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And. we should resist the pull fo pigeon—-hole
ourselves, to paint ourselves into a comer, through the
application of infiexible regulations and/or the

nforcement of rigid adherence to accreditation criteria
and/or the restriction of acceptable research methods.
Standardization Is nelther desireable nor adaptive. a
principle recognized In the new APA accreditation
guldelines (Custer, 1994). There are, as Dobson (1995)
asserts, many psychologies; our strength lies in our
diversity and must be protected.

This revoilution in health care offers our discipline a
tallor-made opportunity to compiement the medical
model with its focus on disease. remediation and
compartmentalization, with a weliness model and a
focus on prevention and the whole organism.

In concluslon, the press for accountabiliity and the
search for efficient and efficaclous treatments will
inevitably have a salutary effect on the discipline
especially in a context of respect for diversity. in
freatment approaches, In research methods. in theory
and ideology. and In areas of focus.

There are many many babiles in the tub:; let's not lose
any of them.
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Footnote

* lwould like to express my appreciation to several
colleagues who shared their views with me on the ksue
of empircally validated treatments.

Some Conceins About the Listing of "Manualized*
Therapies: Beware the Procrustean Bed

Richard A. Stefty
University of Waterioo

in Greek mythology the evil Procrustes offered a bed to
weary traveliers, but then took advantage of thelr sieep
by robbing them of possessions and shearing off any
portion of their legs that happened to stick out over the
edge of the bed. With this grisly Image In mind. | ask you
to consider some of the potential costs to therapy
research and practice that may arise from resting our
expertise heavily on a bed of emplircally-supportable
(manuaiized) treatment procedures. | know that | could
have chosen a less harsh caution (ke co-presenter
Sandra Pyke's, "don't throw the baby out with the bath
water®), but perhaps Procrustes’ savagery may better
reflect the amputations to practice that may arise if we
are not cautious in the use and advertising of a
favoured set of ‘manualized* freatment strategies.

Before mentioning my exact concerns, you will need
assurance that | am proud to be a card-canmying.
Boulder model-belleving scientist-practitioner,
dedicated to empirical research intotherapy. | see the
advantage to the use of manudis and to treatment
efficacy research. Therapy research puts muscie into our
technologies. Who could compiain about being
accountable? But the difficulty Is how these
deveiopments are used. and the policies that may
derive from the existence of a ‘sacred list'. Four
concems follow:

I. Impact on Current Therapy Practice: Restricted
Initiatives

One of the first questions fo spring to mind Is: "What
about the other 500 treatments (Mahoney. 1995) that
have not made the empirically-supported iist?* Lord
knows, many of them lack quality and we might want
Procrustes to cut some of them right at the neck But be
wary of what may happen If swords start fo swing —
eg.. concems derived from restrictive govemment or
insurance company policies that declare Ph.Ds to be
redundant because there Is no data showing that they
can create therapy outcomes any better than
paraprofessionals (Dawes, 1994). The manual-based
procedures will be very attractive to those who wouid
wish to tim many treatments from theilr list of
acceptable services. This Is a dangerous prospect
because it may preciude treatments that are less easy
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to manuaiize or to press into efficacy studies than
others, but are still good tools In the hands of
practitioners who can use them skillfully and credtively.
Take note that if my own carpentry performances were
part of a validation study, the hammer, the saw and the
drill wouid be outiawed.

il. Impact on Training Programs: Academic Perogative

Of special concem to academics is the effect of a
sanctified listing of freatments on professional training
programs. When John Hunsley asked me to give this
takk, | asked colleagues what they knew of ‘manualized
therapy®’. Don Meichenbaum knew immediately, but
three others asked me If It is a form of ‘massage
therapy". Fortunately the unenlightened trio brightened
when the term ‘empirically-supported® was used, but
they ail foresaw restrictions of educational perogatives.

The first question a scholar must pose is how soild and
representative are the efficacy studies that have been
used to create the list, the very question that Parioff
(1984) ralsed about the sampling of approaches
inciuded In the Smith, Glass and Miler (1980)
meta—-analyses. Parloff argued that the bulk of
psychotherapy research is biased toward treating
specific behaviourai problems — work that pemits tidier
criterla and greater clarity of operations than is
characteristic of psychodynamic approaches.

Academia will be pleased to have students leam
manualized techniques in order to develop practical
skilis. However, academia offers a lot more than skiil
fralning. it also aims to elevate students’' capactty to
conceptualize compiex problems. Conventional
therapy practice is a major route to the developmentof
a broad perspective. Students must leam that clients
have more than specific symptoms needing to be
exclsed; they also have family dynamics, special
strengths. loadings of Big 5 tralfs, possible vulnerabiiities
fo all matter of outcomes ranging from baidness to
schizophrenia, and a need to maintain the dignity of
the life joumey. | would hate to see students’
opportunity to grasp these ‘big picture® concems
eclipsed by training that may be centered solely on
technical mastery of a limited set of therapy
procedures, focussed mainly on symptom reduction.

. Quaitty of Service: Possible Oversimplification of
Treatment Goals

intemship agencies wishing to have their training
program advertised in an intemship directory published
by APA's Division 12 (Section lil) are asked to indicate
which of a set of empirically-supported treatments are
frained in their program. Scanning that list (part of
which was presented in Hunsley's opening paper)
reveals the fact that manuailized approaches tend to
address a restricted set of behavioural deviations. My

problem Is that | rarely see clients whose difficulties can .

be neatly described by a few specific symptoms. Even
those who enter our service with a crisp presenting
problem — a phobia, a depression — tend within a few
sessions to lose sight of the initially-stated problem. In

my experience most cllents quickly expand their focus
to a wider plane — with regrets over thwarted iife goais,
concem over personal integrity. needs to remedy sour
interpersonai relationships, and varlous other woolly (
problems.

As an lilustration of this polint, | recall a young adutt
entering treatment as an overwheimingly anxious,
perfectionistic iIndividuail striving in an elite academic
program for very high grades. The client reported
long-persisting discomforts (sleepless nights, physical
symptoms of anxiety and intense worrles over academic
survivai). Within three sesslons the student therapist, who
was struggling to grasp this individuai's experiences and
deai with a barrage of intellectualized and highly
energized verbage. witnessed a remarkable caiming.
The severity of the anxlety response dissolved and
therapy discussion was refocussed onto reiationship
Issues with famlly, teachers and peers, and t quickly
shifted thereafter to infimacy Issues. topics which
continued to take center stage over the next few
months. Only occasional miniscule flashes of anxiety
were seen dffer the first visits.

My student and | had been tempted to put a manual
into effect to assist anxiety management, but with the
fast refocussing of the case, we had no occasion to do
that. in retrospect we now feel that an
anxiety-reduction strategy would not have helped.
since the big problem seemed to be the client's
proneness o provoke an anxiety reaction, rather than
to cope with It after It was fired up. In short, the sallent{
features of this person’'s problem seemed to take fime to
emerge, and this observation feeds my concem that a
manualized strategy delivered in a iock-stepfashion
would hazard clients’ fullest development. Time and
time again in fraining psychodynamic approaches,
students are cautioned to listen actively to their clients.
Shapiro (1989) gives elegant testimony to the way in
which the style of problem presentation can be more
important than is the presenting problem ftself. And so |
am worried that the manuaiized strategies may be
indelicately applied. especially If their use encourages
practitioners to jump right onto the so called ‘presenting
symptoms®, without a concem for the place of the
symptoms in the overall economy of the client.

IV. The Frontier: Reduced Credtivity

it Is safe to say that no therapy procedure Is completely
satistactory, and we wouid hope that the fleld Is
dedicated to continuous Improvements. If an
empirically-supported list heips this goal, we all profit. If
a listing overly focusses research and practice onto
techniques, it may curtdii new Initiatives; and we shail
be sadder for it. Therapy is more than Its techniques.
Therapist quaiities, for example, account for a large
portion of variance (Beutler, Machado & Neufeldt, 1994;
Dobson & Shaw, 1988; Lambert, 1989). Dawes (1994)
argues that client motivational factors are another iargs
influence. If this Is so, then elevating a set of particular.
procedures into high status, may reduce conslderation
of vital therapist and client quaitties, to the detriment of
our qualilty of service and our theories of change.
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Various attempts to hamess the potential of cllent and
therapist style differences that may interact with
treatment procedures are on the horzon. Two that
some to mind | kabel *fitting* and *talloring® techniques.
Fitting Is used In the way that Frances, Clarkin and Perry
(1984) choose freatment setting, format, orentation, and
mode of therapy most appropriate to the clients'
particular level of functioning. Talloring modifies an
established treatment procedure in order to
accommodate receiver-quailties of the client.
Hlustrating talloring, our lab a few years ago attered
smoking cessation treatments In ways that capitalized
on several individual differences relevant to the problem
for which clients sought help. e.g.. thelr motivation to quit
smoking and thelr locus of confrol scores (Best & Steffy,
1971. 1975). Research designs were formulated that
investigated the match of subjects' *locus’ tendencles
and thelr motivation to quit (called *mocus®) to varlous
treatment procedures given a personality-tallored
‘focus”. Although this may sound like so much *hocus
pocus’, In fact, the congruent subject x treatment
conditions did remarkably better — not at the end of
freatment but in the follow-up period — than did the
incongruent matches.

Another talloring strategy Is found In an interpersonal
therapy which applies circumplex technologies to
choose a therapist style to help shift thelr maladaptive
interpersonal behaviour patterns (Klesler, 1983). Both
Kelsler's and our work modlfies established treatments In
order to accomodate client andtherapilst features. | am
toncerned that a too vigorous embrace of
simple-strategy ‘validated procedures® may thwart
treatment developments that employ complex features
of cllent and therapist style.

Concluding Remarks

| have made cautionary remarks, but | do not wish to
discourage efforts to valldate therapeutic techniques.
My main concem has been that we do not allow the
empirically-supported approaches to be lifted into a
‘heavenly”® status, thereby curtaliing future development
and putting treatment perspectives into the hands of
subprofessionals charged with client management.
Worry about such a spectre made me accept Hunsley's
kind Iinvitation to the panel where speakers could
remind the audlence that theraples are still in a
formative phase, vulnerable to thwarted growth.
Therapeutic process has features much like the
development of knowledge In educational strategies
and the development of affillation In family Iife; all three
require a continuously maturing process. Therefore, In a
melodramatic and grouchy voice, | must conclude that
those who nap in the Procrustean bed of a limited
practice set, may lose more than a few limbs, they may
lose their heart as well.
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I NETWORKING

National Forum on Traumalic Stress.

Included with the malling of this number of CCP Is a
notice of the Frist National Forum on Traumatic Stress.
Traumatic stress Is a problem that has only recently
begun to be addressed. Our response requires social
action as well as sclentific and professional work. The
conference Is ambltiously attempting to (a) educate
about the nature and prevalence of fraumatic stress.(b)
establish links between service providers, researchers
and the consumers of traumatic stress services, and (c)
form an organization which will continue these aims. We
belleve that this project will contribute substantially to
effective response to the occurmrence of traumatic
experience which affects our emergency workers and
ordinary folk as well as the significant disasters. Please
respond to the notice persondlly or forward it to
someone who will

E-mall Directory.

Your emall address svp!

There are many of us who like to exchange Ideas and
comments on the Internet. Alian proposes that you send
your emall address to the editor
(dhart@play.psychmun.ca) so that he can compile a list
for publication In a future Canadian Clinical
Psychologist. That directory will enable you to quickly
contact a colleague and pemmit colieagues to readlly
mall to you. Let us know of your comments about this
Initiative or related Ideas.

David Hart expects to create a Clinical Section home
page during the christrmas holidays. Look for it via the
CPA home page!

Manuals List for Emplrcally Validated Treatments. Shella
Woody and Wiliam C. Sanderson. both members of
APA's Division 12 Task Force on Psychological
Interventions, have complied a *Manuals List for
Emplrically Validated Treatments®. To quote from my
source, Clinical Sclence, Summer 1995, ‘we wrote to
leading Investigators In the respective areas of

treatment research, particulary those whose work
formed the basis for judging a particular treatment to (
be efficaclousThese Investigators provided citations for
those published manuais. Many of them offed to

provide coples of unpublished manuals to other
cliniclans. The list also contalins Information about training
opportunities In empirically validated interventions.

The list Is avallable through Division 12 Central
Office, PO Box 22727, Okiahoma Clty, OK 73123, USA.
Send a stamped self-addressed envelope and $1.50 for
handiing.

The World of Psychotherapy: The First Congress of the
Word Councll for Psychotherapy Is scheduled for
Vienna 30 June to 4 July, 1996. Paper submission
deadiine is past, but you can still make plans to attend.
Among those presenting papers are HJ. Eysenck, Viktor
E. Franki, Don Meichenbaum, and Thomas Szasz. Topics
of symposia range from #1, Psychoanalysis to #5,
Behavior Therapy. #9, Systemic Family Therapy. #11,
Catathym Imaginative Psychotherapy, #24,
Neurolinguistic Programming, #25, Body Psychotherapy.
and #28, Hypnotherapy. Topics for symposia will include
psychotherapy as sclence and art, psychotherapy in
various cultures around the globe, psychotherapy as a
profession and its role in varlous aspects of soclety,
psychotherapy and medicine, and speclal areas such
as crisis intervention, homosexuality, concentrative
motion therapy. music therapy, sexual abuse, rural
areas, and psychotic people. €
For Information, contact:
ICOS Congress Organization Service GmbH
Johannesgasse 14,A - 1010 Wien
Tel: +43/1/51280 910 Fax: +43/512 80 91 80

(The ediltor has two coples of the conference
announcement booklet with regisiration forms which
you may obtain on request)

I MEMBERSHIP

Your membership Is very important to the heaith of the
Clinical Section. Please ensure that you renew your
section membership when you renew your membership
In CPA. That done, go one step further and encourage

a colleague to join. We can only be an effective volce
for clinical psychology In Canada if we have a large
membership.

TO

Debble Dobson, Ph.D.
Foothllis Hospital

1403 - 29 St. NW.

Calgary, Alberta

T2N 219

Tel 403-670-4804

Fax 403-670-2525
ddobson@acs.ucalgary.ca

ORDE
THE CLINICAL PSYCHOLGIST IN CANADA BROCHURE

FORM

FROM:

| wish to order brochures @ $0.35

Is enclosed

My cheque for $
(Make cheque payable to Clinical Section CPA)
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I CLINICAL SECTION BUSINESS I

Financial Statement: July 1, 1994 o June 30, 1995

Budget Income

$5,500.00  Membership dues

$4,572.25
(To June 30th, 1995)

400.00 Brochures 206.50
Advertising 300.00
Bank Interest 26.21

$5,900.00 $5,104.96
Expenses

$1,700.00  Canadian Clinical Psychologist $1,595.93
1165.93 & 430.00
(Estimated June issue)

1,000.00 Brochure & Definitions 403.81

800.00 Telephone/Fax/Mailing 51.83

250.00 Awards 250.00

2,300.00 Winter Executive Meeting 2,256.02

200.00 Stationary 0.00

300.00 Special Projects 0.00

2,000.00 Professional Development Fund 372.50

100.00 Misc. 0.00

i8,650.00 $4,930.09 _$4,930.00
Excess Income Over Expenses 174.87
Balance Forwarded August 8, 1994 38,123.62
Balance on Deposit July 1, 1995

-430.00 (Estimated) $8,298.49

Respectfully Submitted, Audited by,

Deborah Dobson, Ph. D. David Hodgins, Ph.D.

Secretary-Treasurer Section Member

Revised Budget (1995-96)
Income
Balance forwarded (July 1, 1995) $8,298.49
Estimated Membership Dues (1996) 4,500.00
Estimated Other Income 500.00
(Advertising, brochures, etc.)
$13,298.49

Expenses
Canadian Clinical Psychologist (incl. mailing) 1,600.00
Telephone/FAX/Mailing 800.00
Winter Executive Meeting 2,800.00
Awards 250.00
Stationary 200.00
Special Projects (Poster-Conference) 200.00
P.D. Fund 1,500.00
AGM (1995) Refreshments 200.00

$7,550.00
Estimated Assets (As of June, 1996) $5,748.49
Respectfully Submitted,

Deborah Dobson, Ph.D.
Secretary-Treasurer

I NEWSLETTER SCHEDULE I

;
The CANADIAN CLINICAL PSYCHOLOGIST will circulate three times per year: November, February, and May.
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Chair
Allan Wiison, Ph.D.
Psychoiogy Department
The Nova Scotia
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Past Chair
Sam Mikall, Ph.D.
Psychology Department
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Kelth Wilson, Ph.D.
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Member-cat-Large
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Department of Psychology
Unliversity of British Columbia
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Memorial University
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\ Q H'oll adds up when . < .
</ you begin with the benefits of MlHOn Chnlcal

¢ the widely used MCMHI™ improve Multiaxial Inventory - III

Q upon them, and incorporate features of the Special Offer!
Q w DSM-IV™. & Tkeicive 1% off ‘your purchase when you ovder the
™ Ihe MCMIIIl provides a framework for clinicians fo develop a V MCMLIIl Complete Kit and Paul D. Retzlaff's new
% clinical picture of thek patieni that integrates Axis | clinical book entitled "Tactical Psychotherapy of "'5
syndromes with the potential compiications of Axis I disorders. The . Personality. Disorders - An MCMI-III-Base
U MCMI-lil can be particularly helpful in these situations:
» During the initial patient visit: Clinicians find that MCMI-lll test results can oﬂen reveal issues that may have otherwise taken as
u many as two or three therapy sessions o discover.
» With patients who have Axis | symptoms: The MCMI-Ill provides greater insight into treatment of Axis | clinical syndromes by exploring
u the Axis Il pathology that may be compilicating the treaiment. This is especially valuable when employing brief therapy techniques.
» With patients that may have a personaiity disorder: The MCMI-lIl can help confirm your diagnosis and provide additional
‘—\ information about how to deal with the patient in treatment.
» In difficult or confusing cases: Clinicians find that the report provides additional hypotheses to consider as well as clues to pursue
"\ during patient interviews.

(/_ The MCMI-IIl has 95 new items, 2 new scales and revised sections of the interpretive report. And with
only 175 ltems, it continues to provide the brevity that both you and your patients value. —




