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consider collaborating with clinical researchers, and to
start trusting that theother side also has an interest and
a capabiliity to help with the marketing of clinical

psychology.

Accumuilation of findings. One of the many
problems with therapy outcome studies is that
researchers tend to favor originai studies over
replications. In a review of 302 outcome studies
published in three prestigous clinical psychology
joumals, we found that only 4% of the pubiished studies
were referred to as replications (Linden & Wen, 1990).
This is particularly striking since most papers aiso stated
in the discussion section that these findings reaily shouid
not be trusted until repiicated. Obviously, there cannot
be an accumuiation of findings if nobody conducts
replications when everybody asks for them. it was
further curious that our most subjective rating of these
papers led to the conclusion that about 30% of these
studies were either full or partial replications of previous
studies and that the authors had seemingly made an
effort at suppressing that fact. Clearly. it does not make
much sense to request an accumulation of findings if
the information is indeed avaliable but is then actively
not reported. Along these lines there have been
published articies showing that one of the prime reasons
for researchers not conducting or reporting replications
is that they simply are not prestigous and that the
reason for publishing is to gain prestige. The
motivational dynamic of the research endeavors
obviously needs to be considered if things are o
change. Contributing to iack of accumuiation via
repiication is the fact that in aimost ail university theses
are required to be orginai pleces of work.

The suggested soiution to this probiem is to conduct
research and publish review papers and especiaily
meta—analyses in widely read journals that can be
helpful to puil fogether information from different studies
while conveying a joint message. We have aiso
suggested eisewhere that publication of replications
could be faclilitated by changes in editorial policy such
that editors truly encourage and reserve a sub—section
of jounals for replications. And iastly. universities can
contribute by allowing students, for example, to
conduct replications as theses. My experience is that
there is absolutely no fear of a boring experience for this
student since every singie study even if its a conceptual
replication presents considerable iogical, statistical, and
conceptual challenges to the student.

Another suggestion Is to establish one or more
required measures for ail studies. Consensus groups of
expert researchers and cliniclans could make the
suggestions as to the one or two most useful measures
for a given target problem, let's say depression, and
then all studies that were to recelve funding need to
agree to have at least one of these measures inciuded
in their protocol. This would dramaticaily facliitate
comparison of outcome across different studies.

We have argued elsewhere (Linden & Wen, 1990)
that the types of measures clinicians and researchers
are using can be coarsely broken down info what we
cdall 'soft" and *hard" measures. While this is a somewhat

arbitrary, dichotomous breakdown, the iabels refer fo
the degree of reactivity inherent in these measures. Soft
measures, like seif-report and ciinician ratings. tend to
be highiy reactive measures and often involve
psychological constructs that do not have much (
inherent meaning to non-psychologists. On the other
hand, hard measures inciude such things as
physioiogical Indices, reducedhospitailzation rates,
reduced medication intake, and are at ieast to some
degree easier to understand for non-psychologists.
Hence, the inclusion of hard measures wiil make it quite
a bit easier to market the potential benefits of
psychoiogical treatment. We have noted that a
relatively iarge number of studies do inciude hard
measures and that over time the inciusion rafte has
actually risen from about 60 to 75% of all published
studies (Linden & Wen, 1990).

in addition, there have been many reviews that
can serve as exampiles for the benefits achieved with
psychological freatments on hard measures (Mentai
Medicine Update, Speciai Report 1993). While the
findings reported next are by no means complete, they
can serve as exemplars of how one can demonstrate
psychological benefits even to non-experts. One such
example is from a U.S. study of emotionai support given
during chiidbirth. Three groups of 200 women each had
been observed, one group had no psychoiogicai
support provided during birth. One group had a *douia’
(a trained lay-person) assigned as a social support
person, and another group had simply an observer
assigned to function as a placebo control for the douia
Comparison of the control group versus the one that (
received active soclal support during childbirth revealed
a drop of 56% In the rate of C-sections. A drop of 85%
was noted in the need for epidural anesthesia, a drop
of 70% in the need for forceps delivery. a drop of 61% In
the need for oxytocin to faciiitate deiivery. The group
with active support had a 25% shorter duration of iabor
and the neonates had a 58% lower likelihood of
requiring post-birth hospitaiization.

Simiiarly, a summary of many studies using
behavioral medicine interventions (jointly ciassifiable as
being psychologicail in nature) showed many benefits
relative to a medicai treatment only control group. In a
summary of such studies it was reveaied that the
addition of psychological interventions reduced the
need for ambulatory care visits by 17%, the need for
office visits for acute asthma by 49%. the need for
medical office vislts by arthritis patients by 40%, and
reduced the average length of hospital stay for surgery
by 1.5 days. The latter finding is particuiary important
because one can directly transiate this into a cost
benefit keeping In mind that the average length of stay
for surgery has now been reduced to 56 days per
patients. As yet another example, we (Linden, Stossel,
Maurice, & Kors, 1994) have conducted a meta—anailysis
of psychological treatments for patients with coronary
artery disease. The primary study question was whether:
or not the addition of psychosocial freatment to a
standard treatment package consisting typically of
medication and exercise wouid also lead to increased
benefits for patlents. Benefit was defined as the
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likellhood of dying from coronary heart disease or
having a coronary event. Follow-up data were broken
down Into short and long-term follow—-up periods
“~flecting an average of one year follow-up and an

serage of 4-year follow—up respectively. This
comparison revealed that psychosoclal treatment which
was often quite brief (10 sessions or less) accounted for
a 42% reduction In mortality In the short follow-up and
26% reductlon In mortdiity In the long follow-up. The
recurrence of coronary events was similarly reduced by
61% In the shor—temn follow-up, and by 42% In the
long-term follow-up.

Misuse of randomized clinical trials. Jacqueline
Persons (1991), Roberts and his collaborators (1993) and
Linden and Chambers (1994) have argued that
standardized clinical trials do not test what clinicians are
frained to do best now what they actually practice.
Because standardization of freatment and random
assignment to treatment conditions essentially wipes out
differentlal expectancy effects, differences In therapist
skill, and the individual talloring of freatment godis to
Individual patient needs, these researchers have argued
quite convincingly that randomized clinical triais give
unnecessarily conservative estimates of what happens In
clinical practice. Roberts et al (1993) for example,
showed that the nonspecific effects associated with
psychotherapy are far more powerful than commonly
reported in the therapy outcome literature. Again, fotal
randomization and standardization removes the
nonspecific effects from analysis and discussion and

ereby reduces the chance of finding clinically

nportant changes that indeed are lkely to happen in
clinical practice. Along these lines, our own research in
psychological tfreatment of hypertension revealed that
Individualized psychological treatment could produce
substantially greater treatment benefits than
standardized psychological freatments. Another
elegant demonstration of this point has been provided
by Frasure-Smith (1991) who showed that patients
receiving a stress reduction Intervention showed
dramatic reduction in mortailty if indeed they were
highly stressed during the first month after thelr heart
attack, whereas patients not under psychological stress
showed no benefit from recelving psychological
freatment.

Cost of interventions. In many talks and papers it
has now been shown that psychological interventions
can be quite cost effective. Jack Wiggins, for example,
In his 1993 Presldential address to the American
Psychological Association showed that for every doliar
spent on occaslonal rehabiliitation $7 are gained In
saved rehabliitation costs. Also, Nick Cummings In 1992
concluded that In employee assistance programs
providing psychological services, $2 is saved for every
dollar invested. Similarly, there have been
demonstrations that a chronic pain treatment program
with a psychological component was that admittedly

pstly to Implement (roughly $10,000 per patient), saved
Over a two—year period more than twice the amount
Invested due o reduced follow—-up medical care costs.
In essence, all of the findings suggest that by using
predominately hard measures and paying attention to
cost issues, one can demonstrate quite elegantly and

convincingly that psychological Interventions are worth
thelr cost and more. It is surprising that researchers do
not Indicate very often what the cost was of treatment.

Recommendations. The above polnts have lead
me to argue for a number of recommendations that
ought to be considered. by clinicians and researchers.
These recommendations are: (1) researchers should
compare standardized with Individually tallored
interventions and should aiso test the effect of
randomized versus patient self-selection Into different
types of interventions. (2) Researchers should also pay
more attention to within patient changes, and not only
study control versus active treatment group changes.
This is particularly meaningful when the therapy target is
one that Is not reactive and where observed benefits
are meaningful in and of themselves (reductlon in blood
pressure is an example). (3) All clinicians should make
an effort to include some form of ongoing program
evaluation In thelr work. (4) | wouid urge all researchers
to include measures in thelr studies that will be easy to
interpret by consumers, Insurance companies, and
policy makers. (5) | urge researchers to glive an
indication of the cost of freatment in every
outcomepaper, even if they cannot conduct the more
troublesome and compiex, full cost efficlency analyses
that would otherwise be desirable. (6) Last but not least,
| encourage researchers and cliniclans to share the
results of their efforts not only with their colleagues but
also with the popular press. There is of course the
opportunity o get misrepresented and | cannot say that
this is risk—free, however | feel that it Is absolutely
necessary. We cannot afford to operate in isolation and
uitimately lose the trust of the pubilic that is paying for
our services. In a nutshell, | believe we aiready have the
ingredients for a more effective marketing of clinical
psychology to the public, and to policy makers.
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THOUGHTS ON THE MARKETING OF PSYCHOLOGY

Harry Stevens, Ph.D., RPsych.
Hedlth Services, RC.M.P., Vancouver

Psychologists would benefit from leaming to see their
services as products that need to be marketed just as
any other service does. For many psychologists this
commercial approach feels foreign and uncomfortable.
For some It feels more than just uncomfortabie, it feels
wrong. Historicaily, Canadian psychologists have had
others do their marketing for them as access to clinicai
and counseliing psychologicai services has primarily
been via public agencies such as hospitals, schools or
mental health centres. Psychology has therefore
avoided any sense of being responsible for flogging its
own wares. For better or worse obtaining psychological
services through thesegovemment funded agencies is
diminishing and even where It is still available the
services are often poorly managed. We must recognize
this fact and acton it.

it is psychology's responsibility to be aware of what is
happening to its product. The marketplace knows all
about such matters and we can leam much from it.
There Is no hiding from the fact that psychoiogy needs
to become knowledgeable and comfortable with the
reality that the profession is now directly responsible for
ensuring that its product is available to the pubiic. There
Is no professional or public value in our taking a passive
stance. We are into the fray whether we like it or not
and if we are in it we might just as well decide to win
rather than lose. Winning Is always more fun and
besides we can, as they say, win big.

In taking the marketing approach we need to have a
serious look at our factories, inventory, quality control
issues such as product shelf-life, sales distribution points,
customer relations, etc. There are problems such as
serious shortage of inventory due to a self-serving
production line which feeis no accountability to the
sales team that is gefting the product out to the market.
The sales distributing points are archaic and managed
by individuals that have no knowiedge and little respect
for the product the store is supposedly offering.

Concem for customer service is a non-issue and the
shelf-life of the product Is hampered by a very poor
maintenance plan. In fact things are so bad the
opportunities were never better!

Psychology Is lucky. We have a very redl
opportunity if we simply recognize that professionally we
have no choice but to take over. Lets forget the
problems with the factory for the moment and focus on
the sales points. Look at them. Many should simply be
closed. Customer demand is high and the inventory is
needed elsewhere. The need for inventory retrieval
applies to a number of the provincial govemment run
psychology distribution points. In many of these stores
the product is poorly treated if not actually abused. The
customers don't see the wares propery displayed and
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when It is in the window the customers have difficulty
getting access fo it. After sales follow-up Is usually
bizarre and the store's regarding service warranty has so
much fine print that customers don't want to come (‘
back - often because they are not even sure of what *
they bought. This problem does not happen to
manufactures of other product lines and it doesn't need
to happen to psychology.

When inventory is scarce and the product is in
demand any self-respecting manufacturer of widgets
pulls their inventory from a pooriy run store and walks
down the street to a new distribution point. The
manufacturer who has confidence in their product
knows that they can't afford to have their goods
represented this way. It is bad for product image. saies
fail off, moraie sinks and the word gets back to the
factory. The time to act is now. Lets pull our inventory
from ail pooriy run stores that refuse to shape up and
open factory outiets that freat the product and the
customer with respect.

Much of this is already underway. Psychological
services fo the public via employee assistance plans
have made a real difference. There is clear evidence
that providing public access to psychologists through
non—-govemment agencies is a bit from both the
professionai and public access point of view. However
psychological can do even better. it can do what
amounts to aimost direct marketing through factory
outlets that represent psychology products. | am
referring to the not-for-profit heaith care insurance
industry. Psychology has leamed that ifs product is
respected by this marketing industry. it freats the
product with respect, is Interested in after sales customer
satisfaction and has a vested interest in quality control
of the inventory. We need to leam about this indusiry
and ieam from our past experience with those who took
over our sales distribution. We need to learn and remain
in control in order to protect our product and the
customers that need it.

The government run stores are in something of a
shambles in many cases and their managers are not
listening. We must not give up trying fo work with them
but we must distance ourselves and cancel their
exclusive franchise for our product line. it has been my
experience that many of the government stores have
not respected our saies representatives because our
sales people have lacked the confidence and the
knowledge that the product is in wide demand and can
be distributed through other outiefs. The govemment
managers will learn to listen but only after we have
heard the message ourselves and have become
confident in our ability to manage our own stores.

Lets get down to business but In doing so we need
to understand that we will soon have to fum our
attention to the factories.
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~Acton House Publishing -~ Caili for Proposals.

Acton House is committed to publishing practical clinical
material such as therapy handbooks, treatment
manuals, assessment strategies and protocoils, therapy
games, Iintervention techniques, training materials, and
the like. The misslon of the pubiishing house Is to offer
the many skills and strategies used by clinicians to
psychologists, social workers, and counsellors throughout
North America. As such, psychologists are asked to write
to Acton House if they belleve they have work that may
be useful to other ciinicians. The publishers would be
interested in hearing from psychologists in the fields of
clinical psychology, educational psychology, counselling
psychology. and clinical soclal work that would include
a wide range of cllents Including child, adolescent,

Caill for Nominations of Officers of Clinical Section
(1995-96)

One of the most obvious and meaningful ways you
can show your support for the Clinical Section is to
‘articipate In the election process. For 1995-96 the
actlon requires nominations for the position of the
Chair-elect (a three year term, rotating through Chair
and Past-Chair) and Member-at-Large. Continuing
members of the executive for 1995-96 wili be Allan
Wilson (Chair), Sam Mikall (Past-Chalr), and Debble
Dobson (Secretary-Treasurer). Aithough there Is no
requirement for the following, the Section does support
equitable geographical representation and gender
balance on the executive.

Nominations shail inciude (a) a statement from the
candidate indicating his/her willingness to stand for
office, and (b) a letter of nomination signed by at least
two Members or Fellows of the Section. Deadiine for
recelpt of nominations is @ April, 1995,

Send nominations for the Executive to:

Janice Howes, Ph.D.

Elections Chalr, Section on Cliinical Psychology
Psychology Department

Camp Hill Medicai Centre

Halifax, NS B3H 3G2

Networking

Clinical Section Business

NEWSLETTER SCHEDULE
The SECTION 26 NEWSLETTER will circulate
three times per year: August, November,
and March (or late February).

aduit, marital, family, and group.

If you have developed any of these types of
materials please do not hesitate to caill to inquire about
the process of developing a proposal. As well, if you
know of a colleague who has created something that
you believe is of value please let them know about this
request or call Acton House directly and your colieague
will be contacted by them.

Piease write, fax, or cali:
Bob Acton, Ph.D., C. Psych.
Publisher, Acton House Pubiishing
260~1032-17th Avenue, SW
Calgary. Alberta
T2T 0AS

Call for Nominations - Section Feliows

in accordance with the by-laws for CPA sections, The
Clinical Section calls for nominations from ifs members
for Feliows In Ciinical Psychology. Criteria for fellowship
are outstanding contribution to the development,
maintenance and growth of excellence in the science
or profession of clinical psychology. Some examples are:
(1) Creation and documentation of innovative
programs; (2) service to professional organisations at
national, provinciail, or local level; (3) Leadership on
clinicail Issues that reiate to broad social Issues; (4)
service outside one's own piace of work; (5) Clinicai
supervision should be equated with research supervision.

In order for nominees to be considered for Feliow
status by the executive council, nominations must be
endorsed by at least three members or Fellows of the
Section, and supportive evidence of the nominee's
contribution to clinical psychology must accompany the
nomination.

Nominations should be forwarded by April 9,1995 to:

Allan Wilson, Ph.D.

Chair, Fellows and Awards
Department of Psychology
The Nova Scotia Hospital
Dartmouth, NS B2Y 3Z9CLI
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[(E Clinical Section (26) R

Executive Offlcers 1993-94 Chalr Elect Member-at-Large
Allan Wiison, Ph.D. (Newsletter Editor)
Chalr Psychology Department David S. Hart, Ph.D.
Sam Mikall, Ph.D. The Nova Scotia Memorlal Unlversity
Psychology Department Hospital of Newfoundland
Rehabllitation Centre Dartmouth, NS B2Y 329 St. John's, NF
505 Smyth Road Tel 902-464-3184 A1B 3X9
Ottawa, K1H 8M2 Fax 902-464-3460 Tel 709-737-7683
Tel 613-737-7350 ext 5565 awilson@ac.dal.ca Fax 709-737-2430
Fax 613-737-7056 dhart@play.psych.mun.ca
Secretary Treasurer
Past Chalr Debbie Dobson, Ph.D.
Janice Howes, Ph.D. Foothills Hospltal
Psychology Department 1403 - 29 St. NW.
Camp Hill Medical Calgary, Alberta
Centre T2N 279
Hallfax, NS B3H 3G2 Tel 403-670-4804
Tel 902-496~2639 Fax 403-670-2525
Fax 902-496-4873 ddobson@acs.ucalgary.ca

POSITION AVAILABLE

PSYCHOLOGIST/COUNSELLOR

Duties: Required Qualifcations:

To provide personal and vocational counselling for Educdtion: A Ph.D. in Counselling, or Clinical

both individual and groups for university students. To Psychology is preferred. Must be ellgible for
develop outreach programs for the university registration in British Columbia.

community. To partake in the Inservice program. To

assist in the training of clinical or counselling Experience: One year experience at the Doctorate
psychology students. To provide consultation to faculty level, preferably 2-3 years in a university or college
and staff about problems with students. counselling service. Experience is necessary in

vocational counselling and vocational assessment.
Supervision Recelved:
Works under the supervision of the Director or Senior Appointment: Commencing September 1, 1995.

Psychologist when the Director is not present.
The University is committed to the principle of equity in

employment.

ORDER FORM
THE CLINICAL PSYCHOLGIST IN CANADA BROCHURE

TO: Allan Wilson, Ph.D.
Psychology Department
Nova Scotia Hospltal
Dartmouth, NS B2Y 329 [ s e

brochures @ $.35

My cheque for § _______is enclosed

(Make cheque payable to Clinical Sectlon CPA)




