assisting these individuals to adapt to the world around them, now they
need to have the world adapted for them. This is not true in all cases, I understand, but I have seen
this more and more as I evaluate children for enhanced mental health services. In training
psychologists today, I would like to see emphasis based on strengths of the individual and less
emphasis on victimization.

14.

Agency and community interactions.
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15.

An area that will require increased attention will be dealing with various ethical issues stemming
from advances in technology.

16.

An increase in the importance of neurology/neuroscience. An integrative synthesis of theories into
an internally-consistent and externally valid grand theory of the human mind. Psychology's role in
healthcare and the evolution of the healthcare system.

17.

An increasing reliance upon both psychopharmacology and counseling/therapy combinations to
efficacy of treatment. Short term psychotherapy is becoming the major model of behavior change,
in part due to managed health care pressure.

18.

An understanding and evidence for the new neurobiology area and its application in various
disorders and across the lifespan. My area is child and youth, who will become our adults, and the
issue of internet use and social networking, and its impact on mental health & addictions and social
functioning need study and understanding, and possibly the development of relevant interventions.

19.

Applications of neuroscience findings to mental health practice including imaging technology for
observing the working brain- demonstrations that learning experience includes durable alterations
in the biology of the brain - until recently the idea of biological brain disease meant only effects of
electrical and neurochemical activity on behavior and thinking - in the last 20 or so years
neuroscience research has confirmed reliable and durable biological change resulting from
deliberate focus of voluntary attention and behavior -

20.

As a faculty member, I see the pressure for clinical hours during the training program (as opposed
to competencies) squeezing out the time for thoughtful research. This directly affects the
acquisition of competence in evidence-based work as well as slows the progression of knowledge in
the field. If that trend continues, the practice of psychology as we think of it now, will cease.

21.

As I am currently working in forensic psychology, I see the field challenged more by the medical
model. Administrators demand faster, cheaper, and shorter evaluations and work products. This
has resulted in a decline in the quality of the work product and consideration by state-funded
agencies to replace psychologists with social workers, which is quite a troubling notion, as they do
not have the training in this area. Unfortunately, from what I have witnessed, this change is not
isolated to forensics. As the recession continues, state-run agencies are seeking less expensive
avenues for mental health programs, including the types of professionals hired to facilitate
programming.

22.

As more master level professionals enter the job market, doctoral level psychologist are moving
more toward administrative positions which require supervision of maters level clinicians.

23.

As much as I detest it, the future of clinical practice hinges on a working knowledge of insurance
panels, reimbursement rules, and related administrivia. I have long thought that a working
knowledge of multivariate stats was worth a million bucks. Ha!! That's chump change compared to
navigating the world of insurance, and I say that as a med center guy who has an army of navigators
who support me. My (Nebraska) Medicaid panel has suggested that we refer patients to the library,
the better to obtain DVDs related to their care. No kidding.

24.

As our new health care system emerges, funding issues related to insurance payments may become
an issue. Those in private practice will need to be able to diversify their services, finding niches
that are not readily available.

25.

As our society becomes increasingly more complex, I believe that our profession must continue to
develop innovative, functional, and highly accessible means of utilizing our expertise in promoting
psychological health. As such, there is a need for graduate schools to prepare psychologists to
utilize modern technological advances in order to maximize the effectiveness and efficiency of
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psychological practice. There is also a need for psychologists to understand and embrace the role
of multiculturalism in the current practice of psychology.
26.

As previously stated, knowledge of medication and their affects will be CRITICAL for a
psychologist in private practice. I have been practicing as a mental health practitioner for over
20years and have found that medicine has become a HUGE part of our treatment. Many primary
care physicians rely on assessment of the medication taken by patients and good handle on effects
and side-effects are imperative for a well-trained psychologist.

27.

As schism between practice and research communities continues to grow, practitioners quickly fall
out of date with current research--I believe we should require psychologists to retake national
exams every few years like most medical specialties do

28.

As the fields of traditional mental health and medicine continue to merge, there needs to be more
overlap in medical training for psychologists and psychology knowledge for medical providers.

29.

As we look towards a future that may include mental health parity, it is important that psychologists
begin to educate themselves about the business aspect of psychology, reimbursement rates,
diagnostic codes, CPT codes, etc. With the upcoming introduction of the ICD-10 and new
diagnostic codes, I believe that the way psychologists do assessments will have to be modified in
order to comply with Medicare-dictated criteria regarding services/diagnoses that constitute
medical necessity.

30.

Assessment and Treatment issues with diverse populations. -The changing scene of managed care
and how that will impact psychologist services.

31.

Assessment of malingering in cognitive assessment

32.

Assuming increased responsibilities in community mental health agencies with less manpower,
which may lead to a reduced quality of care as clinicians are expected to see more patients in less
time and with greater limitations on support from others (such as reductions in psychiatry hours in
the clinic or reduced access to special services in schools)

33.

At least in Saskatchewan there seems to be a movement toward reducing the availability of Master's
level training and licensure. In view of the demographics of aging baby boomers and low
enrolment in Psych programs this trend is likely to result in a serious shortage of psychologists in
the province. With the availability of information on the Internet, psychologists are dealing with a
different sort of client. People check things out before coming to a professional and often have
very definite ideas about what their diagnosis and/or treatment should be. Psychologists need to
monitor the information on the web and be able to discuss it knowledgably with their clients. Being
able to provide feedback as to what options are scientifically proven and what are not is becoming
more and more important. The push for the right to prescribe carries with it the obligation for
competency in the area of psychopharmaceuticals and increased liability. The profession seems to
be becoming more subject to litigation and involvement with drugs is likely to increase this trend.

34.

At our hospital we see ongoing reduction of general clinical psychology services, those positions
being replaced by nurses and social workers. With this has come an increasing demand for
neuropsychological services.

35.

Autism/Aspergers and nonverbal learning disabilities appear to be increasing. Also, many children
appear to be displaying behavioral difficulties along with learning disabilities.

36.

Balancing the supply and delivery of services with need and population demographics.

37.

Based on my limited experience with private practice, I believe the changes made within the
practice of psychology will be in response to working within the managed care system. For the
majority of my clients, dealing with mild to moderate mental illnesses (depression, anxiety, etc.) 8
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to 10 sessions can be sufficient to addressing there therapeutic goals. My concern has been for
clients with severe mental illness and trying to provide treatment within the limits provided through
their insurance. These clients begin to lose hope because progress may be slow and they are aware
of the limits provided by their insurance. Timothy’s law was a good start for lobbying for people
suffering from mental illness. Our efforts need to continue, especially for people suffering from
severe mental illness. There should be no limit on their treatment.
38.

Based on my recent experiences, I fear the practice of psychology is coming to be dominated by
business interests, with psychologists (and other health care providers) working under
administrators with little to no knowledge of our fields. This can lead to preoccupation with
quantity and productivity, sometimes with little to no emphasis on quality of care (or no knowledge
of what that entails, even if vague concern for client welfare is present). Regarding knowledge
required of psychologists, I think financial management is an area where most of us can use help, or
are thankful we had help from others (but not usually from schools or programs). I think if we were
less strapped we could stand up for ourselves more effectively than when we are indentured
servants. I also think a basic knowledge of political issues as they relate to our field (and in general)
would be helpful to the field as a whole, especially when it comes to advocating for ourselves and
what we do.

39.

Because of the current economic situation, it seems that psychologists may have to start assuming
more and more administrative positions. Master's level therapists are less expensive. As such, I
think our training programs are going to have to incorporate more business related courses.

40.

Better ways of measuring academic assessment that are related more closely to how technology is
changing the way children and adults learn.

41.

Billing issues; prescription privileges

42.

Biological and neurobiological basis of behavior

43.

Biological factors and their interaction with emotional and behavioral processes (note: genetics and
physiological processes and neurological problems).

44.

Changes = the move toward prescriptive authority challenges = maintaining our unique identity as
providers of quality mental health services and remaining relevant to the needs of human beings
versus the needs of our professional egos (i.e., embracing the fact that we cannot be all things to all
people in one professional person)

45.

Changes in health care delivery system

46.

Changes in health care/insurance which, hopefully, are imminent and that psychologists need to be
involved in.

47.

Changes in healthcare policies and managed health care are the major changes I see that will affect
the practice of psychology. As a private practitioner I see the negative impact that insurance has
over the quality of care and it is forcing many of us to resort to taking self pay clients only so that
we can reliably receive payment since insurance companies deny payment or make it so
complicated that it isn't worth the hassle anymore. Then with the economy problems worsening
most clients don't have the means to secure the help they need. Psychology seems to be in trouble
and the future seems uncertain and unstable. This is also forcing many clinicians to add to their list
of services provided so we have to increase our knowledge base to include not only therapy but
testing, and other services that were not focused on during the majority of our time in graduate
school. This means more hours researching and studying these areas to familiarize ourselves with
this information so that we can be knowledgeable in multiple areas of interest. It is difficult to
sustain that level of knowledge and requires more time than it may have in previous years. We are
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responsible for more job duties than ever before which may lead to more stress and earlier career
burnout if things don't change for the better.
48.

Changes related to prescribing medication and how that might affect us as psychologists and/or the
knowledge we might have to acquire related to this.

49.

Changing approach to health care is necessitating a different role in healthcare for psychologists.
Psychologists must be able to carve out and defend a specific value for psychology, as
paraprofessionals, social workers and counselors provide more services. As well, psychologists
must find a way to work within a wellness model, stepping away from the disease model of
diagnosis and services.

50.

Clarification of training and post-doctoral requirements and any necessary re-specialization
required for prescriptive authority. Creation of university based, traditional learning environments
for individuals committed to obtaining skills necessary to achieve these goals - while maintaining
credibility of psychosocial treatments.

51.

Client access and communication through electronic media ... Psychologists need training about
how to handle relevant issues (ethical, clinical, etc) when working with and through electronic
media.

52.

Clients learning to adjust to having fewer material items and finding happiness in family and giving
back to the community. Ongoing issues with managed care.

53.

Clinical practice using the internet

54.

Clinical psychologists have to be able to function in the health care setting. That means they need
to be knowledgeable in various areas such as transplant evaluations, bariatric surgery evaluations,
evaluation and treatment of chronic pain patients, and treatment from a psychological perspective
of the chronically ill such as diabetics, dialysis patients, and cancer patients. There is, of course, a
fast growing geriatric population who have somewhat special needs. Practicing psychologists
should at least be able to administer the WMS-IV so as to know when to refer to a
neuropsychologist re: possible Alzheimer's, vascular dementia, etc. They need to learn the
commonly used medical terminology found in medical charts and be able to communicate with
physicians in a manner that develops respect.

55.

Clinical psychology is endangered by the rapid spread of counselors who have almost completely
replaced psychologists on state mental health boards and as decision-makers at the state level. We
have too few psychologists. The education of psychologists takes entirely too long when compared
to counselors or social workers. We need to find ways to getting psychologist trained in as little as 6
years as MD's do in some locations. We cannot support the educational requirements and at the
same time the low rates of pay offered to psychologists. Additionally, psychologists must work for
prescribing privileges over the coming years. The advances made in biological bases of behavior
must be reflected in our training.

56.

Clinical psychology is in a state of flux regarding doctoral level application of direct services
provided to individuals and families, with the introduction of many master's degree level
practitioners becoming license eligible to practice and collect insurances. Psychologists may
become more valued for their breadth of knowledge in supervisory positions, or with emphasis
directed toward medicinal prescribing become clinicians who can provide an efficient 'one-stop'
intervention source for psychology and psychiatry functions.

57.

Clinical psychology is now completely under the influence of psychiatry and Big Pharma in our use
(a) of the DSM nosology; (b) our uncritical acceptance of the use of neurotoxins in treatment; and
(c) our equally uncritical acceptance of the dubious place of genetics and neural imaging in our
work. (See, for example, William Uttal's The New Phrenology, and Jay Joseph's The Gene
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Illusion.) The Faustian bargain of pursuing and accepting quasi-medical status, e.g., prescription
privileges, for what we do must be rejected if we are to regain our status as an independent
profession.
58.

Close attention/inspection of what evidence-based truly requires.

59.

Collaboration across disciplines for assessment and treatment planning

60.

Collaborative approaches with emphasis on humanistic values and techniques for self growth
potential will be useful

61.

Collaborative care to include advances in biology and medicine

62.

Collaborative practice / Behavioral medicine

63.

Complexity and interrelationship of issues therefore requiring broad base knowledge/training
and/or multi-specialization Consumers being a lot more involved participants and the professional
approach therefore needing to be thoughtful about what that means

64.

Computer/Internet services will become a larger part of the dissemination of psychological
knowledge and services. A push for prescription privileges for psychologists. A shift from
predoctoral training to post-doctoral specialization.

65.

Continue to be seen as premier experts in human behavior increasing understanding of biology and
behavior (including pharmacology) applied empirical experts at highest level

66.

Continued broadening of what it means to be evidence-based, better taking into account qualitative
research (in addition to quantitative/RCT), and better considering and understanding
evidence/research that is not diagnostic category specific. Longer range: development of a
diagnostic approach which is better grounded in research (per above) and considers both etiology
and nature of presenting problems -- versus merely DSM nomenclature.

67.

Continued emphasis on evidence-based practice.

68.

Continued emphasis on multicultural issues. Development of wide range of biologically based
interventions, including neofeedback and magnetic brain interventions.

69.

Continued integration and community support for individuals with special needs, dual diagnosis, or
other mental health concerns

70.

Continued lobbying for prescription rights for psychologists, mental health parity and
reimbursement rates, business practice/marketing, issues related to student loan repayment (given
that psychologists often incur extreme debt, but no don’t have salaries available to repay debt).

71.

Costs of psychological services will be challenged in a Universal Coverage era, with PsyD
programs over producing for urban areas resulting in decreases in per psychologist income. Nondoctorate disciplines will make greater encroachment into traditional psychologist roles. Overspecialization will contribute to this loss of psychology status.

72.

Culturally diverse practices, challenges from other health professionals that are less expensive
(requiring psychology to show how it is unique), psychopharmacology

73.

Current and upcoming decisions about Health Care plans and reimbursements will affect the way
providers manage their businesses and determine who they will see. They may need not only
psychological skills but will need to know or purchase business expertise to be able to sustain a
private practice should that be their choice.

74.

Currently, the MLA is something that may have a significant impact on the practice of psychology
and school psychology
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75.

D had a major drug issue. Others, too numerous to mention were in too close of contact with their
patients to demonstrate proper boundaries. Psychology needs to expand and follow psychiatry in
the use of medicine via prescription to augment treatment methods as a lower cost.

76.

Dealing with the elderly, use of pharmacology within the practice of psychology, insurance
guidelines making it more difficult to practice psychotherapy.

77.

Decrease time allotted for services Research support interventions/assessments mandated for
treatment

78.

Decreased dependability of employment through government agencies. Necessity for training in
business management & marketing.

79.

Deeper understanding of the brain, genetics and the effect on development of personality and
behaviour.

80.

Delegation of psychological assessment and treatment services to non-doctoral level mental health
providers

81.

Delivery of mental health services is steadily being taken over by masters-level clinicians.
Psychologists will have to be able to prescribe medications to survive as a health-care profession.

82.

Demand for improved treatments for combat veterans and their families. Increased interest in
complimentary medicine, including mindfulness and yoga-based interventions.

83.

Demand for non-office based communication/therapy with patients will increase (e.g., phone, text,
email, videoconferencing). Problems with the Psy.D. Model of training (over-flooding the market
with too many psychologists, with different amounts of training in certain areas). Increasingly
broad range of knowledge required to interact in a multi-disciplinary team (e.g., imaging, genetics).

84.

Demographic changes in the Canadian population require that the profession adapt its Eurocentric
approach to serve the changing demographics and various issues more effectively.

85.

Developing models for practice and regulation of prescription privileges within psychological
health care provision

86.

Developing more specialization areas or tracks at the Bachelor's level.

87.

Developing skill sets to work as consultants to other professionals such as medicine and law.
Focusing on traditional methods of assessment and therapy may become less relevant as new skill
sets emerge such a health psych, neuropsych etc. Much more emphasis will be needed on
functioning in a consulting role and living with the professional systems of others. We can no
longer look forward to being a cottage industry of sole independent practitioners working from
offices and seeing therapy patients. It's time to move on.

88.

Development, identification, and dissemination of effective treatments.

89.

Diagnosis skills for insurance coverage emphasis on the internship specialty treatment skills

90.

Differentiation from other disciplines.

91.

Digitally mediated communication via the Internet will enable psychologists to cross state
boundaries in providing services and consultation. The licensing environment needs to reflect this
reality. Knowledge of media ethics and guidelines will be essential.

92.

Diminished confidentiality for patients, as external entities insist on evidenced based approaches, as
a way of reducing psychotherapy benefits for patients.

93.

Diminished training and exposure to enough experiences in graduate schools...PRIMARILY
professional schools of psychology. As a training director for pre-doc interns, I see yearly
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approx.55% of folk applying with minimal training in assessment, exclusion of projectives in grad
school training, and decreasing experience with clients. We continue to allow more folk to go to
grad school, and do not support our field by making sure they are trained well and have
opportunities to continue appropriate training (e.g., getting a pre-doc, discussion of doing away
with post-docs, allowing pre-docs to use the pre-doc intern hours for licensure (bad mistake).
94.

Distance delivery of services, need for trauma services, environmental/ecological psychology

95.

Distance learning via the internet

96.

Distant education and on-line courses. Pressure from employers to licensed those with such a
degree without knowing if the individual has acquired the necessary knowledge to practice
psychology because of the difficulty to assess the content of the courses.

97.

Diversification of practice, increase in psychologists as administrators rather than direct service
providers

98.

Diversity in knowledge; private practice is too dependent on managed care; more health psych with
expertise in patients with more pathology as these DX considered medically necessary more
training in consulting using clinical interventions to more than 1 or 2 persons; more training on
HIPAA compliance; graduate needs to be able to support self in more than 1 arena!

99.

Diversity, Social Justice issues, i.e. Serving clients that are not white, straight, able-bodied,
Christian, with American citizenship.

100. Due to advances in neuroscience research, expect neuropsychology assessment tools to change
significantly.
101. Due to the increased competitiveness in obtaining accredited psychology internships, I believe
graduate programs are engaging in increasing levels of grade inflation. I believe this will ultimately
negatively impact the knowledge base of practicing psychologists.
102. Effective systems in managed care (health care coverage).
103. Effects of healthcare practices and finances upon consumer accessibility to mental health service
104. Effects on provision of treatment in the wake of the debate between advocates of empirically
supported treatments -- modeled after medical model/RCT studies/technique focus, vs. Advocates
of empirically supported therapeutic relationships (following process research). I'm not sure how
this will ultimately change the face of practice, but I have seen increased polarization in the field.
Practice (at least in public hospitals where I am employed) is affected by the increasing power of
pharmaceutical companies -- i.e., psychology's advocacy for prescription practices, vs. Competing
with medications (and demands for more pharmacists) in the treatment of psychological problems.
I am also finding an increased demand for assessments of possible dementia. As the population
lives longer, I imagine there will be increasing demands on psychologists for the assessment and
management/treatment of problems associated with dementia, stroke, and other age-related
difficulties.
105. Electronic record keeping and impact on clinical practice and confidentiality; more open access to
treatment with universal health care by more diverse populations than those treated at present;
multi-cultural treatment populations and need for more multi-lingual mental health professionals
106. Electronic records, counseling via electronic means (internet, etc.)
107. Emergence of prescribing nurses has, in my community mental health center setting, reduced the
status of psychologist. The continual downward extension of education required to provide
psychotherapy services has also reduced the status and influence of psychology in the settings in
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which I work. I see both of these factors accelerating the reduction of psychology as an adequately
compensated, valued, and viable career choice.
108. Emerging change is most likely to be prescribing privileges for psychologists
109. Emphasis on Wellness/Strength Psychology; Distancing/separation of the practice of psychology
from the Medical Model.
110. Empirical validation of treatment to develop a clearer best practices approach.
111. Empirically -validated treatment strategies which by default tend toward behavioral orientations
despite one's personal theoretical orientations.
112. Erosion of services accessible to those who need them (3rd party payers shrinking support,
government cutbacks, etc.) Challenging the profession, and increasingly putting clinicians into nonclinical, more advisory roles and spreading expertise too thin.
113. Ethical practice within managed care, prescription privileges
114. Evaluation and treatment of co-occurring disorders studies in positive psychology the influence of
nutrition on psychological processes/disorders
115. Ever increasing trend of excessive specialization and/or segmentation in thinking about, diagnosing,
and intervening with clients - Practitioners having tunnel vision in investigating, diagnosing and
intervening - Need for more training in how to integrate multiple kinds of information into a whole
picture of the individual and the problem, and how the problem and interventions for it, fit in that
picture.
116. Evidence based intervention, consultation , and accountability.
117. Evidence based practice (response to intervention).
118. Evidence for & application of mind/body interface knowledge upon psychology treatment and
coordination with healthcare service
119. Evidence-based short-term practice will be key in the future and psychologists need to know these
practices.
120. Evidenced based practice will be required by all insurance companies
121. Evidently we are expecting to hold ourselves to increasingly unrealistic standards of competence
and ethics in every imaginable aspect of the profession. The designers of this survey do not seem to
understand the difference between a virtue and an ethical responsibility. I acknowledge that it is a
virtue to develop the expertise to make contributions in the area of political advocacy on behalf of
patients, to develop a wide range of assessment techniques or to develop research in program
evaluation. None of that should be expected of every professional in the discipline as a matter of
ethical integrity. You've provided a list of over 100 specialties in psychology but the ethical
standards seem to require that everyone be proficient and productive in all areas from assessment to
political action at least by the time they have been working in the field for three years. This is
unrealistic and I pity the young professionals that are going to have to appear to measure up by
these criteria when sitting for a state ethics exam. How's that for political advocacy?
122. Expansion of ethics rules
123. Expansion of practice to include psychopharmacology Telehealth/medicine...remote delivery of
services Changes in record-keeping...transition to electronic health records
124. Expansion of treatment roles (hospital admission/discharge privileges; prescription privileges);
Greater uniformity across states regarding legally permitted psychologist functions (e.g.,
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assessment relative to civil commitment); Clarification/expansion of psychologist roles in
correctional systems.
125. Fewer patients because of the economic downturn and too little insurance reimbursement. I'm
leaving my practice at the end of the year to teach full-time at a college. Of course, I moved from
New York to Arkansas. May have something to do with that...
126. Financial stress and families beginning at a later age (late 30's compared to 20's).
127. Focus on recovery oriented care (i.e., partnering with patients who have serious mental illness). See
National Consensus Statement on Mental Health.
128. From my understanding, an upcoming change in psychology is that a postdoctoral experience will
no longer be required prior to licensure. A change that I would like to see occur would be to have
national reciprocity to improve mobility of services and decrease obstacles and barriers that prevent
mental health care services in underserved populations or other areas. An effort to make it easier
for providers to offer services while not comprising quality care. I believe quality care begins and
anchors from the type of training and standards at various schools. I believe that training
institutions maintain high standards such as requiring students to have some didactic therapeutic
experience to develop their own insights and self awareness. Knowledge about how to effectively
provide consultation on boards, committees, etc. During training would benefit students and the
community. I
129. Funding changes and access to services. While uncertain, it appears that healthcare economics
could have serious adverse effects on the practice of psychology in the near future. The focus of
training on preparation to work in primary care settings seems essential. A corollary is training in
advocacy to promote access to these settings for psychologists.
130. Funding for services and having protection for the services that psychology provides (i.e. Keeping
OT's from giving psychological impressions.) In respect to knowledge, understanding of business
practices and dealing with insurance companies is essential in actually being able to practice as a
psychologist in many settings.
131. Further integration of biological, psychological, & social contributions to well-being; Breadth of
research methodologies toward greater respect for, and understanding of qualitative and mixed
design research. Integration across therapeutic perspectives, e.g., cognitive-behavioral
understanding of systems psychology, integration of behavioral concepts into understanding of
basic intervention techniques (e.g., classical extinction of anxiety as important in understanding
therapeutic alliance).
132. Genetics
133. Geropsychology and Alzheimer's disease in particular will be very big areas of service need, as will
Autistic Spectrum Disorders. Evidence Based Treatments will continue to grow and improve, and
consumers and payers will demand more and more indication that the treatments in which they are
stakeholders will actually work. Dialectical Behavior Therapy will continue to improve and help
those with BPD. We will learn more about the brain's plasticity across age ranges. And surely
many more exciting things too.
134. Geropsychology and neuropsychology combined.
135. Getting psychologists up to speed with changes in technology and changes in the law. Giving
persons interested in the profession information about actual salaries in the field so that informed
career and economic decisions can be reached prior to getting into the field.
136. Globalization and internationalization of psychology curricula, both in terms of immigration into
North America and North American psychologists working in other countries. Knowledge of
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indigenous psychology and of major work being carried out in other regions of the world will be
needed.
137. Greater access to diagnosis and prescription. More involvement in political decisions pertaining to
health care.
138. Greater access to services, under a national health plan for all persons in the United States.
139. Greater emphasis of teaching of supervision skills. Greater emphasis on advanced credentialing.
Reimbursement issues.
140. Greater emphasis on knowledge of brain functioning Need for psychologists to be trained in
pharmaceutical interventions and to be aware of the limitations and side effects of drugs. Need for
psychologists to present a more unified front in respect to other mental health professions.
141. Greater expectation for overlap in knowledge base with Psychiatry to include rapid differential
diagnosis and medications/side effects
142. Greater incorporation of psychology within various care environments and specialties.
143. Greater knowledge of the impact of cultural and ethnic diversity; increased training in forensic
issues.
144. Greater need for specialization as other professions emerge that overlap with general practice of
psychology
145. Greater specialization following degree, the need to create your own niche, as there are many
nondoctoral professionals out there trying to do the work of psychologists, greater reliance on
computers/telemedicine
146. Greater specificity in the DSM V requiring greater ability to differentially diagnose with accuracy
over a brief period
147. Greater training and intervention development with the integration of biological and cognitive basis
of behavior with treatment protocols.
148. Group multidiscipline practice
149. Growing impact of distance education programs accessibility (e.g., foreign applicants) particularly
in light of demand for psychologists (notably in Canada) - larger issue is how to recruit and retain
psychologists particularly in certain areas need for training and specialization in certain areas (e.g.,
for military personnel; specialized clientele (e.g., war criminals)
150. Hard economic times demand more expertise from specialists in learning and developmental
disabilities in addition to specialty areas including disabilities and rehabilitation psychology
because people who fir those categories lose their jobs first. Aging populations/baby boomers will
require expertise in gerontology and aging processes. Universal healthcare may open doors to
psychs, or close them depending on mental health advocates in Washington.
151. Health care crisis and need for reform, poor job market and poor financial compensation for the
amount of specialization and training!!!
152. Health care reform and making sure that the needs of clients with mental health issues are
adequately addressed in the national health care reform.
153. Health care reform will change how we practice and are able to bill clients Prescription privileges
will also change how we practice and the knowledge that we need to have early on.
154. Health Care reform will result in unspecified changes. I believe there will be more opportunities for
health promotion/wellness
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155. Health care reform, including mental health/psychological services in comprehensive care.
Reimbursement rates, operating a practice, business issues.
156. Health insurance changes Model licensure act Role and practice of school psychology Bias against
157. Health, medical, and geriatric psychology. Psychological services provided in the primary care
medical setting and inpatient medical hospital setting.
158. Hopefully a growing awareness of common factors approaches and the death of recent emphases on
empirically supported/validated treatments which actually account for little outcome variance in
therapy. Also, a growing awareness of biological issues involved in all aspects of behavior.
159. Hopefully a move toward a more integrated health care model, which acknowledges the integration
and effect of mind, body and spirit on each other and thus considers psychologists as critical team
members in all health care settings. Thus psychologists must be prepared to work effectively in a
variety of health care settings, and with the complexity of the human condition (i.e., not just one
diagnosis, but likely complex combinations of mental health and medical diagnoses). This requires
knowledge beyond mental health diagnoses, and ability to work effectively with inter-disciplinary
teams.
160. Hopefully more emphasis will be placed on continuing education and mentoring/supervising issues
161. How to organize a successful private practice in these challenging economic times.
162. I am concerned about the biting-off of much traditionally doctoral-level psychologist practice by
subdoctoral providers, the appeal of these lower-cost individuals to payors, the blurring of
distinction between true psychological evaluation and/or treatment and the counseling done by
lesser-trained individuals, and Psychology's continuing division into subgroups. While we focus on
internal boundaries, external forces are progressing towards making the whole point moot. We may
produce very well trained subspecialty psychologists who find themselves competing
unsuccessfully with social workers, marriage and family therapists, mental health counselors,
pastoral counselors, and psychiatric nurses, all of whom offer psychotherapy, and with Speech and
Occupational therapists, both of whom do cognitive testing. In Indiana, we have not been
successful even in preventing these folks from using psychological tests of various kinds without
psychologist supervision. To me, this is emblematic: if Psychology loses this most traditional area
of professional psychological practice, I fear the game will be over. With or without Rx privileges,
we need to establish firmly that Psychology is a doctoral-level health profession, focus on
integrating psychological care with medical care and demonstrate benefit, and do a much better job
of publically differentiating psychological diagnosis and treatment from the generic counseling
coming from the swelling ranks of subdoctoral providers. Many of these folks don't know what
they don't know
163. I am concerned about the de-professionalization of the area due to the deterioration of the
rigorousness of criteria for licensure.
164. I am concerned that as general psychologists we are losing our prestige, and on a practical level the
ability to charge fees commensurate with our expertise. I believe that the general nature of our
field is, to some degree, our problem. There is increasing pressure to 'specialize' in some way in
order to be more marketable. It may be helpful for new people entering the field to be warned of
this reality early on.
165. I am concerned that the Rx movement will lead to psychologists competing with Nurse
Practitioners for managed care leftovers from psychiatrists.
166. I am concerned that unless we look much more closely and strategically at the targets of
professional education we will miss them in the future. The demands for population-focused and
community-based interventions has resulted in isolated but significant strides in recent years.
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However, I fear that our profession is not keeping up. We are very biased toward an individual
focus and prepare for such to the exclusion of new horizons. We must ensure that the professional
psychologists are the ones who truly understand the human mind individually and in relation to
others...the human systems/communities.
167. I am concerned what will it mean for psychologists and our practice if the government adopts a
national health care plan and what limitations that will put on our practice.
168. I am concerned with the push for prescription privileges; I believe the focus on rx diminishes what
we can do in terms of therapy/interpersonal interventions. I like the intersection of rx and tx in
terms of patient care, but don't feel it is psychology's job to do both.
169. I am concerned with the regulatory bodies changing status to PhD level. I believe that this decision
will have a negative impact on the practice of school psychology who are the first line mental
health providers within this jurisdiction.
170. I am generally concerned about the lack of visibility that we have as psychologists, so I believe that
the future of our field is dependent on us educating the public about the evidence-based treatment
that we are capable of providing as health care providers. We need to continue to develop evidence
based assessments and treatments that can be explained to the public in a compelling manner, and
encourage the public to use our services for prevention and treatment purposes. I also believe that
prescription privileges for psychologists are within the scope of our future practice of psychology
and more expertise in neurophysiology, psychopharmacology, etc. Will become a necessary part of
training in psychology.
171. I am not a strong advocate of prescription privileges but I believe many clinical/counseling
psychologists should have a much stronger orientation to the full range of medical disorders and
treatment. We cannot be strong collaborative providers if we don't understand at least the basics of
medicine. Most psychologists receive virtually no training in medicine, medical disorders, and
medications (beyond just psychotropics). For example, simply reading and discussing all the
chapters in a good family medical guide and a family prescription drug guide would increase most
psychologists' knowledge of medicine 100% or more. Obviously, more professional references
should be used, but this gives you an idea. See Taylor 1990 (or more recent edition) Distinguishing
Psychological from Organic Disorders: Screening for Psychological Masquerade NY: Springer, for
an excellent overview of this topic. Second, I believe our discipline would be best positioned to
provide services -- and more than the other mental health disciplines -- if we require mastery of at
least conversational abilities in at least one second-language besides English. Proficiency in this
could be demonstrated through completion of a minor in undergraduate training, or through
summer or other courses during graduate training. Third, entry into doctoral training should require
mathematics through matrix algebra. Without this background, understanding of multivariate and
related techniques is significantly hampered. And, we need to be teaching more of the advanced
statistical techniques
172. I am very concerned about psychology's move toward the everything-is-biological-or-chemicallybased mentality. I think teaching and testing future generations that genetics and chemicals cause
mental illness is misleading them and will be a great disservice to them when they enter practice.
They are going to be trained to believe there is nothing they can do but refer to psychiatry/medicine
for medication and this takes away 99% of what has historically made psychology great. More and
more patients are entering our practices and are unable to cope with the growing demands of life.
Telling them their feelings are wrong and need to be medicated away is not the job of a highly
trained psychologist. We have more to offer patients than you are a victim of random, chemical
chance. The long range changes are terrifying and I think we need to make a stark turn back to our
roots: theorizing, finding causes and treatments for problems, and helping people actually get better
(not to get better at ignoring problems).
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173. I believe changes will be occurring in the domain of national security, especially with regard to
torture and the psychologist's role (if any) in those issues. Additionally, the psychology of wall
street. A greater focus on education of children and how to encourage others to invest in education
of children. Also preventative health care.
174. I believe emerging professionals/student psychologists have minimal commitment to our state, local
and national associations, as well as diminished interest in the legislative actions that impact the
practice of psychology.
175. I believe industrial-organizational psychology programs will continue to diminish in number and IO psychology trained PhDs will increasingly seek faculty positions in business schools when
pursuing academic positions. I also believe I-O psychology PhDs will seek licensure less and less
often because they will consider the licensure processes, which were established for the regulation
of clinical practice, as increasingly irrelevant.
176. I believe our increased knowledge of the brain and the impact of biology on behavior will
absolutely change the practice of psychology. I think much of academia and the licensing boards,
who set the agendas and control most of the research that gets conducted, are totally off base. I am
afraid that my hands will be tied by the push toward evidence-based practice, with the evidence
being only that developed by academia. I feel they stifle much of the potential to move forward. I
fear we will really miss the boat, due to how narrowly much of academia seems to define our role
and our techniques. I also feel the possibility of health care reform will greatly change the delivery
of services. Overall, I feel a lot of fear and concern about being able to provide for my family. I
would be hard-pressed to recommend this field to people entering college right now.
177. I believe psychologists are becoming more involved with medication management. Many are
seeking prescription privileges and there is a strong chance this will happen in the next several
years.
178. I believe psychologists will be obtaining prescription privileges, which will ultimately lengthen the
time students spend in graduate school. I also believe students will be able to obtain licensure
immediately after receiving their degree. This will require students to obtain additional clinical
experience while in graduate school/internship. Again, this will likely lengthen their stay in
graduate school. Removing the post-doc year is concerning to me, as it requires students to be
more mature and prepared to handle complex clinical cases sooner than psychologists have in the
past.
179. I believe Psychopharmacology will be the most powerful force within the field of Clinical
Psychology because I believe it is very important for the psychologist to receive further education
in psychopharmacology and or pharmacy and be able to write prescriptions for his or her
patients...The future clinical psychologist will have a new title of Psychological Physician.
180. I believe short term psychotherapy will be the primary mode of intervention. I also believe there
will be more emphasis on future and forward than past experiences.
181. I believe that many of the jobs psychologists used to hold are now being held by Master’s level
Clinicians. These clinicians vary in terms of training and educational experiences. Which may be
troublesome for clients.
182. I believe that more training will be needed in the area of medications and their effects on clinical
practice.
183. I believe that no matter what is your specific area of practice, it's important to have an holistic
knowledge (covering psychiatric, neurological, etc. Aspects) in order to be attentive of the global
reality of our clients, and refer them, if needed, to an accurate complementary services.
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184. I believe that psychological services will continue to be integrated in overall health care and that
training is required in how/when to collaborate with other providers of care, especially within the
medical field. Psychologists need to understand the medical model of care, learn how to
communicate how their services can be a benefit not only to individuals, but also to primary care
medical providers who continue to medicate psychological issues; we need to continue to work on
integrating care, treating the whole person in conjunction with pcps.
185. I believe that psychologists are going to have to be increasingly aware of issues related to efficient
provision of services to clients and billing/insurance issues with the changing face of health care.
186. I believe that psychologists are SLOWLY moving toward working closer with primary care
medicine. I also believe that we are SLOWLY proving our worth as agents of prevention and
change with regard to chronic physical health issues.
187. I believe that psychologists will more and more be in the position of training other mental health
professionals.
188. I believe that psychology has the potential to exact not only individual change, and ultimately social
changes, which is of critical importance as we overpopulate and our planet and deplete and ruin our
natural resources. The role of the neurosciences and the ability to examine human behavior from
biological, comparative and evolutionary perspectives are necessary to achieve this. In addition,
the artificial dichotomy between physical and mental health will hopefully decrease as
understanding of the brain and its status as a physical organ, the organ of behavior, is
acknowledged. Nutritional and environmental health will also become more integral to
understanding behavior and developmental disorders.
189. I believe that social networking, distance learning, and remote access technologies will become
more prominent and acceptable means of providing psychological information and services. I
believe there will be an increased need and consumer demand for these services.
190. I believe that the application of research results in neuropsychology will increase tremendously, as
well as knowledge related to psychometrics.
191. I believe that the field of Psychology has to become more flexible in addressing the needs of people
of other cultures without putting a Caucasian stamp as the preferred mode. My extensive
experience with the Native culture has radically changed my understanding of assessment, mental
health, and normalcy. Much of my work does not use conventional psychological tools.
192. I believe that the impact of new technology, especially social networking, may end up being an area
where psychologists will have to have knowledge.
193. I believe that the long range changes will revolve around Psychologists prescribing medications. In
our area there is a severe shortage of psychiatrists who deal with children and families and I believe
that our area is not alone in dealing with this shortage.
194. I believe that the major long-range changes occurring in psychology, in the US in particular but also
in Canada, will have to do with establishing our efficacy in the face of shrinking health care
funding. These changes will require psychology, as a profession, to more fully embrace our roles
as scientists, particularly through conducting outcomes research. Our profession needs to embrace
an evidence-based model.
195. I believe that the need to know short-term interventions/treatments, pharmacology, and schoolbased programs involving both parents and teachers will increase. If the economy doesn't improve
faster, vocationally based services will need to increase too.
196. I believe that there are two major changes occurring in the area of school psychology. One is that
of the latest brain based research in relation to functioning, learning and memory and the ways to
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heal the brain from aging and trauma. The second area is that of cross battery/CHC theory in terms
of learning disability assessments. I feel that these two areas of major impact on the knowledge
that is and will be required of psychologists in the coming years.
197. I believe that understanding psychopharmacology and the complexities of this will become
increasingly imperative to psychologists, especially in the field that I primarily work
(Geropsychology). I also feel that schools providing specialty training in Geropsychology are
especially important given the growing needs of this population.
198. I believe that we are, thankfully, moving more toward the practice of evidence based assessment
and intervention.
199. I believe that we will have to come to terms with the ethical and effective practice of psychology
using distance and digital technologies. Geropsychology is going to be an overwhelming need and I
am not certain we have enough Gen X and Y psychologists to meet that need. Finally, we need to
become truly culturally competent and better trained in diversity issues.
200. I believe that with the aging of our society, greater understanding of memory disorders and other
age-related concerns will be of significant importance.
201. I believe the climate for solo private practice will continue to deteriorate. I believe universities of
dubious reputation will continue to flood the market with people of limited ability and poor
academic training. I hope I am wrong, but it seems to me the profession is on the road to doom.
Mental health will continue to become more biological, and psychology will abet this trend by
lobbying to let psychologists prescribe, something that is an abomination to many psychologists,
despite what lobbyists at the APA would like to believe.
202. I believe the delivery of health care will change as the country evaluates and implements changes in
the health care system.
203. I believe the field is moving toward a more medical model of practice. There appears to be an
increased interest in pharmacologic interventions and a decreased interest in formal assessment
(much to my dismay). There also appears to be a move toward more cognitive/behavioral
treatments and away from psychodynamic and interpersonal treatments.
204. I believe the field of psychology is in desperate need of a cohesive training and uniform treatment
approach similar to that of the medical field.
205. I believe the internet will have a huge impact on social functioning and development as well as how
psychology is impacted in terms of ethical issues pertaining to practice.
206. I believe the long range changes are here now. The cost of the war is adding a different frontier
within the layers of society not to mention economical and psychological wounds. I believe that
psychologist must expand their knowledge base to address the 2K population. We have the
tendency to limit ourselves in terms of what a psychologist should and should not do. As a
prescribing psychologist, I can provide a wide range of interventions that allow those that I treat
have a one stop shop as well as continuity of care. In addition, I must say something about
evidence based practice-I believe that it s relevant but should not occupy the entire book casepeople are complex and most people that I see do not fit into the studies that reflect fear of
elevators- their fears also include ,gender, race, abuse, etc.
207. I believe the long range changes occurring in the practice of psychology to be the move toward
prescription privileges.
208. I believe the need to critically evaluate scientific literature and to use supported treatment will
become even more important over the next few years in order for the field to distinguish itself from
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pseudo-psychology. Also, an increased knowledge and understanding of neuropsychology would
be advantageous to assist with a multidisciplinary approach to therapeutic interventions.
209. I believe the next 15 years will see much more emphasis on the neurological bases for behaviors
and use of this information to design interventions. I hope that there will be more emphasis on
evidentiary based interventions, while still leaving room for a psychologist's unique techniques and
methods. This profession has been too loosey-goosey for too long. I also hope that all Americans
will have access to direct, quality psychological care as some of the social changes play our for
universal health, and mental health, coverage.
210. I believe the strong push for ONLY PhD. Qualified psychologist is going to be very hurtful to our
profession. We already have a shortage of qualified psychologist in this Province. As a result in the
government system positions are being re-assigned to other professions such as Nursing and Social
Work. These positions are still considered counseling positions even with this change is
professional designation. It will mean the death of some of the smaller provincial/State associations
as they will not have the numbers to sustain a viable organization.
211. I believe there are too many professional schools. I believe the quality of student graduating from
these schools is not acceptable in many circumstances. It seems these schools have a high rate of
accepting applicants, and thus students are not as qualified. This lowers the public perception of
psychologists as the public may have had a poor experience with a psychologist (hypnosis for a
phobia as opposed to CBT). The ASPPB should aim to eliminate for profit schools to improve this
problem and save our profession.
212. I believe there is a trend toward psychologists being accepted by the medical profession as a
legitimate profession that can enhance the care of patients through a collaborative treatment
approach. Treatment is focused on time limited approaches that are evidenced based with
measurable results. This will require more training on the parts of psychologists in the
psychological aspects of medical disorders.
213. I believe there needs to be more guidance about the business of being a psychologist, whether or
not a person intends on being self-employed. Also, the reality of how to deal with and pay large
student loan debt after graduate school should be better addressed.
214. I believe there will be continued emphasis on evidence-based, short-term interventions.
Unfortunately, with the increased number of psychologists graduating from professional schools,
with less experiencing conducting research, fewer new psychologists may be able to appreciate the
scientific and research underpinnings of these evidence-based interventions.
215. I believe there will continue to be an overlap of theoretical camps (e.g., cognitive, interpersonal,
behavioral)in treatment process.
216. I believe we need to be more integrated in the medical model. I do not believe the current EPPP is
a useful measure of what I needed to know to be an effective psychologist. In fact I think the EPPP
does not reflect effective knowledge levels and is designed not to test useful knowledge, but to keep
students from getting a license w/o spending more money on programs and to line the coffers of
different psychology boards. And yes, I did pass the EPPP the first time.
217. I believe we will all be moving toward research based standards of practice that will standardized
practice under a single-payor or at least more regulated system. It will likely improve the practice of
those that do not keep up with current research findings but may limit to some extent variety and
innovation. It may also provide for increased research collaboration or comparability across sites if
all practitioners are using similar evidence-based practices.
218. I believe we will be required more and more to prove to insurance companies the effectiveness of
our interventions. Trainees will thus be needing large amounts of training in empirically supported
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treatments and more studies in this area will be needed to provide the data. I believe we will also
need to know increasingly more about psychopharmacology.
219. I believe we will be seeing changes in the manner in which we handle certain common diagnoses
and in the pharmacological and biological/neurological methods used to treat these diagnoses. I
also anticipate changes occurring in the practice of psychology on the college campus. Based on
the reaction (social and political) to tragedies such as Virginia Tech and Northern Illinois, it seems
that the expectations of providers on college campuses with respect to ethical practice are being
differentiated from similar practice in the community.
220. I believe we will have to learn to accommodate the emphasis on evidence-based practices, but do so
within an environment that allows for and even encourages innovation.
221. I believe we will need to further develop and hone our skills beyond psychotherapy (e.g.,
assessment) in order to remain relevant in the field of mental health. With the growing number of
Masters-level therapists in the field, Doctoral-level psychologists will need to maintain/develop
skills in other areas to be able to compete for and obtain employment.
222. I continue seeing adult community services and working within community systems on behalf of
individuals with special needs and their families being the continuing challenge that psychologists
will face in future years.
223. I continue to be concerned about the impact of managed care on our profession. We need to take
back our profession and resist the efforts or managed care organizations to dictate how we treat
clients both in duration of treatment and method of treatment. We need to educate the public about
the strengths and benefits of our training.
224. I fear that individuals will no longer be required to obtain supervised experience after internship.
Beyond licensure, there is not much quality control in our field. Efforts to reduce the time to
licensure will surely place the public at risk.
225. I fear that the concept of evidence-based will be over-used and co-opted by managed care entities to
subvert the very critical issue of developing a relationship with clients before any intervention will
work. I work with traumatized combat vets from WWII to the present. I use EMDR and other
research-supported interventions, but not until the level of trust which allows disclosure is
developed. If psychologists abandon the value of connection in favor of quick, meaningless
research outcomes, we will sabotage the profession.
226. I feel strongly that we need to keep our expertise honed in the area of assessment. This is one
domain where psychologists can demonstrate their knowledge and skills and one that has not yet
been overtaken by other professions.
227. I have found that knowledge of medication has been more important, since psychiatrists have
limited time with the patients, they seem to spend more time in therapy reviewing side effects.
228. I hope that universal health care and mental health parity laws will enable practitioners to provide
services and make a living in rural and underserved areas. It would be a positive thing if
prescription privileges came to more states, as long as the graduate programs do not cease to
emphasize the efficacy, theories and techniques of psychotherapy. I hope the APA can get it
together and stop being the organization it is today (torture apologists) and promote open dialogue,
transparency and the practice interests of its members. And, I wonder if men will return because
there seem to be so few of them.
229. I hope to see less attachment to specific dogmas (ex: CBT will save the planet), and a greater
appreciation and respect for the uniqueness of our clients, and the fact different strategies /
approaches work for different people. I hope to see ethics get away from a laundry list of dos and
don’ts, and increase in appreciation of the complexity of human relationships. Ethics training
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should include an appreciation for books like Ethically Challenged Professions. Assessments need
to get away from trying to squeeze people in to squares to fit them in to square holes. A greater
appreciation of the complexity of people, their struggles, and the fluid nature of the psychological
functioning would be helpful.
230. I missed the screen on what other knowledge I use, but it's appropriate here as well. I consider
Environmental Psychology to include the relationship of the individual with the natural world.
Given the very serious nature of the environmental problems facing us, I believe that it is
increasingly important to social, clinical, biological and consulting psychologists to address: --the
impact on mental and physical health of degraded environments and environmental toxins; --how to
promote pro-environmental behavior; --how to frame messages about environmental threats that
move individuals toward action and away from denial
231. I see a continued integration of psychology in health care settings which will require psychologists
to coordinate psychological with medical interventions.
232. I see a divide in that many psychologists are becoming more interested in intervention, whereas
others are more interested in assessment. I also notice increasing interest in neurobiology and
applying specific brain functions to everyday functioning.
233. I see a dramatic decrease in formal assessment; insurance companies are paying less and less for it,
if at all; I see our potential intern candidates coming in with less and less experience and training in
it, as well.
234. I see prescription privileges, psychopharmacology, health psych in a primary care setting, and
increasing need for substance abuse treatment.
235. I see psychology becoming increasingly integrated with medicine and alternative approaches to
healing. Psychologists will have more opportunities to work in collaboration with nurses and
physicians to address mind-body interaction/contributions to emotional and physical health.
Psychologists will also have increasing roles as consultants to address a variety of community
issues including applications in the workplace, correctional institutions, and educational settings.
236. I see the field becoming much more data-based and practitioners held accountable for the services
they render. Thankfully, we're no longer making vital treatment recommendations (let alone
diagnoses) based on the results of a Bender or a Human Figure Drawing! My ability to collect,
graph, and interpret meaningful data is just as important as any other professional skills I possess.
237. I support the movement toward and believe that prescriptive privilege will awarded to psychologists
with appropriate training. I hope that the ASPPB takes a supportive stance in this regard.
238. I think biological bases of behavior will continue to increase in importance and, although I am not a
strong proponent of prescription privileges, I think that psychopharmacology will become
increasingly important. I also think that research and program evaluation demonstrating the
efficacy and cost-effectiveness of psychological work will become increasingly important given
likely changes in health care reimbursement.
239. I think eventually (clinical and counseling) psychologists will be given the option to obtain
prescription privileges throughout the United States.
240. I think financial pressures obligate psychologists to take a stronger leadership role in the cutting
edges of psychology. I believe that psychologists are suited to be more collaborative in their work translating research findings into practice and coordinating treatment efforts with other
professionals - esp. Medical and educational professionals. I believe that psychologists are bestprepared to make accurate diagnoses but, again, need better ways of collaborating with medical
professionals to use this knowledge. I believe psychologists need to continue to better understand
the role of medication in clinical treatment, including side effects, etc to provide monitoring for
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clients who are seen infrequently by psychiatrists. I would like to see an increased role of
assessment in clinical practice, but this seems unlikely in the current insurance environment.
241. I think it is critical to give credit to Master's Level Psychologist for their years of professional
practice without any liability claims. I feel strongly about this as there are limited number of seats
available in APA/CPA accredited universities, making it tough to get into Ph.D programs. Masters'
Level psychologist go through 6 years of supervision before getting registered, and they also clear
the EPPP. But after years of a clean, exceptional, record, they are still just a master's level.
Continuing Education credits should also be part of continuing enhancement and maintenance of
skills and competencies.
242. I think it will be important for psychologists to get thorough training/practice in
psychopharmacology so they will be competent in this area once prescription privileges are granted
in the rest of the states.
243. I think more people are going to be using the internet as a means of communicating with patients
and individuals will continue to use the internet as a source of information to seek answers to their
questions. We, as psychologists, need to be prepared to handle this newer form of interaction.
244. I think people will be putting off treatment due to economics and we will be seeing people with
more severe pathology. This will necessitate the same knowledge we use now: diagnosis, treatment
planning and implementation, consultation with other professionals etc.: but in a more
multidimensional fashion than some may be used to, and definitely with the expectation of it being
done faster.
245. I think professionals in other disciplines (e.g. Social workers, lpcs, lfmts) will more and more
provide services similar to, if not identical with, services provided by psychologists. Given that I
am 66 years old, I do not expect this will have much impact on my daily professional activities, but
clinicians who are just starting their careers will have to define what it is, if anything, that
distinguishes clinical psychologists from other mental health professionals.
246. I think psychologists need to be better trained in supervision. It seems that more and more doctoral
level psychologists are in supervisory roles and have never been formally trained in the provision of
supervision. I think this is detrimental in the long run to our field as supervision is an important
component of a new psychologist training. It is a way to gatekeep the quality and integrity of our
profession.
247. I think psychologists will be able to write prescriptions for psychotropic medications. I think
psychologists should have the option for additional training and certification in order to write those
prescriptions.
248. I think Psychologists will continue to work with individuals receiving multiple psychotropic
medication and feel that it's important for Psychologist to know how different medications interact.
I feel that most, if not all, Psychologists have a good understanding of this, more education is
needed.
249. I think psychology practitioners, for the most part, are under-supervised prior to entering
independent practice. One year of supervision (i.e. Internship) does not provide sufficient time and
breadth to ready someone for the responsibility of independent practice. Further, legal issues are
constantly changing as technology continues to advance. Access to and storage of information
within organizations is difficult to grapple with, while considering FOIP and PIPA.
250. I think that all psychologists need to make sure that they keep up to date in the area of
neuropsychology. More and more information is being discovered through research that can
greatly impact anyone who is practicing psychology.
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251. I think that for people who either do not have insurance or who use medical insurance to pay for
psychotherapy, treatment is likely to be very short with a very symptomatic focus. I think there will
therefore be a wider income divide in the types of services individuals will receive (i.e. Individuals,
children and families with economic resources will receive much more thorough services than those
without). I think those without economic resources will more and more be focused on crisis
management and not actual treatment.
252. I think that practice opportunities for psychologists are increasing rapidly with current political and
health care advances. Psychologists must create and demand licensing flexibility and parity with
other mental health care practitioners such as school psychologists, social workers, licensed
professional counselors and occupational therapists who have lesser training but through increased
advocacy have exclusive practice opportunities.
253. I think that the practice of psychology will continue to be prostituted by political and economic
forces until it becomes as irrelevant as is psychoanalysis now. One possible way to do war against
this trend is to emphasize political activism in all psychology training programs, and reinforce
individual involvement by psychology students and faculty. A new generation of psychologists
coming out of such a war could then be expected to engage in a revolution within your
organization, the APA, and so forth.
254. I think that the trend towards licensure without residency will erode the quality of professional
services if unchecked. I think that there is a general trend in mental health towards undervaluing
expertise (e.g. Increased utilization of Master's-prepared clinicians).
255. I think the emphasis on empirically supported treatments (although of some value) represents a very
incomplete picture, and that effectiveness studies need to be given more weight. My observation is
that EST is often equated with best treatment, when it only means what has been empirically
studied, and that CBT, because its methodologies lend itself to ease of research, becomes equated
with best practice. My observation as a psychologist heavily involved in training is that newer
psychology interns seem to have less understanding of the broad range of psychological theories
and methods, and are more limited in their conceptual awareness and knowledge. I also think that
psychology as a profession is shooting itself in the foot in a couple of ways. One is by not being
vigilant to the threat of other professions, e.g., social work. As a profession we are not in danger of
becoming marginalized because of the prescription privilege issue, but because other professions
increasingly are allowed to practice in the realm of psychology with a fraction of the training. It is
great to emphasize a multidisciplinary perspective, but our value and distinction must be
maintained. It is also unconscionable that we continue to accredit new doctoral programs without
an equal number of new internship slots being available.
256. I think the long range changes concern neurological findings regarding how our brains work and,
thus how to promote healing and help people change. I also see clients needing to slow down and
finding mindfulness and spirituality helpful
257. I think the long range changes in the practice of psychology are related to increasing the range of
application of the practice of psychology. For example, the application of psychology practice to
other-than psychologically disordered behavior or in other than office-based settings would seem to
be important. Some of the changes that may have begun happening some time ago in more
populated areas are still not happening in more rural areas. Supervision and consultation are also
areas of practice for which there may be more demand. The strong theoretical and research
orientation within psychology is necessary to help in application in new areas.
258. I think the most significant change is going to be related to national healthcare changes overall less pay for the same services, but hopefully, less business/paperwork required. In order for
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psychologists to make the money they are accustomed to making, it will require them to branch out
into more diverse areas of knowledge so that they may provide more services to more people.
259. I think the most significant long-range change in psychology is going to be the prescription
privilege for psychologists. I think more states are going to pass legislation in the coming years,
allowing psychologists the much-needed ability to prescribe psychotropic medications. Another
change which I think is going to be significant for psychology is the awareness of the increasing
multiethnic and multiracial face of America. We, as psychologists, need more training in
multicultural awareness.
260. I think the scope of practice will include a need for more medical knowledge as I see an shift
toward health psychology. The needs of the people seeking medical attention with subsequent
emotional challenges will be the greatest population.
261. I think there are serious problems with the current internship/organized training program
availability and requirements that could potentially place other fields (e.g., Social Work, Mental
Health Counseling) at a significant advantage over psychology in the work force. They can
practice independently and bill insurance companies at a Master's level, and I believe doctoral
psychologists have more skills and expertise but have many barriers to beginning practice. I realize
that gaining prescription privileges is a big push right now, but I believe psychology could do more
to facilitate the ability of new psychologists to begin practicing what they have already been trained
to do, as opposed to promoting new and different skills requirements.
262. I think there will be an increased need for multidisciplinary collaboration such as working with
physicians to create positive behavioral changes that affect health. I also think it will be critical for
psychologists to continue to ground ourselves in assessment as it makes us distinct from other
disciplines. Finally, I think that the need for psychologists who can work as consultants for
readjustment issues and mild cognitive impairment among individuals in the military returning
from combat zones.
263. I think there will be in increase in services offered online. This brings with it a host of ethical and
other implications.
264. I wonder if there will be a greater emphasis on licensing MA level psychologists to meet mental
health needs due to financial constraints both on the part of the individual consumer and third-party
payers. This would likely reduce the knowledge base currently required for licensed psychologists.
265. I work in primary care integration and have worked in medical settings since graduate school,
including internship and residency. I believe there will continue to be a trend with more integration
into primary care. Unfortunately the field is flooded with psychologists, and reimbursement, or
remuneration if salaried, continues to be very poor when compared to other health professionals.
We should have had prescription privileges years ago, and it appears that we are still, sadly, not
making any progress on this front, otherwise that would be an ideal area in which to expand our
knowledge base. Many psychologists, though not all, do have a good base in biology, chemistry,
etc., but there is much room for expansion on this knowledge base in our graduate training.
However, our field also seems intent on not becoming a healthcare profession. Another area for
possible development is health care economics, program development, and evaluation.
266. I would expect to see disaster mental health intervention emerging as a practice specialty with a
distinct knowledge/skill set.
267. I would like greater attention paid to issues concerning trauma resulting from cultural/genocide
issues; childhood abuse; issues of sexual assault and trauma and a greater focus on positive
psychology, including logotherapy. Also I would like to see licensing of psychologists (resemble
that of psychiatrists) in which a 3 day testing period includes a short answer/essay section on an
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exam; a direct observation of client-therapist interaction on an exam; and a quantitative testing as in
the EPPP exam...not just the EPPP exam...not every competent psychologist does well on multiple
choice examinations!
268. I would like social workers to have more expertise in assessment and treatment methodology.
269. I would like to see the specialized training of behavior/learning theories and diagnostic assessments
that psychologist are able to provide to be further utilized in the medical and legal arenas as means
for prevention.
270. Ideally, a more comprehensive understanding of statistics and current research trends should be of
focus of those who are entering into the field. However, I believe that the future of psychological
training is going to be in terms of understanding the workings of psychopharmacology to where
psychologists would be able to prescribe medications to their clients in addition to, or replacement
of for psychologists, therapy. This will become of more importance as the number of psychiatrists
diminish.
271. Ideally, the scientist-practitioner model includes both sides of the hyphen. Equal weight should be
given to empirical research & the wisdom of experienced practitioners. Psychologists who work
with families & children should know how special education law & practice, ADA & Section 504
operate within schools. Too often, psychology gives short shrift to public education, despite it being
a huge part of the lives of most clients. Psychologists must learn how medical insurance works &
how our diagnoses or lack of them affect the client. Our help is much more effective when
informed by disability litigation & legislation. Ideally, psychologists will know more about law &
science & less about constructivist theory & the cottage industry of multiculturalism.
272. Identification of and adherence to evidence based practices
273. If I have to point out a long range change occurring in the practice of psychology I certainly would
mention two major changes. First of all, there is the impact of managed care on health systems
around the world but most prominently in the United States of America. As a result of changes in
the health system there is a trend for psychologists to become technicians. Instead of a respected
academic discipline, psychologists are perceived as providers. The emphasis is on technique rather
than knowledge production. In response to this, the academic programs are nurturing a professional
that lacks deep knowledge of the theoretical basis of our discipline. However, this type of
professional is very well trained in techniques used as decontextualized prescriptions. Lack of
understanding of the purpose of those techniques renders professionals disconnected from the
reality of the person seeking help. The emphasis is in short term results rather than in understanding
human nature. Eventually, we will be displaced by professionals with technical skills that does not
require the doctoral level of academic preparation of a psychologist. Second, society is undergoing
a major transformation in the way people relate to other people. Internet, mass communication,
among other technological changes, had transformed the way we think space and time; and the way
we think of ourselves and relate to others. Unforeseen challenges are posed to psychologists, and
the reduction of them as mere technicians does not prepare us to cope effectively with future e
274. I'm hoping the field will amass data on correlations between various generations' use of new
technologies to connect with one another socially and the levels of interpersonal connectedness and
mental health outcomes. Similarly, psychologists may benefit from more training around ethical
uses of various technologies in their practices.
275. I'm noticing a great emphasis on community services, including greater collaboration of school and
clinic services to aid further with child and adolescent mental health services. In my present setting,
I see a greater emphasis for mental health services with geriatric population, and the increased
longevity of lifespans seems to suggest that the geriatric population will continue to be a cohort of
increased mental health needs.
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276. IMO, prescription privileges are coming and it will be a good thing for psychologists.
277. Impact of electronics on ways people communicate(less face to face, less ability to read nuances,
less ability to sustain long conversations and processing). Therapy is becoming one of fewer places
where people engage in thoughtful sustained reflection on their own behavior and values and the
impact that has on themselves and others. Culture reinforces fast rather than substantive processing,
quick fix solutions rather than real assessment and change.
278. Impact of managed care and insurance limitations on practice, treatment needs and
recommendations. Ethical conflict as it pertains to peer review participation for insurance
companies. Need for more evidence based treatment methods of a brief treatment type. Increased
need for neurological and biological background, particularly psychopharmacology in clinical
practice.
279. Implementation and flexibility of evidenced based practices in complex presenting situations and in
which multiple organizations are involved including primary health care
280. Importance of culture in assessment, diagnosis, and treatment.
281. Improved knowledge and skills to work in a medical setting
282. Improved knowledge of psychobiological models of pathology
283. In 1966, I entered the profession as a post-masters degree trainee. That has allowed me forty-three
years of observation of evolution in our field. I am most happily and favorably impressed by our
profession's determined and steady climb out of the old morass of imposed images, as often were
determined by certain employers and practitioners within hospitals and other medical settings. The
broadening and deepening of psychological knowledge and skills was, in large part, responsible for
our climb. Now, in both the shorter and longer ranges, I suspect there will be substantial purpose
served (i.e., in continuation of that 'climb') in preparing psychology students to become
appropriately knowledgeable, and eventually, professionally comfortable in working with the
various concepts and applied aspects of important developing fields, such as that of neuroplasticity. Certainly, I am strongly in favor of clinicians being provided educations in which
neurobiological mechanisms underlying both normal and abnormal behaviors are brought to a high
level of understanding and appreciation. As well, I feel that the coming generation of 'clinical
practitioners' needs also to be well informed of the extreme importance of understanding individual
differences, the process and factors that enter into building trust, issues of transference and countertransference, establishment of constructive expectations, etc..
284. In Canada a stronger emphasis on cultural issues and the assessment of ESL.
285. In Canada, coverage of psychology services by the Canadian Government Health Care system.
286. In Canada, there is a shortage of institutional (community health/mental health and hospital-based
psychologists, military psychologists) as more appear to be heading to private practice, partly for
the income and partly for the autonomy. This leads to a wider gap in a 2-tiered system, with fewer
people having access to psychological services. This also affects the knowledge needed
(psychologists not getting much training in running a business for example). It also increases risk
to the public with more psychologists operating on their own without easy access to peer
supervision. I believe that ongoing peer supervision as essential to good practice.
287. In East Coast Canada there is a movement occurring by the medical community to remove
diagnostic rights from psychologists. Attention needs to be paid rigorously to continue advancing
the profession through public education and through state/provincial boards of regulation.
288. In Forensics, enhanced knowledge/training of assessment instruments, the ability to perform ethical
evaluations (no court whores please), and increased understanding/awareness of the legal issues at
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hand (must be current with statutes/case law, etc. The ability to put on a legal hat and communicate
psychological concepts in an effective manner with the legal system cannot be overstated in my
opinion.
289. In K to 12 schools, the most recent change has been the expectation for school psychologists to
participate in the Response to Intervention model. This model has several components that are
familiar; collaboration, evidence based practice, supporting students to learn and grow as
individuals, but there are other components that are less familiar. Less focus on standardized
assessment, more focus on group facilitation and process and a tacit responsibility to watch over the
fidelity of interventions delivered by others. If this model prevails (doubtful, given the
changeability in education) school psychologists will increasingly be expected to lead and guide the
process. This will make it even more necessary to have excellent group process skills, a high level
of resourcefulness to continually be able to offer intervention suggestions and expertise in outcome
based evaluation.
290. In neuropsychology, there is a push towards computer-based assessments.
291. In research and practice, knowing what does not work with whom, and why –– More emphasis on
matching interventions to needs/characteristics/preferences of individual/context, rather than
relying primarily on overall group effects
292. In school psychology, the role will change due to the institution of RTI.
293. In the field of clinical psychology there is a strong emphasis on the biological components of
mental illness, including the use of psychotropics. Even clinical psychologists who are not
prescribing psychologists are expected to have an extensive knowledge base of these issues.
294. In the Forensic field, there appears to be an increasing prevalence of mental health and substance
abuse issues co-existing in both male and female offenders. Given the timeframes with these
clients, it is often difficult to tease apart the root cause of the problem. For example, whether
depression (genetic or situational)is the original underlying problem with the substance use/abuse
as a means to coping; or vice versa early abuse issues have lead to their current path. In short ,
having a better understanding and knowledge of the long term effects of various chemicals and their
effects on cognitive development/impairment. FASD is of particular importance as there seems to
be an increase in the number of aboriginal people with symptoms/impairments that may be linked
to maternal alcohol consumption.
295. In the long run, I believe psychologists will need to have a lot more training in marketing and
managing a practice. This includes being able to provide quality services in a more efficient and
effective way - including bibliotherapy, groups, educational presentations, etc. I think
psychologists will also need more information about how to ethically deal with managed care.
(I’ve chosen to opt out of all managed care since I believe the system interferes negatively with
therapy.) As reimbursement rates decline, we will need to survive outside of insurance (which I
have done).
296. In the long term not to have prescription privileges as they take away from what the practice of
psychology is all about
297. In the next years we must develop more expertise in cross-cultural understanding and
methodologies for maximizing a commitment to environmental sensitivity. This may be advanced
through research programs that extend beyond a unicultural approach to solving problems that
transcend individual concerns about one’s own environment, i.e. How does the individual integrate
his/her cognitive needs into a global environment that has multi-diverse demands on pan-cultural
interests and subsistence requirements.
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298. In the province of Ontario, I believe there will need to be a review of the title of Psychological
Associate. This title is rendered to registered master's level practitioners in Ontario. The title has
caused public confusion and created obstacles within various insurance boards. Consideration to the
development of another more clear title will be required. -In Ontario, RHPA has been revised.
Revisions affect professional practice and misconduct considerations. Careful review of these
changes and how they apply to professional practice will be needed.
299. In this area, the professional psychological schools have essentially flooded the market with
psychologists. This may have the positive effect of increasing availability and range of approaches
available for consumers, but unfortunately the overall level of competency of clinical practice in my
opinion has dropped. The professional schools seem to have the inside track with regard to
standardized licensing testing (i.e., directly preparing their students for the EPPP and state testing),
resulting in more people passing who cannot demonstrate competency in practice. I say this as a
psychologist who is involved in the supervision of clinical internship students.
300. Include psychopharmacology and introduction to neuropsychology for all clinical psychology
graduate students. Somewhere in the future psychologists will be prescribing practitioners as well
as therapists. They will need knowledge about neuro-imaging
301. Increase for the need of I/O and health psychologists (especially in regards to chronic illnesses)
302. Increase in demand for career counseling re layoffs and the recession.
303. Increase in managed care. Increase in use of technology and ethical considerations regarding same.
Impact of cultural and economic changes. Increase in use of positive psychology and mindfulness
approaches.
304. Increase in technology and use of electronic communication in psychological intervention and
consultation. Continued increase in multiculturalism and diversity issues. Likely increase in
prescriptive privileges for psychologists. Uncertainty of health care system - move toward
nationalized health care? Future of managed care?
305. Increase in understanding of neurobiology of disorders brain development social justice & equity
306. Increased appreciation for the input of psychologists in medical health care settings. Issues related
to medication treatment and psychopharmacology. Need for increased input from psychologists in
public policy arenas.
307. Increased attention to wellness and alternative medicine approaches in conjunction with
psychology, including spirituality, community relationships and preventionist approaches, and
community healers for specific cultural groups (i.e., acupuncture and Traditional Chinese Medicine,
yoga, meditation, and other wellness approaches)
308. Increased awareness and knowledge of autism and the treatment for those individuals/families
across the lifespan. Increased risks for adolescents and teens related to rapidly developing
communication technology
309. Increased collaboration with general practice medicine, especially in areas of health requiring
significant life-style change such as diabetes, obesity, etc., and increased participation in general
medical hospital practice.
310. Increased diversity of clientele and providers
311. Increased emphasis on measuring outcomes, evidence-based practice.
312. Increased emphasis on: Psychopharmacology Developmental neuroscience
313. Increased focus on competency in developing/testing, selecting, and implementing empirically
supported treatments.
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314. Increased focus on ethics and risk management
315. Increased focus on mindfulness practices in counseling psychology. Increase in use of internet/on
line counseling. Increased knowledge of cultural/racial/religious differences.
316. Increased involvement in primary care/integrated care Use of electronic records, billing claims, etc
317. Increased knowledge and usage of psychopharmacology in clinical practice.
318. Increased knowledge in working with war veterans, traumatic brain injuries, and PTSD. Impact of
technological changes on practice of psychology
319. Increased knowledge of biological/medical influences in psychology will be important. Includes
psychopharmacology, genetics, medical procedures.
320. Increased need for expertise in psychopharmacology, neuropsychology and forensic psychology.
As a profession, we need to re-emphasize the education, training, and experience psychologists
provide in the area of psychodiagnostic testing and evaluation...I think it is still what makes
psychologists unique among mental health professionals, but I have seen over these past three
decades, a movement away from this set of competencies.
321. Increased need for specialization and increased need for updating skills and learning new ones.
322. Increased neuro-biological, psychoneuroimmunological knowledge bases and increased use of
more sophisticated psychotropic agents.
323. Increased psychopharmacology practice at the independent level which I agree with. Decreased
emphasis and training in psychotherapy during graduate school which I think should be a
psychologist's primary focus.
324. Increased research on the human brain
325. Increased specialization
326. Increased specializations, requiring more formal postdoctoral programs.
327. Increased technological knowledge and new laws governing practicing and the use of technology
(internet, webcam, skype, email, etc.).
328. Increased use of internet based education programs for psychologists. The concern is the
diminished face to face contact with supervisors and how this may affect the personal and
professional growth of psychologists in training.
329. Increased use of the internet.
330. Increased use on nontraditional service delivery methods (telehealth, internet services, etc.) More
limitations to practice due to insurance company limits to coverage
331. Increasing numbers of Blended Families - necessitating a need for more psychoeducation on the
realities of marriage, child raising and reality of blended families.
332. Increasing access to a broad range of psychology services including prescription authority
333. Increasing awareness of the importance of knowledge of mind-body interface; need for greater
depth and appreciation of bio-psychology (not limited to neuroscience nor to psychopharmacology,
but including both).
334. Increasing clarification of evidence based practices Increasing service provision by other mental
health (non-psychologist) service providers including peer providers
335. Increasing emphasis on evidence-based practice methods.
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336. Increasing emphasis on understanding the neurochemical basis of behavior and pharmacological
intervention
337. Increasing immigrant population; need for cultural and linguistic competency; willingness to
provide services in naturalistic settings; impact research that has clear implications for policy;
qualitative and action research methodologies; psychopharmacology.
338. Increasing incident rates of specific disorders -Better understanding of disorders which may lead to
Better/revised diagnostic criteria -Increasing use of technology in The field
339. Increasing integration of interdisciplinary knowledge coupled with a splintering of psychology into
two camps - one pseudo-medical, disease-oriented and health-oriented, preventive, active
intervention oriented
340. Increasing integration of psychological practice with health care practice; more balanced
appreciation of general/common factors in therapeutic outcomes as compared to attribution of
outcomes to specialized techniques
341. Increasing integration with medical services, especially primary care, may require increased
knowledge of health psychology and/or medical issues. Changes in the political system may create
changes in our healthcare system, thus knowledge of payment systems and increased activity in
lobbying for a place at the table may also be critical for psychologists.
342. Increasing lack of access to health care insurance
343. Increasing need for evidence-based practice. Requirement to provide brief, effective interventions.
Likely, there will be increasing demands to become more specialized.
344. Increasing need to be able to demonstrate effectiveness of our services, not just in general research
but in our day-to-day work with clients
345. Increasing need to know business aspects of practice, especially as health care reform occurs
346. Increasing reliance on evidence based treatment
347. Increasing role of medication and increased need for knowledge of their biological input and
impact.
348. Increasing sense of entitlement by the under 25 population accompanied by a lack of commitment
and responsibility leading to confusion and ambiguity in the culture. Psychological direction will
need to be to serve as a facilitator in determining values, goals and direction in culture
349. Increasing specialization of practice. Less common for psychologists to have in depth knowledge
of assessment. Supervision in settings less readily available.
350. Increasing use and seriousness of clients seen in college counseling centers.
351. Increasing use of computerized internet based services Increasing focus of management bodies on
specific interventions defined as evidence-based - this can limit the development of new models of
intervention arising from practice itself (i.e. Practice-based evidence)
352. Increasing use of social media will require new understanding of the social impacts
Neuropsychology developments will increase need for knowledge in that area
353. Increasingly integrating psychology into Primary medical care.
354. Individuals mental health needs are becoming more prevalent. Also, the type of issues people
present with are becoming more chronic.
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355. Inpatient care is becoming more focused on forensic and/or violent patients. We are also being
given less and less time to treat patients. Therefore, short-term treatment, forensic training,
behavior management, and conflict resolution are all areas of importance.
356. Insurance companies setting standards of care.
357. Insurance coverage for patients, malingering patients in order to qualify for disability.
358. Insurance reimbursement could be radically changed
359. Insurance reimbursement declining (20% decrease over the past 3 years in neuropsychology codes
for Medicare)
360. Integrate psychology with advances in neurosciences and medicine
361. Integrate spirituality issues of clients in practice. Learn about alternative medicine and practices
such as yoga, acupuncture music therapy and hypnosis to integrate it to psychological treatments to
promote well being. Learn more about coaching. How it is similar and how it differs from
psychotherapy.
362. Integrated behavioral health into primary care settings. Aging population requiring neuro, health
and rehab psychology expertise.
363. Integrated care [traditional medicine, alternative medicines, psychology]. Diversified practice
[teaching, consulting, therapy, assessment, etc]
364. Integrated primary care - collaborating with health care professionals across disciplines.
Prescription privileges.
365. Integrating medical practice and psychology
366. Integrating with primary care as a health service provider.
367. Integration and collaboration with medicine; Emphasis on training in psychopharmacology;
Changes in graduate school curriculum to include more course work in neuropathology,
neuropharm., neuroanatomy, etc.
368. Integration of behavioral/psychological services with medical/healthcare services as we seek to
reduce overall costs associated with health care services in the US.
369. Integration of body-mind principles
370. Integration of cognitive neuroscience, psychopharmacology, and pharmacogenetics with current
psychological literature/practice is critical to better understanding and treating serious
psychopathology.
371. Integration of psychological assessment/therapies into the primary care setting, if changes in health
care system promote more preventative thinking/interventions. With the increased usage rates of
psychotropic medications, psychologists will need training in a more comprehensive knowledge
and practice base of evaluating appropriate timing of referral, side effects, treatment effects, and
mechanisms of action of medications
372. Integration of psychological services into overall plans for health care reform
373. Integration of psychological services with primary medical health care. Working within managed
care models. Emphasizing efficiency of treatment, short term problem focused treatment.
374. Integration with Primary Health Care--for early/preventative interventions. Important to know
about stress, reactions to stress, and wellness
375. Integrative health
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376. Interaction on medical teams using a more holistic approach to health maintenance.
377. Interdisciplinary and multidisciplinary work
378. Internet therapy e.g. With video (skype), social deficits (especially in young people) due to
communication/socialization only through electronic means -- no real interaction with people on a
regular basis in person.
379. Internet usage; it is becoming increasingly important for practitioners to have good sound
knowledge of multicultural issues (and indigenous practices) in order to be effective with an
increasingly multicultural population
380. Internship placement crisis
381. Interprofessional collaboration for neuropsychology, and this has been a long time coming,
application of findings to lifestyles particularly of the elderly, integrating neuropsychology research
with nutrition, mental and physical activity, life counseling, etc.
382. Involvement in prescription of psychotropic medications.
383. Issues of diversity, broadly conceived, will continue to take on greater and greater importance in
professional training. Without adequate preparation in these areas, psychologists will be (at best)
ineffective and (at worst) obsolete.
384. It appears that more assessment is being conducted than therapy given that assessment pays better
than therapy and we are in a bad economy.
385. It is becoming harder to find jobs in psychology, especially with a phd or psyd, as most clinical
positions (excluding working at a VA) want someone with a Master's or LPC. Private practice
seems to be the only option available to persons with a phd who do not want to be a professor or
write a research grant. Psychologists could benefit from more real-world training, such as dealing
with insurance companies, marketing, and finding other ways to make a living.
386. It is essential that we integrate the ideas of existential therapy, family systems concepts,
neuroscientific basis of behavior, and issues of the art of psychotherapy.
387. It seems as if psychology needs to examine the role of training psychologists. A better training
model may be similar to the medical school model that offers wide breadth doctoral training with
specialized training and experience coming primarily at the post-doc level. In other words,
universities could offer a four year phd training program that then allows the graduate to become
licensed and pursue post-doctoral training in pure research, pure practice or a mixture of research
and practice. After completing the post-doctoral training (more like a residency), the psychologist
could then be boarded or certified in their specialty area (i.e., clinical, school, developmental, IO,
etc.).
388. It seems likely that there will be more government intervention into the practice of psychology, i.e.,
an attempt to verify that mental health professionals are practicing in accordance to
scientific/empirical research data. I'm concerned that such practices, (as they are currently taking
place in the U.K.), will have a cookie-cutter approach that doesn't allow for individual differences
and a tendency to try and reduce the complexity involved in the science of psychology. In other
words, a kind of one-size fits all mentality.
389. It seems that more and more psychologists are having to choose a specialty to compete in the
marketplace. This could produce a need for more post-doctoral study or wider options in graduate
school training. Also, more and more employers expect that candidates have completed an APA
internship. Changes may have to be made that will enable smaller programs to achieve
accreditation.
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390. It seems to me we're treating people who are increasingly disturbed. I wonder if it a microcosm of
the world.
391. It will become increasingly more necessary to have transferability amongst north american states
and provinces. Psychologists will be asked increasing to complete assessments for developmental
issues and asked to look at the whole child rather than to dissect and look for a child to meet just
the funding criteria. This will require more expertise on the part of the Psychologist and better
involvement and communication with medical personnel.
392. I've been retired for 2 years now so I haven't given this much thought.
393. Knowing what the research says about the use of medications in the treatment of individuals and
how medication use compares with other interventions because the push for the use of medications
as part of the standard of practice may significantly compromise efforts to understand what are
appropriate interventions.
394. Knowledge around social networking and internet usage Greater awareness and understanding of
the impact of globalization
395. Knowledge of and collaboration with other health disciplines.
396. Knowledge of disabilities and treatment for autistic and other severely disabled children; strong
foundation in behavior analysis and family therapies.
397. Knowledge of internet addictions (gaming, gambling, chatting, porn...) Teaching people how to
communicate face to face vs. Texting intimate emotional issues--this will be a major issue in the
future!!!!! Expertise in couples' therapy
398. Knowledge of MR/DD, Autism, insurance issues, consultative roles, building a practice, effects of
economy changes
399. Knowledge of Psychopharmacology and neuroscience is key. We need to be able to prescribe to
survive.
400. Knowledge of the biological bases of behavior and psychopharmacology has been increasingly
important in my practice as I collaborate with medical providers.
401. Lack of internship training sites due to the APA's approval of numerous large, marginal training
programs in professional psychology-speed’s with no real campus, faculty, oversight, or
accountability to their students. See psyd pass rates for EPPP at these institutions vs. Traditional
programs. 4. Students graduating with enormous debt and having to take jobs at below market rates
reducing the rate of pay for the profession as a whole.
402. Larger more culturally diverse clients presenting for treatment require psychology training
programs to more directly address. Salaries are not competitive and competition from master's level
clinicians and social workers make job prospects slim, and have potential to decrease number of
well qualified person who would have invested in obtaining training and go on to do great things to
advance the profession.
403. Less assessment by phd/PsyDs, push toward implementing evidenced-based practices in order to be
reimbursed,
404. Less focus on psychological services being publicly funded and more focus on private practice and
consultation.
405. Less private practice, more dominance by insurance companies.
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406. Less psychologist will be involved in research. This discipline needs more evidenced based
treatments and more people doing translational research. More emphasis should be provided to this
area during the student's academic preparation as well as in their internships.
407. Less recognition; harder to get paid for services; we are a dying breed in comparison to duties taken
over by counselors, nurses, social workers
408. Less standardized assessment and more curriculum-based assessment for school psychologists.
409. License requirements, insurance-related issues, changes in DSM
410. Licensing requirements will become more standardized across provinces/states and will require a
phd.
411. Limited training opportunities and reduction in the depth and breadth of clinical training.
412. Long range changes that I see are in the area of Developmental neuropsychology and neurobiology
both of which have the possibility to influence paradigms of so-called scientific inquiry (often
terribly linear in psychology.) Not only will these findings and theoretical positions influence
assessment, but will change our interventions and how we gage our success and failure with both
assessing and intervening. The idea that empirically validated theories and interventions are the
only one that work needs to be VERY carefully addressed. Psychologists are often guilty of not
being particularly forthcoming with their assumptions, their exclusions and their particular biases.
Tightening these requirements would make for a more valid playing field. Even more exciting
would be statistical methods and analysis that did not rely on Cartesian thinking.
413. Long range changes which are affecting psychologists now: - the need for bilingual psychologists the need for a single license which is portable to any state - psychologists need continuing
education options which are meaningful and career-promoting (e.g., certifications to work with
specific populations or use of certain techniques-that don't take years to complete)
414. Long range changes will, unfortunately, be influenced by managed care and government
regulations. Psychologists will probably have more diverse practices (lots of psychologists are
trying to get into school psychology positions it seems). In Texas, we have a group of
professionals, educational diagnosticians, who are certified by the Texas Education Agency to
provide diagnostic services in the schools. Many of these folks practice outside their areas of
expertise, taking on the role traditionally taken by licensed psychologists. The psychology
licensing board doesn't regulate this group as they are not under their jurisdiction. I think the field
of psychology will be compromised if psychologists don't become better advocates of the
profession.
415. Long range changes, I believe, include psychologists being knowledgeable of treatment that serves
the client well as well as the provider. In our clinic, we struggle with making the treatment HMO
friendly or if it's coverage through the state, STATE friendly. Which can be a distraction from the
actual therapeutical approach that is being used by the psychologist as well as being flexible with
the treatment provided. Unfortunately the changes may and will also include less and faster
treatment for clients.
416. Long range, I see psychology moving to an era with prescription privileges, which will open a new
and potentially hazardous trail. Much more psychopharmacology knowledge will be needed and
made available.
417. Managed care and now a bad economy has had a significant negative impact on the field of
psychology. Over the past 30 years, the American Psychological Association has become a left
wing political organization rather than being what it should be, an organization that advocates for
the field of psychology. Many in business and corporations who tend to be more conservative and
accountability based laugh at the field of psychology. Psychology must quickly move to evidence
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based outcomes or I am afraid psychology will become an afterthought. We have also allowed
licensed professional counselors and marital and family therapists to completely flood the field. I
am very worried about the future of the field of psychology if we do not get our act together.
Psychologists need to know the research and evidence based practices in their field of expertise.
418. Managing managed care and ethics in the world
419. Many psychologists (and students) are woefully un-informed about developments in neuroscience
that will revolutionize assessment and treatment of behavioral/emotional/cognitive disorders for the
next 50 years......and beyond....
420. Marketing and promotional skills for psychologists to convey the effectiveness of their
interventions/knowledge to stakeholder (including government)groups.
421. Marketing, alternative methods of service delivery, payment for services.
422. Marriage of psychological assessment/intervention with advanced technology. Movement away
from cognitive behavioural model to broader practice possibilities
423. Medication Management
424. Medication privileges for Psychologists in states that have few psychiatrists, such as Arizona. Postdoctoral training before licensure.
425. Mind/body connection (behavioral medicine) - society's push to pathologize normative behavior
426. Money! We should be like lawyers and bill for every collateral minute, as insurance does not pay
for this time.
427. More accountability in specialties, especially neuropsychology and forensic psychology. Boards
being more vigilant about the requirements for such specialties in psychology. Specific degrees
with specific predoctoral experiences plus verifiable post-doctoral fellowships.
428. More and more limitations on the ability to provide long-term, in-depth psychotherapy.
Examination of psychologists' roles in relation to government (e.g., the torture issue).
429. More biofeedback and the integration of physical and mental health; more short term therapy work;
counseling those who have experienced trauma; counseling veterans; crisis interventions/counseling
intervention with those affected my a pandemic.
430. More cultural diversity--and hopefully training more ethical issues about pharmacology, especially
regarding antidepressants being no more effective than placebo
431. More emphasis on evidence-based practice, but movement away from the empirically supported
treatment model.
432. More emphasis on neuropsychological processes; influence of environmental stressors, and gene
research.
433. More emphasis on organizational psychology, health psychology, providers working directly within
organizations,
434. More emphasis on positive psychology
435. More emphasis on the breadth of PTSD symptomology for children experiencing various forms of
trauma â€“ specifically sexual abuse. Development and implementation of tests for juvenile
offenders. Childhood disorders â€“ specifically conduct disorder as related to gang affiliation.
Homicidal ideation in adolescence Diagnosing children with adult related disorders (e.g., bipolar
disorder).
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436. More frequent diagnosis of mood disorders due to the socio-economic state of our society.
Therefore more need for psychoeducational work in interventions and lifestyle changes
437. More integration between physical/pharmaceutical and psychological issues/knowledge The effect
of technological changes on growth and human development
438. More integration into the field of healthcare and medical treatment
439. More interaction with other disciplines so better idea of specific roles and limitations rapid cultural
changes influenced by population shifts and technological advances (witness impact of internet)
440. More knowledge of psychopharmacology
441. More knowledge of psychotropic medications more prevention of mental health issues
442. More of a focus on short-term therapy
443. More of an emphasis on psychopharmacology and internet usage
444. More patients will be convinced by drug companies (and their doctors who attend medical schools
funded in part by drug companies) that medicine is essential for their treatment. Therefore, more
knowledge about medicine will become even more important for psychologists so they can provide
a more reasoned approach to medicine.
445. More psychologist moving to private practice due to significant struggles maintaining ethical
standards of care in resource deficient hospital settings where the primary goal is reduction of wait
lists as opposed to quality care.
446. More reliance on psychopharmacology (especially as more and more clients are receiving
psychoactive medications from general practitioners)
447. More specialised areas of training.. Courses.
448. More specialization
449. More specific brain-behaviour findings (e.g., through MRI, fmri, PET scans) - may help to better
understand cognitive functions as well as underlying basis of many psychological disorders (e.g.,
depression, ADHD).
450. Most critically the specifics of what empirically effective treatments are effective for which
individuals (i.e., which components are effective for whom).
451. Move beyond psychopathology (e.g. Positive psychology) move beyond health (e.g. Organizational
consulting)
452. Movement away from individual counseling towards psychological research, consultation, and
assessment.
453. Movement away from the medical model
454. Movement toward treatments with empirical backing and support
455. Movement towards a holistic model of health that integrates positive psychology, prevention,
intervention with greater clarity to the essentially multicultural enterprise psychology is.
456. Movements away from deficit driven models toward models advocating resilience and
developmental health promotion, especially for children and youth.
457. Moving away from individual psychotherapy and more towards groups, families, organizations.
Less emphasis on private practice employment alone, more emphasis on doing multiple jobs in
order to make a living, students need more information on creative ways to find one's niche, dealing
with media relations, etc.
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458. Moving from drug oriented interventions to psychological interventions for problem behaviors
459. Moving more to a role of supervisor/consultant and away from the direct service provider of
counseling/psychotherapy services.
460. Moving to more assessments, supervision of master's level therapists, and seminar offerings.
461. Moving towards prescription privileges for psychologist. Aging of population resulting in need for
training in gerontology.
462. Much more emphasis on managed care, brief interventions, and crisis management. At this point in
my community, all social services are being cut dramatically, including inpatient, crisis, &
outpatient services to all populations. There is an influx of very acute clients coming into my
agency who are most certainly needing a higher level of care and it simply isn’t available. We are
going to have to manage this somehow... If we can keep our jobs in the first place.
463. Much more work in t he area of multi-ethnic psychology and especially multi-race families and
individuals
464. Multicultural knowledge of a changing society. Understanding the culture of poverty, immigrants,
non-documented persons and soldiers and their families.
465. My graduate work was at U of WI - Madison in the Counseling Psychology Department. What I
did not learn was how to handle a private practice and especially how to deal with insurance
companies. I believe that psychologists need to understand the emotional and environmental
factors influencing their clients along with knowledge of different treatments. It would seem that
this would be something that all psychologists already know, but when I have clients who have had
previous psychologists, it becomes apparent that many of us are depending too much on research
done in the laboratory and not enough on common sense and research conducted on actual clients.
The issues with insurance companies have made it necessary to do much more pro bono work than I
believe occurred in past years. Too many insurance companies are calling the shots as to how often
you can see a client, what testing you can do, etc. Ethically we cannot abandon a client when their
insurance company refuses to continue to cover the cost of therapy, and if the client is not in a
position to pay out of pocket, our choices are very limited---we can do pro bono work or we can
refer the client to a community facility which, at least in this area, is quite inferior relative to
helping clients! ALSO, I believe that both psychologist AND psychiatrists need to stop looking at
the almighty dollar and start looking at community/client needs. In this community, if a client has
something other than a major insurance policy, such as Badger Care, Forward, Medicaid, etc.,
466. My primary concern is evidence-based treatment particularly regarding third part payment issues.
467. National prescription privileges
468. Nationalization problems with insurance companies need for specific continuing education for
specific subject areas Threats to the PHD as the standard of care, and the need to be certain that we
continue to have the knowledge base to validate our degree as the standard
469. Need to work with and treat complex human systems
470. Need for at least an introduction to social services, if only for referral purposes. Given substance
abuse is prevalent in the vast majority of mental cases, at least basic training along these lines.
Overview of legal systems regarding forensic cases.
471. Need for certification of specialization
472. Need for interdisciplinary knowledge & interaction - i.e., medical, holistic practices, physical
therapy, exercise, etc.
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473. Need for training in statistics/evaluation/consultation/administration. I see psychologists involved
in more systems and collaborative ventures rather than simply private practice. Training on roles in
the above areas is important to have a range of occupational choices and involvement.
474. Need knowledge of neuro-biochemistry. Need basic understanding of psychodynamics. Stop
chasing the medical model. Solid understanding of consultation skills.
475. Need to be updated on cognitive and neurological research and maintaining a context orientation or
system perspectives regarding impact of external and internal factors in human behavior as
individuals, groups and societies.
476. Need to develop expertise in evaluation and treatment of individuals that experience traumatic
events, PTSD, pervasive developmental disorders, educational problems, alcoholism/drugs,
domestic violence and its effects on all family members and community at large.
477. Need to integrate more effectively into primary care; increased emphasis of neuroscience on
assessment and intervention; decreased status of the field due to professional schools accepting and
enrolling more trainees than field can sustain or support; loss of prestige and privilege due to APA's
emphasis on psychologists obtaining prescription authority without adequate training; need to
integrate theoretical orientations and promoting solid empirically-validated approaches only
478. Neurobiological Behavioral Research and the understanding it provides
479. Neuropsychological basis of behaviour
480. Neuropsychology
481. Neuropsychology and pharmacology as it pertains to mental health.
482. Neuroscience
483. Neurosciences will need to be more integrated in the training of clinical psychologists, as the neural
basis for psychological disorders are increasingly studied.
484. Not sure.
485. Not the ability to prescribe but the knowledge of how medications work.
486. Nothing in my training prepared me to establish a private practice from a business perspective. I
had to figure that out for myself. With all due respect, I'm not sure anyone in academia could have
taught me that. But if you want to prepare psychologists to survive in the market place you might
consider that.
487. Nr
488. Obtaining prescription authority
489. Of necessity many psychologists are moving toward forensic practice. Insurance and other third
party providers discount your work and expect you to work off the clock.
490. Ongoing erosion of additional benefit provided by doctoral level providers compared to masters in
other fields; psychopharmacology emphasis; in revision of health care system making sure
psychology doesn't get left out as a fringe benefit or effect
491. Orientation towards a post modern, collaborative problem solving mode favoring greater client
involvement and participation.
492. Outcome assessments
493. Over flooding of market by masters level clinicians
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494. Over the past 14 years that I have been working at Mental Health, it appears that the severity and
the complexity of the difficulties our clients are reporting is increasing. Clients seem to present with
a combination of factors that bring on their symptoms. Our understanding of how personality
develops and of how pathology develops needs to be stronger and richer.
495. Over the past several years, the practice of psychology has been adversely affected by decreases in
reimbursement rates by insurance companies - mostly since the advent of managed care. The
knowledge base and academic training to attain true competence to practice psychology should not
change. However, salaries and reimbursement for professional psychology services barely
compensate the cost of a doctoral education and training. As psychotherapy is provided more and
more by individuals with inferior training (master's level)- the future of psychology as a profession
is doubtful! Hence, eventually the pressure to dumb down and thus reduce the time and training
currently required to be a psychologist will likely prevail.
496. Over the years of my practice there has been increasing emphasis on the need for evidence-based
practice. I believe that it is essential that psychologists be even more aware of and able to refer to
research that informs their diagnostic and treatment interventions in all areas. In the exciting era of
potential reform of health insurance in the United States, I believe that psychology will only hold its
own in terms of reimbursable benefits if this is the case. And I believe that this is the way it should
be. Because of the exponential increase in knowledge in the area of the biological basis of
behavior, as well as the other areas covered in this survey, the importance of well designed ongoing
professional development is key. To design professional development that presents the most
current evidence-based information that is most useful and efficient for practice is a daunting task
that should require the APA to continue its very best critical efforts in approving the content of
professional development providers.
497. Passage of mental health parity and effect on reimbursements for services, prescription privileges
for psychologists, and integration of mental health care within other medical settings
498. People entering the field adequately prepared to represent the accumulated knowledge of the
clinical profession.
499. People seem to want quicker, easier, answers to problems. I see an increasing need for
Psychologists to explain the nature and usefulness of their services and expertise to the public.
500. Perhaps prescription privileges would constitute a need for pharmacological training. I would
imagine as the demographics of the general population change, a need for health psychology
knowledge related to geriatric populations would be of benefit.
501. Personality testing is dead, neuropsych testing is alive, psychotherapy in the heartland is
endangered
502. Ph.D. Psychotherapists will be replaced by Social Workers
503. Pharmacology
504. Pharmacology training.
505. Pharmacology, medical/trauma psychology treatment, behavioral medicine
506. Pharmacology. For good and/or for ill, people are looking for medication cures for all their ills.
The research does not support long term effectiveness of medications for some of the problems for
which they are used (depression, anxiety, etc.) Yet the American culture is a pill culture, satisfied
mainly with quick fixes that require little or no real behavioral change on the part of the individual.
Although I believe this is a house of cards that will fall in on itself, psychologists must understand
more about pharmacology to deal effectively in this environment. They also need to understand
and be able to articulate the research that supports and does not support the use of medications
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alone to deal with psychological disorders and problems. They need to be able to help change (to
the extent possible) the idea that medications are the first and only line of intervention for the
problems people face.
507. Physiological contribution to behavior. Tests and sophistication of test apparatuses. Research and
application to understanding behavior. Psychotherapy's acceptance as a standard activity for
average citizen and the requirements and expectations of the population for psychologists.
508. Popular culture and managed care affect our practices by their pressures, i.e. The need for quick
fixes
509. Positive changes in the direction of greater emphasis on documentation of continuing education and
ethical decision making.
510. Possibility of prescribing privileges for psychologists --Possible changes to licensure laws
(allowing licensure immediately after completing doctorate)--highlight The importance of making
sure new graduates are prepared to practice
511. Possible prescription privileges
512. Possibly a movement toward primary care - either assisting primary care physicians or perhaps
becoming primary care providers.
513. Possibly making prescription privileges more widespread although I personally do not plan to
pursue this area of competence. It also seems that VA's in particular are hiring psychologists more
and that Mental Health Services in general are being valued more.
514. Potential prescribing privileges, increased collaboration with insurance companies
515. Potential to obtain privileges to prescribe psychotropic medications with appropriate training
516. Practically educating the public on prevention issues and mental health as flourishing.
517. Practice in many areas is losing touch with its research base.
518. Practice of psychology within a teaching hospital, including training and supervision of students as
it relates to regulations for billing and ethical issues (informed consent, who gets copies of notes,
etc.).
519. Practice under the guidance of APA is moving away from science toward a practice model based
primarily on marketing, profit and political considerations. The scientist-practitioner model is dead.
Perhaps this means a move away from science knowledge to increased opportunities for
marketers/salesmen to provide pitches.
520. Prescribing privileges
521. Prescribing privileges Defined treatment approaches for specific disorders more emphasis on
baseline and outcome measures Preventative psychology
522. Prescribing privileges, if broadly adopted, will radically alter the discipline. Psychologists will have
to accommodate significant medical knowledge and I fear the discipline's identify will be
splintered. I am forced to agree with my psychiatric colleagues who challenge us on this topic and
ask why we didn't go to medical school in the first place if we are really interested in treating via
medication.
523. Prescribing privileges; the Recovery Model; Self-Directed Treatment and Rehabilitation in
Inpatient Forensic Settings; Consumer Operated Services.
524. Prescription authority decreasing income more education/training regarding medications
525. Prescription authority - resulting in need for more training in psycho-pharmacology.
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526. Prescription priv. Will be a change in the field.
527. Prescription privileges
528. Prescription privileges
529. Prescription privileges
530. Prescription privileges
531. Prescription privileges
532. Prescription privileges The manner in which society deals with sexual offenders (ex. Residency
restrictions, registration, civil commitment) poses challenges to psychologists with respect to our
responsibility and involvement in policy- making as well as treatment.
533. Prescription privileges Veterans Issues
534. Prescription privileges and reimbursement issues
535. Prescription privileges for appropriately trained psychologists.
536. Prescription privileges for Psychologists
537. Prescription privileges for psychologists Greater emphasis on biological bases of behavior
538. Prescription privileges for psychologists is a long range change that will affect the practice of
psychology in positive way. I have been waiting for this to arrive for a long time. A bill allowing
psychologists to prescribe psychoactive medications recently passed the legislature in Oregon
where I am licensed. This type of expertise will be important for the next generation of clinical
psychologists. There has been a strong move to the Psy.D. Degree in clinical psychology in recent
years. Evidence based assessment and intervention has become an important part of psychology
practice. We must be vigilant that those individuals trained in Psy.D. Programs are equipped to
critically evaluate research and critically evaluate the application of new techniques. The Boulder
model under which I was trained equipped psychologists well for evidence based practice and we
must assure that individuals in Psy.D. Programs are also adequately equipped for this role.
539. Prescription privileges for psychologists.
540. Prescription privileges holistic medicine primary care
541. Prescription privileges in rural settings.
542. Prescription privileges will continue to have a major impact on practice, specifically in terms of
defining psychologists' roles as distinct from those of psychiatrists. Greater access to healthcare
through health care reform will require a restructuring and expansion of mental health practice,
which ideally will result in more jobs for clinical psychologists but will likely put a strain on
resources in current practices in the short-term.
543. Prescription Privileges Working with clients who abuse marijuana for medicinal purposes (in states
where it has been approved) Economic issues (unemployment, foreclosures, financial issues in
general affecting relations within the family) Stricter guidelines within the schools to accommodate
ADHD, LD, behavioral and emotional issues
544. Prescription privileges, administration and leadership in public health systems, provision and
interpretation of mental health care data in meaningful ways that impact policy, assistance in
implementation of evidence based practices
545. Prescription privileges, especially given the shortage of psychiatrists in underserved areas.
Required board certification.
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546. Prescription privileges, international systems work, changes in health care insurance
547. Prescription privileges, knowledge of insurance and managed care
548. Prescription privileges.
549. Prescription privileges.
550. Prescription privileges. However, I am not a supporter of psychologists having prescription
privileges.
551. Prescriptive Privileges Outpricing ourselves and being replaced by cheaper groups
552. Pressure to prescribe psychotropic medications--I think this is a mistake. Psychology and
psychiatry should work closely together; psychologists have expertise in diagnostic assessment and
treatment that psychiatrists do not (anymore). If psychology moves towards the medical model
with prescriptive authority, we will become just like psychiatrists, 15 minute sessions because it is
more lucrative to prescribe than do therapy. But if we work together, we can do so much more for
clients/patients. Psychologists are also much better trained/positioned to practice psychotherapy
than master's level clinicians; just because a treatment is evidence-based and/or manualized doesn't
mean anyone is competent to provide it. But the trend in psychological/psychiatric practice is
certainly towards medication and simplistic, short-term treatment, which is not necessarily best
practice, especially with personality disorders and complex PTSD--the bulk of my clients in
community mental health. Perhaps what we need to do is be better able to communicate to the
public what it is psychologists know and can do that psychiatrists and lcsws are not trained to do.
553. Primary care, multicultural, geropsych, lifestyle management (smoking cessation, weight
management, etc.)
554. Primary Health Service Professional
555. Privacy and confidentiality will be impacted by nationalization of health care. Practitioners will
need to take additional steps, perhaps with several waiting rooms for a group practice to minimize
exposure, for example. Clients may also have concerns about showing up on a super-database.
556. Privacy and State involvement in Health Care Third Party Reimbursement Issues
557. Private practice will be increasingly popular.
558. Professional schools turning out psychologists with poor training; and the public not knowing the
difference between types or quality of therapists
559. Professionals need to understand business principles as well as psychological principles.
560. Promotion of wellness and intercultural harmony; research on effects of social adjustment on brain
development and learning; application of multiple intelligence models to basic and higher
education.
561. Providing evidence-based practices (treatment or prevention)
562. Psychiatric training is broadly deficient in developing professionals competent to effectively
intervene therapeutically. Psychopharmacology offers little that substantively changes the adaptive
ability of clients to respond to the challenges of their lives. Clinical psychology and psychoanalysis
can and must rise to meet this deficiency in patient care. Offering a curriculum to psychologists
that emphasizes the biogenetic contributions to behavior will not address this problem. Clinical
competency grounded in psychoanalytic perspectives will.
563. Psychologist having prescription privileges on all 50 states.
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564. Psychologist MUST become integrated into the health care system as it shakes out. Our
psychology educational infrastructure is sorely behind to prepare psychologists for the role(s) of
health care providers.
565. Psychologist must move towards more time specific interventions, specifically those that are short
term.
566. Psychologists ability to prescribe psychotropic medications. Would need more extensive
pharmacology and biology training/knowledge.
567. Psychologists are facing increasing demands to run practices like businesses yet our training does
not include very much in terms of how to start, run, and maintain a BUSINESS. Particularly in the
ever-increasingly challenged area of reimbursement, it would be nice to see trainees getting some
experience and training in those areas rather than believing if you do the service, the money will
come.
568. Psychologists are increasingly needing to be multiculturally competent in their work, so these
competencies are needing to be folded into each training/learning experience (i.e., one specific
multicultural competency course is not adequate). On a similar note, I think it will continue to be
important for psychologists to consider expanding their professional value system, as it was
originally set up to reflect the White/Euro/Patriarchal value system.
569. Psychologists are less likely to be providing direct services and more often hired to provide
leadership, strategic direction, supervision, and oversight of outcome analysis. Leading prevention
efforts and use of technological advances in providing telehealth and electronic services. Greater
integration of behavioral health and health care will lead to psychologists providing care as needed,
less often as a separate outpatient 50 minute hour service. Similarly, knowledge of
psychopharmacology and medical issues will become more critical to effective membership on the
healthcare team.
570. Psychologists are more and more being required to work in settings with multiple providers from
other disciplines. A respect for other professionals is going to be a must.
571. Psychologists are more involved in medication planning (consulting with pediatricians and other
physicians) thus knowledge of current medications is more important, regardless of whether
prescription privileges become a reality.
572. Psychologists being pressured or required to advocate for clients to receive services being denied
them by their insurance companies. Psychologists having to document treatment and give expert
opinions to third parties such as the client's school, employer, welfare agency.
573. Psychologists entering the field need more business experience/education, as many will not be
working for traditional organizations in the future.
574. Psychologists may have to be more computer savvy and learn to work with patients in other than
face-to-face sessions, as has been typical up until recently. They should also learn more about
psychotropic medications, as more and more patients are now medicated.
575. Psychologists must have a first-hand understanding of managed care and insurance variables which
effect a client, ...how to make the most of the benefits they have to assist them
576. Psychologists must obtain a greater knowledge of business management.
577. Psychologists need additional training in cultural diversity issues and how it impacts assessment,
treatment, research, and day to day activities in our professions
578. Psychologists need biopsychosocial model training - not just psychosocial training
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579. Psychologists need greater research and investigative skills to continue to be set apart from the
multitude of other health care providers.
580. Psychologists need more ethical/legal training.
581. Psychologists need more knowledge of business practices. They should also be made aware that
counseling as a way to support a practice is a dead end and that other avenues need to be explored.
582. Psychologists need more training in treating and assessing children. For example, autism is on the
rise, yet few graduate programs spend much time training psychologists in this type of assessment
or treatment. As well, play therapy is rarely taught as a formal course, yet the need for trained play
therapists is high and many parents are frustrated by the difficulty in finding a psychologist who
actually knows how to treat children.
583. Psychologists need prescriptive privileges - PA and NP can write psychotropic meds rx with little
psych training beyond their core requirements.
584. Psychologists need to be aware of multiple factors that impact clients, systems, cultural,
personality, etc. And determine the most appropriate intervention.
585. Psychologists need to be better versed in practice in health care settings. We need updated
standards of practice for multi-disciplinary health settings vs. Private practice. We need further
support around medications and illnesses that might affect psychological functioning.
586. Psychologists need to be more knowledgeable about the biological influences on behaviour
(including medication, neuropsychological functioning, and health).
587. Psychologists need to be seen as experts in diagnosis/assessment of mental health issues and in
providing/supervising in the implementation of evidence based treatments.
588. Psychologists need to expand their knowledge and interventions in other areas of health services
which overlap with the clinical work and learn to master other techniques, outside our usual
boundaries (e.g. - acupuncture for depression, eating disorders and stress management), and
589. Psychologists need to learn how to wear different hats of service in a professional setting. Aside
from acquiring sound clinical skills, psychologists need to develop knowledge in areas such as
administrative duties, business, and/or marketing to develop their careers.
590. Psychologists need to re-establish themselves as unique compared to Masters level therapists and
clinicians. Graduate programs should do a better job of teaching the business of psychology, as well
as the clinical aspects. Clinicians must negotiate with managed care companies or run their own
practices, but frankly do not have the knowledge to do so.
591. Psychologists should be prepared to work in a collaborative capacity with clinicians and experts in
other fields (medicine, psychiatry, law, industry, organizations, etc.)So that our role can be
complementary rather than redundant and our services will remain vital and valued in an
increasingly economically driven society.
592. Psychologists training other health professionals in motivational/behavioural techniques (e.g.,
motivational interviewing/enhancement)
593. Psychologists who function primarily as therapists are becoming increasingly indistinguishable
from other mental health professionals who provide therapy. As our knowledge of medications and
neuropsychology increases, psychologists will need greater training, whether or not they seek
prescription privileges.
594. Psychologists will be required to have a good knowledge of EBT and a capacity to use integrative
models in the development of more efficacious treatments.
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595. Psychologists will have to collaborate with primary caregivers in more frequent and effective ways.
Psychologists will have to modify their practices due to insurance mandates and changes in the
society. We must meet the various needs of clients and not remain tied to traditional types of
services.
596. Psychologists will likely eventually gain prescription privileges due to the wait time for psychiatry.
Therefore more advanced psychopharmacological courses in training programs will be required.
597. Psychologists will need to be able to clearly demonstrate the clinical value and documented
effectiveness (efficacy) of their work. This will be particularly true if our health care system opts
for pay-for-performance reform.
598. Psychologists will need to be prepared to effectively address the impact of: growing diversity in
communities and workplaces(religious, cultural, racial, etc.), booming technology, public interest in
prevention and wellness, and environmental health.
599. Psychologists will need to be really knowledgeable about which treatments work and which do not,
and will need to be held accountable for providing those treatments which work, will need to
defend their interventions. Also, computerized adjunctive therapies are becoming more popular and
available. Psychologists will need to be aware of and understand these types of interventions as
well as their level of empirical support and how to help clients access these computerized or
internet-based approaches as appropriate.
600. Psychologists will need to better distinguish themselves from professionals such as Social Workers
and Psychiatrists. In my experience the general public does not really understand the unique
training and expertise psychologists bring to treatment. Psychologists will need to better protect
their scope of practice (as psychiatrists have done). If universal health care does come to pass, it is
fundamentally important that psychologists advocate to end the use of the medical model in some
aspects (outpatient) of mental health treatment to ensure that we are not dependent of physicians to
determine if our services are medically necessary before we are allowed to provide treatment.
601. Psychologists will need to know more about treatment for self injury and eating disorders. We will
need to know more about how to treat clients with substance abuse problems, low frustration
tolerance, lack of boundaries and narcissism. We will have to be able to recognize relational
aggression and bullying in traditional forms as well as in online forums. We will need to keep
abreast of how social networks via the internet affect relationships. It can be difficult to gain
experience with individual, group, couples, and family counseling, yet this is important if you will
be called on to provide services in these modalities. It would be helpful to know more about how to
manage a private practice, from a business, ethical and legal standpoint.
602. Psychologists working with children need to be more aware of school-related concerns, such as the
impact of reading problems on mental health functioning. Psychologists should know how to work
within a school system and how to consult effectively with teachers and school administrators.
603. Psychologists, at this time, require a broad base of knowledge in order to be prepared for the large
variety of circumstances that they will encounter with their patients. Environmental and
behavioural factors with the influence of today’s society require extensive abilities for abstract
thinking.
604. Psychologists, particularly those involved in assessment/diagnosis, need to be aware of social and
family issues that can result in dysfunction seemingly consistent with a significant mental illness.
All too often, diagnoses are made that can be explained by the environment one lives in and the
generational problems that exist will not begin to improve until we, as professionals in this field,
recognize this and begin to diagnose and treat accordingly.
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605. Psychologists’ increasing integration into medical settings such as primary care and the increasing
application of medical and neurobiological conceptualizations and interventions to psychological
care require psychologists to be better trained in health psychology and neuropsychology theory
and practice.
606. Psychology and related mental health fields seem to have become much more specialized in the
past several years. Although there's a push for interdisciplinarity and multidisciplinary teams,
knowledge bases seem to have become more specialized such that individuals are limited in what
they know. As more and more exploratory-type treatments emerge, and with a proliferation about
these treatments on the internet, it has become difficult for clients and even providers to know
which treatments are empirically-sound. Conversely, clinical scientists/researchers seem to have
become more and more skeptical, losing touch with what may be considered the foundation of
clinical psychology (e.g., rapport-building). Therefore, imparting basic critical thinking skills to
new psychologists, and creating an appreciation for both science and practice, seems particularly
important. I am a newly-licensed psychologist, and upon initially reviewing the licensing exam
study materials (1-2 years ago) thought the vast amount of content couldn't possibly be relevant;
however, studying this range of content provided me with an opportunity to learn theories from
disciplines I would not have encountered otherwise, and I became familiar with information I
should have known but didn't. I feel that having gone through this process ultimately will make me
a better clinician and well-rounded psychologist.
607. Psychology appears more and more focused on codification of practice and less on science. There
is a kind of dumbing down, led perhaps by the for-profit schools, that leads new psychologists to
look at practice (and legal issues)rather than the science behind what they do. There is, in other
words, an intellectual hardening of the arteries that makes Carl Rogers opposition to licensing seem
more and more prescient.
608. Psychology as a business needs to be dealt with. Need to clarify our identity, esp. When compared
to counselors/social workers/Marriage and Family Therapists/AOD Treatment Providers
609. Psychology as an adjunct service in collaborative care settings (health or social). Increased use as
consultant to care and support systems rather than functioning as free-standing treatment provider.
Increased expectation of expertise in community/system rather than individual/family only.
610. Psychology in the schools, particularly the psychologist's function in the public schools.
611. Psychology is a very closed discipline. I believe that being aware about what other disciplines are
gaining knowledge and experience in is critical (i.e., leadership and management). Psychology
presents as top down, hierarchical, and autocratic. I have seen this to be damaging to outsiders'
perceptions of psychology and psychologists. Psychology must do a better job of explaining what
best practice means, when and how to incorporate it. I have had individuals' express frustration that
psychology is behind the times in how to connect with clients, patients, consultees, trainees and
communities in authentic, genuine ways. The practice of psychology must model with excellence
how to function appropriately in relationships. Five years of graduate education can seriously limit
a candidates ability to genuinely connect with others. This should be one of the hallmarks of our
practice. People will remember and take from someone who is caring, flexible, honest, ethical,
balanced, suitably knowledgeable and confident. They will not remember which study an
individual knows every detail about or why they used a particular technique based on the most
recent literature. I believe psychology has lost its client-focus-first perspective. It has become an
angry profession that is competitive, critical of other disciplines and puts statistics ahead of people.
My fear is that psychology will become impotent as we put more money into narrow foci, and less
attention on how we mentor, lead, care for and develop people, communities and countries.
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612. Psychology is going to be immensely impacted by the internet, from distance learning Ph.D.
Programs to webinars and other online CE opportunities to online/cellphone contacts with clients to
research with avatars in Second Life type online interactional games. I think the profession is
unprepared for the shift away from face to face contacts that is occurring in education, research, and
therapy. I know I'm not prepared for it. As exciting as they are, electronic interactions raise all
kinds of ethical issues, ranging from confidentiality to quality control of candidates for licensure.
The training of new psychologists is likely to become a more distributed process rather than
institution-based process. At the same time the knowledge base for the competent practice of
psychology is growing by leaps and bounds. Thus I checked many of the items on the survey as
necessary to some extent before licensure. To acquire such knowledge will require the resources of
the internet but also personal exposure to each of these domains.
613. Psychology may be working even more in consultation with healthcare and business agencies and
less independently. I think that training in consultation will be more critical.
614. Psychology needs a professional niche supported by academic training that will not be assailed by
other disciplines.
615. Psychology needs to consider more the important of cultural issues and individual differences at the
moment of offering effective psychological services or psychotherapy.
616. Psychology practitioners will need to focus on brief and empirically supported methodologies. They
will need to be able to do more in less time and demonstrate clear outcomes of their work. They
will need to integrate biological systems in their approach, including a focus on health behaviors
and prevention.
617. Psychology seems to be losing its unique position in mental health practice. I think we need to
work to emphasize and protect what we alone do (as compared to counselors and social workers).
618. Psychology will be more integrated into the rest of health care. Practitioners will be held more
accountable when it comes to measuring their effectiveness.
619. Psychology will certainly be affected by the coming nationalization of health care
620. Psychology will change in the face of the constantly evolving capabilities/trends in information
technology
621. Psychology will need to advocate for humanistic treatment in all arenas of practice. Psychologists
will be required to document the value and effectiveness of intervention. Alternate methods of
clinical-based research, such as qualitative methods, will be necessary to understand the context and
nature of psychological problems, treatment, and resilience. Psychologists in schools will need to
expand into community mental health providers to address the contextual and family issues. A
greater emphasis on the community mental health, and the treatment of geropsychiatric and serious
mental health problems will be needed.
622. Psychology will need to contend with and find a place of participation in a national health service
option. Currently, in Idaho, Psychologists in private practice, are not allowed to bill Medicaid, b/c
they have to have Clinic status which includes physician oversight of their services. While their
will likely always be a place for the psychologist in terms of therapy, medications are increasingly
ameliorating many symptoms of mental illness much better than any therapy (for less money also).
Psychologists are going to have to contend with this fact. The expense of testing is prohibitive and
time consuming and increasingly not utilized as often as a cost savings measure. I did not learning
anything in my training about running a business, billing insurance, customer service, etc. I spend a
great deal of my time doing these administrative tasks today. Although I have a full time
administrator, when you are the owner of your own company, you are ultimately responsible for
knowing how everything is processed. I know many psychologists who are unprepared in terms of
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business knowledge, especially in a quickly changing technology laden industrialized country like
the US.
623. Psychopharmacology
624. Psychopharmacology
625. Psychopharmacology
626. Psychopharmacology knowledge base will be essential in the long term as well as cross cultural
competencies. Telehealth practices are on the frontier and ethical issues affecting all of these areas
will be essential
627. Psychopharmacology knowledge for prescription privileges. More knowledge of geriatrics and
palliative care with the aging population. More knowledge of health issues and psychological
practice
628. Psychopharmacology will be required We will eventually be granted hospital privileges
629. Public Funding sources for psychologists in the treatment field are diminishing, requirement for
understanding the marketing of practice essential and often not mentioned in training.
630. Pursuit of prescription privileges ability to consult with various agencies
631. Putting more attention to prevention than to treatment.
632. Really bad changes: 1)non-psychologists reviewing psychologists' work; 2)the dumbing down of
psychologists by equating social work, etc., as equivalent trainings; 3)lowering the number of hours
of continuing education for psychologists.
633. Reimbursement from ins. Cos. Has become increasingly difficult; increase in the ability of
individuals to pay co-pay, fees, etc. Beyond their insurance coverage; increased insurance co.
Requirements and directives about the type and length of treatment (they continually want to put
people into a slot and assume everyone will be healed in a certain amount of time (people come
with multiple levels or deficits in terms of strengths and trauma--I have yet to see two patients with
depression present with the same psychological skills) thus, more latitude needs to be taken into
treatment plans, length of time and sessions required; reduction in payment of psychological
testing;
634. Religion and spirituality continue to be neglected in the training of psychologists despite the fact
that these areas are valued by the vast majority of the world's population. The majority of therapy
clients prefer therapist's who can address spiritual issues and yet most graduate programs do not
include training in this area with any intentionality. Therefore, unwitting graduate students can
easily conclude that spiritual issues must not be that important in therapy. Our clients deserve
better!
635. Requirement to use short-term, empirically validated treatments. Improved outcome assessment.
Provision of telephone-based (or video) mental health
636. Research demonstrates the need for specialized knowledge and training corresponding to diagnostic
groups but generic skills and empathy are still essential, i.e. The quality of the interpersonal
connection
637. Response to Intervention model will dramatically change the role of the school psychologist in that
they will play a bigger role in prevention aspects. However, we must not forget about the
specialized training and skills that school psychologists possess and we must continue to utilize
these specialists in their highly specialized areas.
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638. Saturation of psychologists, continued low reimbursement rates from insurances. Psychologists
need to incorporate technology into practice more including mobile space and address related
concerns and parameters.
639. Several things: Hopefully parity in reimbursement. Recognition from medical providers as to the
value of behavioral medicine interventions in preventing disease and mitigating course of
progressive diseases like HTN, chronic pain, nicotine dependence and substance dependence. I am
a strong proponent of evidence based medicine and am required to adhere to as part of my job, and
I would like to see more providers move to this model. I have been shocked at the lack of rigor in
this area and feel it has done psychology as a discipline a great disservice. Finally I am optimistic
about psychologists obtaining prescribing privileges and plan to pursue this if it becomes available
in my state.
640. Shift in emphasis from emedical model to investigation of what happened to a client that caused
him or her to manifest current symptoms. What trauma has the person experienced?
641. Shift toward more a) fee-for-service practice, b) evidence-based, time-limited interventions, c) the
need for greater knowledge regarding the biological basis of affect-behaviour-cognition in tandem
with greater knowledge of the neurobiological consequences of changes brought about in the
person's affect-behaviour-cognitions (e.g., changes to the brain brought about by successful CBT
for depression). Prepare psychologists for a life beyond academic health sciences (i.e., private
practise, consulting, etc.) The use of psychoactive medications will continue to grow psychologists must be fully versed in the pros/cons and veridicality of psychopharmacological
approaches to most/many psychiatric disorders. Gaining Prescription Privileges for Psychologists
is a worthy goal, if only to reserve the right NOT to prescribe.
642. Short term interventions, use of e-mail and internet-based resources.
643. Significantly more difficulty accessing services of psychologists unless in a facility that provides
them, as well as fewer and fewer psychologists being hired to perform services we are trained to do.
Will need to demonstrate the value-added piece that we bring. Certainly the introduction of the
new DSM-IV will influence the education of new students, and psychologists, and how this
information/changes will be integrated in an understanding of mental illness.
644. Single payer health care, working with clients who are incarcerated or have been, assessing
minority populations
645. Socialized medicine, insurance/Medicare declines in reimbursement, and failure of medicine and
insurance industry to perceive psychologist as mental health physicians
646. Some concern about dilution of the degree as more doctorates are being awarded. Continuing
concerns about insurance and reimbursement.
647. Some education on the business aspects of becoming an independent - private practice - entity or
practical business methods to promote or apply our specialized knowledge to broader business/nonprofit/government/etc settings would be valuable - especially as the clinical opportunities become
saturated. I think the heavy emphasis on emergency management in the licensure process was
overstated given the varied environments that licensed psychologist can opt for. Or, a non-clinical
license for non I/O practitioners might be necessary.
648. Specialization is clearly in process. Increased use of doctoral level professionals in supervisory
capacity.
649. Specific standards in supervision ethics, specific standards required of students to advance to
practicum, intern, post-doc levels.
650. Standardization for training and licensure
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651. State/federal law, economic impact on psychiatric disorders, war impact on psychiatric disorders
652. Stronger movement towards evidenced-based practice. However, this movement is actually
reducing the knowledge and understanding of people and psychology, as it is becoming more
cookbook. It is extremely important to provide a wide range of education, including multiple
theories and approaches, so that clinicians have a broad background in selecting approaches and
interventions to effectively treat their patients. I encourage ASPPB to continue to provide a
measure of broad knowledge so as to help maintain the broad range of knowledge necessary to
understand and effectively help our clients.
653. Survival of the profession given other disciplines w/ less training competing for the same kinds of
patients. What is going on in the university does not prepare the student (future psychologist) for
the realities of the work world w/ depleting resources and competing disciplines. I see a lot of
sloppy work and it is disconcerting. This feedback of course is more appropriate to academia and
does not address your request for content.
654. Surviving in managed care; what makes a psychologist unique from all the other mental health
service providers (LCSW, LMFT, etc.)
655. Systems level factors appear to be more and more relevant toward effectively treating an individual.
Navigation of complicated mental health systems, insurance difficulties, and obstacles to effective
use of resources seem to occupy more and more of my time.
656. Taking into account the cultural diversities short term treatment
657. Tale-mental health, how effective/ineffective psychologist will be to use the advances in
technology. Psychologist I fear will continue to lose ground on LPC and other master's level
professional in the provision of providing MH services.
658. Technology and its influence on communication, interactions, and emotion
659. Technology is advancing and telemedicine may become more popular. Also, there needs to be more
psychopharmacological education in training programs.
660. Telehealth
661. Telehealth - more and more people is using e-mail and text messages to socialise and to interact
with others. Also it will come to a point where it will not be possible to have specialised
psychologists in each area in each community. Clients will have to revert to e-mail, internet or text
messages to access the specialised therapy that they required.
662. Telemedicine
663. The ability to sustain oneself in independent practice is virtually impossible. Equally impossible is
obtaining employment with fair and equitable compensation when compared to other health
professionals or almost any professional, actually. We are not valued for what we are worth. A
profit driven health care system regulated, controlled and dictated by private and public managed
health care systems does far more harm to providers and patients then it ever does good. Decisions
are made for the wrong reasons. Those who earn the lion’s share of profit dole out ever dwindling
monies to psychologists. While we may be liked more than other medical mental health
professionals we are paid less and less as more people and companies compete for the same piece
of the pie. Pitting the American Psychological Association against the AMA and all those monied
entities that go along with the AMA is like pitting a crippled mouse against a ravenous lion who
feels entitled to his lunch. The mouse doesn't stand a chance no matter how nice and lovely the
mouse might be. Psychologists are not trained adequately to care for themselves in high stress
situations when they are both victim and first responder.
664. The APA licensure model act for school psychologists
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665. The attention to evidence-based practice is probably the biggest current change I see; the next one I
would like to see would be the affect of single-payor universal health care on mental health
practice.
666. The biggest change appears to be in psychology moving being perceived a specialty to that of a
commodity.
667. The biggest changes involve the source of payment. It is increasingly difficult to receive payment
from health insurers. Our services may be provided only by private corporations (for their workers)
in the future.
668. The biggest concern I see is the extreme glut of professional schools and an extremely large number
of doctoral level students struggling to get their practica placements, internships, and post-doctoral
hours. We are bringing too many students into the field and are having trouble educating them to
competency. It is unfair to these new grads who have enormous loans but cannot work and it is
unfair to the public because the professionals are not necessarily trained in the best way possible.
669. The body of knowledge will be changing with such rapidity that degrees as they currently are
obtained will be obsolete rapidly. The method in which all health care practitioners are reimbursed
will effect that practice--more high tech AND low tech--traditional-- evaluation and treatment
(mris, SPECT imaging, biofeedback, acupuncture, and hypnosis)are more effective, but without
reimbursement, practitioners will not utilize these techniques. Already, insurance is squeezing out
the independent health care practitioner with billing issues, cost of malpractice insurance, and low
reimbursement rates. I foresee more specialization and increased structure for best practice of
varied conditions
670. The change from a deficit view to a potential and positive view and the change from an individual
psychology to a systemic psychology.
671. The changes that are underway in the credentialing of new psychologists are significant. I happen
to live in a State which was early to make the change, and we're still sorting out the implications of
having done away with postdoctoral hours requirement. I happen to think that the field will
eventually accommodate to these changes, and that it will be ultimately be fine. I also think that it
will take many years until there is any degree of uniformity across states regarding these licensing
laws.
672. The continued changes/disagreements regarding the definition and diagnosis of learning disabilities
will continue to present major challenges to those entering the field as well as those currently
working in the field.
673. The continuing debate over prescription privileges for psychologists will have likely have an effect
on how psychology is taught to graduate students. That is, if the field seems to be going in the
direction toward prescription privileges, there will be less emphasis on issues such as personality
theory and assessment and more emphasis on issues such as biochemistry.
674. The delineation of psychologist is becoming more and more unclear. I am seeing that there are
fewer and fewer jobs where psychologists are the required worker. In fact, I have found that many
organizations and accreditation agencies are starting to overtly discriminate against the psychology
degree (take a look at the new CACREP accreditation rules about who can run an accredited
counseling program after 2013!). We need to be more clear about what psychologists do and how
that is different from other fields and then defend our right to be there.
675. The development of the ability/license to prescribe medication. Prevention issues specifically
smoking and other health related issues.
676. The development of training programs in Canada to allow Psychologists prescription privileges.
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677. The dumbing down of Clinical Mental Health Practice, e.g. Use of M.A. and less trained
individuals.
678. The effect of managed health care/insurance on the ability to provide adequate services to clients
will be a pressing issue in the next few years. Also, there seems to be a surge in mental health
diagnoses in children, thus it will be necessary to learn more about diagnoses and symptoms in
children.
679. The effect of the internet on kids and adolescents/ internet privacy issues/ the long term effects of
technology on youth-- i.e. Cyber bullying and other issues that have never been encountered before
680. The field is flooded with new psychologists without adequate training in assessment, which appears
to be the area psychologists continue to be better trained in than other mental health professionals.
I am concerned that the students we get here know the research base for assessment without
knowing how to actually administer, score, or interpret these same tests.
681. The field of psychology is continuing to move toward an overemphasis on the medical model
which, in turn, is unduly influenced by the financial interests of insurance companies. This stance is
directly at odds with the protection of the patient and the considerations of the patient's best interest.
Also, there should be greater requirements for psychologists to have education and knowledge in
areas of the humanities such as philosophy, literature, intellectual history, and the like. After all, the
subjects of psychological treatment are unique, individual, human beings. Less emphasis on
standardization and more on interpretive methods would raise the level of competency. There is
room in our field for psychologists to have different opinions about treatment (there is more than
one good answer to most questions of treatment). The development of thinking skills should replace
the current reliance on statistical knowledge--we are not treating crowds, but individuals, each with
unique histories.
682. The flood of individuals from masters programs, school psychology programs, counseling
programs, educational programs, and for profit Psy.D. Programs that have been allowed to call
themselves psychologists has diluted the standards for the level of knowledge one needs to have in
order to function as a competent psychologist. There is so much variability in the training models
that many of them no longer model psychology as a research based discipline (i.e. Some programs
do not require students to complete an empirical dissertation). Furthermore, when programs enroll
large numbers of students in each entering class, it is impossible for faculty at these schools to
provide the level of attention and mentoring that is needed to prepare professionals who understand
the integration of practice and science. Students who aren't interested in research enroll because
these programs have chosen to disregard the emphasis on empiricism. Even with a weak
background in the empiricism of the field, graduates can purchase a commercial study kit or take a
prep course, pass the EPPP, and call themselves psychologists. The result is that the field is flooded
with practitioners who don't understand research, or psychology as a science. Thus, the stature of
the field has declined to the point that the practice of clinical psychology is almost viewed as a
service field! This will not change until the psychology professional organization (APA) raises its
accreditation standards and stops accrediting programs that don't follow the scientist practitioner
model
683. The forensic population will continue to grow and need psychologist.
684. The growing movement to implement evidence-based psychotherapies in practice. This may/should
result in every licensed psychologist/licensed clinical social worker(master's and PHD level)
receiving supervised training in an evidence-based psychotherapy.
685. The growth of neuroimaging techniques
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686. The impact of the changing diversity of the US (and international) population on help-seeking,
expression of psychological distress, and engagement with services
687. The importance of psychological theory and practice for health promotion. The need for
psychologists to be able to integrate multicultural and systems level interventions.
688. The inclusion of internet and newer technologies The growth of interventions such as neurofeedback
689. The inclusion of minority psychologists in the decision making process regarding psychology and
the diversity in both the mainland and other US territories.
690. The incorporation of psychologists into general medical practices. The globalization of psychology.
The evolution of evidence-based interventions.
691. The increase in translational research. Taking evidence based intervention/assessment and actually
trying to implement it more frequently in the psychological practice community.
692. The increase of psychopathology in children who appear to be in low-risk families. Therefore a
greater emphasis on child development
693. The increased discussion regarding interests and possibility of psychologists to prescribe
medication.
694. The increased presence/integration of psychologists in primary care medical settings and the
progression of the move to obtain prescriptive authority will require a shift to an increased training
emphasis in the areas of biology, pharmacy and the interplay between psychological and medical
factors (psychophysiology) in the various disorders we treat.
695. The increased problems dealing with insurance companies which in turn prohibits people from
securing needed psychological help and decreases the ability of psychologists to maintain a private
practice.
696. The increasing biologization/medicalization of the profession, particularly the hunt for prescription
privileges, is a threat to the continued viability and integrity of this profession. This will likely
change training programs, increasing the focus on biology, genetics, and pharmacology and push
out important training in behavioral science and intervention.
697. The increasing use of technology and the need for psychologists to be savvy in the various forms of
communication, social networking, internet learning, etc. Their clients are using in order to best
help them address their concerns, meet their needs and goals, and develop healthy functioning.
698. The influence of media on the emotional, behavioral, and cognitive functioning of individuals and
groups needs to be addressed in a more intentional/preventive fashion. The major organizations
such as APA, American Academy of Pediatrics, and Surgeon General's recommendations on the
amount and type of media need to be stated loud and clear to the general public. The definition of
media for this purpose should broadly include written, visual, auditory media that is intended to
educate people, entertain, or facilitate social networking. There is inadequate psychologically
informed media out there and way too much that is unhealthy/inappropriate for most
listeners/readers/viewers. I believe that Psychology's influence in the media and about the media is
drastically understated and that the opportunities are passed up to improve the lives of everyday
people.
699. The influx of students from for-profit professional schools, and the lack of accredited internship
sites. I believe this causes increased competition for internships and jobs as well as flooding the
market with psychologists.
700. The integration between medical and mental health.
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701. The integration of Energy Psychology techniques and mind/body energy systems. Holistic
approaches that move away from allopathic model of illness and diagnosis and toward an active
definition of health, growth and high levels of functioning. Integrating systems and techniques
from several chiropractic systems and other energy forms, with the knowledge of psychology.
702. The issue of prescription privileges. I am opposed to them, but APA appears determined to pursue
them. Accordingly, it's probably only a matter of time until more and more states make it part of
the practice of psychology. Doing so, will fundamentally change both the practice and discipline of
psychology in perhaps unforeseen and undesirable ways.
703. The loss of practice in community mental health settings is striking and I don't believe we, as
psychologist's, will be back in those settings. This is a loss. I do believe we need to focus on our
specific skill-sets that other disciplines do not have (i.e. Assessment and research methods).
704. The major change which I see relates to prescriptive authority (Rap) for clinical psychologists,
allowing us to integrate both the biological and cognitive elements of our clients problems.
705. The Mental Health Parity Act and its impact on consumers. The changes that will occur in this
country as a result of health care reform.
706. The necessity of clinical psychologists practicing in the schools.
707. The need and role of medical psychologists and the integration of psychologists as more
administrative personnel than down in the trenches.
708. The need to acquire prescription privileges to address the medicalization of the practice of clinical
psychology.
709. The need to focus on short-term, time limited treatment interventions vs. Long-term psychotherapy
710. The need to have more formal training in clinical supervision. Many graduate programs still do not
have courses in this area. The need to have specialized training in psychopharmacology, especially
of prescription privileges are granted to all psychologists.
711. The obvious: Evidence based treatments that work will become the norm as health care benefits for
psychotherapy tighten.
712. The opportunities for independent practice will become increasingly limited.
713. The overlap over services between other field, such as social workers, psychiatrists, counselors.
714. The possibility of prescription privileges/responsibilities will be a major change if/where/when it
occurs. The new legislation which will regulate psychotherapists and psychotherapy will affect
psychologists. Increasing knowledge about brain function and the biological basis of behaviour
will be important in the practice of psychology.
715. The practice of Industrial/Organizational Psychology is becoming a specialty and not an important
part of the licensing of Psychologists. I/O will require its own licensing exam and should be deemphasized on the EPPP.
716. The practice of psychology is becoming increasingly subjected to rules and regulations for
healthcare dollars vs. Best interest of the patient
717. The practice of psychology is becoming less professional: More master's trained psychologists are
seeing clients without supervision or even the knowledge that a given client may present more
complexity than they are trained to deal with.
718. The practice of psychology is moving towards a more integrated model. In order to remain
compelling as a profession, psychologists must be able to effectively communicate across
disciplines. Perhaps most importantly, they must be able to operate effectively in existing health
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care delivery systems (e.g., hospitals, primary care practices, etc.). To the extent that knowledge of
interdisciplinary collaboration can be tested based upon empirical evidence of the most effective
models, it should be.
719. The profession has been so invested in the medical model, it has become disconnected from its
roots. New psychologists are poorly read in the classics of psychology, literature and the human
condition. My fear is that this trend may make us less useful to our patients. In the future we need
to think about attracting critical thinkers who can explore and understand the human condition in
addition to learning about brain chemistry.
720. The profession must embrace truly scientific practices. Psychologists must know, use, and continue
to learn about scientifically-based assessment, intervention, and consultation skills. If this
profession does not embrace such practices in the emerging health care funding environment, we
will be obsolete.
721. The proliferation of on-line degrees, and the tendency of licensing bodies to accept these as
presented, is having, I believe, a major impact on the practice of psychology in areas such as the
criminal justice field which has major recruitment issues as well as a legal mandate to assess
Canadians. Licensing bodies need to find a way to ensure that those they license have both
sufficient interpersonal knowledge and experience, and sufficient cognitive acumen to practice
responsibly without supervision.
722. The reduction of the use of psychological testing as a matter of practice due to cost/changes in
health care coverage.
723. The relationship between ethical practice and managed care restrictions. The conflicts that will arise
between the practice of psychotherapy and practicing psychopharmacological interventions.
Psychology will face an identity problem.
724. The removal of most psychologists from hospitals & the economic crisis demand that psychologists
be able to promote & market themselves to the public. In addition, clients with more moderate
mental health concerns are avoiding the expense of treatment, and the private practice population is
becoming more severely distressed.
725. The role of psychology in the diagnosis and treatment of physical illness in a national health care
system that will focused on efficacious and effective treatment. Psychologists will need to
demonstrate that they have interventions that work effectively within the multidisciplinary health
care arena.
726. The role of technology in adolescent psychological issues (texting, cybersex, social networking) &
impact on relationships/decision-making
727. The significant increase in neurodevelopmental disorders in children and the effects on the family,
school system and community.
728. The slow degradation of our profession - with decreasing income levels in comparison with other
professions. The apparent lack of will to push our profession in comparison to, say, social work,
chiropractors.
729. The switch to evidence-based practice, the need to understand neurological science, and the
possible increase in psychopharmacological treatment by psychologists.
730. The trends I am witnessing are: 1. Increasing regulatory processes impinging on practice. 2.
Emphasis on intervention within primary care settings. 3. Short term evidence based treatments. 4.
Trauma model of personality dysfunction. 5. Need for wellness/stress reduction psychoeducation of
general public. 6. Increasing specialization within psychology. 7. Increasing fragmentation within
individuals, families, and societal groups.
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731. The understanding and treatment of Veterans of War. The understanding and treatment of children
of POW's, and children of Veterans in general.
732. The use of computer for the provision of services. Especially the use of internet based interviews
and therapy.
733. The use of electronic media to provide therapy presents many ethical and other challenges
734. The use of technology continues to increase, although there are no set standards for delivering
psychological services via technology. This needs to be addressed, particularly given the
underserved populations of rural America who could benefit from receiving services via
technology.
735. The validity of alternative treatment primarily in the use of emerging technology such as internet
interactions with a provider.
736. There a broad range of areas that should be included in academic curricula, such as LGBT issues,
the impact of FACEBOOK and other medias in children and adolescents' social skills development,
as well as the application of research techniques in private practice.
737. There appear to be less frequently occurring direct patent contact hours, particularly for therapy. It
appears that interventions must be increasingly effective and able to produce results quickly.
Additionally, in my practice, it appears that patients are often waiting to come in until problems are
more severe leading to more often occurring crisis situations.
738. There are 2 long range changes that I see occurring in psychology. 1) First, I see practice changing
because of the growing interest, demand and availability of virtual learning formats (such as online
graduate programs). I also see the impact of the internet and travel leading to some folks working in
multiple provinces or states or even countries that are someone hampered by regulatory differences
from province to province or state to state. 2) Related to the comment above, I see the need and
somewhat lagging progression towards standardization and ease of recognition of credentials across
borders (I just moved to a different province and it took over 6 months and over $2000 and an exam
to get registered in an adjacent province). The mounting cost and barriers and onerous ongoing
regulation of psychology is leading some people to go an alternative route to practice such as
registered clinical counselor or licensed counselor (I know of several people who have gone this
route instead).
739. There are many, but in the interest of brevity I would name the Positive Psychology movement and
the emergence of mindfulness-based treatment approaches as two rapidly growing areas of clinical
and research interest. These two areas aim to balance the traditional psychopathological approach
to diagnosis, treatment and prevention by emphasizing human strengths, virtues, and growth
processes -- all of which can have profound mental, physical and relational health implications,
whether a client has frank psychopathology or not.
740. There is a strong emphasis on evidence-based practice and competencies that I am not sure is welladdressed at the graduate studies level. Students need to graduate with clear ideas about how to
determine if a practice is evidenced-based for a certain population and how to decide if they are
sufficiently competent to practice a set of skills or with a population group. Also, there continues to
be an emphasis on cultural competence, but it remains difficult to find good intermediate to
advanced training. Students need to have at least a basic way to classify cultural differences as they
impact practice, and introductory ways to assess for degree of cultural integration in interview.
741. There is a strong shift towards utilization of evidence based treatments and assessments. For
psychologists who were trained years ago and/or who have little experience with manualized
treatments, this shift may be a difficult adjustment. For those of us who have trained more recently
in programs with a CBT orientation, this shift should be less difficult.
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742. There is an increasing demand for psychologists to regulate the discipline so that those legally
permitted to perform clinical activities are highly trained in and demonstrate a uniform high level of
competence in the areas of service. Psychologists, in order to practice independently, with the same
degree of professional independence as physicians, must demonstrate commitment to improve skill
sets past the completion of internship, licensure, 5 year and 10 year anniversaries. Continuing
education offerings need to be more closely reviewed and require higher levels of demonstration of
competence to receive credit to retain professional licensing.
743. There is increasing pressure to provide briefer episodes of care to patients who are more medically
and psychiatrically impaired. Thus, there is a need for many more evidence-based treatments that
can be applied to a wide range of patient problems.
744. There is too much information for everyone to know everything; therefore, specialization will be
become more necessary and expected. Also, psychologists will need to implement technology into
their practices. This will necessitate changes in both ethics and techniques.
745. There seems to be a move toward becoming increasingly evidence based in the selection and
delivery of interventions and engaging in evaluation of interventions, programs, and services
(including monitoring client progress during service delivery). It also seems that therapeutic models
are becoming increasingly specific (moving away from the Dodo Bird assumption) tailored towards
specific clinical concerns. I think the notion of therapeutic orientation in psychotherapy systems
(e.g., behavioral, psychodynamic) will become less relevant, replaced instead by greater concern
about what interventions are informed by theory and research, regardless of the school they may
come from.
746. There will be an increasing focus on evidenced based assessment and treatment and the integration
of cognitive and emotional dysfunction within a broader neuroscience model.
747. There will be more and more specialization with less availability of generalists. Many more
doctoral graduates will have to go to post docs.
748. There will likely be more online or tele-therapy...I don't think it's a good idea. We will have to
become better educated on how to work with clients who are addicted/obsessed with online social
communities and games.
749. This depends on whether we continue to eat our young. Broad, general training in clinical
psychology continues to be needed as a basis for any and all specialties. Today's education
emphasizes overly narrow and premature specialization based on little or no good research. Socalled evidence based practice and therapy manuals are two examples. All good research still
shows that the relationship is the key to good psychological treatment; few psychological
problems(the anxiety problems) respond better to a particular technique. We will--and should
have---prescription privileges. We should (but probably will not) get rid of the DSM books and use
understanding of a person and not diagnosis as a basis for our work. We are, or should be, experts
in the nature of persons, not just in psychopathology or therapeutic techniques. I am in the
twilight of a very varied career, made possible by excellent generalist training, traineeships, and
internship. Your requirement that I check only 3 specialties was cruel, because of the rich choices
given to me by my training. I wish the same for future psychologists! What we should require in
knowledge is above all else the ability to think critically about everything---even the established
canons. That is harder to test with a licensing exam, but it is the most important aspect of a
psychologist's education.
750. Traditional roles of therapy are changing and instead being filled by lpcs, Social Workers and other
folks at the master's level. Current roles are more often in assessment and may evolve into
prescription privileges, which may or may not be an asset to the field as a whole.

PES Final Report

An Update Study of the Practice of Licensed Psychologists

450

751. Training Psychologists as part of the health delivery system, particularly serving older adults, and
in prevention (psychological resilience, for example coping skills) for children and adolescents.
752. Treating many psychological problems as chronic rather than acute disorders.
753. Treatment of the elderly Treatment of veterans
754. Unfortunate lowering of minimum standards for practice from doctoral level to master degree loss
of income and control over clinical decision making due to the influence of insurance and managed
care companies
755. Unfortunately, the domain of psychological assessment has been devastated by managed care
systems. Although I believe that psychology should continue to train future psychologists in the
use of psychological assessment, I wonder what percentage will be able to utilize the knowledge
and skills associated in daily practice.
756. Updating continuing training to maintain license is important.
757. Use of computers and research to assist people from a distance.
758. Use of electronic medical records and associated privacy implications, technology.
759. Use of technology - long distance therapy, sharing of medical records and the ethics and
confidentiality of doing so. Being very outcome oriented and accountable in showing that what we
do works
760. Uses of technology for provision of clinical care and research.
761. Utilization of up to date assessment tools that are relevant to culture, diagnostic validity, and
practicality.
762. Various theories re: the origins of homosexuality. Understanding of different cultures and their
assimilation into USA. Learning professional skills that can be versatile in our changing culture.
How to develop and administer a professional psychological practice.
763. Veterans services. Improving access and reducing stigma to seek out services.
764. We appear to be getting pushed into administrative/supervisory positions in favor of having less
educated, cheaper therapists do the real, front line work, much as I feel the psychiatrists have been
pushed out over the last 20 years. Psychiatrists were pushed up so far, you are hard-pressed to find
one that even does therapy nowadays. The psychiatrists lost all their therapy training in favor of
psychopharmacology and we are on the cusp of losing our therapy training in favor of becoming
management. This is bad news for those of us who want to be rigorously educated for the purpose
of working on a deep emotional level with individual human beings. In addition, the public will
only be able to get therapists with two-year degrees. I know this sounds like more of a complaint
than a thoughtful answer on future areas of knowledge, however, I believe psychology programs
should start informing new doctoral students that they should not enter under the delusion that they
are training to become therapists, but rather managers and supervisors. And if this is not what our
profession wants, then our profession should stand up and do something about it.
765. We are becoming more and more diversified. It makes it difficult to be aware of all aspects of
psychology (e.g., IO vs. Clinical).
766. We are faced with the possibility that pharmaceutical companies will continue to create newer,
better drugs to combat common mental disorders. We must be knowledgeable of the effects of
those drugs and continue to hone our skills in provision of therapy. We must also understand how
we must market ourselves in the ever-increasing competition of mental health providers.
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767. We are training too many psychologists in poorly supervised settings (e.g., online courses, very
large classes, minimal supervision, supervision/teaching provided by individuals with minimal
connection to the school). Some individuals who are not qualified to be in graduate school are
being admitted by schools that are highly money-driven. Many of these schools are receiving APA
accreditation despite providing poor training. This is diluting the quality of the field and will
ultimately hurt our standing with other professional fields.
768. We need to be able to integrate knowledge and information from multiple new sources (e.g.,
biological, genetic, humanistic, research, etc.) In a more global way. The pace of knowledge
acquisition is even faster now with the Internet and other communication tools. Psychologists must
be able to deal with this fast pace of information acquisition and sharing. We need to be able to
work in a global social environment where we can meet multiple demands from many aspects. We
need to be able to meet the expectations of the clients we serve in timely, yet ethically responsible
ways. The complexities of the client groups we serve are increasing dramatically. The ability to
work collaboratively with other professionals and disciplines is critical.
769. We need to be especially attuned to the impact of health care reform, no matter the setting we
practice in. We'll need to make the case for the efficacy and efficiency of professional
psychological services in creating and maintaining all-around health and optimal functioning or risk
irrelevance as providers.
770. We need to be the best rounded, versatile collaborators in health care. Our value to health care
teams needs to be specific and concrete, with dollars and cents figures to support what we do. For
too long, we have been viewed as superfluous to the process of health care, when in fact, we are
truly part of primary care. We have done a lousy job of clearly quantifying our value to health care.
Until we do that decisively, we will continue to be marginalized in the health care teams. As
psychologists, we need to be able to communicate with a variety of disciplines, and show our
relevance. It is not about us as a psychologist, but about what value we have to the customer. As a
field, we have been autistic, not speaking the data language of the health care system. Let's quit
fiddling while Rome burns, and get to the matter of being key players at the table of health care!
771. We need to learn how to effectively integrate ourselves into multi-disciplinary teams, to translate
our knowledge and skills into terms familiar to healthcare, business, and other sciences.
Psychologists can work within health care delivery systems to address behaviors associated with
health problems, within policy systems to address the need to adapt to climate change, and within
business to address community and family well-being. I see us as having the opportunity to be
advocates for healthy systems at the level of the individual, family, community, and culture.
772. We require an ever-increasing knowledge of the brain-behaviour-learning connection.
773. We seem to be moving toward treatment primarily decided by financial concerns and away from
understanding ourselves and our clients. Self awareness, curiousness and equanimity are the
qualities which will best serve clinicians. Science and technique will do nothing in the hands of
those without the qualities mentioned in the previous sentence. All psychologists should be required
to have completed a comprehensive course of their own therapy and participate in at least a week
long silent meditation retreat and maintain an ongoing meditation practice. I realize this last
sentence is completely impractical but I include it because I hope it creates an image of what is
really important. If clinicians do not have agape for their clients the therapy will not be optimal.
774. We will need more protection from state boards in that most of the members are non-practicing
psychologists.
775. We will need to be able to coordinate our services and speak the language of primary care physician
so as to develop working partnerships. We will not be able to survive as a separate profession
without coordination, especially in the small and rural areas of the U.S.
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776. We will need to become more astute in issues regarding aging, as well as autism.
777. We will need to focus our treatments on those that have been proven to be effective via research.
Cognitive and behavioral methods will likely continue to be used more frequently.
778. Wellness and Prevention are extremely needed areas of focus and high school curriculum may be
an area for intervention.
779. Whether post-doc hours will be required for licensure. Licensure mobility across states.
780. While in training, future psychologists who wish to provide assessment and intervention services
seem to be finding substantially fewer opportunities to gain experience prior to internship. At the
same time, many states are no longer requiring post-doctoral experience for licensure. I believe that
this is moving psychology toward a training model that is closer to what clinical social work has
had. That is, psychologists will be licensed with much less experience in providing services. This
in turn will mean that knowledge gained through experience will likely come after licensure. This
is of concern because depth of knowledge in such areas as personality, intervention, etc. Seems to
come more with experience rather than classroom or book learning.
781. While not necessarily long-term, I strongly believe that psychologists will be better able to serve
their patients if we routinely have medication prescription privileges.
782. While the emphasis on evidence based treatment is intended to provide a high level of care and
competent treatment, which is needed and important, it can limit the field to a very narrow and
focused area of expertise, ultimately making psychology less competitive in marketplace. The
study and practice of psychology should take a broad view of behavior and human experience.
Psychologists should be trained as independent thinkers with expertise in all areas and theoretical
orientations of psychology, capable of assessing situations on an individual basis as well as in the
aggregate so that needs can be addressed on an individual basis and consumers can receive the
types of services that they feel best meets their needs.
783. With increasing numbers of master's level mental health providers, psychologists need to position
themselves as experts in specialized areas of health.
784. With mental health parity, it may become increasingly necessary to educate entry level
psychologists on billing issues. This would allow for more confidence, and more advocacy, in
attempting to get third party insurers to treat psychological services as necessary.
785. With more 2 year degree people staffing counseling positions, psychologists need increase
readiness to run/manage programs and departments - as well as obtain and manage additional
funding/staff via grants and internship programs. Telemental treatment is also growing in use.
Certainly effective, evidence-based, short-term treatment is in demand as is increased use of small
and large group treatments.
786. With more interest paid to integrative medicine, the role of psychologists will hopefully be more
inclusive and respected by other disciplines.
787. With programs emerging training LMHC's and LMFT's, psychology is becoming a step child as
these provider are not as expensive and therefore liked by insurance companies. However, the
quality of training, the knowledge of how to conduct and understand quality science and statistics
gets lost as these programs don't address this in depth. Already professional psychology schools
have somewhat undermined the stringent expectations of what a psychologist should know.
788. With regards to my area of work, I believe we will continue to have a large increase in severely
mentally ill in the prison systems.
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789. With the aging population, geropsychology will become increasingly important. Also, a national
surgence toward strengthening families will require a stronger knowledge base of community
involvement to support families.
790. With the encroachment of social workers, nurses, and others into areas formerly held by
psychologists, it is important that psychologists maintain their role as experts in assessment,
treatment, and research 0f psychological disorders and psychological wellbeing. A broad
knowledge of all areas of psychology is the foundation which will set us apart. In addition,
specialized knowledge in neuropsychology, psychopharmacology, behavioral analysis, social
psychology, biofeedback, sensation and perception, human development, etc. Is necessary to give
us a competitive edge.
791. With the increasing costs associated with health care, I believe that there will be even more of a
push for psychologists to prescribe medications for a limited number of disorders. We are
eminently more knowledgeable about mental health disorders, in most cases, than general practice
doctors, who tend to prescribe most of the psychiatric medications that are taken by the general
population.
792. With the ongoing health care challenges in the US, I am concerned that fee for services will
continue to go down and the unique services of the fully licensed Psychologist will be devalued
with cost containment measures used by utilizing a variety of Ma
793. Within my area, a growing need for forensic psychologists. The practice of psychology in the
Armed Forces as related to modern warfare and the prevention of Combat Stress/PTSD. An
increasing need to know more about the biological bases of behavior, related medical evaluations,
and psychopharmacology. An increasing need for input from School Psychologists within the
education system. With modern communication methods, there is a real need to address license
portability as it becomes more and more common to practice across state lines.
794. Within the field of clinical psychology, become more integrated into interdisciplinary teams and
multiple domains of service, such as supported employment.
795. Within the field of clinical psychology, there is a trend toward intensive short-term psychotherapy
(e.g., Intensive short-term psychodynamic therapy), which is more cost-effective for the client but
requires additional training/supervision for the practitioners.
796. Working in a public school system as a clinical psychologist there is an increased emphasis on
using research based methodologies when providing social skill instruction and using behavioral
principles to design behavior support plans following a functional behavior assessment
797. Working more closely with medical providers to provide integrated client services. This will
require more medical knowledge on the part of future psychologists, and greater continuing
education on medical research.
798. Working with multicultural population, LGBT and religious and spiritual diversity. Improve the
accessibility to services via technology, considering the legal and ethics issues that can bring.
799. Working with other disciplines while keeping one's primary discipline intact. -Breaking
psychological education down so that irrelevant research is less pursued. -Realizing that psychology
should not be controlled by academicians
800. Working with other healthcare professionals to provide integrated care; positive, strength-based
psychology
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Appendix 14
Competency Frequency, Criticality, and Importance Ratings of U.S. and Canadian
Respondents
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Frequency Ratings of Competencies by Country
Country
United States

Frequency

Never/ Infre- FreVery
rarely quently quently Freq
%

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Evidence-Based Decision Making/Critical Reasoning
Select relevant research literature and
critically review its assumptions,
conceptualization, methodology,
interpretation, and generalizability

7%

36%

41%

16%

338

2.7

(.8)

3%

33%

44%

20%

64

2.8

(.8)

Interpret, evaluate, and integrate results of
information-gathering and assessment
processes within the context of
scientific/professional knowledge to
formulate and reformulate working
hypotheses, conceptualizations, and
recommendations (e.g., ongoing data
collection)

11%

20%

39%

30%

337

2.9

(1.0)

3%

11%

39%

47%

64

3.3

(.8)

Articulate a rationale for decisions and
psychological services that relies on objective
supporting data (e.g., research results, base
rates, epidemiological data)

7%

24%

45%

24%

337

2.9

(.9)

6%

17%

41%

35%

63

3.0

(.9)

Use evidence-based algorithms and decision
trees and other decision making tools in
framing problems and solutions to minimize
influence of biases and heuristics in decision
making

26%

42%

24%

8%

336

2.1

(.9)

23%

45%

24%

8%

62

2.2

(.9)

Utilize scientific method to conduct research
in an ethical and legal manner

40%

27%

14%

18%

334

2.1

(1.1)

48%

14%

21%

17%

63

2.1

(1.2)

PES Final Report

An Update Study of the Practice of Licensed Psychologists

456

Country
United States

Frequency

Never/ Infre- FreVery
rarely quently quently Freq

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Integrate and apply theory, research,
professional guidelines, and personal
understanding about social contexts to work
effectively with diverse individuals, families,
groups, communities, organizations, and
research participants

1%

10%

45%

44%

339

3.3

(.7)

2%

14%

44%

40%

63

3.2

(.8)

Communicate effectively with individuals,
families, groups, communities, and/or
organizations

1%

3%

19%

77%

336

3.7

(.5)

0%

3%

14%

83%

63

3.8

(.5)

Integrate a collaborative perspective with all
aspect of professional life

2%

9%

41%

49%

334

3.4

(.7)

3%

6%

44%

47%

62

3.3

(.7)

Identify and manage interpersonal conflict
between self and others

3%

35%

39%

23%

337

2.8

(.8)

10%

44%

32%

14%

63

2.5

(.9)

Demonstrate and promote values and
behaviors commensurate with standards of
practice, including ethics codes, laws, and
regulations, in professional practice

0%

1%

20%

78%

337

3.8

(.5)

0%

0%

25%

75%

64

3.8

(.4)

Advocate for changes in ethical, legal,
regulatory, and/or practice standards, as
necessary

25%

45%

23%

7%

337

2.1

(.9)

27%

38%

28%

8%

64

2.2

(.9)

Identify and observe boundaries of
competence in all areas of professional
practice

1%

5%

39%

55%

331

3.5

(.6)

0%

14%

30%

56%

63

3.4

(.7)

Establish and maintain a process that
promotes ethical decision-making

2%

7%

36%

55%

338

3.4

(.7)

0%

10%

54%

37%

63

3.3

(.6)

Cultural and Interpersonal Competence
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Country
United States

Frequency

Never/ Infre- FreVery
rarely quently quently Freq

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Critically evaluate one’s own professional
practice through self-reflection and feedback
from others

1%

6%

51%

42%

335

3.3

(.6)

0%

9%

56%

34%

64

3.3

(.6)

Develop and disseminate knowledge in
accord with scientific and ethical principles

5%

16%

42%

37%

336

3.1

(.9)

3%

25%

41%

31%

64

3.0

(.8)

Demonstrate respect for others in all areas of
professional practice, including those with
conflicting viewpoints

0%

5%

41%

54%

337

3.5

(.6)

0%

5%

40%

55%

62

3.5

(.6)

Advocate for clients’ access to services (e.g.
mental health, social services, employment)

6%

19%

36%

38%

336

3.1

(.9)

5%

23%

45%

27%

64

2.9

(.8)

Accurately represent and document work
performed in scholarship and professional
practice

4%

9%

26%

61%

337

3.5

(.8)

5%

8%

28%

59%

64

3.4

(.8)

Implement sound practice management skills
(e.g., scheduling, resource management)

3%

7%

34%

57%

337

3.4

(.7)

3%

2%

53%

42%

64

3.3

(.7)

Apply knowledge of individual and cultural
characteristics in assessment and diagnosis

2%

7%

38%

52%

336

3.4

(.7)

2%

10%

43%

46%

63

3.3

(.7)

Apply evidence-based criteria in selection and
use of assessment methods (e.g.,
psychometric properties, cost effectiveness,
relevance)

6%

22%

36%

36%

335

3.0

(.9)

5%

14%

41%

41%

64

3.2

(.8)

Demonstrate familiarity with models and
techniques of interviewing

4%

15%

38%

43%

328

3.2

(.8)

2%

19%

44%

35%

63

3.1

(.8)

Select or develop assessment instruments
based on available normed data and/or
criterion-reference standards, and address the
limitations associated with the selection or
development of such instruments

13%

24%

28%

35%

336

2.8

(1.0)

14%

27%

30%

30%

64

2.8

(1.0)

Assessment
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Country
United States

Frequency

Never/ Infre- FreVery
rarely quently quently Freq

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Administer and score instruments following
current guidelines and psychometric research

11%

19%

20%

50%

336

3.1

(1.1)

13%

8%

19%

60%

63

3.3

(1.1)

Interpret and synthesize results from multiple
sources (e.g., multiple methods of assessment,
written documentation, interviewees)
following current guidelines and
psychometric research

6%

13%

31%

50%

334

3.2

(.9)

8%

10%

21%

62%

63

3.4

(1.0)

Formulate a diagnosis, recommendation,
and/or professional opinion using relevant
criteria and considering all assessment data
(including information provided by other
sources or professionals from other
disciplines)

2%

7%

24%

66%

334

3.5

(.7)

6%

5%

23%

66%

64

3.5

(.9)

Communicate assessment results in an
integrative manner (e.g., psychological
evaluation reports, feedback to clients, expert
testimony)

6%

15%

28%

51%

335

3.2

(.9)

5%

6%

30%

59%

63

3.4

(.8)

Evaluate effectiveness of psychological
services for individuals, couples, families,
groups, communities, and/or organizations

16%

31%

33%

20%

334

2.6

(1.0)

16%

45%

16%

23%

64

2.5

(1.0)

Develop and communicate formative and
summative supervisee evaluations

40%

18%

25%

16%

334

2.2

(1.1)

47%

23%

17%

13%

64

2.0

(1.1)

4%

9%

40%

47%

337

3.3

(.8)

5%

9%

44%

42%

64

3.2

(.8)

Intervention/Supervision/Consultation
Select interventions to address needs and/or
treat specific disorders in individuals,
families, groups, organizations and/or
communities based on available research
evidence as well as contextual and other
factors
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Country
United States

Frequency

Never/ Infre- FreVery
rarely quently quently Freq

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Apply interventions to treat specific disorders
or address issues in individuals, families,
groups, organizations and/or communities
based on available research evidence and
contextual factors

8%

13%

35%

44%

337

3.2

(.9)

13%

9%

38%

41%

64

3.1

(1.0)

Select evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution, and
organizational change), reduce risk factors, or
increase resilience

7%

24%

35%

33%

336

2.9

(.9)

6%

32%

32%

30%

63

2.9

(.9)

Apply evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution,
organizational change),and reduce risk factors
and increase resilience (e g , population-level
interventions)

12%

27%

33%

28%

336

2.8

(1.0)

16%

37%

27%

21%

63

2.5

(1.0)

Engage in collaborative intervention planning
with client(s) and stakeholders

7%

18%

39%

36%

336

3.0

(.9)

3%

14%

44%

38%

63

3.2

(.8)

Modify interventions based on knowledge of
individual and cultural characteristics,
situational and environmental variables,
emerging information, outcomes data, and
current research

5%

9%

40%

47%

336

3.3

(.8)

6%

13%

42%

39%

64

3.1

(.9)

Engage in consultation and collaboration
across professions

3%

16%

32%

49%

335

3.3

(.8)

2%

22%

34%

42%

64

3.2

(.8)

Develop and implement a training plan for
supervisees, students, and trainees

40%

23%

20%

17%

332

2.1

(1.1)

47%

25%

16%

13%

64

1.9

(1.1)
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Criticality Ratings of Competencies by Country
Country
United States
Never/ Infre- FreVery
Summary Statistics
rarely quently quently Freq

Criticality

%

Canada
Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Evidence-Based Decision Making/Critical Reasoning
Select relevant research literature and
critically review its assumptions,
conceptualization, methodology,
interpretation, and generalizability

1%

17%

44%

38%

159

3.2

(.8)

3%

6%

41%

50%

34

3.4

(.7)

Interpret, evaluate, and integrate results of
information-gathering and assessment
processes within the context of
scientific/professional knowledge to
formulate and reformulate working
hypotheses, conceptualizations, and
recommendations (e.g., ongoing data
collection)

3%

15%

34%

49%

158

3.3

(.8)

0%

3%

25%

72%

32

3.7

(.5)

Articulate a rationale for decisions and
psychological services that relies on objective
supporting data (e.g., research results, base
rates, epidemiological data)

2%

15%

42%

41%

158

3.2

(.8)

0%

13%

44%

44%

32

3.3

(.7)

Use evidence-based algorithms and decision
trees and other decision making tools in
framing problems and solutions to minimize
influence of biases and heuristics in decision
making

10%

44%

32%

14%

157

2.5

(.9)

3%

41%

41%

16%

32

2.7

(.8)

Utilize scientific method to conduct research
in an ethical and legal manner

16%

16%

27%

40%

153

2.9

(1.1)

19%

19%

6%

56%

32

3.0

(1.2)

2%

7%

21%

70%

162

3.6

(.7)

0%

0%

25%

75%

32

3.8

(.4)

Cultural and Interpersonal Competence
Integrate and apply theory, research,
professional guidelines, and personal
understanding about social contexts to work
effectively with diverse individuals, families,
groups, communities, organizations, and
research participants
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Country
United States
Never/ Infre- FreVery
Summary Statistics
rarely quently quently Freq

Criticality

Canada
Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

1%

2%

16%

81%

161

3.8

(.5)

0%

0%

9%

91%

33

3.9

(.3)

Integrate a collaborative perspective with all
aspect of professional life

3%

7%

34%

57%

161

3.4

(.8)

0%

3%

38%

59%

32

3.6

(.6)

Identify and manage interpersonal conflict
between self and others

2%

7%

35%

56%

162

3.5

(.7)

0%

3%

33%

64%

33

3.6

(.6)

Demonstrate and promote values and
behaviors commensurate with standards of
practice, including ethics codes, laws, and
regulations, in professional practice

0%

2%

10%

88%

160

3.9

(.4)

0%

0%

0%

100%

34

4.0

(.0)

Advocate for changes in ethical, legal,
regulatory, and/or practice standards, as
necessary

2%

21%

47%

31%

160

3.1

(.8)

0%

9%

50%

41%

34

3.3

(.6)

Identify and observe boundaries of
competence in all areas of professional
practice

1%

3%

16%

80%

158

3.7

(.6)

0%

0%

15%

85%

34

3.9

(.4)

Establish and maintain a process that
promotes ethical decision-making

1%

1%

29%

70%

161

3.7

(.5)

0%

0%

21%

79%

33

3.8

(.4)

Critically evaluate one’s own professional
practice through self-reflection and feedback
from others

0%

3%

27%

70%

161

3.7

(.5)

0%

0%

21%

79%

34

3.8

(.4)

Develop and disseminate knowledge in
accord with scientific and ethical principles

2%

9%

35%

53%

161

3.4

(.8)

3%

6%

48%

42%

33

3.3

(.7)

Demonstrate respect for others in all areas of
professional practice, including those with
conflicting viewpoints

0%

5%

30%

65%

162

3.6

(.6)

0%

3%

36%

61%

33

3.6

(.6)

Advocate for clients’ access to services (e.g.
mental health, social services, employment)

2%

9%

34%

55%

161

3.4

(.7)

0%

0%

38%

62%

34

3.6

(.5)

Communicate effectively with individuals,
families, groups, communities, and/or
organizations
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Country
United States
Never/ Infre- FreVery
Summary Statistics
rarely quently quently Freq

Criticality

Canada
Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Accurately represent and document work
performed in scholarship and professional
practice

1%

9%

26%

64%

162

3.5

(.7)

3%

0%

35%

62%

34

3.6

(.7)

Implement sound practice management skills
(e.g., scheduling, resource management)

2%

6%

39%

53%

160

3.4

(.7)

0%

6%

48%

45%

33

3.4

(.6)

Assessment

2%

21%

47%

31%

160

3.1

(.8)

0%

9%

50%

41%

34

3.3

(.6)

Apply knowledge of individual and cultural
characteristics in assessment and diagnosis

1%

3%

20%

77%

159

3.7

(.5)

0%

0%

29%

71%

34

3.7

(.5)

Apply evidence-based criteria in selection and
use of assessment methods (e.g.,
psychometric properties, cost effectiveness,
relevance)

2%

9%

30%

60%

161

3.5

(.7)

0%

6%

33%

61%

33

3.5

(.6)

Demonstrate familiarity with models and
techniques of interviewing

2%

8%

38%

52%

159

3.4

(.7)

0%

12%

44%

44%

34

3.3

(.7)

Select or develop assessment instruments
based on available normed data and/or
criterion-reference standards, and address the
limitations associated with the selection or
development of such instruments

4%

9%

30%

57%

162

3.4

(.8)

0%

6%

32%

62%

34

3.6

(.6)

Administer and score instruments following
current guidelines and psychometric research

5%

5%

17%

73%

162

3.6

(.8)

0%

3%

9%

88%

34

3.9

(.4)

Interpret and synthesize results from multiple
sources (e.g., multiple methods of assessment,
written documentation, interviewees)
following current guidelines and
psychometric research

2%

3%

20%

74%

162

3.7

(.7)

0%

0%

12%

88%

33

3.9

(.3)
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Country
United States
Never/ Infre- FreVery
Summary Statistics
rarely quently quently Freq

Criticality

Canada
Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Formulate a diagnosis, recommendation,
and/or professional opinion using relevant
criteria and considering all assessment data
(including information provided by other
sources or professionals from other
disciplines)

2%

1%

15%

82%

162

3.8

(.6)

0%

3%

15%

82%

34

3.8

(.5)

Communicate assessment results in an
integrative manner (e.g., psychological
evaluation reports, feedback to clients, expert
testimony)

2%

4%

19%

75%

161

3.7

(.7)

0%

0%

15%

85%

34

3.9

(.4)

Evaluate effectiveness of psychological
services for individuals, couples, families,
groups, communities, and/or organizations

4%

11%

46%

40%

161

3.2

(.8)

0%

9%

41%

50%

34

3.4

(.7)

Develop and communicate formative and
summative supervisee evaluations

12%

11%

35%

43%

161

3.1

(1.0)

6%

12%

39%

42%

33

3.2

(.9)

Select interventions to address needs and/or
treat specific disorders in individuals,
families, groups, organizations and/or
communities based on available research
evidence as well as contextual and other
factors

2%

1%

25%

72%

162

3.7

(.6)

0%

0%

12%

88%

34

3.9

(.3)

Apply interventions to treat specific disorders
or address issues in individuals, families,
groups, organizations and/or communities
based on available research evidence and
contextual factors

1%

5%

25%

69%

161

3.6

(.6)

0%

3%

15%

82%

33

3.8

(.5)

Intervention/Supervision/Consultation
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Country
United States
Never/ Infre- FreVery
Summary Statistics
rarely quently quently Freq

Criticality

Canada
Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Select evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution, and
organizational change), reduce risk factors, or
increase resilience

3%

9%

42%

46%

160

3.3

(.7)

0%

12%

35%

53%

34

3.4

(.7)

Apply evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution,
organizational change),and reduce risk factors
and increase resilience (e g , population-level
interventions)

3%

11%

39%

47%

161

3.3

(.8)

0%

16%

31%

53%

32

3.4

(.8)

Engage in collaborative intervention planning
with client(s) and stakeholders

5%

10%

27%

58%

161

3.4

(.9)

0%

0%

39%

61%

33

3.6

(.5)

Modify interventions based on knowledge of
individual and cultural characteristics,
situational and environmental variables,
emerging information, outcomes data, and
current research

3%

4%

31%

62%

160

3.5

(.7)

0%

0%

29%

71%

34

3.7

(.5)

Engage in consultation and collaboration
across professions

1%

7%

29%

63%

160

3.5

(.7)

0%

6%

24%

71%

34

3.6

(.6)

Develop and implement a training plan for
supervisees, students, and trainees

10%

8%

41%

41%

159

3.1

(.9)

9%

6%

39%

45%

33

3.2

(.9)
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Importance Ratings of Competencies by Country
Country
United States

Importance

Never/ Infre- FreVery
rarely quently quently Freq
%

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Evidence-Based Decision Making/Critical Reasoning
Select relevant research literature and
critically review its assumptions,
conceptualization, methodology,
interpretation, and generalizability

4%

17%

42%

36%

172

3.1

(.8)

3%

10%

53%

33%

30

3.2

(.7)

Interpret, evaluate, and integrate results of
information-gathering and assessment
processes within the context of
scientific/professional knowledge to
formulate and reformulate working
hypotheses, conceptualizations, and
recommendations (e.g., ongoing data
collection)

7%

16%

28%

49%

170

3.2

(1.0)

3%

10%

14%

72%

29

3.6

(.8)

Articulate a rationale for decisions and
psychological services that relies on objective
supporting data (e.g., research results, base
rates, epidemiological data)

4%

17%

37%

43%

169

3.2

(.9)

7%

13%

30%

50%

30

3.2

(.9)

Use evidence-based algorithms and decision
trees and other decision making tools in
framing problems and solutions to minimize
influence of biases and heuristics in decision
making

20%

39%

22%

19%

168

2.4

(1.0)

21%

34%

31%

14%

29

2.4

(1.0)

Utilize scientific method to conduct research
in an ethical and legal manner

31%

19%

15%

35%

170

2.5

(1.3)

37%

13%

17%

33%

30

2.5

(1.3)

0%

7%

24%

69%

177

3.6

(.6)

0%

0%

43%

57%

30

3.6

(.5)

Cultural and Interpersonal Competence
Integrate and apply theory, research,
professional guidelines, and personal
understanding about social contexts to work
effectively with diverse individuals, families,
groups, communities, organizations, and
research participants
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Country
United States

Importance

Never/ Infre- FreVery
rarely quently quently Freq

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

0%

2%

11%

88%

177

3.9

(.4)

0%

7%

3%

90%

29

3.8

(.5)

Integrate a collaborative perspective with all
aspect of professional life

1%

6%

31%

63%

173

3.6

(.6)

3%

7%

40%

50%

30

3.4

(.8)

Identify and manage interpersonal conflict
between self and others

1%

8%

30%

62%

177

3.5

(.7)

10%

7%

33%

50%

30

3.2

(1.0)

Demonstrate and promote values and
behaviors commensurate with standards of
practice, including ethics codes, laws, and
regulations, in professional practice

1%

1%

6%

92%

176

3.9

(.4)

0%

0%

10%

90%

30

3.9

(.3)

Advocate for changes in ethical, legal,
regulatory, and/or practice standards, as
necessary

7%

25%

35%

33%

175

2.9

(.9)

10%

30%

23%

37%

30

2.9

(1.0)

Identify and observe boundaries of
competence in all areas of professional
practice

0%

2%

22%

76%

174

3.7

(.5)

3%

0%

27%

70%

30

3.6

(.7)

Establish and maintain a process that
promotes ethical decision-making

2%

2%

18%

78%

176

3.7

(.6)

0%

3%

17%

80%

30

3.8

(.5)

Critically evaluate one’s own professional
practice through self-reflection and feedback
from others

0%

3%

25%

72%

174

3.7

(.5)

0%

3%

23%

73%

30

3.7

(.5)

Develop and disseminate knowledge in
accord with scientific and ethical principles

4%

9%

28%

59%

175

3.4

(.8)

0%

3%

43%

53%

30

3.5

(.6)

Demonstrate respect for others in all areas of
professional practice, including those with
conflicting viewpoints

0%

2%

30%

68%

176

3.7

(.5)

0%

0%

17%

83%

30

3.8

(.4)

Advocate for clients’ access to services (e.g.
mental health, social services, employment)

3%

5%

32%

60%

174

3.5

(.7)

0%

13%

30%

57%

30

3.4

(.7)

Communicate effectively with individuals,
families, groups, communities, and/or
organizations

Professionalism/Ethics
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Country
United States

Importance

Never/ Infre- FreVery
rarely quently quently Freq

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Accurately represent and document work
performed in scholarship and professional
practice

3%

5%

21%

71%

175

3.6

(.7)

3%

3%

20%

73%

30

3.6

(.7)

Implement sound practice management skills
(e.g., scheduling, resource management)

1%

6%

30%

63%

176

3.5

(.7)

3%

0%

50%

47%

30

3.4

(.7)

Apply knowledge of individual and cultural
characteristics in assessment and diagnosis

2%

4%

19%

75%

175

3.7

(.6)

3%

3%

27%

67%

30

3.6

(.7)

Apply evidence-based criteria in selection and
use of assessment methods (e.g.,
psychometric properties, cost effectiveness,
relevance)

6%

11%

36%

46%

174

3.2

(.9)

3%

7%

43%

47%

30

3.3

(.8)

Demonstrate familiarity with models and
techniques of interviewing

3%

17%

35%

46%

171

3.2

(.8)

3%

3%

48%

45%

29

3.3

(.7)

Select or develop assessment instruments
based on available normed data and/or
criterion-reference standards, and address the
limitations associated with the selection or
development of such instruments

9%

15%

28%

49%

174

3.2

(1.0)

13%

17%

30%

40%

30

3.0

(1.1)

Administer and score instruments following
current guidelines and psychometric research

9%

9%

18%

64%

174

3.4

(1.0)

13%

0%

17%

70%

30

3.4

(1.0)

Interpret and synthesize results from multiple
sources (e.g., multiple methods of assessment,
written documentation, interviewees)
following current guidelines and
psychometric research

6%

7%

19%

67%

172

3.5

(.9)

3%

10%

20%

67%

30

3.5

(.8)
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Country
United States

Importance

Never/ Infre- FreVery
rarely quently quently Freq

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Formulate a diagnosis, recommendation,
and/or professional opinion using relevant
criteria and considering all assessment data
(including information provided by other
sources or professionals from other
disciplines)

2%

3%

12%

83%

173

3.8

(.6)

0%

3%

17%

80%

30

3.8

(.5)

Communicate assessment results in an
integrative manner (e.g., psychological
evaluation reports, feedback to clients, expert
testimony)

5%

6%

18%

70%

173

3.5

(.8)

0%

3%

17%

79%

29

3.8

(.5)

Evaluate effectiveness of psychological
services for individuals, couples, families,
groups, communities, and/or organizations

13%

17%

34%

37%

172

2.9

(1.0)

7%

20%

43%

30%

30

3.0

(.9)

Develop and communicate formative and
summative supervisee evaluations

29%

12%

29%

30%

172

2.6

(1.2)

33%

23%

13%

30%

30

2.4

(1.2)

Select interventions to address needs and/or
treat specific disorders in individuals,
families, groups, organizations and/or
communities based on available research
evidence as well as contextual and other
factors

2%

7%

23%

69%

175

3.6

(.7)

10%

7%

33%

50%

30

3.2

(1.0)

Apply interventions to treat specific disorders
or address issues in individuals, families,
groups, organizations and/or communities
based on available research evidence and
contextual factors

4%

5%

25%

66%

173

3.5

(.8)

20%

0%

27%

53%

30

3.1

(1.2)

Intervention/Supervision/Consultation
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Country
United States

Importance

Never/ Infre- FreVery
rarely quently quently Freq

Canada

Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Select evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution, and
organizational change), reduce risk factors, or
increase resilience

6%

11%

34%

50%

175

3.3

(.9)

13%

20%

40%

27%

30

2.8

(1.0)

Apply evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution,
organizational change),and reduce risk factors
and increase resilience (e g , population-level
interventions)

9%

14%

31%

46%

174

3.1

(1.0)

23%

20%

33%

23%

30

2.6

(1.1)

Engage in collaborative intervention planning
with client(s) and stakeholders

2%

13%

31%

54%

175

3.4

(.8)

0%

20%

27%

53%

30

3.3

(.8)

Modify interventions based on knowledge of
individual and cultural characteristics,
situational and environmental variables,
emerging information, outcomes data, and
current research

2%

4%

28%

66%

175

3.6

(.7)

10%

7%

33%

50%

30

3.2

(1.0)

Engage in consultation and collaboration
across professions

1%

6%

27%

67%

175

3.6

(.6)

0%

10%

27%

63%

30

3.5

(.7)

Develop and implement a training plan for
supervisees, students, and trainees

27%

14%

22%

36%

174

2.7

(1.2)

30%

30%

17%

23%

30

2.3

(1.2)
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Appendix 15
Competency Frequency, Criticality, and Importance Ratings of Recently
and Less-recently Licensed/Registered Respondents
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Frequency Ratings of Competencies by Years Licensed/Registered
Years Licensed/Registered
1 to 3 years

Frequency

Never/ Infre- FreVery
rarely quently quently Freq
%

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Evidence-Based Decision Making/Critical Reasoning
Select relevant research literature and
critically review its assumptions,
conceptualization, methodology,
interpretation, and generalizability

8%

37%

37%

19%

156

2.7

(.9)

6%

34%

45%

15%

245

2.7

(.8)

Interpret, evaluate, and integrate results of
information-gathering and assessment
processes within the context of
scientific/professional knowledge to
formulate and reformulate working
hypotheses, conceptualizations, and
recommendations (e.g., ongoing data
collection)

11%

19%

37%

34%

156

2.9

(1.0)

9%

19%

40%

32%

244

3.0

(.9)

Articulate a rationale for decisions and
psychological services that relies on objective
supporting data (e.g., research results, base
rates, epidemiological data)

6%

24%

44%

26%

156

2.9

(.9)

7%

23%

44%

26%

243

2.9

(.9)

Use evidence-based algorithms and decision
trees and other decision making tools in
framing problems and solutions to minimize
influence of biases and heuristics in decision
making

30%

37%

23%

9%

155

2.1

(.9)

22%

46%

25%

7%

243

2.2

(.9)

Utilize scientific method to conduct research
in an ethical and legal manner

44%

20%

17%

19%

155

2.1

(1.2)

40%

28%

14%

18%

241

2.1

(1.1)
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Years Licensed/Registered
1 to 3 years

Frequency

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Integrate and apply theory, research,
professional guidelines, and personal
understanding about social contexts to work
effectively with diverse individuals, families,
groups, communities, organizations, and
research participants

1%

12%

44%

43%

155

3.3

(.7)

1%

10%

45%

43%

246

3.3

(.7)

Communicate effectively with individuals,
families, groups, communities, and/or
organizations

1%

3%

15%

81%

154

3.8

(.5)

0%

3%

20%

76%

244

3.7

(.5)

Integrate a collaborative perspective with all
aspect of professional life

1%

7%

43%

49%

152

3.4

(.6)

2%

9%

40%

48%

243

3.3

(.7)

Identify and manage interpersonal conflict
between self and others

6%

36%

39%

19%

154

2.7

(.8)

3%

36%

37%

23%

245

2.8

(.8)

Demonstrate and promote values and
behaviors commensurate with standards of
practice, including ethics codes, laws, and
regulations, in professional practice

1%

1%

21%

77%

155

3.7

(.5)

0%

1%

22%

77%

245

3.8

(.5)

Advocate for changes in ethical, legal,
regulatory, and/or practice standards, as
necessary

26%

46%

24%

4%

154

2.1

(.8)

25%

43%

23%

9%

246

2.2

(.9)

Identify and observe boundaries of
competence in all areas of professional
practice

1%

10%

35%

55%

154

3.4

(.7)

0%

5%

39%

56%

239

3.5

(.6)

Establish and maintain a process that
promotes ethical decision-making

2%

6%

37%

55%

155

3.5

(.7)

1%

8%

40%

51%

245

3.4

(.7)

Cultural and Interpersonal Competence
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Years Licensed/Registered
1 to 3 years

Frequency

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Critically evaluate one’s own professional
practice through self-reflection and feedback
from others

1%

6%

48%

46%

155

3.4

(.6)

1%

7%

54%

38%

243

3.3

(.6)

Develop and disseminate knowledge in
accord with scientific and ethical principles

5%

23%

41%

32%

155

3.0

(.9)

5%

15%

42%

39%

244

3.1

(.8)

Demonstrate respect for others in all areas of
professional practice, including those with
conflicting viewpoints

1%

4%

41%

55%

155

3.5

(.6)

0%

5%

40%

54%

243

3.5

(.6)

Advocate for clients’ access to services (e.g.
mental health, social services, employment)

6%

15%

42%

37%

155

3.1

(.9)

6%

23%

35%

36%

244

3.0

(.9)

Accurately represent and document work
performed in scholarship and professional
practice

5%

7%

29%

59%

155

3.4

(.8)

3%

9%

25%

62%

245

3.5

(.8)

Implement sound practice management skills
(e.g., scheduling, resource management)

4%

5%

39%

52%

155

3.4

(.8)

2%

6%

36%

56%

245

3.5

(.7)

Apply knowledge of individual and cultural
characteristics in assessment and diagnosis

3%

6%

35%

57%

155

3.5

(.7)

2%

9%

41%

48%

243

3.3

(.7)

Apply evidence-based criteria in selection and
use of assessment methods (e.g.,
psychometric properties, cost effectiveness,
relevance)

6%

18%

43%

33%

154

3.0

(.9)

6%

22%

32%

39%

244

3.0

(.9)

Demonstrate familiarity with models and
techniques of interviewing

5%

14%

44%

37%

152

3.1

(.8)

3%

17%

36%

45%

238

3.2

(.8)

Select or develop assessment instruments
based on available normed data and/or
criterion-reference standards, and address the
limitations associated with the selection or
development of such instruments

13%

28%

28%

32%

155

2.8

(1.0)

14%

23%

28%

35%

244

2.9

(1.1)
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Years Licensed/Registered
1 to 3 years

Frequency

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Administer and score instruments following
current guidelines and psychometric research

9%

19%

23%

48%

155

3.1

(1.0)

13%

16%

17%

54%

244

3.1

(1.1)

Interpret and synthesize results from multiple
sources (e.g., multiple methods of assessment,
written documentation, interviewees)
following current guidelines and
psychometric research

6%

12%

31%

52%

155

3.3

(.9)

7%

13%

28%

52%

241

3.3

(.9)

Formulate a diagnosis, recommendation,
and/or professional opinion using relevant
criteria and considering all assessment data
(including information provided by other
sources or professionals from other
disciplines)

3%

6%

23%

68%

154

3.5

(.8)

3%

7%

25%

65%

243

3.5

(.8)

Communicate assessment results in an
integrative manner (e.g., psychological
evaluation reports, feedback to clients, expert
testimony)

8%

15%

31%

46%

155

3.2

(.9)

5%

13%

27%

55%

242

3.3

(.9)

Evaluate effectiveness of psychological
services for individuals, couples, families,
groups, communities, and/or organizations

15%

35%

27%

23%

155

2.6

(1.0)

17%

32%

32%

19%

242

2.5

(1.0)

Develop and communicate formative and
summative supervisee evaluations

47%

18%

22%

13%

155

2.0

(1.1)

38%

20%

25%

17%

242

2.2

(1.1)

2%

10%

36%

52%

155

3.4

(.7)

5%

9%

43%

43%

245

3.2

(.8)

Intervention/Supervision/Consultation
Select interventions to address needs and/or
treat specific disorders in individuals,
families, groups, organizations and/or
communities based on available research
evidence as well as contextual and other
factors
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Years Licensed/Registered
1 to 3 years

Frequency

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Apply interventions to treat specific disorders
or address issues in individuals, families,
groups, organizations and/or communities
based on available research evidence and
contextual factors

7%

14%

30%

49%

155

3.2

(.9)

9%

12%

38%

40%

245

3.1

(.9)

Select evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution, and
organizational change), reduce risk factors, or
increase resilience

6%

23%

39%

32%

154

3.0

(.9)

8%

27%

32%

32%

245

2.9

(1.0)

Apply evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution,
organizational change),and reduce risk factors
and increase resilience (e g , population-level
interventions)

11%

27%

34%

28%

154

2.8

(1.0)

14%

30%

30%

26%

244

2.7

(1.0)

Engage in collaborative intervention planning
with client(s) and stakeholders

5%

15%

38%

42%

154

3.2

(.9)

8%

19%

40%

33%

244

3.0

(.9)

Modify interventions based on knowledge of
individual and cultural characteristics,
situational and environmental variables,
emerging information, outcomes data, and
current research

4%

9%

40%

47%

154

3.3

(.8)

5%

9%

41%

44%

245

3.2

(.8)

Engage in consultation and collaboration
across professions

1%

17%

31%

51%

154

3.3

(.8)

4%

17%

33%

46%

244

3.2

(.9)

Develop and implement a training plan for
supervisees, students, and trainees

46%

20%

17%

16%

152

2.0

(1.1)

37%

26%

21%

16%

243

2.2

(1.1)
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Criticality Ratings of Competencies by Years Licensed/Registered
Years Licensed/Registered
1 to 3 years

Criticality

Never/ Infre- FreVery
rarely quently quently Freq
%

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Evidence-Based Decision Making/Critical Reasoning
Select relevant research literature and
critically review its assumptions,
conceptualization, methodology,
interpretation, and generalizability

3%

16%

41%

41%

64

3.2

(.8)

1%

15%

45%

40%

129

3.2

(.7)

Interpret, evaluate, and integrate results of
information-gathering and assessment
processes within the context of
scientific/professional knowledge to
formulate and reformulate working
hypotheses, conceptualizations, and
recommendations (e.g., ongoing data
collection)

3%

16%

31%

50%

64

3.3

(.8)

2%

11%

33%

54%

126

3.4

(.8)

Articulate a rationale for decisions and
psychological services that relies on objective
supporting data (e.g., research results, base
rates, epidemiological data)

3%

14%

39%

44%

64

3.2

(.8)

1%

15%

44%

40%

126

3.2

(.7)

Use evidence-based algorithms and decision
trees and other decision making tools in
framing problems and solutions to minimize
influence of biases and heuristics in decision
making

11%

46%

22%

21%

63

2.5

(.9)

8%

42%

39%

11%

126

2.5

(.8)

Utilize scientific method to conduct research
in an ethical and legal manner

17%

17%

21%

44%

63

2.9

(1.2)

16%

16%

25%

42%

122

2.9

(1.1)

0%

6%

21%

73%

63

3.7

(.6)

2%

6%

22%

69%

131

3.6

(.7)

Cultural and Interpersonal Competence
Integrate and apply theory, research,
professional guidelines, and personal
understanding about social contexts to work
effectively with diverse individuals, families,
groups, communities, organizations, and
research participants
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Years Licensed/Registered
1 to 3 years

Criticality

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Communicate effectively with individuals,
families, groups, communities, and/or
organizations

0%

2%

13%

86%

64

3.8

(.4)

1%

2%

16%

81%

130

3.8

(.5)

Integrate a collaborative perspective with all
aspect of professional life

2%

10%

38%

51%

63

3.4

(.7)

3%

5%

32%

60%

130

3.5

(.7)

Identify and manage interpersonal conflict
between self and others

3%

5%

34%

58%

64

3.5

(.7)

1%

8%

34%

57%

131

3.5

(.7)

Demonstrate and promote values and
behaviors commensurate with standards of
practice, including ethics codes, laws, and
regulations, in professional practice

0%

2%

23%

75%

64

3.7

(.5)

1%

2%

21%

76%

129

3.7

(.5)

Advocate for changes in ethical, legal,
regulatory, and/or practice standards, as
necessary

0%

8%

32%

60%

65

3.5

(.6)

2%

9%

29%

60%

129

3.5

(.8)

Identify and observe boundaries of
competence in all areas of professional
practice

0%

13%

39%

48%

64

3.4

(.7)

2%

7%

39%

52%

129

3.4

(.7)

Establish and maintain a process that
promotes ethical decision-making

3%

6%

29%

62%

65

3.5

(.8)

4%

10%

31%

56%

131

3.4

(.8)

Critically evaluate one’s own professional
practice through self-reflection and feedback
from others

2%

2%

18%

78%

65

3.7

(.6)

5%

6%

14%

75%

131

3.6

(.8)

Develop and disseminate knowledge in
accord with scientific and ethical principles

2%

2%

22%

75%

65

3.7

(.6)

2%

3%

18%

77%

130

3.7

(.6)

Demonstrate respect for others in all areas of
professional practice, including those with
conflicting viewpoints

0%

2%

11%

88%

65

3.9

(.4)

3%

1%

17%

79%

131

3.7

(.6)

Advocate for clients’ access to services (e.g.
mental health, social services, employment)

2%

0%

26%

72%

65

3.7

(.6)

2%

5%

15%

78%

130

3.7

(.6)

Professionalism/Ethics
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Years Licensed/Registered
1 to 3 years

Criticality

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Accurately represent and document work
performed in scholarship and professional
practice

0%

14%

42%

45%

65

3.3

(.7)

5%

8%

47%

40%

130

3.2

(.8)

Implement sound practice management skills
(e.g., scheduling, resource management)

14%

15%

25%

46%

65

3.0

(1.1)

9%

9%

41%

41%

129

3.1

(.9)

Apply knowledge of individual and cultural
characteristics in assessment and diagnosis

0%

2%

23%

75%

64

3.7

(.5)

1%

2%

21%

76%

129

3.7

(.5)

Apply evidence-based criteria in selection and
use of assessment methods (e.g.,
psychometric properties, cost effectiveness,
relevance)

0%

8%

32%

60%

65

3.5

(.6)

2%

9%

29%

60%

129

3.5

(.8)

Demonstrate familiarity with models and
techniques of interviewing

0%

13%

39%

48%

64

3.4

(.7)

2%

7%

39%

52%

129

3.4

(.7)

Select or develop assessment instruments
based on available normed data and/or
criterion-reference standards, and address the
limitations associated with the selection or
development of such instruments

3%

6%

29%

62%

65

3.5

(.8)

4%

10%

31%

56%

131

3.4

(.8)

Administer and score instruments following
current guidelines and psychometric research

2%

2%

18%

78%

65

3.7

(.6)

5%

6%

14%

75%

131

3.6

(.8)

Interpret and synthesize results from multiple
sources (e.g., multiple methods of assessment,
written documentation, interviewees)
following current guidelines and
psychometric research

2%

2%

22%

75%

65

3.7

(.6)

2%

3%

18%

77%

130

3.7

(.6)

Assessment
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Years Licensed/Registered
1 to 3 years

Criticality

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Formulate a diagnosis, recommendation,
and/or professional opinion using relevant
criteria and considering all assessment data
(including information provided by other
sources or professionals from other
disciplines)

0%

2%

11%

88%

65

3.9

(.4)

3%

1%

17%

79%

131

3.7

(.6)

Communicate assessment results in an
integrative manner (e.g., psychological
evaluation reports, feedback to clients, expert
testimony)

2%

0%

26%

72%

65

3.7

(.6)

2%

5%

15%

78%

130

3.7

(.6)

Evaluate effectiveness of psychological
services for individuals, couples, families,
groups, communities, and/or organizations

0%

14%

42%

45%

65

3.3

(.7)

5%

8%

47%

40%

130

3.2

(.8)

Develop and communicate formative and
summative supervisee evaluations

14%

15%

25%

46%

65

3.0

(1.1)

9%

9%

41%

41%

129

3.1

(.9)

Select interventions to address needs and/or
treat specific disorders in individuals,
families, groups, organizations and/or
communities based on available research
evidence as well as contextual and other
factors

0%

2%

26%

72%

65

3.7

(.5)

3%

0%

21%

76%

131

3.7

(.6)

Apply interventions to treat specific disorders
or address issues in individuals, families,
groups, organizations and/or communities
based on available research evidence and
contextual factors

0%

5%

27%

69%

64

3.6

(.6)

2%

5%

22%

72%

130

3.6

(.6)

Intervention/Supervision/Consultation

PES Final Report

An Update Study of the Practice of Licensed Psychologists

480

Years Licensed/Registered
1 to 3 years

Criticality

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Select evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution, and
organizational change), reduce risk factors, or
increase resilience

0%

11%

43%

46%

63

3.3

(.7)

3%

9%

40%

48%

131

3.3

(.8)

Apply evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution,
organizational change),and reduce risk factors
and increase resilience (e g , population-level
interventions)

0%

11%

45%

44%

64

3.3

(.7)

4%

12%

33%

50%

129

3.3

(.8)

Engage in collaborative intervention planning
with client(s) and stakeholders

0%

11%

34%

55%

64

3.4

(.7)

6%

7%

27%

60%

130

3.4

(.9)

Modify interventions based on knowledge of
individual and cultural characteristics,
situational and environmental variables,
emerging information, outcomes data, and
current research

0%

3%

38%

59%

63

3.6

(.6)

4%

3%

27%

66%

131

3.5

(.7)

Engage in consultation and collaboration
across professions

0%

6%

31%

63%

64

3.6

(.6)

2%

7%

26%

65%

130

3.6

(.7)

Develop and implement a training plan for
supervisees, students, and trainees

8%

11%

39%

42%

64

3.2

(.9)

11%

6%

41%

41%

128

3.1

(1.0)
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Importance Ratings of Competencies by Years Licensed/Registered
Years Licensed/Registered
1 to 3 years

Importance

Never/ Infre- FreVery
rarely quently quently Freq
%

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Evidence-Based Decision Making/Critical Reasoning
Select relevant research literature and
critically review its assumptions,
conceptualization, methodology,
interpretation, and generalizability

1%

21%

41%

37%

90

3.1

(.8)

6%

13%

47%

34%

111

3.1

(.8)

Interpret, evaluate, and integrate results of
information-gathering and assessment
processes within the context of
scientific/professional knowledge to
formulate and reformulate working
hypotheses, conceptualizations, and
recommendations (e.g., ongoing data
collection)

8%

12%

24%

56%

90

3.3

(1.0)

6%

19%

27%

49%

108

3.2

(.9)

Articulate a rationale for decisions and
psychological services that relies on objective
supporting data (e.g., research results, base
rates, epidemiological data)

3%

16%

33%

48%

89

3.3

(.8)

6%

17%

39%

39%

109

3.1

(.9)

Use evidence-based algorithms and decision
trees and other decision making tools in
framing problems and solutions to minimize
influence of biases and heuristics in decision
making

22%

38%

24%

17%

88

2.4

(1.0)

19%

39%

23%

19%

109

2.4

(1.0)

Utilize scientific method to conduct research
in an ethical and legal manner

34%

13%

12%

40%

90

2.6

(1.3)

29%

23%

18%

29%

109

2.5

(1.2)

0%

3%

26%

70%

91

3.7

(.5)

0%

9%

27%

64%

115

3.6

(.7)

Cultural and Interpersonal Competence
Integrate and apply theory, research,
professional guidelines, and personal
understanding about social contexts to work
effectively with diverse individuals, families,
groups, communities, organizations, and
research participants
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Years Licensed/Registered
1 to 3 years

Importance

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Communicate effectively with individuals,
families, groups, communities, and/or
organizations

0%

2%

7%

91%

91

3.9

(.4)

0%

3%

12%

85%

114

3.8

(.4)

Integrate a collaborative perspective with all
aspect of professional life

0%

3%

32%

64%

90

3.6

(.6)

2%

8%

32%

58%

112

3.5

(.7)

Identify and manage interpersonal conflict
between self and others

3%

5%

27%

64%

91

3.5

(.8)

1%

10%

33%

57%

115

3.5

(.7)

Demonstrate and promote values and
behaviors commensurate with standards of
practice, including ethics codes, laws, and
regulations, in professional practice

0%

1%

6%

93%

90

3.9

(.3)

1%

1%

8%

90%

115

3.9

(.4)

Advocate for changes in ethical, legal,
regulatory, and/or practice standards, as
necessary

7%

22%

38%

33%

90

3.0

(.9)

9%

29%

30%

32%

114

2.9

(1.0)

Identify and observe boundaries of
competence in all areas of professional
practice

1%

0%

21%

78%

89

3.8

(.5)

0%

4%

24%

73%

114

3.7

(.5)

Establish and maintain a process that
promotes ethical decision-making

1%

1%

18%

80%

90

3.8

(.5)

2%

3%

17%

77%

115

3.7

(.6)

Critically evaluate one’s own professional
practice through self-reflection and feedback
from others

0%

3%

20%

77%

90

3.7

(.5)

0%

3%

28%

69%

113

3.7

(.5)

Develop and disseminate knowledge in
accord with scientific and ethical principles

6%

9%

28%

58%

90

3.4

(.9)

2%

8%

32%

58%

114

3.5

(.7)

Demonstrate respect for others in all areas of
professional practice, including those with
conflicting viewpoints

0%

2%

27%

71%

90

3.7

(.5)

0%

2%

29%

70%

115

3.7

(.5)

Advocate for clients’ access to services (e.g.
mental health, social services, employment)

2%

4%

32%

61%

90

3.5

(.7)

4%

7%

32%

58%

113

3.4

(.8)

Professionalism/Ethics
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Years Licensed/Registered
1 to 3 years

Importance

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Accurately represent and document work
performed in scholarship and professional
practice

3%

3%

21%

72%

90

3.6

(.7)

3%

5%

21%

71%

114

3.6

(.7)

Implement sound practice management skills
(e.g., scheduling, resource management)

2%

3%

37%

58%

90

3.5

(.7)

1%

7%

29%

63%

115

3.5

(.7)

Apply knowledge of individual and cultural
characteristics in assessment and diagnosis

1%

2%

14%

82%

90

3.8

(.5)

3%

5%

25%

68%

114

3.6

(.7)

Apply evidence-based criteria in selection and
use of assessment methods (e.g.,
psychometric properties, cost effectiveness,
relevance)

7%

9%

34%

50%

90

3.3

(.9)

5%

12%

40%

42%

113

3.2

(.9)

Demonstrate familiarity with models and
techniques of interviewing

6%

12%

34%

48%

90

3.2

(.9)

1%

17%

39%

43%

109

3.2

(.8)

Select or develop assessment instruments
based on available normed data and/or
criterion-reference standards, and address the
limitations associated with the selection or
development of such instruments

8%

18%

24%

50%

90

3.2

(1.0)

11%

13%

30%

46%

113

3.1

(1.0)

Administer and score instruments following
current guidelines and psychometric research

9%

4%

22%

64%

90

3.4

(.9)

10%

11%

14%

65%

113

3.4

(1.0)

Interpret and synthesize results from multiple
sources (e.g., multiple methods of assessment,
written documentation, interviewees)
following current guidelines and
psychometric research

8%

2%

21%

69%

90

3.5

(.9)

5%

12%

18%

66%

111

3.5

(.9)

Assessment
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Years Licensed/Registered
1 to 3 years

Importance

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Formulate a diagnosis, recommendation,
and/or professional opinion using relevant
criteria and considering all assessment data
(including information provided by other
sources or professionals from other
disciplines)

2%

0%

13%

84%

90

3.8

(.5)

2%

5%

12%

81%

112

3.7

(.6)

Communicate assessment results in an
integrative manner (e.g., psychological
evaluation reports, feedback to clients, expert
testimony)

8%

7%

14%

71%

90

3.5

(.9)

2%

5%

21%

71%

112

3.6

(.7)

Evaluate effectiveness of psychological
services for individuals, couples, families,
groups, communities, and/or organizations

11%

18%

30%

40%

89

3.0

(1.0)

13%

17%

38%

32%

112

2.9

(1.0)

Develop and communicate formative and
summative supervisee evaluations

36%

6%

22%

36%

89

2.6

(1.3)

24%

21%

30%

25%

112

2.6

(1.1)

Select interventions to address needs and/or
treat specific disorders in individuals,
families, groups, organizations and/or
communities based on available research
evidence as well as contextual and other
factors

0%

4%

20%

76%

90

3.7

(.5)

5%

8%

28%

59%

114

3.4

(.8)

Apply interventions to treat specific disorders
or address issues in individuals, families,
groups, organizations and/or communities
based on available research evidence and
contextual factors

4%

3%

19%

73%

90

3.6

(.8)

7%

5%

30%

57%

112

3.4

(.9)

Intervention/Supervision/Consultation
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Years Licensed/Registered
1 to 3 years

Importance

Never/ Infre- FreVery
rarely quently quently Freq

4 or more years
Summary Statistics

Never/ Infre- FreVery
rarely quently quently Freq

Summary Statistics

%

%

%

%

n

Mean

SD

%

%

%

%

n

Mean

SD

Select evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution, and
organizational change), reduce risk factors, or
increase resilience

4%

7%

38%

51%

90

3.4

(.8)

8%

17%

32%

43%

114

3.1

(1.0)

Apply evidence-based interventions to
promote health and well-being (e g , positive
psychology), enhance growth and
performance (e g , coaching, performance
management, conflict resolution,
organizational change),and reduce risk factors
and increase resilience (e g , population-level
interventions)

11%

9%

31%

49%

90

3.2

(1.0)

11%

19%

32%

38%

113

3.0

(1.0)

Engage in collaborative intervention planning
with client(s) and stakeholders

1%

9%

30%

60%

90

3.5

(.7)

2%

18%

30%

50%

114

3.3

(.8)

Modify interventions based on knowledge of
individual and cultural characteristics,
situational and environmental variables,
emerging information, outcomes data, and
current research

1%

3%

23%

72%

90

3.7

(.6)

4%

5%

33%

58%

114

3.5

(.8)

Engage in consultation and collaboration
across professions

1%

6%

21%

72%

90

3.6

(.6)

0%

7%

31%

62%

114

3.6

(.6)

Develop and implement a training plan for
supervisees, students, and trainees

33%

10%

19%

38%

90

2.6

(1.3)

22%

22%

24%

32%

113

2.7

(1.1)
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