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Greetings, AACP Fellows!  I am honored to have been selected by the Board 
to serve as its President for 2009-2010, and I will do all I can to further the 
interests of Board Certifi ed Clinical Psychologists.

The biggest concern of the Board (and of the American Board of Clinical 
Psychology, which devises and administers the examinations) is increasing 
our numbers (currently 580 Fellows, out of 1400 or so Board Certifi ed Clini-
cal Psychologists who pay ABPP dues), since for several years we have been 
losing more members through retirement, etc., than we are adding.  The cur-
rent pay differentials for diplomates offered by the military and the VA will 
help to stabilize those numbers or increase them slightly, but only until all VA 
and military psychologists who wish to obtain Board Certifi cation have done 
so (and only as long as those pay differentials continue to exist).  In addition, 
the new early application option (for starting the process during graduate 
school) may produce more applicants in years to come.  There will always be 
a certain number of psychologists who wish to reach the profession’s high-
est measured level of competence, but it is not clear where our membership 
numbers would level off in the future.  

In response to declining membership, your Board has worked hard to revise 
its operations to stay within a reasonable budget (under the leadership of 
Larry Schoenfeld).  Clinical is the largest ABPP group, so we are in no great 
danger at the moment, but some other ABPP specialties are examining so 
few applicants that they are on a schedule to increase their numbers or face 
being subsumed by other ABPP boards!  (Forensic and Clinical Neuropsy-
chology, on the other hand, are going great guns!)

Continued on pg 14.

        Christopher Ebbe, Ph.D, ABPP
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Dear Colleagues,
In our last communication, as we introduced our fi rst 
electronic Bulletin, we challenged Academy members 
to help us establish a dynamic, professional forum 
through our Bulletin where our members can share 
their thoughts and contribute their views. The Bulletin 
provides an opportunity to communicate ideas about is-
sues affecting our profession, including treatment chal-
lenges that clinical psychologists face in their practice, 
recent treatment innovations for specifi c disorders, per-
spectives about research fi ndings, current challenges 
and crises in clinical psychology and ways to overcome 
these as we move forward into the future, intersection 
with other disciplines and what we can learn from them 
to inform our clinical practice, and other topics of inter-
est to clinical psychologists. As evident in the contents 
of this issue, our members responded to the challenge.

The current issue features remarks from our new 
president, Dr. Christopher Ebbe, whose involvement 
and leadership in our Academy are well known over 
the years. We are looking forward to working closely 
with him during what we anticipate to be an exciting 
and productive year. The issue also features two po-
sition papers representing two different perspectives 
regarding the role and impact of Evidence-Based ap-
proaches in psychological training and practice. In his 
article, “Integrating all Components in the Training of 
Evidence-Based Practice in Psychology,” Joshua Swift 
recommends that EBPP be taught in an integrative 
fashion to avoid the pitfalls of training interventions in 
isolation of clinical expertise from the patient context. 
In the second special feature, “The Challenge for Psy-
choanalysis in the Area of Evidenced-Based Practice,” 
William Herron explores the controversy generated by 
the emphasis of EBPP as a preferred treatment approach 
and the economic forces behind its promulgation. What  
is missing, according to Dr. Herron, is a more serious 
look at research-supported treatment effectiveness that 

is based in comprehensive theory and technique. We are 
now inviting our members to offer their own reactions 
and perspectives in response to these features and the 
challenges they identify. These are important topics in 
need of serious discussion and we intend to print many 
of your responses in our future issues.

We hope that you enjoy this issue of the Bulletin and 
that you help us maintain an active, dynamic dialogue 
by submitting your contributions about important is-
sues affecting our discipline.

Again, thank you and we are waiting to hear from you!

The editors regret the following errors:

Social Constructionism,Scientifi c Realism, and “g”

In the last edition, this article gave credit to one au-
thor, James M. Stedman, Ph.D, ABPP.  
We also should have given credit to the 
following co-authors: Brendan Sweetman, Ph.D. and 
Curtis Hancock, Ph.D. of the Department of Philoso-
phy, Rockhurst University.

President’s Column

Dr. Bob Yufi t’s name was inadvertently left off of 
the heading of the recent President’s letter.  He is in 
charge of mentoring and is still a valued member of 
our Board!

Rafael Art. Javier, Ph.D., ABPP George Kapalka, Ph.D., ABPP
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Special Features
Integrating All Components in the Training of 
Evidence-Based Practice of Psychology
Joshua K. Swift
Oklahoma State University
Jennifer L. Callahan and Frank L. Collins, Jr.
University of North Texas

Evidence-based practice in psychology (EBPP) has 
been defi ned by the American Psychological Associa-
tion (APA) as “the integration of the best available re-
search with clinical expertise in the context of patient 
characteristics, culture, and preferences” (APA, 2006, 
p. 273). EBPP may thus be likened unto a three-legged 
stool, with each of the three parts of the EBPP defi ni-
tion (i.e., research, expertise, context) being essential to 
stability and balance. The current emphasis in training 
on the use of empirically supported treatments (ESTs) 
fosters development of competencies in integrating the 
best available research with practice (Chambless et al. 
1996, 1998).  However, EST studies typically system-
atically constrain both patient and therapist variables to 
examine the relationship between the intervention and 
treatment outcomes (King et al., 2005; Krause & Lutz, 
2009). The debate concerning the usefulness and limita-
tions of ESTs has a long history (see Norcross, Beutler, 
& Levant, 2006) and is beyond the scope of this paper. 
However, we highlight the routine constraint of thera-
pist and patient variables to underscore a contemporary 
challenge facing trainers: adequately developing clini-
cal expertise (a therapist variable) within the context 
of patient variables (including characteristics, culture, 
and preferences). In this brief position paper we seek to 
bring attention to this challenge, stimulate discussion, 
and tentatively identify some ways in which attending 
to therapist and patient variables may foster balanced 
training in EBPP.  

Training in the Development of Clinical Expertise
Clinical expertise involves “the ability to integrate 

knowledge, experience, technical and relational skills, 
critical thinking, prediction, decision-making, and self-
assessment within a fl uid situation that often is un-
certain and ambiguous” (Goodheart, 2006). In other 
words, clinical experts are able to utilize their knowl-
edge of the research and previous experience in treat-
ing a unique and individual patient. APA’s policy state-
ment on EBPP further indicates that clinical expertise 
involves competencies such as the ability to develop 
appropriate diagnostic judgments, formulate and imple-
ment treatment plans based on an accurate case concep-
tualization, make appropriate clinical decisions while 
implementing treatments, and monitor patient progress, 
among others.

Gaining experience and developing a solid knowledge 
of the research are valuable methods that can be used to 
develop clinical expertise; however, a number of other 
methods exist that can also be useful in training. For 
example, a competency-based approach as outlined by 
Kaslow (2004) and Spruill et al. (2004) recommends 
skill-based training methods that can be utilized both 
in and out of the classroom. These skill-based methods 
may include modeling by experts, role playing, expo-
sure to case vignettes, in-vivo practice, review of one’s 
own clinical work, supervised practice, and consultation 
with others, to name a few. Thus, it is clear that there 
are diverse training options for improving expertise.

Usage of patient-focused research [characterized by 
Howard, Moras, Brill, Martinovich, and Lutz (1996) as 
monitoring patient progress through objective outcome 
and process measures] also has a number of applica-
tions for helping trainees further develop their clini-
cal expertise. More specifi cally, feedback from objec-
tive outcome and process measures could help trainee 
development. For example, regularly administering a 
therapeutic alliance measure could signal to a trainee 
when a subtle rupture in the alliance has taken place 
and foster the development of competency in identify-
ing future ruptures within session using clinical judg-
ment. In addition, feedback from routinely administered 
measures allows trainees to progressively develop ap-
preciation of the strengths and limitations of their own 
clinical judgments and decisions. As just one example, 
a trainee may identify a given problem as being cen-

3

Bulletin of the American Academy of Clinical Psychology      Spring ‘09, Volume 12, No. 1

Author Note: Correspondence regarding this manuscript should 
be addressed to Jennifer L. Callahan, UNT Department of Psy-
chology, 1155 Union Circle #311280 Denton TX 76203 Phone: 
940-369-8229 FAX: 940-565-4682 
Email: jennifer.callahan@unt.edu  
Of special note, given the topic, the fi rst author is a doctoral 
student in training.



Bulletin of the American Academy of Clinical Psychology     Spring ‘09, Volume 12, No. 1

4

tral to the patient’s symptoms and inadvertently initiate 
an intervention that is not well suited to that particular 
patient. Routine outcome tracking could identify that 
the client is not responding, or even deteriorating, and 
prompt the trainee to re-evaluate the judgments they 
relied on in creating the treatment plan.  This fi nal ex-
ample brings to light the other area of training that we 
consider a challenge: adequately attending to fostering 
an appreciation of the patient context in EBPP.

Training in the Recognition of Patient Characteris-
tics, Culture, and Preferences
Patient characteristics include the numerous factors that 
make each patient a unique individual. These character-
istics can be related to the patient’s presenting problems 
(e.g., variations in disorders, etiology, symptoms, be-
havior), the patient’s views of treatment (e.g., readiness 
to change, preferences, expectations), socio-cultural 
and familial factors (e.g., gender, ethnicity, race, social 
class, religion, values, beliefs), environmental factors 
(e.g., unemployment, major life events), and other fac-
tors such as age or developmental level (APA, 2006). 
Research has indicated that patient characteristics play 
an important role in determining treatment outcomes 
(see Clarkin & Levy, 2004; Zane, Sue, Young, Nunez, 
& Hall, 2004), and should be incorporated in EBPP 
(Ford, Schofi eld, & Hope, 2003).

Similar to training in clinical expertise, a number of dif-
ferent methods can be used in teaching future clinical 
psychologists to recognize and include patient charac-
teristics as part of EBPP. Encouraging practicum ex-
perience with a variety of patients may assist in help-
ing trainees learn to recognize that patients are unique 
individuals with backgrounds, characteristics, values, 
and preferences that may be different from their own. 
A second way to encourage trainees to recognize pa-
tient characteristics, specifi cally preferences and val-
ues for treatment, is to teach a shared decision-making 
model to clinical practice (Adams & Drake, 2006). A 
shared decision-making model emphasizes a collabora-
tive interaction between the therapist and the patient, 
with both parties having an investment in the treatment 
decision (Charles, Gafni, & Whelan, 1999; Ford et al., 
2003). This model includes four components: (1) two 
parties are involved, (2) both share information, (3) 
both discuss preferences with regards to treatments, 
and (4) an agreement is reached as to the implementa-
tion of treatment (Charles, Whelan, Gafni, Willan, & 

Farrell, 2003). The key in using this model as part of 
EBPP training is to teach trainees to routinely discuss 
treatment preferences, goals, plans, progress, etc. with 
their patients.

Recommendations
First, it is important that those involved in the supervi-
sion of future psychologists teach trainees how to inte-
grate all components of EBPP and avoid the pitfall of 
training interventions in isolation of clinical expertise 
and the patient context. Mere adherence and treatment 
fi delity to an intervention does not ensure competent 
EBPP. Although fostering integrated training can be a 
challenge, given the current spotlighting in the fi eld on 
ESTs, it is imperative that training also focus on the 
growth of clinical expertise and the inclusion of patient 
characteristics, culture, and preferences, too, if true 
EBPP training is to be achieved. 

Second, advancing evidence-based practice is, in part, 
dependent upon developing evidence-based training.  
To borrow liberally from Paul’s (1969) suggestion for 
needed directions in psychotherapy research, it is clear 
that to achieve the goal of evidence-based training we 
must empirically identify “what training experiences, 
under which set of circumstances, are most effective in 
developing competencies within a particular [trainee] 
with specifi c goals and via what processes” (Collins, 
Callahan, & Klonoff, 2007, p. 268). What should such 
research look like?   

McCabe (2004) suggested that research evidence exists 
on a strength continuum, taking into account the valid-
ity and reliability of the fi nding(s), the strength of infer-
ence offered by the research design, the generalizability 
to a population of interest, and the size of the effect in 
both statistical and clinical terms.  With these consid-
erations in mind, McCabe (2004) offers a hierarchical 
arrangement of benchmarks on this continuum (i.e., 
randomized clinical trials, quasi-experimental designs, 
expert consensus, qualitative literature reviews, and 
expert advice or single case experiences).  The most 
widely cited evidence supporting the methods used in 
training refl ects, at best, expert consensus and, more of-
ten, only expert advice.  Therefore, a signifi cant chal-
lenge facing training in EBPP is the limited research 
pertaining to training itself.

In conclusion, training of future psychologists is, fun-
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damentally, an intervention.  The outcomes of this in-
tervention are distal, but not to be dismissed.  Quality 
training—or lack of—ultimately contributes to the out-
comes of hundreds, likely thousands, of patients over 
the course of a single career.  It is of paramount impor-
tance that training become evidence-based and meet, or 
exceed, the rigorous standards presently demanded of 
psychological interventions. We strongly recommend a 
commitment to integrating all components in evidence-
based training as a means of improving evidence-based 
practice in psychology.
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analysis is unique as a treatment modality and that if it 
is to be viable in the intellectual or the economic mar-
ketplace, it must have unique goals.”

Greenberg does not insist that these goals, and their 
achievement, be better than those of other therapies, 
but they must. Just being different will not work. In 
fairness to Greenberg, and to McWilliams, both expe-
rienced analysts, there is no doubt that they believe in 
psychoanalysis as Freud (1937, p. 157) stated, “As a 
method of treatment it is one among many, though to be 
sure, primes inter pares.” If psychoanalysis wishes to 
remain viable, it is time to redeploy that idea with some 
force. However, before considering that possibility in 
specifi c terms, it is necessary to consider how psycho-
analysis went from being the theory and treatment of 
choice for so many people to a niche product that could 
soon become extinct.

Pathways to Insignifi cance
Time and the cost of that time are major factors in the 
unraveling of patients’ choice of psychoanalysis. The 
treatment modality is designed to be long-term because 
analysts believe, based on experience, that a signifi cant 
amount of time, namely years, is required to make the 
most successful use of the transference, countertrans-
ference, and resistance generated in the patient-ana-
lyst relationship. It is certainly possible for analysts to 
achieve short-term goals, and in turn to reduce the time 
and cost involved. However, that is psychoanalytic or 
psychodynamic psychotherapy, not psychoanalysis. 
Short-term work has traditionally been practiced when 
for a variety of reasons patients were not suited to the 
longer, more intensive and comprehensive process. Do-
ing something was and is considered more helpful than 
no therapy.

At the same time, over the years insurance coverage 
broadened to cover more providers from different 
disciplines, who in turn brought their fees in line with 
what insurance carriers had previously viewed as ap-
propriate when physicians were classifi ed as their only 
legitimate therapists. Essentially that translated into 
an overall rise in fees for psychoanalysts, although 
patients did not experience this as a signifi cant in-
crease because health insurance was primarily funded 
by employers.

As employers became more concerned about total 

The Challenge for Psychoanalysis in the Era of 
Evidenced Based Practice

William G. Herron, Ph.D., ABPP
New Jersey Institute for Training In Psychoanalysis

Psychoanalysis is being increasingly marginalized to 
the point that its future viability as a treatment modality 
is in doubt. The fact that it continues to survive is not 
predictive of its ability to thrive. Given the economic 
downturn pervading the world, a bet against psycho-
analysis as a desired consumer product seems a likely 
winner. Considering the historical role of psychoanaly-
sis as well as the pervasive conceptual infl uence on all 
psychotherapies, this appears as quite an unfortunate 
possibility, potentially disruptive to the mental health 
of society as well as the economic well-being of the 
psychoanalytic profession. However, if consumers con-
tinue to retreat from the product a tipping point will be
reached where psychoanalytic training institutes, al-
ready limping in terms of both quantity and quality of 
candidates, will indeed be training people who cannot 
sustain practices. The maintenance of a psychoana-
lytic practice is already a precarious undertaking, with 
many if not most analysts providing psychoanalytic 
psychotherapy rather than psychoanalysis in order to 
survive. If that possibility also continues to diminish 
based on reduced consumer demand, which appears 
likely given the economic support for treatments of 
choice to be brief behavioral therapies and medica-
tions, institutes will have such a limited supply of 
trainees that many will cease to operate.

Commenting on this bleak picture, McWilliams (2008, 
pp.2-3) states, “We need to keep doing what we believe 
in while the evidence accumulates, as it has been doing, 
that psychoanalytic concepts and treatments are valid 
and effective.”

That is a good idea, but does not go far enough. For 
psychoanalysis to be viable it has to appeal to a suf-
fi cient number of people. Even empirical support will 
not ensure that unless there is evidence of unique bene-
fi ts that will be seen as worth the investment. This point 
was made by Greenberg (2001, p. 133), “I believe that 

Author Note: Correspondence regarding this manuscript should 
be addressed to Dr. William Herron, 5 Pascack Rd, Woodcliff 
Lakes, NJ 07677
Email: wgh576@aol.com
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health-care costs, managed care took hold. Although 
the cost of mental health care is small relative to other 
health-care costs, it was an easy target for reduction. 
Mental disorders are not cured, but alleviated, regard-
less of the type of treatment, nor do they generally 
result in death if they are left untreated or get limited 
treatment. The result is that there is a lot of room for 
different opinions about what is medically necessary. 
Insurance carriers used this opening to establish short-
term therapy as the norm, and behavior therapists 
stepped in as willing providers (Herron, 1997; Herron 
& Javier, 1998).

Psychoanalysis was shoved aside, but for some time 
analysts did not realize the impact of the shove. At 
fi rst analysts were able to sidestep the insurance issue 
by having patients pay directly and then the patients 
decided to what degree they needed to use insur-
ance. Many continued even if insurance payments 
ceased because the patients believed in the value of an 
analysis. However, managed care was armed not only 
with the inducements of brevity and lower cost, but 
also with a philosophy of what constituted necessary 
treatment that was akin to their concept of reasonable 
fees. Lengthier treatment was viewed with suspicion, 
implying inept practice. Also, networks were formed 
which were theoretically designed to offset fee reduc-
tions for practitioners with high volume. For some 
therapists, that was an empty promise, while others 
had to work more hours to achieve previous income 
levels. Nonetheless, enough therapists participated, 
viewing network inclusion as a necessity for survival 
as an increasing number of patients insisted on the 
subsidized treatment.

The result was a decreasing chance for analysts, 
largely missing from networks either by exclusion or 
choice, to attempt to educate consumers to the value of 
psychoanalysis as well as the dubious motives of both 
employers and insurance managers. In addition, the 
threat to analysis was “misunderestimated.” This was 
based on analysts’ impression that the philosophy of 
managed care as applied to mental health services was 
a transparent deception about quality that consumers 
would easily see. Some did, but too many accepted 
the logic, and the threat became a signifi cant reality. 
McWilliams (2008, p.2) makes the point in reference 
to her experience with current psychology graduate 
students; “… they have been thoroughly indoctrinated 

in the belief that there is no place for psychoanalytic 
treatment in the contemporary health scene.”

While the practice of psychoanalysis in a traditional 
form of many sessions per week over many years has 
been signifi cantly curtailed, analysts have continued 
to practice using psychoanalytic principles in psycho-
dynamic therapies. These are briefer, more focused on 
presenting problems, and can produce results match-
ing competitors, as behavior therapies. However, this 
approach is also at risk from a movement termed Evi-
dence-Based Practice or Therapy (EDP or EBT). The 
logic for this approach appears to be more compelling 
and the methods are more deftly misleading.

EBP is defi ned as “the integration of the best avail-
able research with clinical expertise in the context 
of patient characteristics, culture, and preferences” 
(American Psychological Association, 2006, p. 273). 
The main ingredient of EBP is research evidence of 
effectiveness, replacing opinions of effectiveness 
which are generally offered by proponents of a form of 
therapy as evidence of its value. The activation of EBP 
is gaining conceptually based on the logic of using 
therapies that are empirically proven to be effective 
as delineated in research-derived guidelines. Subjec-
tive views of therapeutic benefi ts are considered less 
substantial because they are seen as more likely to be 
tainted by personal bias. Although research has limited 
objectivity as well, EBP considers it more objective 
than clinical experience.

Given that EBP appears to respect the relativity of its 
central theme and is cognizant of the limitations of 
available evidence of therapeutic effects regardless 
of the source (Norcross, Hogan, & Koocher, 2008), it 
would seem that any psychotherapy backed by solid 
research evidence of effectiveness would be on most 
EBT lists, but this is not the case. For example, and 
overview of two major texts on EBT, namely Practitio-
ner’s Guide to Evidence-Based Psychotherapies edited 
by Fisher and O’Donohue (2006) and Handbook of 
Evidence-Based Psychotherapies edited by Freeman 
and Power (2007), strongly suggest that EBT is re-
stricted to short-term, primarily behavioral therapies. 
Psychoanalytic therapies either go unmentioned or 
are dismissed. The implication is that psychoanalytic 
therapies either have no research foundation or no 
validation. Such a presentation suggests clear bias in 
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light of considerable contrary research evidence dem-
onstrating its effectiveness (Fonagy, Roth, & Higgitt, 
2005; Leichsenring, 2005; Leichsenring & Roburg, 
2008; Luborsky, 1996). EBT appears to be aligned 
with managed care by supporting brief, behavioral 
therapies to the exclusion of psychodynamic therapies, 
long or short. In so doing, they may be unwittingly or 
more consciously violating one of the most fundamen-
tal scientifi c principles in our discipline, intellectual 
integrity and the importance of maintaining an objec-
tive appraisal of evidence (Hayes, Follette, Dawes, & 
Grady, 2007).

The EBT concept plays to mixed reviews within the 
psychoanalytic community. For example, Aisenstein 
(2007) states, “I am among those who think that no 
theory of therapeutic action can be proved, which is 
why I remain skeptical about research in the fi eld of 
psychoanalysis that passes itself off as ‘empirical’.” In 
contrast, McWilliams (2008) cites the value of empiri-
cal research supporting the effi cacy of psychodynamic 
therapy, as well as the pivotal role of psychoanalytic 
elements contained in non-psychodynamic therapies.

EBT may not be seen as an immediate issue by some 
because it has not been seen as that attractive in practice 
to most therapists. For example, Norcross, Hogan, and 
Koocher (2008, p.272) state, “The studies uniformly 
fi nd that practitioners continue to rely on the traditional 
(i.e., non-EBP) information sources.” 

However, the tepid overall response of psychotherapists 
is not indicative of how the major organizations, e.g., 
the two APAs, are responding, because both have com-
piled EBT lists for their members to use. In addition, 
insurance providers like the conceptual framework and 
are at work developing their own outcome measures. 
In so doing they are likely to make use of any evidence 
they can interpret to support the least expensive treat-
ments. These trends are unlikely to aid psychoanalytic 
practice. As a result the visibility of psychoanalysis may 
well rest on paying more attention to Evidence-Based 
Practice lest it turn into Economics-Based Practice.

The same can be said of the possibility of national 
mental health care. Medicare is a likely model for this. 
Medicare providers receive less reimbursement for their 
services than providers of other health services, and the 
allowed charge for services is less now than it was three 

years ago. Every year there is the threat of deeper cuts 
in provider fees, based on Medicare’s funding formula. 
This further makes the point that now is the time for 
psychoanalysts to pay attention to developing mental 
health policy, particularly such issues as defi ning effec-
tive treatment and setting reasonable fees.

Repositioning Psychoanalysis
The ideal therapeutic effects that can be accomplished 
by psychoanalysis, namely sweeping and enduring 
changes in a person’s life, need time to be accomplished 
as well as skilled practitioners who, in accord with the 
philosophy of our society, deserve to be appropriately 
compensated. Psychoanalysis is in many ways an edu-
cation, limited by the skills of the participants of course, 
but also limited by practical matters that ultimately set 
the time limit for the analytic work. The paper by Freud 
(1937), Analysis Terminable and Interminable, makes 
it clear that analysis could be interminable in terms of 
learning and changing, but will not turn out that way. 
An expedient end will occur and be accepted by par-
ticipants, but satisfaction will depend on suffi cient time 
having been spent to accomplish a great deal. Over the 
decades patients have become less willing to spend that 
time, so the number of people being analyzed has de-
creased. The effect on society is unknown, but from the 
point of view of the value of exploring the inner life of 
the population, the decrease cannot be considered posi-
tive. As Greenberg (2002) has noted, psychoanalysis 
offers people the opportunity for self-refl ection leading 
to the possibility of a better life. In turn, this offers the 
possibility of a better society. However, it appears that 
more people are accepting less self-knowledge as suf-
fi cient, thereby eviscerating psychoanalysis as a treat-
ment modality.      

At the same time the philosophy of translating some 
type of insight into effective action underpins contem-
porary psychotherapeutic treatments of mental disor-
ders. For analysts this means that psychoanalytic theory 
and technique are primarily at work now in psychoana-
lytically-oriented therapies that are less extensive and 
less ambitious in their therapeutic effects. This is now 
what the marketplace expects, and in most instances, 
all it will accept. Furthermore, there is intense compe-
tition, particularly from cognitive-behavioral therapies 
that place little emphasis on self-exploration, self-un-
derstanding, and the duration and intensity of the thera-
pist-patient relationship as an essential component of 
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the therapeutic intervention. The alternatives to psy-
choanalytic work incorporate the principles of managed 
care and EBT in keeping their work brief, structured, 
and targeted, using etiological explanations such as dis-
ordered thought patterns or a disease model congruent 
with drug therapy. Policy support for such an approach 
is popular while the possibility of expediency fostering 
subsequent emotional impoverishment is generally dis-
missed. Knowledge of what else is possible is also quite 
limited for consumers, so increasing numbers of people 
take what appears to be their only choice, accepting that 
it will be good enough.

For psychoanalytic therapy to be a successful competi-
tor in such an environment it needs to establish that it is 
a better offering. It has to do more than the alternatives. 
This begins with fostering a conviction in patients that 
this can be a more productive experience, which indeed 
is why it will take longer and cost more. This is a for-
midable task because despite a considerable amount of 
outcome research, differential effectiveness is limited, 
at the same time that all therapies cannot be considered 
equally effective (Freeman & Power, 2007). In terms of 
funding policy, these results have been spun in the di-
rection of the differential being insignifi cant so that the 
best therapies are those that are brief and inexpensive. 
Aside from the fact that all psychotherapies share the 
value of a broadly defi ned therapeutic relationship, the 
quality of the experience, particularly the breadth and 
depth, is discounted. Alternatives to psychoanalysis 
have been successful in taking components of analysis, 
as learning, cognition, dialectics, meaning, agency, or 
relating as major examples, and built a theory and pro-
cedure on one of them. They have also been able to cre-
ate suffi cient conviction about the validity of such an 
approach that these therapies now dominate the market-
place. However, even these therapies are at risk because 
the next cost-cutting move could be the replacement of 
verbal psychotherapy with drug therapy. Clearly this 
too is an issue for psychoanalysts.

The task for psychoanalytic therapy is to distinguish it-
self suffi ciently from the alternatives as a better value 
because of its comprehensive exploration of the many 
facets of human behavior.  Also, this needs to be ac-
complished within a time frame that is reasonably com-
petitive with the other therapies.

For example, interpersonal therapy (IPT), a psychody-

namically-derived therapy that eschews psychodynam-
ics for a medical disease model (Weissman, Markowitz, 
& Klerman, 2000), highlights what is in effect “dropped 
out” of the treatment.  This includes the past, childhood 
experiences, self-understanding, character alteration, 
confl ict, transference, and dream interpretation. IPT 
is also time-limited and targeted, and classifi ed as an 
EBT, meaning it has some research support.

So there is the challenge. Is the “left-out stuff” of psy-
choanalysis that is integral to its structure and technique, 
worth it to the consumer? Furthermore, can analysts 
successfully utilize transference, countertransference, 
and resistance in patients’ self-explorations within a rel-
atively limited time frame in order to lead to benefi cial 
change? They should be able to, and in fact will have to 
or the current cultural surround will have no room for 
them as practitioners. This is not an ideal situation from 
the psychoanalysts’ viewpoint, nor should it be from 
the patients’, but such a structure has become necessary 
for continued viability. Now is the time for the “selling” 
of psychoanalysis because it no longer sells itself. It is 
also a time for analysts to be proactive, to educate con-
sumers and policymakers to the potential value for so-
ciety of psychotherapeutic work that is not increasingly 
restricted in quality and is carried out by analysts who 
are appropriately valued for their skill. This contention 
needs to be supported by both solid research evidence 
as well as personal experience.
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Attachment, Play, and Authenticity: A Winnicott Primer
By Steven Tuber

Book Review

David A. Crenshaw, Ph.D., ABPP

Steven Tuber is Professor of Psychology and Past Di-
rector, Doctoral Program in Clinical Psychology of the 
City University of New York at City College. His new 
book on Winnicott’s work will be of great interest to 
play therapists. Of particular interest is his Chapter 8, 
“The Meaning and Power of Play.”  Tuber states on 
page 119, that Winnicott “believes that the ability to 
play is the benchmark for the entrance into a life of 
health and vitality.” He explains Winnicott’s notion of 
the duality of play by stating, “It is the milieu in which 
the baby discovers her True and hence utterly private 
self and yet the means by which she engages others and 
develops support” (p.122). Another important Win-
nicott concept of play is, “Playing thereby allows the 
child to consistently work on the boundary between il-
lusory omnipotence and helplessness and thus has at its 
essence the quest for mastery over the inner and outer 
chaotic (that is, not yet understood) aspects of its expe-
rience” (p. 123). 
 Tuber cites essential characteristics of play in 
general emphasized by Winnicott, but in play therapy 
this quest for mastery over the inner and outer worlds, 
creating cohesive play and later verbal narratives out 
of the bewildering experiences of a young child, is a 
quintessential task. Tuber also explains that play is 
about repetition; play themes are endlessly repeated. 
This redundancy is most valuable to the play therapist 
because if we miss something the fi rst or second time 
around, chances are it will come around again.
 This same redundancy, however, poses a chal-
lenge to the parent, especially the mother who is typi-
cally the primary caretaker because she must attempt 

to maintain a “good enough” connection with the child 
in the face of boring, repetitions of play themes that 
may after a point become mind-numbing. Ending these 
play sequences often as a result of necessity involves as 
Tuber explains the “good-enough” mother learning to 
help the child make a diffi cult transition. Among many 
clinically astute and remarkable insights expressed by 
Tuber in this outstanding book is his comparison to the 
role of a child therapist in ending a play session.  He 
states, “It makes me think immediately of what it is like 
to be a child therapist when the patient doesn’t want to 
leave at the end of the session. These moments speak 
to how diffi cult it is to end the magic of play, to end 
the magic of relating, and for children who have had 
parents who have been experienced as unreliable, how 
frightening and/or depriving it is to end the therapy 
session. These children expect that the ending of the 
session will also not be reliably done, such that they 
won’t get back to the pleasure of playing and the plea-
sure of relating” (p.124).  Tuber goes on to explain that 
not wanting to end the session is a sign of hope in child 
therapy because it represents a wish in Winnicott’s 
term of continuing the “good object” and a fear that the 
“good object” will not come back. Although the “good 
object” is viewed as unreliable there nevertheless is im-
plied both the wish and capacity for relatedness.
 Tuber beautifully expands on Winnicott’s con-
cept of a holding environment and its crucial importance 
in the creation of the True self. But the very process of 
creating a true and separate self presents the young hu-
man with the ever present prospect of aloneness. Tu-
ber eloquently elaborates on this point, “The capacity 
to be alone thus implies the need for relatedness. To 
the extent that the baby can evoke treasured people in 
its play, and use the play to engage imaginatively with 
these people in interactions that explore every type of 
affect the baby knows, then the baby can tolerate the 
aloneness and indeed come to thrive despite—actually 
because of—its awareness. We can also say that the ca-
pacity to create symbols allows the child to cognitively 
“hold” her parent more easily; creating a salve to com-
bat aloneness” (p.127).
 The above examples represent the richness of 
insight and creative clinical process that this beautifully 
written book offers to my colleagues in play therapy.
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General Announcements

AACP Website

If you have not visited or used our Academy website, 
we hope you will take a look at it.  The website (www.
aacpsy.org) serves as a source of information about the 
Academy for potential diplomates and for the general 
public, and it includes several resources for members.  
(1) The member directory can be used by the public 
to locate a Board Certifi ed psychologist and used by 
Fellows to locate colleagues and referrals in other ar-
eas.  (2) The AACP tri-fold brochure can be printed 
out and used in Fellows’ offi ces, for public education, 
and in advocacy with third-party payers.  (3) Continu-
ing education opportunities, with APA CE credits, (see 
elsewhere in the newsletter for details) are located at 
Resources/Continuing Education.  (4) Guidelines are 
posted for mentors who may be assisting applicants 
through the application and examination processes.  
(5) The member and academy news bulletin board 
keeps you up to date on AACP business and on mem-
ber news.  (6) Recent Academy Bulletins are posted, 
as are (7) minutes of the Academy’s Executive Board.

The bulletin board can be used to network and to 
share helpful information that can aid us in our quest 
to provide excellent (or at least “high quality”) ser-
vices and to continue in our career-long professional 
development.  We can post address and phone number 
changes; awards received, elected offi ces, and other 
professional achievements; and anecdotal or research-
based tips on practice specifi cs (a little known treat-
ment method for trichotillomania; a particularly useful 
line of questioning in dynamic therapy; a new study on 
psychotherapy with schizophrenia; etc.).  Please send 
your announcements, news, tips, and suggestions for 
how to make the website more useful to me at cebbe@
alum.mit.edu.

Christopher Ebbe, Ph.D., ABPP, FAACP

Continuing Education

Christopher Ebbe, Ph.D., ABPP, FAACP
The Academy is offering home study continuing educa-
tion opportunities on our website (under “Resources” 
on www.aacpsy.org).  Each course consists of reading a 
listed journal article and taking a brief learning test on 
the article.  APA CE credits will be issued for passing 
scores (generally 70 percent).  Due to copyright issues 
and the fact that few publishers, including APA, will al-
low us to post articles without sizeable reprint charges, 
we are unable to provide the actual articles to you on-
line or by mail, so take a look at the articles’ sources 
to see if you have ready access.  Most are from APA 
journals, and APA members can obtain reprints of all 
of those articles for $11.95 each.  (See the Continuing 
Education page on the website for APA on-line order-
ing information.)  Courses are for one or two credits 
each (and so are useful for fi lling in a small gap in one’s 
state-required number of credits for license renewal).  
Credits are free (members) or $20 (non-members).

There are currently eleven articles posted, and we are 
adding more as we can.  The Continuing Education 
Committee selects only articles that seem as if they 
would be potentially useful for Board Certifi ed-level 
practitioners.  
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David R. Cox, Ph.D., ABPP writes:
I am deeply saddened to bring the news of the death of 
our good friend and colleague, Dr. Russell Bent.  As 
you all know, Russ was Executive Offi cer of ABPP 
for several years until his retirement in 2006.  He 
was a mentor and friend to many of us in psychol-
ogy, and brought much to the effort to advance quality 
and competence in professional psychology.  We will 
honor Dr. Bent more formally in our next newsletter.  
Russ will be greatly missed.  Below is the obituary of 
his death, as published in the Atlanta Journal-Consti-
tution.  

Russell Julian Bent, age 79, passed away peacefully 
after a long illness on August 22, 2008 at his home 
in Roswell, Ga. He was surrounded by family and 
friends. He attended St. Peter’s College and received 
his Ph.D. in clinical psychology from Fordam Uni-
versity in 1961. He was awarded an honorary D.Sc. 
degree from the University of Indianapolis and an 
honorary Psy.D. degree from Forest Institute of Pro-
fessional Psychology in 2002. His professional career 
included a faculty position at Emory University and 
was Deputy Superintendent at Georgia Mental Health 
Institute. He was a leader in the American Psycho-
logical Association national quality of care and cre-
dentialing activities. Russ was a faculty member and, 
later, Dean of the School of Professional Psychology 
at Wright State University from 1978 until he retired 
in 1994. After his retirement, he worked as a private 
consultant and became the Executive Offi cer of the 
American Board of Professional Psychology until he 
retired in 2006. Throughout his life, Russ was an avid 
and accomplished golfer, skiier, magician, and photog-
rapher. He is survived by his wife, Ann Bent; daughter, 
Pamela LeBey Wilson and son, Daniel LeBey, both 
from a previous marriage; son-in-law, Randy Wilson, 
and grandsons, Nicholas and David Wilson. A memo-
rial celebration will be held Sunday August 31, from 
3pm to 5pm at the family’s home in Roswell, Ga. In 
lieu of fl owers, donations may be made to the Ameri-
can Cancer Society or Hospice Atlanta. Arrangements 
by Cremation Society of the SOUTH in Marietta, 770-
420-5557.

Nancy McDonald writes:
Jacqueline Goldman, Ph.D., ABPP recently passed.  
The funeral was at The B’nai Israel Congregation in 
Gainesville, Florida.  Dr. Goldman was a Professor 
Emeritus in the Department of Clinical and Health 
Psychology at UF.  She had a distinguished career 
authoring three textbooks (including “On Becoming 
a Psychotherapist”) and many honors.  She had in 
the past served on ABPP Board of Trustees.  In lieu 
of fl owers donations may be made to Hopsice or to 
any of the many organizations she supported:  Altrusa 
Club, Maimondides Society of the Jewish Council of 
North Central Florida, the Humane Society, the Demo-
cratic Party, the Harn Museum of Art.  She established 
the Jacqueline R. Goldman Scholarship in Develop-
mental Psychology and made a generous donation 
to APA to establish a congressional fellowship for 
psychologists to impact child-related legislation.  Dr. 
Goldman was known as an excellent teacher and men-
tor.  

     

           Obituaries
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After years of establishing its procedures and its turf and trying to fi nd an appropriate identity for the 
Academy, your Board is turning more attention to member benefi ts.  Working to promote Board Certifi ca-
tion may be a suffi cient reason for AACP to exist, but surely we can do some things for members as well, 
besides the lower malpractice insurance rate negotiated with American Professional Agency.  We plan 
to pay for pop-up ads on Google search pages, inviting searchers to visit the AACP website and use our 
directory.  We also will try to organize Fellows in major metropolitan areas to place a large ad for Board 
Certifi cation (with Fellows’ names listed) in local newspapers.  We have decided to reinstitute providing 
AACP certifi cates to Fellows (for wall display).  If you have other ideas about how AACP could serve 
you, please let me (or other Board members) know.

The Board will be discussing some ways that Fellows could benefi t from interacting more with each other.  
Establishing subspecialty groups might be of value (with sharing via a listserv, perhaps).  A structure for 
making consultations and referrals among diplomates possible could also be useful.  We will also look 
into more formal ties with Division 12 of APA.  If anyone would like to spearhead a way for diplomates to 
interact more, let us know.

Relations between the various specialty academies and their examining boards are in the process of revi-
sion.  It appears that the academy and board of each specialty will together have one representative on the 
ABPP Board of Trustees.  Discussions will begin soon about how to organize this for clinical. If any of 
you have insights about how this might best be done, please let me know.

Board meeting minutes are on the website (www.aacpsy.org).  We value your membership and your opin-
ions.  Let us know what you think (cebbe@alum.mit.edu)!

President’s Column con’t.


