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selected events in the history of clinical health psychology

Early 1950s	 Neal Miller’s pioneering research on conditioning of physiological pro-
cesses led to an interest in biofeedback

1950	 Four psychologists in the US Public Health Service (Godfrey Hochbaum, 
S.  Stephen Kegeles, Howard Leventhal, and Irwin Rosenstock) devel-
oped the health belief model in an effort to explain why people were not 
being vaccinated against tuberculosis

1953	 Guze, Matarazzo, and Saslow first published an article in the Journal of 
Clinical Psychology on the biopsychosocial model

1969	 William Schofield published his landmark paper, “The Role of Psychology 
in the Delivery of Health Services” in American Psychologist

1973	 The APA Board of Scientific Affairs established a Task Force on Health 
Research. Chaired by William Schofield, the task force included Claus 
Bahnson, Edward and Miriam Kelty, John Rasmussen, Lee Sechrest, Lisa 
Schusterman, and Walter Wilkins

1974	 The Task Force on Health Research holds an open meeting at the 1974 
APA Convention in New Orleans, during which the decision to seek divi-
sion status was put on hold

1975	 Division 18 (Psychologists in Public Service) establishes a new Section on 
Health Research, Section 2

1976	 The Task Force on Health Research published a summary of its work, 
“Contributions of Psychology to Health Research: Patterns, Problems, and 
Potentials” in American Psychologist

1977	 Physician George Engel popularized the biopsychosocial model

1977	 Stephen Weiss named head of the new Behavioral Medicine Branch at 
the National Heart, Lung, and Blood Institute

1977	 The Yale Conference on Behavioral Medicine was held and the first defi-
nition of that interdisciplinary field was developed

1977	 The Society of Behavioral Medicine (SBM) was established

1978	 The beginning of APA Division 38 (Health Psychology)

1978	 The first issue and volume of Journal of Behavioral Medicine was 
published

1979	 The initial edition of the Division 38 newsletter, The Health Psychologist, was 
published, edited by John Linton, who served as editor for 15 years

1979	 George Stone, Frances Cohen, and Nancy Adler publish the first hand-
book in the field of health psychology

 



Selected Events in the History of Clinical Health Psychologyvi

1980	 The Health Research Section (Section 2 of Division 18)  officially dis-
solved; its activities were subsumed under the newly created Division 38

1980	 Joseph Matarazzo puts forward the first formal definition of health psy-
chology in an article in American Psychologist

1982	 The journal, Health Psychology, began quarterly publication, with 
George Stone serving as the inaugural editor

1983	 The National Working Conference on Education and Training in Health 
Psychology, also known as the Arden House conference, was held, May 
23–27. The conference proceedings were published as a supplement to 
Volume 3 of Health Psychology that year

1983	 The Council of Health Psychology Training Directors was established

1984	 A joint task force representing the Council of Health Psychology Training 
Directors and Division 38 established the American Board of Health 
Psychology as the credentialing body for the specialty practice of health 
psychology

1988	 The National Working Conference on Research in Health and Behavior 
was held at Harpers Ferry, West Virginia, May 15–17.

1992	 The National Conference on Behavioral and Sociocultural Perspectives 
on Ethnicity and Health, cosponsored by APA Divisions 38 and 45, 
Duke University Medical Center, Howard University School of Medicine, 
NHLBI, NIMH, the Upjohn Corporation, and the Office of Minority 
Health in the Department of Health and Human Services, was held in 
Washington, D.C., September 17–20.

1993	 The American Board of Health Psychology became fully affiliated with 
the American Board of Professional Psychology (ABPP) such that spe-
cialty practice was now recognized through ABPP

1993	 Health Psychology became an official APA publication

1996	 The Health Psychologist became a quarterly publication

1997 	 Clinical Health Psychology was first recognized as a specialty by the 
APA Commission for the Recognition of Specialties and Proficiencies in 
Professional Psychology (CRSPPP); it has been re-recognized for the full 
7 years every time it has come up for review

2000	 The Future of Health Psychology Conference was held in Pittsburgh, 
Pennsylvania

2007	 The Tempe Summit on Education and Training in Clinical Health 
Psychology was the first to describe the distinctive competencies essential 
for the practice of the specialty; the summary of these competencies was 
published in 2009



viiSelected Events in the History of Clinical Health Psychology

2008	 The Council of Clinical Health Psychology Training Programs (CCHPTP) 
was reinvigorated with the support of the Council of University Directors 
of Clinical Psychology (CUDCP); CCHPTP has met consecutively with 
CUDCP since

2010	 The Riverfront Conference on Education and Training in Health 
Psychology was held in Jacksonville, Florida, reaffirming many of the 
guidelines established during the Arden House Conference
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ABOUT THE SERIES IN SPECIALTY COMPETENCIES 
IN PROFESSIONAL PSYCHOLOGY

This series is intended to describe state-of-the-art functional and foun-
dational competencies in professional psychology across extant and 
emerging specialty areas. Each book in this series provides a guide to 
best practices across both core and specialty competencies as defined by a 
given professional psychology specialty.

The impetus for this series was created by various growing movements 
in professional psychology during the past 15 years. First, as an applied 
discipline, psychology is increasingly recognizing the unique and distinct 
nature among a variety of orientations, modalities, and approaches with 
regard to professional practice. These specialty areas represent distinct 
ways of practicing one’s profession across various domains of activities 
that are based on distinct bodies of literature and often addressing differ-
ing populations or problems. For example, the American Psychological 
Association (APA) in 1995 established the Commission on the Recognition 
of Specialties and Proficiencies in Professional Psychology (CRSPPP) in 
order to define criteria by which a given specialty could be recognized. 
The Council of Credentialing Organizations in Professional Psychology 
(CCOPP), an interorganizational entity, was formed in reaction to the 
need to establish criteria and principles regarding the types of training 
programs related to the education, training, and professional develop-
ment of individuals seeking such specialization. In addition, the Council 
on Specialties in Professional Psychology (COS) was formed in 1997, inde-
pendent of the APA, to foster communication among the established spe-
cialties, in order to offer a unified position to the pubic regarding specialty 
education and training, credentialing, and practice standards across spe-
cialty areas.

Simultaneously, efforts to actually define professional competence 
regarding psychological practice have also been growing significantly. For 
example, the APA-sponsored Task Force on Assessment of Competence 
in Professional Psychology put forth a series of guiding principles for the 

 



About the Series in Specialty Competencies in Professional Psychologyxii

assessment of competence within professional psychology, based, in part, 
on a review of competency assessment models developed both within (e.g., 
Assessment of Competence Workgroup from Competencies Conference—
Roberts et al., 2005) and outside (e.g., Accreditation Council for Graduate 
Medical Education and American Board of Medical Specialties, 2000) the 
profession of psychology (Kaslow et al., 2007).

Moreover, additional professional organizations in psychology have 
provided valuable input into this discussion, including various associa-
tions primarily interested in the credentialing of professional psycholo-
gists, such as the American Board of Professional Psychology (ABPP), the 
Association of State and Provincial Psychology Boards (ASPBB), and the 
National Register of Health Service Providers in Psychology. This wide-
spread interest and importance of the issue of competency in professional 
psychology can be especially appreciated given the attention and col-
laboration afforded to this effort by international groups, including the 
Canadian Psychological Association and the International Congress on 
Licensure, Certification, and Credentialing in Professional Psychology.

Each volume in the series is devoted to a specific specialty and pro-
vides a definition, description, and development timeline of that specialty, 
including its essential and characteristic pattern of activities, as well as its 
distinctive and unique features. Each set of authors, long-term experts and 
veterans of a given specialty, were asked to describe that specialty along 
the lines of both functional and foundational competencies. Functional 
competencies are those common practice activities provided at the spe-
cialty level of practice that include, for example, the application of its sci-
ence base, assessment, intervention, consultation, and where relevant, 
supervision, management, and teaching. Foundational competencies rep-
resent core knowledge areas that are integrated and cut across all func-
tional competencies to varying degrees, and dependent upon the specialty, 
in various ways. These include ethical and legal issues, individual and cul-
tural diversity considerations, interpersonal interactions, and professional 
identification.

Whereas we realize that each specialty is likely to undergo changes in 
the future, we wanted to establish a baseline of basic knowledge and prin-
ciples that comprise a specialty highlighting both its commonalities with 
other areas of professional psychology, as well as its distinctiveness. We 
look forward to seeing the dynamics of such changes, as well as the emer-
gence of new specialties in the future.

In this volume, Larkin and Klonoff provide an important descrip-
tion of the evolution of the clinical health psychology specialty, which 
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uniquely integrates multidisciplinary and interdisciplinary research, 
practice, knowledge, and experience. They provide important insights 
regarding the areas of overlap and/or collaboration with other spe-
cialties such as cognitive and behavioral psychology, as well as the 
specialty's unique foundational and functional competencies. One 
particularly salient insight for readers is the intentional aim of the 
specialty to impact and improve the health care system. Thus, the pro-
fessional identity of clinical health psychologists can potentially have a 
profound impact on both national and global health. To promote such 
changes toward comprehensive and integrated health care, maintain-
ing one's professional identity within the culture of Western medicine 
can be daunting. Larkin and Klonoff use their knowledge and expertise 
to provide practical support and advice for clinical health specialists 
entering this challenging specialty area. Finally, the authors provide a 
comprehensive understanding of the biopsychosocial model that serves 
as a foundation for this important specialty as well as prescriptions for 
continued professional development and self-care. This is an important 
book that is not limited to individuals who aspire to specialize in clini-
cal health psychology but all psychologists and behavioral health prac-
titioners who work in health care systems.

Arthur M. Nezu
Christine Maguth Nezu





PART I

Introduction to Clinical 
Health Psychology Practice 
in Professional Psychology

 





ONE

 Health Psychology and Clinical 
Health Psychology

In recent decades, the leading causes of death in the United States have 
come to parallel closely causes of death observed around the world 
(Centers for Disease Control and Prevention [CDC], n.d.; Murphy, Xu, & 
Kochanek, 2012; World Health Organization [WHO], 2013). As shown in 
Table 1.1, similar but not identical causes of death are reflected in the most 
recent reports of the CDC and WHO. Contrast that to the beginning of the 
20th century, when the top three causes of death in the United States were 
(1) pneumonia and influenza; (2) tuberculosis; and (3) diarrhea, enteritis, 
and ulceration of the intestines (CDC, n.d.). What is striking when one 
compares the causes of death in 1900 with the causes of death today is that 
behavioral or psychosocial factors now play a more substantial role in the 
etiology, progression, and outcomes of morbidity and mortality, not only 
in the United States but around the world as well.

For most of the history of the field of medicine, health, typically thought 
of as the mere absence of disease, was conceptualized solely as a biologi-
cal or a biomedical phenomenon. This no doubt was due to the nature of 
the illnesses and diseases that impaired health and led to disease states and 
death in past centuries. As a consequence of advances in medical science, 
death from infectious diseases dropped dramatically during the 20th cen-
tury (CDC, 1999). This decline was attributed to three major interventions. 
First, as the science of medicine led to an increased emphasis upon sanita-
tion and hygiene, social practices evolved to improve water treatment and 
sewage disposal, the safety of food preparation, and animal and pest control 
(e.g., animal vaccination, mosquito control, and rodent and vector control). 
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Second, vaccination campaigns, coordinated and supported through the 
Vaccination Assistance Act, were implemented to reduce exposure to previ-
ously common diseases such as diphtheria, tetanus, poliomyelitis, smallpox, 
measles, mumps, and rubella. Vaccination has virtually eliminated these 
diseases; for example, smallpox was deemed eradicated worldwide in 1977, 
and continuing efforts are being made to eradicate polio. Finally, the emer-
gence of the use of antibiotics in the 1940s resulted in a decrease in deaths 
from streptococcal and staphylococcal infections, gonorrhea and syphilis, 
and many other infections. The shift toward increased efforts to prevent the 
emergence of illness was aided by improved methods to detect and monitor 
a range of infectious diseases. Other improvements in medical diagnosis 
and treatment were also relevant. For example, the development of anes-
thesia made it possible for the surgeons of the time to begin to develop what 
has become a highly specialized and technologically based way of treating 
everything from gunshot wounds to tumors. The ultimate consequence of 
these advances in medicine is that people are living longer, and as a result, 
people are increasingly dying of chronic illnesses rather than acute infec-
tious diseases. Many of these chronic illnesses are influenced significantly 
by behavioral factors or lifestyle choices.

Recent calls for health care reform and emerging debates about the 
influence of lifestyle and behavioral factors in health and illness might 
lead one to conclude that psychology has only recently entered into the 
field of health. In fact, psychologists have been active in developing assess-
ments and interventions related to a broad range of health problems for 
many decades. In addition, organized psychology has had a major focus 
on health for a while. A brief history of psychology’s interest in health will 
serve to clarify this.

TABLE 1.1  The 10 Contemporary Leading Causes of Death in the United States and Worldwide

UNITED STATES (CDC, 2010) WORLDWIDE (WHO, 2011)

Heart disease Heart disease
Cancer Stroke and other cerebrovascular diseases
Chronic lower respiratory diseases Lower respiratory infections
Cerebrovascular diseases/stroke Chronic obstructive pulmonary disease
Accidents Diarrheal diseases
Alzheimer’s disease HIV/AIDS
Diabetes mellitus Cancer of the trachea, bronchus, and lung
Nephritis, nephrotic syndrome, and nephrosis Diabetes mellitus
Influenza and pneumonia Road injury
Intentional self-harm/suicide Prematurity
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THE BIRTH OF DIVISION 38 (HEALTH PSYCHOLOGY)

In his detailed history of the American Psychological Association (APA) 
Division 38 (Health Psychology), Wallston (1996) noted that a 1969 
paper in the American Psychologist (Schofield, 1969)  caught the atten-
tion of members of the Committee on Newly Emerging Areas of Research 
(NEAR) of the APA. Accepting the role of psychology as a health pro-
fession, NEAR prompted the Board of Scientific Affairs of the APA to 
establish a Task Force on Health Research in 1973, chaired by William 
Schofield and including Claus Bahnson, Edward and Miriam Kelty, John 
Rasmussen, Lee Sechrest, Lisa Schusterman, and Walter Wilkins. In 1976, 
this Task Force concluded that much of the science of psychology could be 
applied to the prevention and treatment of physical illnesses (APA Task 
Force on Health Research, 1976).

The Task Force held an open meeting at the 1974 APA Convention, and 
a major topic of the meeting was discussion of the formation of a new 
division within the APA to focus on health research. Although the deci-
sion to create a new APA division was postponed at that time, a number 
of the Task Force members who were active in Division 18 (Psychologists 
in Public Service) sought permission to institute a new section on Health 
Research within that Division, and in 1975, Section 2 of Division 18 was 
formed. William Schofield and Wilbert Fordyce served as the first two 
chairs. When Stephen Weiss was elected to serve as chair-elect in 1977, 
he made it clear that his goal was to establish a new independent divi-
sion within the APA. With the assistance of Joseph Matarazzo, a group 
(that by then included Joseph Brady, Richard Evans, Wilbert Fordyce, 
W. Doyle Gentry, David Glass, Irving Janis, Neal Miller, Gary Schwartz, 
Jerome Singer, and George Stone as well) petitioned the APA to estab-
lish a Division of Health Psychology. Supported by the leadership of the 
Medical Psychology Network (led by David Clayman and John Linton) 
and the Society of Pediatric Psychology (led by Logan Wright, Lee Salk, 
and Dorothea Ross), the petition was approved in 1978. Following cre-
ation of the formal Division of Health Psychology, the Health Research 
Section of Division 18 was dissolved in 1980.

The official definition of health psychology was originally written by 
Matarazzo (1980) and then later modified prior to the final vote in 1980 
(Wallson, 1996). That definition was as follows:

Health psychology is the aggregate of the specific educational, 
scientific, and professional contributions of the discipline of 
psychology to the promotion and maintenance of health, the 
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prevention and treatment of illness, and the identification of 
etiologic and diagnostic correlates of health, illness and related 
dysfunction and to the analysis and improvement of the health 
care system and health policy formation. (Wallston, 1996, p. 10)

That original definition remains fairly much intact today. On its Web 
site, Division 38 (Health Psychology), the APA division formed as a conse-
quence of these actions, identifies the following tripartite mission:

•	 Advancing contributions of the psychology discipline toward 
understanding health and illness through basic and clinical research 
and by encouraging the integration of biomedical information about 
health and illness with current psychological knowledge;

•	 Promoting education and services in the psychology of health and 
illness; and

•	 Informing the psychological and biomedical community, as well as the 
general public, on the results of current research and service activities in 
this area. (Division 38, http://www.health-psych.org/AboutMission.cfm)

THE BIRTH OF THE SOCIETY OF BEHAVIORAL MEDICINE

According to Kennerly (2002), the term “behavioral medicine” first 
appeared in the published work Biofeedback: Behavioral Medicine (1973) 
by Lee Birk. Only 5 years later, in the first volume and first issue of the 
Journal of Behavioral Medicine, Weiss described the following “news and 
developments of actions that had already occurred” since the inception of 
the field in 1973:

1.	 Harvard Medical School created its Behavioral Medicine Section and 
Clinic at Beth Israel Hospital in September 1977.

2.	 Johns Hopkins University established its Behavioral Medicine 
Center, which included a Behavioral Medicine Clinic, Cardiovascular 
Learning Clinic, and Behavior Therapy Clinic.

3.	 Clinical psychology internship and psychiatry residency training 
programs in behavioral medicine were available at the University of 
Mississippi Medical Center.

4.	 After initially developing programs to treat problem drinking and 
smoking, John Paul Brady and Ovide Pomerleau founded the Center 
for Behavioral Medicine at the University of Pennsylvania in 1973.
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5.	 The Laboratory for the Study of Behavioral Medicine was established 
in the Department of Psychiatry and Behavioral Sciences at Stanford 
University around 1975.

6.	 Spring of 1977 brought the Yale Center for Behavioral Medicine 
into existence, operated through the cooperative efforts of the 
Departments of Psychology, Psychiatry, and Epidemiology and Public 
Health.

These events represented just a few of the many laboratories and 
departments that were inaugurated coast to coast during the 1970s 
whose names included the term “behavioral medicine.” In an effort to 
define this emerging field of specialized focus on health and to coor-
dinate efforts that were occurring across the United States, a working 
conference, the Yale Conference on Behavioral Medicine, was held on 
February 4–6, 1977. Four major conclusions were drawn from the pro-
ceedings of this conference. The first conclusion centered on developing 
a definition of “behavioral medicine” that would be acceptable to a broad 
array of researchers in the area. Even at this early stage, an effort was 
made to distinguish between this emerging field and existing mental 
health–related ones; the definition included the premise that “Psychosis, 
neurosis, and substance abuse are included only insofar as they contrib-
ute to physical disorders as an end point” (Schwartz & Weiss, 1978a, 
p. 7). The second conclusion attempted to expand and clarify the scope of 
problems of concern to behavioral medicine. A cube-type matrix involv-
ing discipline (e.g., psychology, internal medicine), point in the illness 
process (e.g., prevention, treatment), and type of disease (e.g., hyper-
tension, asthma) was proposed, along with a list of nine problems in 
behavioral medicine that could be applied to any physical disorder (e.g., 
sociocultural influences, cognitive determinants of health and disease). 
The third conclusion was that there was a need for an interdisciplinary 
journal that could serve as an outlet for theory and research conducted 
in the study of behavioral medicine, broadly conceptualized. Finally, 
the group involved in the conference concluded that it should “explore 
the feasibility of forming a Society for Behavioral Medicine,” with an 
emphasis “in basic research. . . as well as controlled investigations deal-
ing with clinical application” (Schwartz & Weiss, 1978a, p.  11). As a 
result, seeds were sown for the development of the Society of Behavioral 
Medicine (SBM), and the Journal of Behavioral Medicine, which was for-
mally established in July of 1977.
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Currently, SBM has an active, interdisciplinary membership that assem-
bles once a year for a highly successful meeting. The formal definition of 
“behavioral medicine,” as taken from the SBM Web site, is as follows:

Behavioral Medicine is the interdisciplinary field concerned with 
the development and integration of behavioral, psychosocial, 
and biomedical science knowledge and techniques relevant to 
the understanding of health and illness, and the application of 
this knowledge and these techniques to prevention, diagnosis, 
treatment and rehabilitation. (Schwartz & Weiss, 1978b; http://
www.sbm.org/resources/education/behavioral-medicine)

Note that while health psychology and its applied clinical health psy-
chology counterpart both represent specializations within the science of 
psychology, behavioral medicine is interdisciplinary in nature. Thus, when 
one attends a Division 38 meeting or conference, the attendees would 
invariably be trained as psychologists; in contrast, when one attends an 
SBM meeting, participants come from a variety of health professions—
medicine, nursing, pharmacy, dentistry, and public health, to name a few.

SIGNIFICANCE OF THE ARDEN HOUSE CONFERENCE

After the Yale Conference in 1977 and the creation of the SBM, perhaps 
the most significant meeting with respect to the development of health 
psychology per se was the National Working Conference on Education 
and Training in Health Psychology, or what has come to be called the 
Arden House Conference, held in 1983. The result of over 2 years of plan-
ning, the meeting brought together 57 participants for 4 days of activities 
funded by the Carnegie Foundation, the MacArthur Foundation, and the 
Kaiser Family Foundation. Consensus was reached on virtually all deci-
sions, and the report on the conference itself was divided into four major 
sections:  (1)  how the conference was developed, including the working 
agenda; (2) the major addresses that were presented during plenary ses-
sions; (3) task group reports prepared prior to the meeting, including three 
position papers developed during the conference itself; and (4) the reports 
from the working groups, which constituted the endorsed output from the 
meeting itself (for a comprehensive report of the conference proceedings, 
see Stone et al., 1987).

Neal Miller (1983) summarized some of the primary themes 
and highlights that were developed during the meeting. There was 
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unanimous agreement that there was value to both aspects of the 
scientist-practitioner model and that education and training of practi-
tioners had to include both training as scientists and as practitioners. 
Similarly, attendees agreed that virtually all of psychology was rele-
vant to functioning as a health psychologist and so a broad foundation 
in the discipline of psychology was seen as a prerequisite knowledge 
base for those desiring training to be health psychologists. The impor-
tance of breadth of interdisciplinary knowledge was noted. In addition 
to the more obvious need to understand how the health care system 
works, elementary knowledge of clinical symptoms and pathophysiol-
ogy, exposure to the mores and vocabulary of the health care setting, 
and knowledge concerning public health and health policy also were 
highlighted.

The fundamental training competencies and curriculum guidelines 
established at the Arden House Conference were reaffirmed in 2010 at the 
Riverfront Conference, a small meeting held for the purposes of prepar-
ing clinical health psychology’s petition to maintain clinical health psy-
chology as a specialty by the APA’s Commission for the Recognition of 
Specialties and Proficiencies in Professional Psychology. During this meet-
ing, the field reaffirmed the Arden House themes and highlights noted by 
Miller (1983); most notably among these was that health psychologists and 
clinical health psychologists needed to be able to actually do research (i.e., 
reaffirming the importance of the scientist-practitioner model). What the 
Arden House attendees referred to as scientist and scientist-practitioner 
tracks in graduate training programs are more commonly referred to 
as health psychology and clinical health psychology training programs 
in contemporary educational settings. In addition, the attendees of the 
Riverfront Conference reaffirmed that specialty training in clinical health 
psychology occurred largely at the postdoctoral level; there was consensus 
not to pursue the goal of accreditation of doctoral programs in clinical 
health psychology because health psychology training optimally occurs 
after basic training in health service provision has already been com-
pleted. There is growing recognition, however, that foundational elements 
of clinical health psychology (particularly knowledge-based competen-
cies and basic applied skills) are commonly acquired concurrent to basic 
training in health service provision, and that such practices for preparing 
trainees for advanced competency acquisition at the postdoctoral level are 
now routine (Nash & Larkin, 2012).

A variety of training conferences have continued the dialog regard-
ing competencies to practice as clinical health psychologists since Arden 
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House. For example, in 2000, the Future of Health Psychology Conference 
was held in Pittsburgh, Pennsylvania. Six working groups (evolution of the 
biopsychosocial model; advances in medicine and technology; changes in 
demographics; health care economics and the health care marketplace; 
prevention; and health psychology interventions) were constituted and 
prepared articles that summarized the state of the field at that time.

In more recent years and consistent with general movement in the 
health care professions, there has been an increased focus on the identifica-
tion of distinctive competencies essential for the effective practice of clini-
cal health psychology (e.g., France et al., 2009; Masters, France, & Thorn, 
2009). The initial step in this direction was the planning and implement-
ing of the Tempe Summit on Education and Training in Clinical Health 
Psychology in 2007. Due to the importance of the work that was launched 
at the Tempe Summit, comprehensive coverage of its role will be described 
in more detail in Chapter 3.

Unlike many other specialties in professional psychology, clinical 
health psychology as a field made an active decision to define itself as 
having only two training options at the Arden House Conference: sci-
entist and scientist-practitioner. Because the nature of the field requires 
that all health psychology practitioners be able to, at a minimum, pro-
vide basic program or treatment evaluation services or share methods 
for doing so with their interdisciplinary colleagues, training in research 
is essential. Clinical health psychologists stand out as the only profes-
sion uniformly and routinely trained to conduct empirical studies or 
program evaluations among all other professions encountered in the 
modern health care environment. Additionally, clinical health psy-
chology has a strong allegiance to the science of health psychology. 
This professional camaraderie, fostered by an APA division that fully 
appreciates both the science and its applications, facilitates communi-
cation between those who focus only on scientific inquiry and those 
who blend science with its application. Thus, a practitioner-only model, 
where individuals are not trained to conduct research but rather only 
to “consume” it, does not provide some of the unique contributions that 
make clinical health psychologists such useful members of health care 
teams; this view has been put forward by others as well (HSPEC, 2013). 
These contributions have become even more critical as psychologists 
are increasingly integrated into primary care settings. In those settings 
in particular, it has become important (both to health care funders 
and to the public) to be able to demonstrate empirically that having a 
behavioral health practitioner on site makes a difference regarding both 
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health outcomes and the costs of achieving those outcomes. A hallmark 
feature of the Affordable Care Act that is now guiding the development 
of the United States’ future health care system is a focus upon conduct-
ing research that distinguishes cost-effective health care approaches 
from either those that fail to work or those whose cost outweighs poten-
tial benefits. As scientist-practitioners, clinical health psychologists are 
uniquely positioned to conduct this type of research.

One additional issue needs to be mentioned. This book was written pri-
marily to focus on clinical health psychology with adults. While many 
of the competencies described here apply to work regardless of the age 
of the patient, obviously not all do. In 2012, the Board of Directors of the 
Society of Pediatric Psychology established a task force to “develop core 
competencies applicable from initial entry level to practicum training to 
readiness for entry to practice in pediatric psychology” (Palermo, Janicke, 
McQuaid, Mullins, Robins, and Wu, 2014, p. 5); that Task Force has now 
produced a document. Readers interested in competencies that are spe-
cific to the implementation of clinical health psychology with pediatric 
patients should consult this document in addition to the comments and 
observations provided here (Palermo, Janicke, McQuaid, Mullins, Robins, 
and Wu, 2014).

SUMMARY AND CONCLUSIONS

In the almost four decades since “health psychology” was defined and 
recognized as a specialty area, the field has evolved from one where 
it seemed as if its time had come to one that may help to redefine the 
nature of all of professional practice. Many believe that the future of 
health service provision rests on the shoulders of clinical health psy-
chologists, and that, in the future, all professional psychologists will 
require training as “health psychologists,” that is, psychologists compe-
tent to function in the health care environment, broadly defined. As the 
APA has moved toward defining psychology as a health care profession, 
it would appear that professional psychology is moving in this direc-
tion. Even the revision of the Guidelines and Principles for Accreditation 
of Programs in Professional Psychology (2009) that went out for public 
comment in 2014 has been renamed Standards of Accreditation in Health 
Service Psychology. Despite significant movement in this direction, our 
training programs and credentialing systems are languishing, still tied 
to the traditional view of psychologists as mental health providers. As 
such, the professional psychologists of tomorrow, those we are currently 
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training, may not be obtaining the necessary knowledge, values, and 
skills they will need in their future careers. The primary purpose of 
this volume is to elucidate the competencies associated with the profes-
sional practice of clinical health psychology, so that those in training 
and those doing the training are armed with a blueprint regarding what 
the outcome of training should be.

Traditionally, clinical health psychologists constituted only a frac-
tion of the total number of professional psychologists being trained. 
Most commonly, training occurred in clinical psychology training pro-
grams, although several counseling psychology programs also provide 
training in clinical health psychology. In this regard, the profession of 
psychology evolved based on this view of the education and training 
community depicted in the left panel of Figure 1.1; basically, all stu-
dents received training as mental health professionals, and those who 
chose to pursue training as clinical health psychologists acquired the 
extra competencies to enter their profession as a clinical health psychol-
ogist. However, as the full integration of behavioral and medical health 
care approaches, as advocated by the Institute of Medicine (1972), it 
now appears that the figure depicted in the right panel of Figure 1.1 
reflects more accurately our profession in the future. All professional 
psychologists will need training in health care provision, and a sub-
set of them will choose to practice in a given specialty area (e.g., clini-
cal health psychology, clinical psychology, etc.). Of course, such a shift 
would require a substantial rethinking of what else should be in the 
required knowledge base of the health care provision, who else should 
be involved in providing the education and training for future health 
care providers, and where that training should occur; such delibera-
tions have already begun (HSPEC, 2013), but in no way are they uni-
versally accepted. In this new conceptualization of our profession and 

FIGURE 1.1  Clinical health psychology: a distinctive health service profession.
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the health care system, mental health service provision is viewed as but 
one subset of health service provision. As the term “health service psy-
chologist” becomes more universally used to describe individuals who 
historically have characterized themselves solely as clinical, counseling, 
or school psychologists, exactly what constitutes a “specialty” will need 
to be reconceptualized as well. While it remains to be seen whether the 
profession elects to reconceptualize itself in this way, this book provides 
an introduction to the basic skills and competencies one would need to 
acquire in order to function as a clinical health psychologist, regardless 
of how narrow or broad that definition might be.



TWO

Conceptual and Scientific Foundations 
of Clinical Health Psychology

The practice of psychology stands out among other professions for its firm 
foundation upon a recognized scientific discipline. Students who enter the 
medical profession commonly obtain undergraduate degrees in biology 
and chemistry, and students who enter law often obtain their degrees in 
the fields of political science or philosophy. In reality, there is no science 
of medicine or law; these professions represent the application of scientific 
principles learned in interrelated underlying scientific disciplines. When 
undergraduates in these professional tracks are queried regarding their 
major area of study, they will claim to be pre-med or pre-law rather than 
claiming allegiance to their actual scientific disciplines. And certainly, 
upon completion of their doctorates, they no longer introduce themselves 
as biology or political science majors. Although other professions, like 
social work, counseling, or education, employ evidence-based practices, 
students who pursue degrees in these professions are not typically trained 
nor thought of as scientists.

The professional practice of psychology is unique among health care 
professions in its reliance on the underlying scientific discipline of psy-
chology. Due to the special connection between the basic and applied 
aspects of our discipline, all professional psychologists are expected not 
only to master the applied skills of professional practice but also the con-
tent of the underlying science of psychology itself. Even accreditation 
standards acknowledge the importance of gaining competence in knowl-
edge of the breadth of the discipline of psychology among all students in 
professional training programs through the requirement that all students 
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are exposed to several core domains of knowledge, including biological 
aspects of behavior, cognitive-affective aspects of behavior; social aspects 
of behavior; and research methodology, human development, and tech-
niques of data collection (Commission on Accreditation, 2009).

Although psychology’s distinction of being both a scientific discipline 
and an area of professional practice is unique among health professions, 
and some might claim laudable, this phenomenon is not without com-
plication. Foremost among these complications is the distinct difference 
between the primary goal of science (i.e., the pursuit of knowledge) and 
the primary goal of an applied profession (i.e., to define and implement 
standards of practice to protect the public). In their continuous effort to 
bring order out of chaos, scientists require free reign regarding pursuit 
of knowledge, determining which hypotheses to test, selecting appropri-
ate methods for scientific inquiry and data analysis, and determining the 
extent to which their findings relate to specific theoretical perspectives. In 
fact, some of the most recognized advances in science (e.g., Darwin’s the-
ory of natural selection; Einstein’s theory of relativity) resulted from “out 
of the box” reasoning and observation afforded to those who engage in sci-
entific inquiry. To establish rules and regulations through which science 
must operate almost seems antithetical to its purpose, and as such sci-
entists typically eschew efforts to set such standards. In contrast, profes-
sional practices associated with scientific disciplines aim to set standards, 
procedures, and principles so that practitioners who purport to engage in 
professional practice can somehow be categorized into those who possess 
the competence for practice in a scientifically informed manner and those 
who do not. Without such standards, practitioners would have free reign 
to engage in professional activities regardless of whether the practices had 
a scientific foundation. As such, we might as well return to peddling snake 
oil, dispensing specially formulated elixirs and tonics, and submerging 
patients into magnetic troughs!

This tension between scientific freedom and regulated practice is com-
monly detected in our roles as professional psychologists, and we would 
argue it is more palpable for those trained in professional psychology 
because of our training as both scientists and practitioners. If we were 
trained solely as scientists, we could easily reject efforts aimed at regulat-
ing what we study and what conclusions we choose to draw in the spirit 
of maintaining academic freedom. In contrast, if we were trained solely as 
practitioners, academic freedom would be of lesser concern to us, but we 
certainly would desire strict guidelines regarding competencies, restric-
tions, and requirements for entry-level practice to assure that all those 
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who practice are competent to do so. As such, individuals who practice in 
professions that are not as fundamentally based on a scientific discipline 
experience this tension to a far lesser extent than the tension experienced 
by professional psychologists. Balancing academic freedom of the scientist 
with the desire for adopting uniform training guidelines, the Working 
Group on Predoctoral Education/Doctoral Training at Arden House was 
the first group to articulate the required scientific foundations for both 
health psychologists and clinical health psychologists.

SCIENTIFIC FOUNDATIONS ARTICULATED AT ARDEN HOUSE

Shortly following the inception of the fields of health psychology and 
behavioral medicine, educators concerned that psychologists possessed 
the requisite competencies for practicing as health psychologists and 
clinical health psychologists met at the Arden House Conference to 
articulate training guidelines. As mentioned in Chapter 1, participants 
at the conference outlined two training pathways—scientist and profes-
sional—now called health psychology and clinical health psychology. 
Depicted in Table 2.1 are the scientific foundations enumerated by the 
Arden House participants. For anyone familiar with the current accredi-
tation standards of the Commission on Accreditation of the American 
Psychological Association, these areas will be easily recognizable. The 
Arden House participants used the accreditation standards as a launch-
ing point for their discussion and consideration of these issues, and 
through their careful deliberation of these issues, they contributed to the 
advancement and promulgation of accreditation standards for all of pro-
fessional psychology.

As shown in Table 2.1, the biopsychosocial model provides the sci-
entific foundation for the discipline of clinical health psychology. Core 
knowledge and skill-based competencies in the biological, psychologi-
cal, and social realms are required for all psychologists who desire to 
call themselves clinical health psychologists. According to Arden House 
participants and those who continued this tradition during the decades 
that followed, this biopsychosocial model provides the foundation for 
both general psychology and health psychology. Regarding competencies 
in general psychology, the breadth of knowledge assured by the biopsy-
chosocial model typically informs the foundation of the area of profes-
sional practice rather narrowly. For instance, in clinical psychology, the 
biological, psychological, and social bases of behavior focus on elements 
of these areas of breadth as they relate to psychopathology and the various 
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interventions used to treat them. After all, these are the areas that will 
assist clinical psychologists who work with patients suffering from these 
various mental disorders. Accordingly, it is fairly common that such 
courses in their curricula focus almost exclusively on the nervous system, 
psychopharmacology, theories of psychopathology for mental health con-
ditions, and mental health policy. Clinical or counseling psychologists in 
training rarely acquire knowledge about other organ systems in the body 
(e.g., circulatory, respiratory, gastrointestinal systems), drugs that are used 
to treat general health problems (e.g., anti-arrhythmia, antihypertensive, 
and antibiotic medications), psychological theories of health conditions 
that extend beyond mental health, or health policy for both mental health 
and general physical health conditions. Training in clinical health psy-
chology, in contrast, was conceptualized as extending beyond the nervous 
system to the other systems of the body and the disorders and diseases 
that occurred in them. The Arden House participants were keenly aware 

TABLE 2 .1  Minimum Knowledge and Skill in Three Areas of Psychology Necessary for Clinical 
Health Psychology Training

AREA TRAINING
1. GENERAL 
PSYCHOLOGY 2. HEALTH PSYCHOLOGY 3. PROFESSIONAL

Knowledge and skill Statistics
Research design
Professional issues
History and systems

Social bases of health and disease
Biological bases of health and 

disease
Psychological bases of health and 

disease
Health policy and organization
Health assessment and intervention

Assessment
Intervention
Consultation
Evaluation

3-semester-hour course 
in each

Biological bases of 
behavior

Social bases of 
behavior

Cognitive and affective 
bases of behavior

Individual differences 
and psychological 
bases of behavior

Practica—professional (min. 
400 hours) and research

Internship—professional 
(1 year)

Note. Students not seeking to provide direct service and/or professional credentialing need not receive training in area 3.

Source: Reprinted from Working Group on Predoctoral Education/Doctoral Training (1983). Health Psychology, 2 (Supplement), p. 128.
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of this aspect of training, and they added an entire second tier of breadth 
requirements for students who pursued specialty training in this area (see 
Area 2 of Table 2.1).

In addition to acquiring knowledge in the biological, psychological, 
and social bases of health and disease, clinical health psychologists are 
exposed to the scientific foundation of the practice of psychology, includ-
ing ethical and legal issues, as well as psychological assessment, inter-
vention, and consultation (see Area 3 in Table 2.1). In fact, Arden House 
participants distinguished training in health psychology from clinical 
health psychology using these areas. Students in both types of programs 
were required to be trained in the breadth of scientific knowledge in both 
general and health psychology, but only those in clinical health psychol-
ogy programs were required to obtain hands-on training in these applied 
areas. Additionally, Arden House participants endorsed the addition of a 
full-time 1-year internship experience for students in clinical health psy-
chology training programs, much like their peers in clinical, counseling, 
and school psychology programs.

THE BIOPSYCHOSOCIAL MODEL

The foundation of the science of health psychology and the scientific prac-
tice of clinical health psychology is the biopsychosocial model. Initially 
articulated by Engel in 1977 as a replacement for the biomedical model 
for comprehending the etiology of disease processes, the biopsychoso-
cial conceptualization broadens the examination of realms of knowledge 
pertinent to understanding disease and health that were not traditionally 
taught in medical schools or schools of allied health professions at that 
time. Although the biomedical model had served us well in uncovering 
the causes of death and disease in the earlier part of the 20th century (as 
described in Chapter 1), the chronic conditions responsible for most death 
and disability occurring during the latter half of the 20th century (e.g., 
cardiovascular diseases, cancer, respiratory diseases) could not be easily 
understood or treated without acknowledging behavioral and social fac-
tors. Consequently, health providers and health professionals-in-training 
began to acknowledge the contributions of behavioral and social sciences 
in addition to the biomedical sciences with which they were already famil-
iar. The recent decision to develop and employ a test of knowledge of psy-
chological, social, and biological foundations of behavior as part of the 
Medical College Admissions Test (MCAT) indicates that the biopsychoso-
cial model has now been embraced by all health care professions.
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Although Engel was the first to call for the broad adoption of the bio-
psychosocial model, there were many important precursors to it stemming 
from the fields of epidemiology and public health, medical sociology and 
anthropology, and psychosomatic medicine in the earlier years of the 20th 
century (Friedman & Adler, 2007). In particular, the laboratory inves-
tigations of Walter Cannon (1932), Hans Selye (1956), and Neal Miller 
(1957) all contributed greatly to our knowledge of how the body responds 
to exposures to environmental stress and how physiological responses to 
chronic stress damage body organs and systems. A complete description 
of the biopsychosocial model, as it has been articulated by the specialty of 
clinical health psychology, is as follows:

Biological, cognitive, affective, social, and psychological bases 
of health and disease are bodies of knowledge that, when 
integrated with knowledge of biological cognitive-affective, 
social and psychological bases of behavior, constitute the 
distinctive knowledge base of Clinical Health Psychology. 
This includes broad understanding of biology, pharmacology, 
anatomy, human physiology and pathophysiology, and 
psychoneuroimmunology. Clinical health psychologists also 
have knowledge of how learning, memory, perception, cognition, 
and motivation influence health behaviors; are affected by 
physical illness/injury/disability; and can affect response to and 
recovery from illness/injury/disability. Knowledge of the impact 
of social support, culture, physician-patient relationships, 
health policy, and the organization of health care delivery 
systems on health and help-seeking is also fundamental, as is 
knowledge of diversity and minority health issues, individual 
differences in coping, emotional and behavioral risk factors for 
disease/injury/disability, developmental issues in health and 
illness, and the impact of psychopathology on disease, injury, 
disability and treatment. (American Psychological Association, 
2011, p. 10)

Two features of this description are notable. First, the term “biopsycho-
social” does not suggest that any of these bodies of knowledge (i.e., bio-
logical, psychological, or social bases of health and disease) is conceived as 
having a greater role than the others in attempting to understand the etiol-
ogy of disease processes; all are given equal weight and special emphasis is 
given to their integration (Belar, 2003). In this regard, the biopsychosocial 
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conceptualization fully appreciates the contributions of the biomedical 
model that preceded it, but it adds to it by adding the important social 
and behavior factors that had previously been overlooked. Second, Belar 
(2003) noted an additional feature of the biopsychosocial model, namely 
that it focuses on maintenance of health in addition to reducing and man-
aging disease processes. As such, clinical health psychologists possess 
skills in health promotion and prevention of disease in addition to caring 
for those already afflicted with the disease. As seen in Figure 2.1, it is now 
largely acknowledged that the absence of symptoms is not equivalent to 
being healthy. The historically prominent disease model has been replaced 
with a more comprehensive wellness model. Although many psychologi-
cal interventions have been devised and shown to be efficacious using the 
disease model, the addition of this emphasis on prevention assures that 
we are in the midst of taking what we know regarding interventions and 
integrating them into community wellness programs and other efforts 
aimed at health promotion. Specific relaxation strategies devised for use 
with patients with anxiety disorders and cognitive restructuring strategies 
devised for use with patients suffering from depressive episodes have their 
place in these broader wellness initiatives. It goes without saying that with 
the emergence of advances in technology, more and more of these tools 
will be available in community settings, at kiosks in malls, Web sites, and 
as applications for smartphones of whatever devices are developed in the 
future. Consequently, clinical health psychology has a significant role in 
assuring the quality and integrity of dissemination of these potentially 

FIGURE 2.1  Continuums of health: the disease and wellness models.
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useful tools for implementing changes in health behaviors for patients, 
their families, or entire communities.

MODELS OF BEHAVIORAL HEALTH CARE PRACTICE

As the Affordable Care Act becomes reality, exciting new opportuni-
ties are emerging for clinical health psychologists to function in health 
care facilities, particularly in primary care settings (i.e., family medi-
cine, internal medicine, pediatrics, obstetrics and gynecology). In par-
ticular, because the accountable care organizations that will serve as the 
backbone of the health care system count on “one-stop” health care pro-
vision, behavioral health care is being integrated into primary care clin-
ics and other health provision agencies. This is nothing new for clinical 
health psychologists who are familiar with working in interdisciplinary 
health care teams. What is new, and remains to be seen, is that more effi-
cient models of health care will purportedly be encouraged via financial 
incentives for agencies that deliver the most affordable, evidence-based 
care. This suggests that the days when clinical health psychologists 
worked autonomously in health care environments may give way to 
environments in which behavioral health care is fully integrated with 
concurrent care for physical ailments. Using an integrative approach, 
all patients in primary care settings have immediate access to behav-
ioral health care at the time they are receiving medical care. Patients 
with diabetes mellitus can have glucose levels checked at the same time 
that exercise adherence plans are implemented and monitored. Children 
receiving immunization shots can have immediate access to behavioral 
health care experts armed with the latest information regarding man-
agement of acute episodes of pain. Not all clinical health psychologists 
will operate in primary care settings, but within the evolving health care 
system, these opportunities are becoming increasingly available to those 
clinical health psychologists who are interested and have been appropri-
ately trained to work in these kinds of environments.

For those clinical health psychologists who desire to practice in pri-
mary care settings, a range of models of provision of behavioral health 
services in primary care settings have been described by Peek (2011):

•	 Specialty Mental Health or Chemical Dependency Care—behavioral 
health provider accepts referrals from primary medical provider 
and provides services at a different mental health facility (e.g., clinic, 
hospital) with little contact with primary medical provider.
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•	 Co-located Behavioral Health Care—behavioral health provider 
accepts referral from primary medical provider and provides services 
within the primary care facility with minimal contact with primary 
medical provider.

•	 Coordinated Behavioral Health Care—behavioral health and primary 
medical providers practice separately within their respective systems 
(not necessarily in the same system). Information on mutual patients 
is shared as needed, but collaboration is limited following the initial 
referral (Blount, 2003).

•	 Collaborative Behavioral Health Care—behavioral health and primary 
medical providers collaborate in providing care for patients with 
regular communication between clinicians.

•	 Integrated Behavioral Health Care—tightly integrated on-site 
teamwork including both behavioral health and medical providers 
with a unified care plan for shared patients (Blount, 2003). Because 
most patients arrive at primary care settings with both behavioral 
and medical problems, or their medical problem is influenced 
by behavioral factors (e.g., stress, health behaviors, psychological 
disorders), cost-effective treatments require access to providers with 
expertise in both behavioral and medical health provision.

The nature of the model of health service provision chosen will clearly 
dictate the specific competencies required for functioning in the primary 
care work environment. Adopting either specialty mental health or co-
located models of health care provision will require acquisition of fewer 
specialized competencies in contrast to those who engage fully in inte-
grated behavioral health care teams. Because of the vast range of problems 
seen and the brevity of patient appointments in primary care settings, a 
separate set of competencies has recently been articulated for professional 
psychologists who desire to seek employment in these settings (McDaniel 
et al., 2014).

THEORETICAL CONSIDERATIONS AND CONCLUSIONS

Much controversy over training models (e.g., scientist-practitioner vs. 
practitioner-scholar models) and theoretical perspectives (e.g., psycho-
analysis vs. behaviorism) has plagued professional psychology for over a 
century and, for the most part, has limited advancement in the profes-
sion of psychology. As a consequence of our professional disagreements, 
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our credentialing systems and standards of training languish behind all of 
the other health professions. Professional psychology continues to accept 
the fact that trainees from nonaccredited training programs can become 
licensed psychologists and our training community lacks a common 
vision regarding the specific knowledge- and skill-based competencies 
that graduates of all training programs should possess prior to entry into 
the profession. In some respects, clinical health psychology has suffered 
these negative consequences less than other specialty areas of professional 
psychology, likely because (1) all clinical health psychologists embrace the 
biopsychosocial model as the foundation of our practice, and (2) our mar-
riage with the underlying science of health psychology has kept us focused 
on employing evidence-based psychological assessments and interven-
tions. Regarding the former, Kuhn (1962) argued convincingly that the 
existence of a shared belief system (i.e., a scientific paradigm) is a charac-
teristic of a mature science; recognizing that the biopsychosocial model 
possesses paradigmatic status among health and clinical health psycholo-
gists, we communicate with one another with a more-or-less common 
language. Regarding the latter, clinical health psychology’s adherence to 
supporting our professional practice with evidence has permitted us to 
avoid professional disagreements based solely on theoretical perspectives.

The biopsychosocial model not only provides a foundation for the 
profession of clinical health psychology but for all contemporary health 
care professions. The primary diseases that cause death and disability 
today as well as throughout the latter half of the 20th century reflect 
problems that cannot be easily explained using the biomedical model. 
Engagement in healthy lifestyles, coupled with a range of other behav-
iors (e.g., identifying risk factors for disease, engaging in preventive 
screening programs, functioning within a social network), are needed 
to explain the etiology of these chronic conditions more completely. 
Additionally, behavioral scientists have devised and tested many social 
or behavioral interventions that have been shown to have positive health 
benefits and lead to prolonged lives. Although clinical health psycholo-
gists are not the only behavioral health professionals who can be trained 
to provide these services, they are uniquely suited for developing and 
testing them, training those who use them, and consulting with other 
members of the health care teams regarding patients with complicated 
medical presentations. It is up to the trainers comprising professional 
training programs to assure that the next generation of clinical health 
psychologists acquires the requisite competencies for effective practice 
in these types of positions.



THREE

 Competency-Based Education in 
Clinical Health Psychology

For well over a decade, professional psychology has grappled with ques-
tions regarding the identification of the fundamental competencies 
required for entry into practice as a licensed psychologist. The initial effort 
in articulating these competencies was conducted by the National Council 
of Schools and Programs of Professional Psychology (Peterson, Peterson, 
Abrams, & Stricker, 1997), which was followed by a national conference 
focusing entirely on examining and identifying the competencies required 
for the professional practice of psychology (see Kaslow, 2004; Kaslow et al., 
2004). Building upon these efforts to define competencies in professional 
psychology, Rodolfa and colleagues (2005) developed a conceptual frame-
work for defining professional competencies across the life span of pro-
fessional psychologists. Using the geometric configuration of a cube, they 
described six foundational (reflective practice/self-assessment, scientific 
knowledge and methods, relationships, ethical and legal standards/policy 
issues, individual and cultural diversity, and interdisciplinary systems) 
and six functional competencies (assessment/diagnosis/conceptualiza-
tion, intervention, consultation, research/evaluation, teaching/supervision, 
and management/administration) comprising the first two dimensions 
of the cube. Foundational competencies were conceptualized as the bed-
rock principles that underlie all we do as professional psychologists, and 
functional competencies were seen as the activities in which professional 
psychologists engage on a regular basis. The third dimension of the cube, 
stage of professional development, depicted foundational and functional 
competency development over the career of professional psychologists 
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from their training in doctoral programs through the internship experi-
ence and postdoctoral period that followed to the ultimate level of being 
continuously educated as lifelong learners. The distinction between foun-
dational and functional competencies has served the profession well until 
now and provided the foundation for considerable work in the articulation 
of professional competencies (including the organization of the remaining 
chapters of this book and others in this series). However, as we will describe 
later, there are emerging concerns about this artificial dichotomy between 
what practitioners “know” from science and what they “do” in practice.

The most comprehensive effort in defining competencies in professional 
psychology was conducted by the Competency Benchmarks Work Group 
(Fouad et al., 2009), an assembly of educators representing all levels of the 
entire training community. Using the cube model as a guide, this work group 
fully defined the specific competencies associated with seven foundational 
and eight functional competency areas outlined in prior work in the field 
(depicted in the left column of Table 3.1). Additionally, each competency area 
was carefully defined by describing the essential components of the knowl-
edge/skills/attitudes that comprised it as well as providing several examples 
of observable behavioral anchors of what the specific competency would look 
like in practice. Three distinct levels of behavioral anchors were created by 
the work group to reflect competencies at critical transition periods of profes-
sional development: (1) readiness for practicum, (2) readiness for internship, 
and (3) readiness for entry into professional practice. To assist educators and 
training programs in assessing competencies of their students, a competency 
assessment toolkit that outlined various methods for measuring the acquisi-
tion of competencies was published in the same volume (Kaslow et al., 2009). 
Together, these articles reflect the evolution of defining professional compe-
tency acquisition as it occurs throughout doctoral and internship training as 
well as providing the training community with useful tools for assessing stu-
dent progress in their development as professional psychologists. Although 
the efforts of the Competency Benchmarks Work Group were aimed at 
identifying the competencies required for all professional psychologists (i.e., 
clinical, counseling, and school psychologists), specialty areas began using 
these documents to launch comparable efforts to articulate the professional 
competencies associated with their distinctive specialty practices.

THE TEMPE SUMMIT ON EDUCATION AND TRAINING 

IN CLINICAL HEALTH PSYCHOLOGY

As described in Chapters  1 and 2, the Arden House Conference was 
an extremely influential meeting with respect to delineating training 
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TABLE 3.1  Foundational and Functional Competencies Identified by the Competency Benchmarks 
Work Group, the Health Service Psychology Education Collaborative (HSPEC), and the 
Inter-Organizational Work Group on Competencies for Primary Care Psychology Practice

BENCHMARK COMPETENCIES HSPEC COMPETENCIES PRIMARY CARE COMPETENCIES

FOUNDATIONAL COMPETENCIES

Professionalism Professionalism
Professionalism Professional values and attitudes Professional values and attitudes
Reflective practice, 

self-assessment, and self-care
Reflective practice, self-assessment, and 

self-care
Reflective practice/

self-assessment/self-care
Individual and cultural diversity Individual and cultural diversity Individual, cultural, and disciplinary 

diversity
Ethical legal standards and policy Ethical legal standards and policy Ethics in primary care
Relationships Relational: Interpersonal Skills and 

Communication
Relationships
Interprofessionalism
Building and sustaining 

Relationships in primary care
Science* Science*

Scientific knowledge and methods Scientific knowledge and methods Science related to the 
biopsychosocial model

Systems* Systems*
Interdisciplinary systems Interdisciplinary/interprofessional systems Interdisciplinary systems

FUNC T IONAL COMPETENC I ES

Applications Application
Evidence-based practice Practice management

Assessment Assessment Assessment
Intervention Intervention Intervention
Consultation Consultation Consultation

Science* Science*
Research/evaluation Research/evaluation Research/evaluation

Education Education
Supervision Supervision Supervision
Teaching Teaching Teaching

Systems* Systems*
Management/administration Professional leadership development Leadership/administration
Advocacy Advocacy (local, state, and national) Advocacy

*Science and Systems clusters contain both foundational and functional competencies according to HSPEC and the Inter-Organizational 

Work Group on Competencies in Primary Care Psychology Practice.

Sources: Competency lists from Fouad et al. (2009); Health Service Psychology Education Collaborative (2013); and 

Inter-Organizational Work Group on Competencies in Primary Care Psychology (2013).
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guidelines for the sciences of health psychology and clinical health psychol-
ogy. The recommendations from the Arden House Conference, reaffirmed 
at the Riverfront Conference, continue to serve as the fundamental guide-
lines for training in health psychology and clinical health psychology. As 
the area of specialty training became aware of the growing momentum in 
defining competencies within the broader profession of psychology (e.g., 
the Benchmark Competencies Working Group) and recognizing that the 
training guidelines devised at Arden House (see Table 2.1 in Chapter 2) 
were in need of updating, clinical health psychology became the first spe-
cialty to tackle the task of defining the specialty competencies needed in 
order to call oneself a clinical health psychologist. The initial step in this 
direction occurred during the Tempe Summit on Education and Training 
in Clinical Health Psychology in 2007 (see France et al., 2008).

Sharing responsibilities in planning this meeting, Christopher France, 
Kevin Masters, and Sonia Suchday approached the Board of Directors 
of Division 38 (Health Psychology) of the American Psychological 
Association (APA) to support an educational summit to revise and update 
the standards of graduate curricula and training in clinical health psychol-
ogy and bring the work of Arden House into the 21st century. Two goals of 
the meeting were identified: “(1) bring interested parties together to begin 
a dialogue on issues of curriculum and training, and (2) explore the pos-
sibility of establishing a standing Council of Clinical Health Psychology 
Training Directors” (France et al., 2008, p. 575). The Board approved the 
proposal to plan this meeting in December of 2005, assuming sufficient 
interest could be generated. In 2006, representatives from programs that 
conducted training in clinical health psychology at all levels were contacted 
and endorsed the idea, expressing a willingness to participate in this effort.

Considering a balance of participants across program level and 
type, geographic representation, and diversity of race, ethnicity, and 
gender, 20 participants were selected to attend the Tempe Summit on 
Education and Training in Clinical Health Psychology on March 1–2, 
2007. Conference participants familiarized themselves with the existing 
literature on defining competencies prior to the meeting, including a 
preliminary rendering of the Benchmarks document. Additional read-
ings pertinent to the practice of clinical health psychology were pro-
vided as well.

Following introductory remarks by Dr. Cynthia Belar, the remaining 
portion of the conference involved small group work aimed at defining 
the functional competencies for the specialty practice of clinical health 
psychology. Conference participants were divided into three groups, with 
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one group assigned to work on defining competencies in assessment/diag-
nosis/case conceptualization and intervention (chaired by Kevin Larkin), 
one group assigned to work on competencies in research/evaluation and 
consultation (chaired by Timothy Smith), and the final group assigned to 
work on supervision/teaching and management/administration (chaired 
by Elizabeth Klonoff). Although a complete description of the meeting 
and its outcomes were reported by France et al. (2008), a synopsis is pro-
vided in the following paragraphs.

FOUNDATIONAL COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

Upon review of the Competency Benchmarks document, Tempe 
Summit participants fairly quickly concluded that all of the founda-
tional and functional competencies contained in that document were 
equally applicable to the practice of clinical health psychology (France 
et  al., 2008). Four foundational competency areas were identified, 
however, that were unique to the practice of clinical health psychol-
ogy and represented competency areas that clinical health psycholo-
gists acquired above and beyond those enumerated in the Benchmarks 
document. First, engagement in reflective self-assessment regarding 
one’s degree of competency for working in health systems was consid-
ered a unique foundational competency of clinical health psychologists. 
Because of the diversity of positions clinical health psychologists hold 
in addition to the range of settings in which they provide services (e.g., 
primary care settings, pain clinics, public health departments, cardiac 
rehabilitation programs, cancer centers), it became quite clear to Tempe 
participants that not every clinical health psychologist was competent 
to practice in every health care setting. Consequently, competency in 
self-assessment of knowledge, skills, and attitudes to practice in a spe-
cific health care environment was considered an entry-level credential 
for all clinical health psychologists. Further elaboration of this area of 
competency occurs in Chapter 5.

The second foundational competency area unique to clinical health 
psychology involves basing our practice on the biopsychosocial model 
using the best available evidence and by considering the individual dif-
ferences, values, and preferences of the patients we treat. As mentioned in 
Chapter 2, in contrast to other areas of professional psychology, clinical 
health psychology was founded on the biopsychosocial model, and this 
conceptual paradigm continues to serve our profession well as a distinc-
tive knowledge-based area of competence.
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The third foundational competency area identified by Tempe Summit 
participants as being distinctive to clinical health psychology was the reli-
ance on interdisciplinary collaboration in providing care to patients as 
well as implementing practice-based research. Although more thoroughly 
discussed in Chapter 7, clinical health psychologists do not operate in iso-
lation. Because we work with health care professionals from numerous 
educational backgrounds, it is critical that we acquire foundational skills 
in developing effective and meaningful interprofessional relationships.

Finally, the last foundational area of competence uniquely associated 
with the practice of clinical health psychology was comprehension of the 
ethical and legal standards specifically associated with the health care sys-
tem. In contrast to psychology departments and counseling centers, there 
are several ethical and legal issues clinical health psychologists confront on 
a weekly if not daily basis (e.g., making end-of-life decisions, determining 
capacity to make informed consent for medical treatments, determining 
who will or who will not be approved for receiving medical treatments). 
Consequently, we need to be well prepared to respond appropriately when 
confronting situations in which our ethical principles are challenged by 
the differing ethical principles of other health care professionals and the 
broader health care system. These foundational competencies will be dis-
cussed further in Chapter 9.

FUNCTIONAL COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

The bulk of the time at the Tempe Summit was devoted to articulat-
ing functional competencies of entry-level clinical health psycholo-
gists. Six tables of both knowledge-based and skill-based competencies 
were drafted during this 2-day meeting in the following areas:  assess-
ment, intervention, consultation, research, supervision-training, and 
management-administration. These functional competencies were derived 
from the existing literature dating back to the Arden House conference, 
updated to reflect the contemporary practice of clinical health psychology, 
and published in 2008 (France et al., 2008). Attesting to the quality of the 
work done at Tempe, all of the items generated at this meeting continue 
to be included in the most recent listing of competencies for specialty 
practice in clinical health psychology. Because each of these functional 
competency areas is covered in detail in Part III of this book, no further 
description of them will be offered here.

One additional outcome of the Tempe Summit warrants mention. 
Although the Council of Health Psychology comprised of directors of all 
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training programs in this specialty area was established shortly after the 
Arden House meeting for purposes of regular contact among educators 
involved in health psychology training programs, the council had become 
functionally dormant over the decade prior to the Tempe Summit. In their 
wisdom, Tempe Summit participants believed that a reinvigorated council 
should emerge with the primary goal of facilitating an ongoing discussion 
and collaboration of educators involved in training clinical health psy-
chologists in doctoral, internship, and postdoctoral fellowship programs. 
Based upon the vision of those who participated in the Tempe Summit, the 
training council was revived and reincorporated under the new name of 
the Council of Clinical Health Psychology Training Programs (CCHPTP, 
acronym pronounced “chip-tip”).

WORK OF CCHPTP IN DEFINING CLINICAL 

HEALTH PSYCHOLOGY COMPETENCIES

CCHPTP was incorporated as a nonprofit educational agency in 2007, just 
a few short months after the Tempe Summit. Since that time, CCHPTP 
has been the vehicle through which ongoing work in defining compe-
tencies in clinical health psychology has been done. As shown in Table 
3.2, CCHPTP has conducted annual midwinter meetings every year since 
2008. In the spirit of Arden House and the Tempe Summit, each meeting 
is a working meeting that aims to capture information from the edu-
cational community and synthesize it into meaningful documents that 
inform the broader community regarding guidelines for training the 
next generation of clinical health psychologists. Typically, only a few pre-
sentations are made and the bulk of the meeting involves small group 
work focused on specific assignments designed to move the specialty area 
forward in articulating the distinctive competencies that define clinical 
health psychology. Much of the work conducted at CCHPTP meetings 
has been published and has served to move the specialty of clinical health 
psychology forward (Kerns, Berry, Frantsve, & Linton, 2009; Larkin, 
2009; Masters, France, & Thorn, 2009; Nash & Larkin, 2012; Nash, 
McKay, Vogel, & Masters, 2012; Nicholas & Stern, 2011).

Although it is beyond the scope of this chapter to provide a detailed 
account of all that occurred during these seven meetings, a brief overview is 
warranted to describe the sequence of events that took place that led to the 
creation and dissemination of competencies required for practice as a clini-
cal health psychologist. The inaugural meeting of CCHPTP in San Antonio 
introduced the entire specialty area to the work from the Tempe Summit. 
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Participants reviewed the lists of competencies derived in Tempe and con-
sidered each entry with the goal of obtaining input from the broader com-
munity of clinical health psychologists. The work of the Tempe Summit 
was warmly received, and while some minor modifications were made by 
meeting participants (see Masters, France, & Thorn, 2009), the competen-
cies were largely endorsed by the field and plans were made to dissemi-
nate the resulting product to educators and students comprising training 
programs in clinical health psychology. The following year, CCHPTP 
highlighted presentations on state-of-the-art methods for assessing com-
petencies and meeting participants developed matrices of optimal methods 
for measuring the various CCHPTP competencies among students at all 
levels of training (i.e., doctoral program, internship, and postdoctoral fel-
lowship). Using the Joint Conference of Training Councils in Psychology 
in 2010 as a venue, the next CCHPTP meeting focused on categorizing the 
specialty competencies into those that were typically acquired during the 
doctoral training years, those that were normally developed on internship, 
and those that were generally obtained during postdoctoral study. Not 
surprisingly, in all cases the knowledge-based competencies identified in 
Tempe 3 years earlier preceded the acquisition of skill-based competencies 
in the normal sequence of the developing clinical health psychologist.

Recognizing the growing interest among clinical health psychologists 
in the practice of psychology in primary care settings, CCHPTP focused 
on brainstorming and generating lists of competencies needed to practice 
in these fast-paced health care environments during the fourth and fifth 
annual midwinter meetings. Following informational presentations by clin-
ical health psychologists who worked in primary care settings, significant 
progress was made in developing a list of competencies that would serve 

TABLE 3.2  Themes of the Annual Midwinter Meetings of the Council of Clinical Health Psychology 
Training Programs (CCHPTP)

YEAR THEME LOCATION

2008 New Directions: Competencies in Clinical Health Psychology San Antonio, TX
2009 Assessing Competencies in Clinical Health Psychology Albuquerque, NM
2010 Clinical Health Psychology: Just When Does Specialized Training Begin? Orlando, FL
2011 Training in Integrated Behavioral Health Care in Primary Care Settings: Emerging 

Roles for Clinical Health Psychologists
Nashville, TN

2012 Primary Care Psychology: Is Training in Clinical Health Psychology Necessary? San Diego, CA
2013 Promoting Quality in the Profession of Clinical Health Psychology Austin, TX
2014 The Future of Clinical Health Psychology Training: Opportunities and Challenges New Orleans, LA
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the field well in distinguishing those who are competent to work in pri-
mary care settings from those who are not (Nash, McKay, Vogel, & Masters, 
2012). During the most recent CCHPTP meetings, the field returned to 
refining the list of competencies for practice in clinical health psychology, 
by incorporating the recent work of the Inter-Organizational Work Group 
on Competencies for Primary Care Psychology Practice (APA, 2013) and 
the Health Service Psychology Education Collaborative (HSPEC).

INTERORGANIZATIONAL WORK GROUP ON COMPETENCIES 

FOR PRIMARY CARE PSYCHOLOGY PRACTICE

Recognizing the unique skill set that was needed for practicing in primary 
care settings that was evident in the literature, during recent discussions 
at the CCHPTP meetings, and through conversations with practitioners 
functioning in these settings, Suzanne Bennett Johnson, president of the 
American Psychological Association in 2012, assembled a group of psy-
chologists from numerous professional organizations to create a definitive 
list of essential competencies for the practice of primary care psychology. 
Included were representatives from APA Division 20 (Adult Development 
and Aging), APA Division 38 (Health Psychology), APA Division 54 
(Society of Pediatric Psychology), the Association of Psychologists 
in Academic Health Centers, the Collaborative Family Healthcare 
Association, CCHPTP, the Society of Behavioral Medicine, the Society of 
Teachers of Family Medicine, and the VA Psychology Training Council.

Under the direction of Susan McDaniels, an aggressive time line was 
adopted that led this group to read and consider all relevant literature before 
breaking into smaller groups to draft lists of primary care competencies in 
the following areas: science, systems, professionalism, relationships, appli-
cations (including practice management, assessment, intervention, and 
consultation), and education (see right column of Table 3.1). Following 
the format adopted by the Competency Benchmarks Work Group, careful 
attention was paid to defining the essential components of each compe-
tency as well as creating several behavioral examples of what each compe-
tency would look like in the daily practice of primary care psychology. The 
final document was made available on the APA Web site in March of 2013 
(see http://www.apa.org/ed/resources/competencies-practice.pdf).

HEALTH SERVICE PSYCHOLOGY EDUCATION COLLABORATIVE

At approximately the same time that the Inter-Organizational Work 
Group was meeting and discussing competencies for primary care 
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psychology, another group comprised of representatives from the Council 
of Chairs of Training Councils (CCTC), the Board of Educational Affairs 
(BEA) at APA, and the Council of Graduate Departments of Psychology 
(COGDOP) met to examine the Competency Benchmarks document with 
the goal of devising a standard set of competencies that were expected of 
any psychologist claiming to provide health services to the public. With an 
eye toward the future of professional psychology, this group was charged 
with devising a blueprint that would guide the field forward in its effort 
to become an important and recognized health service profession (see 
Health Service Psychology Education Collaborative, 2013). In contrast 
to other health professions, professional psychology has suffered from 
the fact that numerous models of training existed and no standard set of 
competencies had been defined for program credentialing and the licens-
ing of individual practitioners. To assure integrity of any health profes-
sion, professional standards are needed to define competencies that every 
health care provider exhibits, and guidelines are required to define the 
educational courses and related experiences required in order to assure 
that only competent health providers enter the profession. Furthermore, 
the existence of nonaccredited programs in professional psychology that 
graduate students who are eligible for licensure in most states and prov-
inces is a blemish on the profession that prevents us from gaining the 
stature psychology could possess if the only route to becoming a health 
service provider was by attending an accredited training program. With 
the vision of improving our stature among the health professions in mind, 
the HSPEC focused considerable energy on articulating the essential com-
petencies required for practicing as health service providers.

It is important to note that the term “health service provider” was adopted 
by HSPEC instead of “professional psychologist” based on the recognition 
that not all “professional psychologists” provide health services (e.g., edu-
cational psychologists or industrial-organizational psychologists), and that 
credentialing via licensing is only needed among those who provide health 
services. Consequently, the blueprint document developed by HSPEC per-
tains only to graduates who desire to become health service providers and 
the programs that claim to train them. It should also be noted that health 
services refers to all types of health, including the services of psychologists 
who only work with patients with mental health problems as well as those 
who only work with specific types of medical patients. The term “health 
service provision” should not be confused with clinical health psychology. 
They are not synonyms. While all clinical health psychologists are trained 
as health service providers and possess the requisite competencies outlined 
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in this book, all health service providers are not clinical health psycholo-
gists and should not attempt to assume positions in clinical health psychol-
ogy settings without the proper training.

It is probably not surprising that the competencies defined by the HSPEC 
closely parallel those depicted in the earlier Competency Benchmarks 
document (see the middle column of Table 3.1). Organized into clusters 
of competencies on Professionalism, Science, Relationships, Application, 
Education/Training, and Systems, the HSPEC competencies reflect the 
most succinct listing of competencies to date. Although no attention 
was paid to defining behavioral anchors for each competency area by the 
HSPEC, the Blueprint document is destined to serve the profession well in 
aligning psychology among all existing health professions.

OVERVIEW OF THE REMAINDER OF THIS BOOK

Because draft documents of the HSPEC (2013) and the Competencies 
for Psychology Practice in Primary Care document from the Inter-
Organizational Work Group on Competencies in Primary Care Psychology 
Practice (2013) were available for participants of the sixth CCHPTP meet-
ing, a primary goal of the Austin meeting was to update the existing clini-
cal health psychology competencies using the format and structure being 
disseminated by the most contemporary work on competencies depicted in 
Table 3.1. To these ends, working groups were constructed and each was 
assigned a cluster of competencies to review using (a) the Competency 
Benchmarks document (Fouad et al., 2009), (b) the Blueprint document of 
the HSPEC (2013), and (c) the Competencies for Psychology in Primary Care 
(2013). Existing clinical health psychology competencies from earlier lists 
(France et al., 2008; Masters, France, & Thorn, 2009) were restructured to 
match the formats of these other contemporary documents. To make the list 
more useful for trainees and training programs that use them for purposes 
of tracking competency acquisition, essential components were defined 
for entry into practice and behavioral anchors were derived as examples of 
each area of competence. This work by CCHPTP provides the most current 
description of the specialty competencies in clinical health psychology and 
serves as the foundation for the remaining chapters of this book.

The Competency Benchmarks document (Fouad et al., 2009) is structured 
around the foundational and functional competencies that were identified 
by earlier definitions of entry-level competencies (i.e., Rodolfa et al., 2005). 
The more recent works by the HSPEC and the Inter-Organizational Work 
Group have deviated somewhat from this approach. This modification has 
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resulted in part from a growing recognition that distinguishing “founda-
tional” from “functional” competencies implies that they can be acquired 
separately. In other words, to take this position might suggest that one 
could learn how to implement an intervention (a functional competency) 
without knowing why or how the intervention was derived (a foundational 
competency). In fact, this has occurred with many interventions ini-
tially developed by clinical health psychologists but now offered by social 
workers or individuals working in public health settings. Clinical health 
psychology has prided itself on the success of the interventions it has devel-
oped, and these interventions for such health concerns as smoking, excess 
weight, and physical sedentariness have been disseminated to many envi-
ronments and have become part of organized wellness programs. When 
these interventions are applied to typical patients who present without 
any complications and who are highly motivated to change, indeed prac-
titioners with varying levels of education can implement these types of 
“manualized” treatments successfully. However, if the patient is atypical, 
has other diagnoses or problems complicating the clinical picture, or does 
not seem to be responding to the treatment, the provider needs to know 
and understand the scientific bases underlying the treatment so that it can 
be modified to be effective. Typically, responding appropriately in these 
cases involves a close integration between knowledge and understanding 
of the scientific “foundational” competencies underlying the treatment 
and the “functional” skill-based competencies associated with treatment 
delivery. Thus, for doctoral-level clinical health psychologists, there is no 
clear separation between foundational and functional competencies, and 
for practical purposes, this means that science and practice are inextrica-
bly intertwined. Nonetheless, for the rest of this volume, we have elected 
to utilize the distinction between foundational and functional competen-
cies in order to allow for an easy comparison between the competencies 
required for all professional psychologists and the competencies required 
for specialty practice.

In Part II of this book, six foundational competency areas (profession-
alism, reflective practice/self-assessment/self-care, scientific knowledge 
and methods, relationships, individual and cultural diversity, and ethical 
and legal standards/policy) will be presented in detail. Next, in Part III of 
this book, six areas of functional competency (assessment, intervention, 
consultation, research, teaching/supervision, and management/adminis-
tration/advocacy) will be presented. In the chapters comprising both Parts 
II and III, attention is paid to both describing how essential competen-
cies identified in the Competency Benchmarks document would appear 
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in clinical health psychology settings (i.e., behavioral anchors for clini-
cal health psychology) as well as delineating professional competencies 
unique to the practice of clinical health psychology that were not included 
in prior efforts to list the benchmark competencies that applied to all pro-
fessional psychologists. In brief, each chapter describes how benchmark 
competencies might look in the practice of clinical health psychology and 
enumerates new competencies distinctive to the specialty area of clinical 
health psychology.



PART II

 Foundational Competencies of 
Clinical Health Psychology

 





FOUR

 Professionalism as a Clinical 
Health Psychologist

Professional values and ethics serve as the foundation for individuals 
aspiring to enter any type of profession, including those with ambitions 
to work in positions in health care, teaching, law, pastoral ministry, engi-
neering, and technology settings. Because professions are self-regulating 
bodies, ones that might have emerged without paying attention to defin-
ing standards of professional behavior, values, and ethics would have 
been very short-lived professions. Members of a given profession share 
the responsibility of acquiring a common set of competencies and behav-
iors through which they distinguish themselves from members of other 
professions and present themselves to the public in a way that assures 
integrity and accountability. We all have heard instances of damage that a 
rogue member of a profession created for the entire group when appropri-
ate standards for professional behavior were not upheld.

Although the terms “occupation” and “profession” are often treated 
synonymously in dictionaries and in colloquial conversation, it is more 
accurate to consider a profession as an occupational subtype that requires 
acquisition of advanced competencies and pays considerable attention to 
credentialing and oversight. To address the unique characteristics regard-
ing which occupations can be categorized as professions, Cruess, Johnston, 
and Cruess (2004) developed the following comprehensive definition:

A profession is an occupation whose core element is work based 
upon the mastery of a complex body of knowledge and skills. It 
is a vocation in which knowledge of some department of science 
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or learning or the practice of an art founded upon it is used in 
the service of others. Its members are governed by codes of ethics 
and profess a commitment to competence, integrity and morality, 
altruism, and the promotion of the public good within their 
domain. These commitments form the basis of a social contract 
between a profession and society, which in return grants the 
profession a monopoly over the use of its knowledge base, the 
right to considerable autonomy in practice and the privilege of 
self-regulation. Professions and their members are accountable to 
those served and to society. (p. 74)

Several components of this definition warrant mention. First, a profes-
sion is based on “mastery of a complex body of knowledge and skills” that is 
based upon scientific foundations (see Chapter 6). This certainly describes 
the profession of psychology in general and its specific application in clini-
cal health psychology. Accreditation criteria for training programs in pro-
fessional psychology require broad coverage of the scientific foundations 
of the discipline of psychology in addition to covering the range of knowl-
edge and skills in the specialty area of practice. Second, it is important to 
note that workers characterized as professionals are employed to directly 
serve others. To do so, occupations characterized as professions develop 
ethical codes, practice standards, and credentialing systems to assure all 
within their realm possess the necessary competencies to serve needs of 
the public. Finally, this definition recognizes that professions are granted 
autonomy to regulate themselves, a critical distinction between occupa-
tions that can and cannot be categorized as professions. Although Cruess 
et al. devised this definition by considering its application to the profes-
sion of medicine, it can be easily extended to describe the profession of 
psychology, and clinical health psychology in particular.

The importance of professionalism as a foundational competency was 
recognized by the Competency Benchmarks Work Group (Fouad et al., 
2009), who identified five domains of professionalism: integrity-honesty; 
deportment; accountability; concern for the welfare of others; and pro-
fessional identity. Because clinical health psychology is a recognized spe-
cialty area in professional psychology, there is no doubt that these domains 
apply to individuals whose professional paths have led or are leading them 
to careers in this specialty area. However, like other specialty areas, there 
are encounters or situations that clinical health psychologists or clinical 
health psychologists in training experience that call for the elaboration 
of competencies in professionalism unique to clinical health psychology. 



41Professionalism as a Clinical Health Psychologist

Using the Competency Benchmarks Document (Fouad et al., 2009) as a 
guide, we will address each domain of professionalism with specific refer-
ence to the science and practice of clinical health psychology.

INTEGRITY-HONESTY

Politicians and used car salespersons are often seen as two peas in the 
same pod. One has only to glimpse the mistrust people have in their 
elected governmental representatives or the salesperson attempting to get 
them to buy the lemon on the lot to realize the magnitude of problems 
encountered when an occupation loses its reputation for integrity. It goes 
without saying that the profession of clinical health psychology is based 
upon the integrity we all share as clinical health psychologists and clinical 
health psychologists in training. As a group, we typically enjoy the posi-
tive appraisals by others for our integrity and ability to rely on empirical 
evidence to support our positions.

As clinical health psychologists, it is not uncommon to encounter situ-
ations in which patients as well as other health care providers hope we 
can provide answers to pressing clinical questions when we simply are 
unable to do so. For example, patients with cancer might ask whether 
participation in psychological interventions will help prevent cancer cells 
from metastasizing, or patients with coronary heart disease and depres-
sion might wonder whether treatment for their depression will decrease 
their risk for subsequent cardiac problems. Although we might consider 
endorsing these commonly held beliefs to encourage engagement in psy-
chological interventions, doing so makes us no different than politicians 
or used car salespersons. Competency in this domain requires us to base 
our assertions upon evidence and to deliver information to the patient or 
health care team accurately but sensitively. Sometimes that means we need 
to say we simply do not have sufficient information to answer the question.

Defining integrity-honesty is fairly simple. Essentially, integrity is 
the label we assign to the trait of consistently matching verbal behaviors 
with either observable behaviors or some other externally verifiable data. 
Integrity is enhanced, for example, when the clinical health psychologist 
informs a patient he or she will visit the patient the next day, and he or 
she actually makes time to stop by the patient’s hospital room the next 
day. Or when the clinical health psychologist informs a patient that there 
is evidence that progressive muscle relaxation is an effective treatment 
for insomnia, and this is verified through a literature search. Although 
defining integrity may be easy, living it consistently on a day-to-day basis 
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can be challenging. This is true of all professionals, but it is particularly 
problematic in today’s health care environments, where multitasking is 
the norm and taking shortcuts is a regularity that is often encouraged or 
rewarded by health care payers.

There are some unique situations regarding integrity-honesty that 
confront clinical health psychologists. For example, patients or family 
members of patients occasionally misunderstand the role of the clini-
cal health psychologist and believe he or she is medically trained. This is 
understandable, given that the clinical health psychologist is referred to 
as a doctor and is working in a medical environment. In these circum-
stances, it is very important that the clinical health psychologist correct 
this misperception promptly, but sensitively; otherwise he or she runs the 
risk of losing a good bit of credibility when expected to perform tasks that 
require medical training (e.g., prescribing medicines, intubating a patient, 
or cleaning an infusion port). In these types of conversations, it is impor-
tant to draw the distinction between those who are doctors and those 
who are physicians. This approach permits clinical health psychologists 
to retain the doctoral-level credentials they rightfully earned while dis-
tinguishing them from professionals trained in medicine or other related 
medical professions.

Another task that confronts clinical health psychologists from time 
to time is the request to conduct a presurgical psychological evaluation, 
typically for the purpose of screening appropriate candidates for surgery. 
In this role, the clinical health psychologist is really not working for the 
patient, but instead he or she is working for the medical treatment team. 
Failure to communicate this role clearly to the patient can result in sig-
nificant problems, particularly in cases where the results of the evalua-
tion include recommending a surgery the patient very much wants to have 
done not be performed. In this regard, a solid informed consent process 
is essential to maintaining integrity prior to conducting the evaluation.

Finally, clinical health psychologists, because of their unique roles on 
medical treatment teams, are often asked for their input on decisions that 
fall outside their boundaries of competence. Recommendations regard-
ing appropriateness of pharmacotherapy come to mind as a very com-
mon occurrence. It is important to develop an appropriately worded way 
to “dodge this bullet” and to use it consistently; otherwise one can easily 
shape the team to employ the clinical health psychologist as an unofficial 
psychiatric consultant and to be practicing outside one’s area of compe-
tence. Relatedly, as a mental health professional, one may be requested to 
assist the team in making end-of-life decisions. Although the interpersonal 
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skills of a clinical health psychologist may facilitate these sorts of discus-
sions, it is important to remember that the decisions are to be made by 
the patient and family, not team members. In fact, the presence of clinical 
health psychologists with specialty training in end-of-life decision mak-
ing could be assets to a hospital staff as they attempt to navigate this dif-
ficult time in their work with patients.

DEPORTMENT

Deportment refers to professional conduct, including appropriate attire 
and personal hygiene as well as appropriate communication and use of 
language. It goes without saying that first impressions count, and patients 
and other professionals encountered in health care settings learn a lot dur-
ing their very first interaction with the clinical health psychologist on the 
team; in fact, in these times of rapidly expanding settings and opportuni-
ties for clinical health psychologists, the first impression the initial clinical 
health psychologist makes in a setting often sets the stage for the success of 
those who follow. Additionally, in this time of rapid advancement in tech-
nology and digital communication, professional conduct also extends to 
how clinical health psychologists portray themselves through electronic 
means, including e-mail messages, Web pages, voicemail greetings, blogs, 
or social networking sites.

There is a significant literature that demonstrates the importance 
of attire on how an individual is perceived (e.g., Dacy & Brodsky, 1992; 
Gosling & Standen, 1998). Put simply, if we want to be perceived profes-
sionally and be respected by others around us in the work environment, 
we need to dress professionally. Unfortunately, standards for what is con-
sidered appropriate professional attire are not easily located, and they are 
inconsistently applied across various professions and settings. For exam-
ple, pediatricians may have different standards for professional attire in 
clinical settings than cardiologists, and child care teachers have different 
standards for attire than physicians. There are certain types of clothing 
that would be considered inappropriate in any professional setting, includ-
ing clothing that reveals one’s underwear, is too form-fitting or revealing, 
or portrays offensive words or pictures. In many environments, “offen-
sive” can include visual demonstrations of support for various political 
causes; types of advertising; or even clothing that shows support for ath-
letic teams, movies, or singing groups. Similarly, shorts, low-cut blouses/
shirts/sweaters, beachwear, and tank, halter, and midriff tops are never 
appropriate when functioning in a professional capacity, nor is wearing 
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flip-flops. In most hospital or clinic settings, in fact, wearing open-toed 
footwear of any type is forbidden. The typical attire for most health care 
settings where clinical health psychologists work ranges from categories of 
business-casual to professional. However, one must be cautious when pur-
chasing clothing for a professional wardrobe, because the range of what 
is called business-casual or even professional can be quite broad across 
various clothing establishments.

As clinical health psychologists often work in settings alongside mem-
bers of other health care disciplines, aspects of attire unique to this setting 
warrant mention. It is well known that other health care providers wear 
white coats in clinical or hospital environments. For example, in medical 
education, donning the white coat demarcates the important transition 
from learning based in the laboratory to applied clinical work. Indeed, 
there is some empirical work demonstrating that wearing a white coat 
endows physicians with increased levels of perceived authority and exper-
tise (Brase & Richmond, 2004). To achieve comparable status in the health 
care setting, the question of whether clinical health psychologists should 
wear white coats must be considered. Although donning the white coat 
may enhance perceived status of the provider, it could be argued that clin-
ical health psychologists’ expertise and contributions to the team come 
largely through their unique training in both science and practice and 
in their ability to develop rapport with a range of patients. There is no 
evidence that wearing a white coat facilitates either of these roles. Indeed, 
nowhere in the training of clinical health psychologists do we make the 
transition from laboratory learning to clinic-based learning. As clinical 
health psychologists, we are required to integrate these two facets of our 
upbringing throughout our training and professional lives. That said, there 
may be specific instances in which donning a white coat may be important 
(e.g., assessing a patient for or studying the phenomenon of white coat 
hypertension; supervising [precepting] medical students or residents on 
how to improve doctor–patient communication), but for the most part, 
the daily functions of a clinical health psychologist are not facilitated by 
wearing a white coat. Relatedly, wearing hospital scrubs is not likely to 
enhance the credibility of a clinical health psychologist engaging in his or 
her profession. However, there are instances when this type of attire may 
actually need to be worn. For example, if the clinical health psychologist 
is asked to assist with a medical procedure for an anxious patient, he or 
she might find himself or herself wearing scrubs or even scrubbing and 
gowning to enter a surgical suite from time to time. Likewise, visiting an 
immunocompromised patient will require wearing a hospital mask and 



45Professionalism as a Clinical Health Psychologist

full body gown, regardless of the profession of the team member working 
with the patient.

The type of clothing one chooses to wear is not the only aspect of 
personal grooming that falls into the category of professional conduct. 
Professionals in clinical health psychology need to be attentive to careful 
selection of appropriate styles of haircuts, hair color, and location of body 
art and piercings. Although individuals certainly have the right to express 
how they adorn and display their bodies, they need to be aware of how 
these choices may influence their portrayals as professionals and patients’ 
reactions to them as professionals. When functioning as a clinical health 
psychologist in a health care environment, it is best to select more con-
servative styles of haircuts, to use naturally occurring hair colors, and to 
cover body art and piercings.

Professional conduct also pertains to the language one chooses to use. 
Although use of colloquialisms and slang terms can be useful in relating 
to some patients, use of degrading terms, discriminatory slurs, and foul 
language is always considered inappropriate. This applies to electronic 
forms of communication as well as oral statements. Electronic communi-
cation is particularly vulnerable; because anything stated on the Internet 
is potentially accessible to anyone who bothers to look, electronic commu-
nications must be carefully crafted and transmitted. Many health care sys-
tems will regulate how and to whom you may communicate electronically 
(including adherence to standards stipulated by HIPAA), and it is impor-
tant for clinical health psychologists and clinical health psychologists-in-
training to abide by these policies. As a general rule, if you would not want 
the communication ending up on the front page of the newspaper, it is 
better left unsent.

Proximity to the patient and touch are features of deportment that 
impact clinical health psychologists differently than other types of pro-
fessional psychologists, and often very differently than other members of 
the health care team. Most training as professional psychologists involves 
face-to-face interaction at a comfortable distance from one another in an 
office or clinic setting. Clinical child psychologists have long recognized 
that modifications in these general rules of proximity and touch are cru-
cial to their success in interacting with a child. It probably goes without 
saying that if you cannot envision yourself sitting at a child-sized table and 
coloring with a child, you would be a very poor clinical child psychologist. 
The same can be said when working with a hospitalized patient—only in 
this type of environment, the patient is typically lying prone in bed or 
on an examination table and the clinical health psychologist is standing 
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in the room. The patient may be in pajamas or a hospital gown rather 
than the street clothes worn in more traditional mental health settings. 
Recognizing the discomfort associated with this degree of proximity, clin-
ical health psychologists may find themselves adopting atypical positions 
for ongoing interaction, including crouching next to the bed to make eye 
contact or even sitting on the edge of the bed when there are a number of 
medical devices taking up floor space. Touching the patient (e.g., hold-
ing the back of his or her hand) can be very therapeutic in many of these 
situations, particularly during visits in which bad news is being conveyed. 
Likewise, it would not be necessarily inappropriate for a clinical health 
psychologist to hold the hand of a patient who is dying or undergoing a 
painful medical procedure.

ACCOUNTABIL ITY

President Harry Truman had a carving prominently sitting on his desk 
in the Oval Office that said, “The buck stops here.” This attitude reflects 
the key attribute of the component of professionalism called account-
ability. Clinical health psychologists who demonstrate competence in 
accountability accept credit humbly for services well done and do not lay 
blame on others or become defensive when services they are providing 
are not operating well. Basically, two attributional errors of accountability 
can be made: (a) accepting credit for something not earned or deserved; 
and (b) deflecting responsibility for errors in which one was responsible. 
Although Truman’s credo focused on the second type of error, the first 
type can be equally problematic for establishing oneself professionally. 
The bottom line is that professional accountability involves appropriately 
and accurately accepting responsibility for one’s actions (or inactions). 
This is particularly important when functioning as part of a health care 
team; in those instances it is better that the entire team takes the credit for 
successes (or blame for failures) in order to continue to build relationships 
among those working together.

Some other core features of being accountable include demonstrating 
a good work ethic (i.e., working until the job is completed, not ending 
prematurely just because the end of your typical work day has occurred), 
having effective organizational skills, operating within the boundar-
ies of one’s competence, and completing assigned tasks and procedures 
in a timely fashion. Like other professions, clinical health psychology is 
rarely practiced in isolation. Most clinical health psychologists work in 
health care systems alongside other health care providers, each with their 
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designated roles and responsibilities. The clinical health psychologist is 
often the primary person on the team responsible for addressing the emo-
tional, psychological, and behavioral needs of patients being seen by the 
team. As such, a competent professional accepts these responsibilities, 
completes assessments and interventions expeditiously, and anticipates 
problems the team may encounter before they occur.

CONCERN FOR THE WELFARE OF OTHERS

A core ethical principle of psychologists is “respect for people’s rights and 
dignity” (American Psychological Association, 2002). Although impor-
tant in all professional interactions, it is particularly relevant when work-
ing with vulnerable individuals or communities characterized by being 
less capable of autonomous decision making. The compassion and desire 
to help others is not typically a difficult competency to master. After all, 
many individuals choose to enter the applied fields of psychology, clinical 
health psychology included, to help those who have struggled with behav-
ioral or emotional problems throughout their lives. Where this founda-
tional competency becomes more challenging is through its translation 
from intention to action.

Translating compassion to action is often complicated by other ele-
ments of the ethical code that define the nature of the helping rela-
tionships between clinical health psychologists and their patients. For 
example, numerous patients who most certainly would enjoy improved 
health status if they engaged in regular exercise report having no access 
to exercise programs and/or equipment. It probably would not pass ethi-
cal muster to give them guest passes to your health club, to go on a daily 
walk with them, or to buy them exercise equipment with your money. 
Although these options may all result in increased success at engaging in 
exercise behavior, they complicate the nature of the professional relation-
ship between the clinical health psychologist and patient. However, these 
actions would not seem to be problematic if they were conducted through 
an existing community program (e.g., getting a local health club to donate 
guest passes for you to give to patients with low incomes; getting a patient 
to join a local walking group). In this regard, many communities have 
plenty of activities organized by nonprofit agencies in which patients and 
their care providers could participate without compromising the nature 
of their helping relationship. For example, numerous patients and profes-
sionals walk concurrently in the American Cancer Society’s Relay for Life 
on an annual basis. Here the distinction is between you arranging for a 
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service to be provided that could be available to all patients in similar 
circumstances, and you personally providing a service to an individual 
patient for some reason. In this example, the former is acceptable, but the 
latter is not.

There is one area pertaining to respect for people’s rights and dignity 
that uniquely impacts clinical health psychologists. In contrast to other 
types of professional psychologists, clinical health psychologists fre-
quently encounter patients enduring medical procedures or in medical 
environments in which they are more vulnerable to being perceived in 
less than dignified ways. For example, clinical health psychologists will 
see patients when they are vomiting; using a bedpan; bleeding; delivering 
a baby; or being poked or prodded for purposes of dialysis, bone marrow 
aspiration, or transfusion. It is not uncommon to see patients, or at least 
portions of them, unclothed. Unlike other health care professionals, pro-
fessional psychologists are typically trained to interact only with patients 
who are completely dressed, from a safe distance, with the emphasis on 
eye contact. In this regard, clinical health psychologists need to desensi-
tize themselves to interacting with patients in hospital settings who may 
not always be entirely clothed. We do not share the advantage of other 
health care professionals-in-training of taking courses in anatomy, which 
can be very useful in shaping one’s reactions to the naked human body, 
allowing one to observe body parts and processes with a degree of objec-
tivity. To be effective in these settings, clinical health psychologists need to 
monitor these reactions, desensitize any discomfort that might be caused 
by the situation, and maintain one’s professional demeanor throughout 
the procedure or interaction. In general, professional decorum stipulates 
that we primarily maintain face-to-face contact with the patient during 
interactions, unless specifically invited to do otherwise (e.g., “Look at this 
incision” or “I can’t see what is going on; can you tell me how it looks?”) 
to facilitate the patient’s more appropriate reaction to what is occurring.

PROFESSIONAL IDENTITY

Development as a professional clinical health psychologist involves estab-
lishing an identity as such. This is a critical aspect of professional train-
ing that requires regular interaction with a cohort of peers and explains 
why professional training cannot easily be done through an online learn-
ing environment. The most recent enumeration of professional compe-
tencies of clinical health psychologists by the Council of Clinical Health 
Psychology Training Programs (CCHPTP) highlights the professional 
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identity as a clinical health psychologist as a distinctive area of competency 
development (see Table 4.1). Although there is little doubt that knowledge 
can be acquired using online instructional environments, acquisition of 
the complex skills and professional attitudes comprising clinical health 
psychology requires regular face-to-face contact that allows for obser-
vation of others more senior to the trainee, and appropriate role model-
ing and discussion of the behaviors being displayed, both of which are 
required to ensure eventual acquisition of the skills themselves. During 
the early formative years in training, this learning is done in the context of 
the cohort of peers comprising graduate school or internship classes. Later 
on, this is accomplished through regular contact with others at profes-
sional meetings, membership in professional organizations, or continuing 
education opportunities.

Given the multidisciplinarity of clinical health psychology, the num-
ber of organizations professionals could join is too many to list. However, 
some of the organizations with significant foci devoted to clinical health 
psychology are briefly described as follows:

•	 Division 38 (Health Psychology)—American Psychological Association 
(APA). One of the largest divisions of APA, Division 38 is comprised 
of members devoted to the broad field of health psychology, including 

TABLE 4.1  Competencies and Behavioral Anchors in Professionalism Unique to Clinical Health 
Psychology

1.	 Professional identity as a clinical health psychologista

•	 Conveys to others the added value that the clinical health psychologist brings to the setting
•	 Participates in professional groups regarding the development and advancement of clinical health psychology

2.	 Flexibility in approaching problems and issues in the health care settingb

•	 Modifies interventions and approaches to patients to deal with emergent issues in the health care setting (e.g., 
“Code Blue”)

•	 Willingly assists with patient problems when encountered by members of the treatment team  
(e.g., uncooperative patient, patient in pain)

•	 Depending on the setting, adapts to the physical environment (e.g., hospital room, intensive care unit) to meet 
the needs of the patient and family

3.	 Knowledge to address issues and challenges unique to working in health care settingsb

•	 Displays competence in dealing with issues associated with death and dying
•	 Modifies approach in response to infection control procedures

aAdapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, p. 24).
bAdapted from Competencies in Clinical Health Psychology. France et al. (2008, p. 579).
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clinical health psychology. Division 38 publishes the journal Health 
Psychology as well as a division newsletter, The Health Psychologist.

•	 The Society of Behavioral Medicine (SBM). Spawned from a special 
interest group of the Association for Advancement of Behavior 
Therapy in the 1970s, SBM is an interdisciplinary organization with 
significant membership by clinical health psychologists. Individuals 
from other health-related professions (e.g., medicine, nursing, public 
health, and epidemiology) are also represented in its membership. 
SBM publishes the journal Annals of Behavioral Medicine and a 
newsletter, The Outlook.

•	 The American Psychosomatic Society (APS). Originally designed to 
link developments in psychology and psychiatry with medicine, 
physiology, and other disciplines, this organization was originally 
funded by the Josiah Macy, Jr. Foundation in 1936. Now it also 
includes members representing pediatrics, neuroanatomy and 
neurophysiology, sociology, clinical psychology, and public health. 
APS publishes the journal Psychosomatic Medicine nine times a 
year.

•	 Council of Clinical Health Psychology Training Programs (CCHPTP). 
In contrast to other organizations comprised of individuals as 
members, CCHPTP is an organization of training programs as 
members. Although initially incorporated following the Arden House 
conference, it currently is more narrowly defined as a council of 
doctoral, internship, and postdoctoral training programs in clinical 
health psychology. Directors of programs are representatives to the 
council, which meets twice a year.

•	 American Board of Professional Clinical Health Psychology (ABPP). 
ABPP is the organization that board-certifies licensed clinical 
psychologists as specialists across a range of specialty areas, including 
clinical health psychology. To be board certified and a member of 
ABPP, the applicant must possess adequate credentials in clinical 
health psychology, demonstrate work samples of his or her areas of 
competence, and pass an oral examination in his or her competency 
area as well as ethical principles.

•	 European Health Psychology Society (EHPS). Considered the 
European complement to Division 38 of APA, EHPS publishes 
Psychology and Health as well as Health Psychology Review. 
Additionally, The European Health Psychologist is their quarterly 
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newsletter that promotes ongoing discussion of issues pertinent to 
clinical health psychology in Europe.

•	 International Society of Behavioral Medicine (ISBM). As an 
international federation of societies devoted to behavioral medicine, 
ISBM sponsors periodic international congresses to promote 
international collaboration and dissemination of scholarship. ISBM 
also publishes the International Journal of Behavioral Medicine and a 
newsletter.

The professional identity of a clinical health psychologist involves both 
domestic and foreign policy components. Their domestic policy operates 
within the field of professional psychology. The peer group consists of 
other clinical health psychologists with whom we share a common back-
ground in the knowledge base of psychology as our scientific discipline. 
We interact with one another at professional meetings of psychologists 
and publish in journals edited and reviewed by other psychologists. On 
the other hand, our foreign policy is dependent upon the health-related 
area in which we work or the health-related professionals with whom 
we collaborate. Some of us interact with cardiologists, present papers at 
the American Heart Association meetings, and publish articles in medi-
cal journals in that area. Others interact with anesthesiologists, present 
papers at the American Pain Society meetings, and publish in journals 
focusing on topics related to research on pain. In this regard, the profes-
sional identity of a clinical health psychologist involves maintaining one’s 
fundamental training as a psychologist while collaborating with profes-
sionals trained in entirely different fields of scientific inquiry and related 
practices.

Two additional areas of competency development in professional 
identity are unique to clinical health psychology and were highlighted 
in the original list of competencies defined at the Tempe Summit 
(France et al., 2008) as well as the most recent listing of competencies by 
CCHPTP: (1) flexibility in approaching problems in the health care set-
ting and (2) knowledge to address issues that arise in health care settings. 
As depicted in the behavioral anchors associated with these competencies 
shown in Table 4.1, the former focuses upon adapting to emergent issues 
in the health care setting, such as what to do when a “Code Blue” is called 
to resuscitate a failing patient. In contrast, the latter area of competence 
focuses upon knowledge of issues unique to the health care environment, 
such as working with a dying patient or modifying one’s professional 
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behavior to work with a patient who has an infectious disease like tuber-
culosis. Suffice it to say that most doctoral programs in the broader field of 
professional psychology do not train their students how to behave during 
these types of situations, many of which are frequently encountered in 
health care settings. As such, they represent unique professional compe-
tencies required for the effective practice of clinical health psychology.

One other issue regarding our identification as clinical health psycholo-
gists warrants attention: the title we choose to use in introducing ourselves 
to our patients. Although in professional circles we easily claim titles of 
being clinical health psychologists, we may often choose other titles when 
introducing ourselves to our patients, including behavioral health con-
sultants, smoking cessation experts, or even the “pain relief” gal or guy. 
Given the mental health stigma associated with the term “psychologist,” 
many patients express some reluctance to meet with a clinical health psy-
chologist but would gladly talk to the stress expert. Except in rare excep-
tions, the patients we evaluate and treat are seeking help for medical not 
psychological problems. In this regard, we may carry a variety of titles in 
the medical work environment; these titles are more likely to represent 
what we treat more than the specialty we represent. Again, professional-
ism requires that you be clear with patients regarding what your specialty 
training is in (i.e., psychology not medicine) to ensure that there is no 
miscommunication or misunderstanding.

ACQUISIT ION OF PROFESSIONAL COMPETENCIES 

IN CLINICAL HEALTH PSYCHOLOGY

As a foundational competency, elements of professionalism are acquired 
fairly early in the sequence in training. In fact, one could argue that sev-
eral of the elements of professionalism (e.g., integrity, accountability, 
concern for the welfare of others) are already fairly well developed dur-
ing the undergraduate preparatory years. These professional values are 
the sorts of things that are written about in letters of recommendation 
by undergraduate advisors and instructors and the pieces of information 
that doctoral program selection committees weigh heavily in determining 
which students are invited to interview and which are eventually offered 
admission to training programs. Undergraduate students who approach 
their academic work with integrity, who are accountable for their behavior 
both in the classroom and their lives, and who express a genuine desire to 
help those less fortunate are already developing these fundamental com-
petencies before they pursue graduate training. For these competencies, 
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the primary aims of doctoral programs, and the internship and postdoc-
toral programs that follow, is to maintain the professional attitudes and 
behaviors that were partly acquired before entering graduate school. In 
this regard, it is important for these programs to reinforce these profes-
sional attributes and create learning environments conducive to their fur-
ther development.

The early years of doctoral training should also promote the devel-
opment of professional conduct, behavior, and attire as well as lay the 
foundation for the emerging professional identity as clinical health psy-
chologists. In contrast to integrity, accountability, and concern for the 
welfare of others, fundamental skills in deportment and professional 
identity are often less well developed at the time of admission to gradu-
ate programs and may require more attention from faculty and other 
supervisors within graduate program settings. As students make the 
transition from their undergraduate to graduate years in training, it is 
not unusual to see students persist in behaviors and standards of attire 
that may be appropriate during undergraduate training but are no lon-
ger functional or appropriate in their developing professional world. 
New wardrobes are acquired and professional organizations joined, 
and these professional competencies are typically acquired early during 
graduate training.

It goes without saying that competencies in professionalism, then, are 
displayed on a daily basis throughout the remainder of one’s career as a 
professional clinical health psychologist. Through establishment of one’s 
professional identity in this domain of specialty practice, clinical health 
psychologists regularly interact with one another at conferences, read pro-
fessional journals to keep up with the ever-changing literature, and con-
sult with our peers when confronting situations that challenge the bounds 
of our competencies. By doing so, we continually reinforce the competen-
cies in professionalism that provide a solid foundation for development of 
subsequent competencies in scholarship, education, and practice within 
the field of clinical health psychology.



FIVE

 Reflective Practice, Self-Assessment, 
and Self-Care

Like virtually all other professions, the professional practice of psychology 
influences areas of one’s life that typically fall outside the boundaries of 
the work environment. Physicians, for example, are bound to offer assis-
tance to others wherever medical care is needed, both within their work 
environment and in a wide range of nonwork environments, including 
while dining out at a restaurant, attending church, on a plane, driving by a 
car accident, or spending time at a favorite vacation spot. Similarly, those 
trained in educational or health care settings are obligated to take action 
and report instances of child or elder abuse whether it is observed in work, 
neighborhood, or other public settings. In this regard, entering a profes-
sion involves some sacrifice to one’s personal life. Many personal decisions 
regarding health habits, how you interact with family and friends, and 
which organizations to join and establishments to patronize are of lesser 
consequence to those employed in nonprofessional jobs, but they can have 
significant consequences for professionals. Work performance of those in 
nonprofessional positions is unlikely to be affected by one’s choice to use 
tobacco products, cheat on his or her spouse, join fascist organizations, 
or visit strip clubs. Professionals, including clinical health psychologists, 
however, need to be aware of how these presumably personal decisions will 
impact their ability to function as professionals. In essence, by entering 
a profession, the professional ethical standards of that profession define 
behavior in both one’s professional and personal lives.

Although the initial foundational competency domain in this area 
defined by Rodolfa et  al. (2005) included competencies in reflective 
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practice and self-assessment, subsequent work in defining core competen-
cies in professional psychology (Fouad et  al., 2009)  fully addressed the 
influence of personal health and well-being on professional functioning 
by adding self-care to this domain of competence. Using the Competency 
Benchmarks Document (Fouad et al., 2009) as a guide, we will address 
each of these areas in this domain with reference to the science and prac-
tice of clinical health psychology.

REFLECTIVE PRACTICE

The science of psychology was founded in Wilhelm Wundt’s laboratory in 
Leipzig, Germany, in 1879, largely upon an experimental technique known 
as classical introspection. Using this methodology, Wundt and colleagues 
trained participants in their early studies how to observe cognitive func-
tioning as various types of stimuli were presented. Participants not only 
paid attention to various aspects of sensory stimulation but also to the 
emotional and motivational properties each stimulus elicited in them. In 
this regard, the foundations of the science of psychology depended upon 
humans’ ability to look inward and observe the internal processes that 
have fascinated psychologists for well over a century. A few decades later, 
Carl Jung (1921) touted the importance of this aspect of human behav-
ior, which he conceptualized as falling into two types:  introversion (i.e., 
focusing on internal stimuli) and extraversion (i.e., focusing on external 
stimuli). Accordingly, Jung believed cognitive activity of humans was 
dominated by the propensity to observe internal processes subjectively or 
the propensity to attend to contexts in the external environment objec-
tively. Regardless of whether reflection is conceptualized as a trainable 
experimental technique à la Wundt or a personality dimension à la Jung, it 
has been a topic of interest since the inception of the science of psychology.

What exactly is reflective practice? Although terms like self-awareness 
and mindfulness are often used synonymously with reflective prac-
tice, our understanding of professional competence in reflective prac-
tice is largely based upon the work of Schön in 1983. In his effort to 
describe how experienced professionals think quickly to integrate the 
vast knowledge of their scientific discipline with characteristics of the 
applied context in which they were operating, Schön described two 
types of reflective thinking:  reflection-in-action and reflection-on-
action. Reflection-in-action occurred in the moment and often was 
characterized as “thinking on one’s feet,” whereas reflection-on-action 
occurred as one reviewed his or her decision making after an encounter 
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had passed. Both represent cognitive processing of the situation with 
careful review of the various options the trained professional consid-
ered, the course of action that was chosen, and an appraisal of one’s 
skills in implementing the course of action. In essence, both types of 
reflection are akin to conducting a scientific appraisal of a specific pro-
fessional encounter. Developmentally, for professional psychologists in 
training, acquiring solid competencies in reflection-on-action typically 
precedes competencies in reflection-in-action. For example, reflective 
practice is typically first modeled by supervisors following review of 
patient encounters with the aim of moving toward shaping the trainee 
to engage in reflective practice that occurs more proximally during 
patient encounters.

The professional practice of psychology, including clinical health psy-
chology, involves mastering some very complicated critical thinking 
skills within interpersonal contexts. Rote actions occur rarely and each 
professional encounter possesses its own unique issues and challenges. 
It goes without saying, then, that rote memorization of psychological 
facts does little to prepare one for careers in professional psychological 
practice. Instead, solid critical thinking skills are at the core of compe-
tence in reflective practice. Acknowledging the importance of critical 
thinking, Fouad et al. (2009) listed the presence of good problem-solving 
skills, organized reasoning skills, and intellectual curiosity and flexibility 
among core elements comprising reflective practice.

Given the importance of critical thinking skills for the professional 
practice of clinical health psychology, it is implied that our methods of 
instruction need to optimize opportunities for evaluating students’ criti-
cal thinking skills. Although rote memorization of factual knowledge 
may have its place during the undergraduate preparatory years, trainees 
should be fully capable of advanced critical thinking by the time they 
enter graduate school. Unfortunately, our methods for assessing critical 
thinking at the time of admissions lags behind our methods for evalu-
ating applicants’ abilities to retain information; and knowledge of one’s 
grade point average or Graduate Record Examination (GRE) scores does 
little to assist us in this regard. Given the importance of critical think-
ing skills during graduate education, it goes without saying that our pre-
dominant modes of assessing graduate-level competence should tap into 
these domains. The Competency Assessment Toolkit (see Kaslow et al., 
2009) provides a good description of several strategies for assessing com-
petencies using a broad range of methods for evaluating critical thinking 
skills.
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SELF-ASSESSMENT

Monitoring one’s behavior and reflecting on it during or following patient 
encounters is an essential competency, but by itself it does little to improve 
overall professional competence. In addition to reflecting on various pro-
fessional encounters, it is important to assess what went well and what 
did not go so well. In this regard, the competencies of reflective practice 
and self-assessment are dependent upon one another. It does no good to 
engage in reflection without the ability to evaluate what went well and what 
could be improved, and conversely, professional competence could not be 
acquired if one possessed the ability to assess his or her strengths and 
weaknesses but lacked the capacity for reflection. In some respects, acquir-
ing the combined competencies of reflective practice and self-assessment 
is similar to setting up a self-control intervention, during which patients 
need to exhibit good self-monitoring skills (reflection) and self-evaluation 
(self-assessment) skills. We need to do both to succeed.

Throughout development and life as professional psychologists, we get 
asked periodically to declare our levels of competence for the wide range 
of professional behaviors in which clinical health psychologists engage. It 
happens during the licensure process, while requesting hospital privileges, 
when applying for board certification, and even when applying to various 
insurance and health maintenance organization provider panels. These 
represent important steps in our professional lives, and we should be thor-
oughly competent in the process of self-assessment when called upon to 
perform one. Coupled with competencies in integrity, our self-assessments 
need to be accurate reflections of what we can and cannot do. For each 
competency claimed, evidence describing the educational and experien-
tial foundation of the area of competence should be available.

The sweet spot in self-assessment occurs when one’s actual competence 
matches one’s perceived competence. In this case, the psychologist is pro-
viding an accurate self-assessment of his or her professional competen-
cies. Unfortunately, actual and perceived competencies are occasionally 
not congruent. One instance of a mismatch between actual and perceived 
competencies occurs when the professional psychologist perceives him-
self or herself as less competent than he or she really is. Although prob-
lematic because the psychologist in this situation lacks competencies in 
self-assessment, this type of mismatch is likely not to harm anyone; psy-
chologists with this sort of self-assessment problem rarely engage in profes-
sional behaviors outside the narrow view of their own competencies. These 
cases can be difficult, however, as the psychologist will not be of much help 
to his or her peers when attempting to expand areas of service or providing 
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coverage to colleagues when they are out of the office or on vacation. The 
other type of mismatch between actual and perceived competence is far 
more dangerous. In this case, the professional psychologist perceives him-
self or herself as being competent in an area in which he or she is not. 
Psychological practices conducted by psychologists in this category are 
often fertile grounds for ethical complaints and malpractice lawsuits.

In clinical health psychology, there is a growing recognition that a full 
array of specialized competencies is required before declaring oneself a clin-
ical health psychologist (France et al., 2008; Masters et al., 2009). While the 
profession is comprised of a multitude of clinical health psychologists who 
actually possess competencies as articulated by the field, there are, unfor-
tunately, some who identify themselves as clinical health psychologists but 
lack these specialized competencies. Some of these individuals claim that 
taking a course or two in health psychology during graduate training and 
doing a rotation on internship is sufficient training to become a clinical 
health psychologist. Others have claimed that their training in clinical or 
counseling psychology has prepared them broadly enough to accept posi-
tions as clinical health psychologists in health care settings without any 
additional course work or practical training. As you will see in the chapters 
that comprise this book, there is an extensive list of competencies associated 
with the specialty of clinical health psychology, and neither of these two 
case examples is likely to have acquired the necessary knowledge, skills, and 
values to identify themselves as clinical health psychologists.

Clinical neuropsychology encountered a similar problem in the 1990s 
in which clinical psychologists would attend weekend workshops in neu-
ropsychological assessment and begin advertising their services in neu-
ropsychological assessment the following week. This situation resulted in 
the Houston conference, during which basic training requirements for 
those who identify with this specialty area were outlined (Hannay, 1998). 
Foremost among these recommendations was the endorsement of the 
position that competence in the specialty area should be recognized by the 
receipt of board credentialing through the American Board of Professional 
Psychology (ABPP). Additionally, a 2-year postdoctoral training experi-
ence has become the standard method for assuring competence in clinical 
neuropsychology. Clinical health psychology has yet to adopt this position 
for acknowledging competence in our specialty area, although increasing 
demands are being heard to do so.

Clinical health psychologists operate in a variety of health care set-
tings, and although we are trained using a biopsychosocial model, we do 
not have degrees in other health care professions, and we cannot possibly 



59Reflective Practice, Self-Assessment, and Self-Care

possess the foundational knowledge bases that they learn in their gradu-
ate training. Nonetheless, clinical health psychologists are often asked 
to extend their expertise into unfamiliar areas. Due to the location of 
our work, one area of competency in self-assessment is unique to clini-
cal health psychology: knowledge of the importance of self-assessment in 
health care settings (see Table 5.1). Clinical health psychologists who work 
with patients experiencing pain can easily find themselves working with 
patients diagnosed with fibromyalgia, migraine, cancer, phantom limb 
pain, and angina. As such, these patients often turn to us to ask questions 
regarding their medical treatment that could be better answered by other 
members of the treatment team. In these situations, it is critical that we 
only give information that we are competent to provide. To complicate 
matters, the knowledge of the physiology of various medical conditions 
as well as the treatments known to be efficacious for each is continually 
changing, and the information we have will inevitably change quickly. 
In this regard, it is essential that clinical health psychologists acquire 
excellent skills in self-assessment. Otherwise we run the risk of conduct-
ing assessments and interventions in areas in which we lack the requisite 
knowledge and skill, or for which our knowledge and skills are woefully 
outdated. Belar and colleagues (2001) developed a self-assessment tem-
plate for clinical health psychologists to use when considering readiness 
to provide services in a health care setting. Using this approach, the clini-
cal health psychologist considers 13 questions regarding the basic knowl-
edge and skill-based competencies needed to deliver clinical services in a 

TABLE 5.1  Competencies and Behavioral Anchors in Self-Assessment and Self-Care Unique to 
Clinical Health Psychology

1.	 Knowledge of importance of self-assessment in clinical health settingsa

•	 Evaluates one’s own competencies in the context of the entire health care team
•	 Refrains from attempting to answer questions outside of one’s areas of professional competence
•	 Recognizes the inability to work with certain medical conditions or procedures (e.g., practitioners who cannot 

view blood drawings; practitioners with overactive gag reflexes)
2.	 Facilitation of self-care, including health lifestyles, of health professionals in clinical health 

settings
•	 Models self-care to patients and other health professionals in clinical health settings (e.g., appropriate nutrition 

and exercise behavior, limited alcohol consumption, no tobacco use)
•	 Facilitates the development and implementation of wellness programs in health care settings

aAdapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, p. 27).
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specific area of practice (see Table 5.2). Should the self-assessment reveal 
deficiencies, courses of action for acquiring the requisite competency are 
recommended, including using online sources, continuing education 
events, and peer consultation or mentoring. Through systematic applica-
tion of self-assessment strategies, clinical health psychologists will find it 
much easier to navigate multifaceted health sciences center environments 
successfully throughout their professional careers.

SELF-CARE

To assure competent professional functioning as psychologists, Fouad 
et  al. (2009) include competencies in maintaining personal health 
and well-being. After all, if we do not take adequate care of our own 

TABLE 5.2  Self-Assessment of Readiness to Delivery of Services to Patients With Medical-Surgical 
Problems

1.	 Do I have knowledge of the biological bases of health and disease as related to this problem? How is this related 
to the biological bases of behavior?

2.	 Do I have knowledge of the cognitive-affective bases of health and disease as related to this problem? How is this 
related to the cognitive–affective bases of behavior?

3.	 Do I have knowledge of the social bases of health and disease as related to this problem? How is this related to 
the social bases of behavior?

4.	 Do I have knowledge of the developmental and individual bases of health and disease as related to this problem? 
How is this related to developmental and individual bases of behavior?

5.	 Do I have knowledge of the interactions among biological, affective, cognitive, social, and developmental 
components (e.g., psychophysiological aspects)? Do I understand the relationships between this problem and the 
patient and his or her environment (including family, health care system, and sociocultural environment)?

6.	 Do I have knowledge and skills of the empirically supported clinical assessment methods for this problem and how 
assessment might be affected by information in areas described by Questions 1–5?

7.	 Do I have knowledge of, and skill in implementing, the empirically supported interventions relevant to this 
problem? Do I have knowledge of how the proposed psychological intervention might impact physiological 
processes and vice versa?

8.	 Do I have knowledge of the roles and functions of other health care professionals relevant to this patient’s 
problem? Do I have skills to communicate and collaborate with them?

9.	 Do I understand the sociopolitical features of the health care delivery system that can impact this problem?
10.	 Do I understand the health policy issues relevant to this problem?
11.	 Am I aware of the distinctive ethical issues related to practice with this problem?
12.	 Am I aware of the distinctive legal issues related to practice with this problem?
13.	 Am I aware of the special professional issues associated with practice with this problem?

Source: Reprinted from Belar, C. D., Brown, R. A., Hersch, L. E., Hornyak, L. M., Rozensky, R. H., Sheridan, E. P., Brown, R. T., & Reed, 

G. W. (2001). Self-assessment in clinical health psychology: A model for ethical expansion of practice. Professional Psychology: Research 
& Practice, 32, 135–141 (p. 137).

 



61Reflective Practice, Self-Assessment, and Self-Care

physical and mental health, how can we be expected to have any cred-
ibility as health care professionals? Attesting to the importance of the 
topic of self-care, Rodolfa (2010) recently reported that by far the single 
most frequently downloaded article published during the first 4 years in 
the journal Training and Education in Professional Psychology focused on 
provision of a self-care program for students during graduate training. In 
contrast to other professional psychologists, the range of health behav-
iors expected from clinical health psychologists is much broader. For the 
most part, consuming a high-fat diet or failing to exercise regularly would 
probably not interfere with a clinical psychologist’s ability to conduct psy-
chological evaluations or psychotherapy or a counseling psychologist’s 
ability to counsel a person in need. However, clinical health psychologists’ 
expertise in promoting health behaviors almost requires that we engage 
in a wide range of appropriate health behaviors ourselves. To not do so 
would certainly result in failing to “practice what we preach,” harming 
our credibility as well as that of our profession. With the aim of modeling 
appropriate health behaviors for our patients, Table 5.3 depicts a sample 
of the sorts of health behaviors in which clinical health psychologists 
should engage. Granted, one could argue that these health behaviors com-
prise personal choices and should not be prescribed by one’s profession. 
However, given that adherence to appropriate self–health care influences 

TABLE 5.3  Appropriate Self-Care Health Behaviors of Clinical Health Psychologists

Not smoking or consuming other tobacco products
Consuming a balanced diet
Exercising regularly
Regulating alcohol consumption (and avoiding it altogether when driving automobiles or boats or operating heavy 

equipment)
Using protective clothing and lotions when exposed to sunlight
Wearing seat belts
Avoiding illegal drugs or substances
Limiting caffeine use
Obtaining annual physical examinations by health care professionals
Avoiding indoor tanning salons
Maintaining an appropriate weight
Visiting dental hygienists for regular teeth cleaning
Brushing and flossing teeth daily
Taking medications as prescribed by one’s health care provider
Wearing protective equipment when engaged in potentially dangerous activities (e.g., motorcycling, skateboarding, 

skydiving)
Engaging in safe sexual practices
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functioning in both one’s work and home environments, acquiring com-
petence in self-care cannot be ignored. Consequently, facilitation of effec-
tive self-care by modeling adoption of positive health behaviors represents 
another competency area unique to clinical health psychologists (see 
Table 5.1).

An additional reason to maintain appropriate self–health care behav-
iors is that it reminds us as practitioners how difficult it is to implement 
and maintain health behavior plans. At times, it is easy to lose perspective 
regarding the difficulty associated with maintaining long-term behavior 
change programs. By adopting the same sets of rules we expect of our 
patients, we come to appreciate their struggles to find the time or make the 
effort to engage in behavior change more fully.

ACQUISIT ION OF REFLECTIVE PRACTICE 

COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

Congruent with the foundational competencies associated with profession-
alism (see Chapter 4), competencies in reflective practice, self-assessment, 
and self-care are expected to be acquired early in the sequence in train-
ing. Hopefully, if we do a decent job of selecting trainees admitted into 
doctoral training programs, the critical thinking skills associated with 
reflective practice will be at least partially developed during the under-
graduate years. Self-assessment skills—and the criteria to be used to con-
duct the self-assessment—will need to be developed through the formative 
and summative feedback students get as they progress through graduate 
training. The level of feedback that occurs during undergraduate training 
is rarely adequate to foster the development of solid self-assessment skills. 
As an example, students are typically not given specific enough feedback 
regarding their written and oral work during their undergraduate years 
for them to truly gain an accurate appraisal of their own relative strengths 
and weaknesses. Consequently, it is essential that graduate faculty deliver 
accurate feedback regarding each student’s specific strengths and weak-
nesses so that he or she can acquire these important self-assessment 
skills. Faculty members who provide only negative criticism or uniformly 
positive commentary are not doing students any favors as students work 
toward establishing competence in self-assessment.

Self-care skills require attention throughout both undergraduate and 
graduate training and the years as professional clinical health psycholo-
gists that follow. Depending upon one’s history of engaging in health 
behaviors, patterns of acquiring and maintaining appropriate health care 
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behaviors will vary. Students who chose to smoke cigarettes earlier in life 
will struggle with altering that health behavior as they emerge as young 
clinical health psychology professionals. Obviously, students who have 
never smoked or used tobacco products will have no problem adhering 
to that specific health behavior. Adopting and maintaining appropriate 
health behaviors will fluctuate throughout one’s life, both during graduate 
training and the years thereafter. Maintaining regular exercise behaviors 
may be fairly easy to do early in life, but it may become more challeng-
ing while aging or following physical injury. Similarly, efforts to engage in 
adhering to a healthy diet may fluctuate throughout one’s professional life, 
and even during annual holidays and other celebratory events.

Skills in reflective practice, self-assessment, and self-care are critical 
foundational competencies that influence the daily practice of clinical 
health psychologists. This cluster of competencies pertains to both our 
professional and personal lives, and as such, reminds us that becom-
ing competent clinical health psychologists requires sacrificing some of 
the freedoms nonprofessionals enjoy. By attending to the development 
of these competencies early in training, they provide the bedrock upon 
which functional competencies of scholarship, education, and the practice 
of clinical health psychology are built.



SIX

 Scientific Knowledge and Methods 
of Clinical Health Psychology

As mentioned in Chapter 2, the practice of psychology stands out among 
professions through its firm foundation upon the recognized scientific 
discipline of psychology. Among all of the psychological specialty areas 
of practice, clinical health psychologists are unique in that the majority of 
us assume positions in health sciences centers, public health agencies, and 
other health care–related facilities. As such, we come into regular contact 
with individuals comprising numerous related health care professions, 
including but not limited to physicians, nurses, social workers, pharma-
cists, and occupational and physical therapists. The vast majority of these 
other health care professionals are trained in evidence-based practice, but 
none are trained as scientists. Noting the exceptions of physicians with 
MD/PhD credentials and doctoral-trained nurses and social workers, 
clinical health psychologists stand alone in the health care arena as team 
members trained as scientists. Although this unique attribute of our pro-
fession makes it challenging at times for members of other professions to 
understand the role of clinical health psychologists in the health care envi-
ronment, it is the hallmark distinctive credential of our profession since 
the days of the Arden House Conference. Without this attribute, clini-
cal health psychology becomes indistinguishable from the other mental 
health professionals (e.g., social workers; nurse practitioners; counselors) 
that practice in health care environments.

The Competency Benchmarks Work Group (Fouad et  al., 2009)  out-
lined three specific foundational competencies under the general heading 
of scientific knowledge and methods:  scientific mindedness, knowledge 
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of the scientific foundation of psychology, and knowledge of the scientific 
foundation (evidence base) for psychological practice. Regarding founda-
tional competencies for clinical health psychologists, we have added one 
additional competency area to this domain:  knowledge of the scientific 
foundation of other health-related disciplines. We will consider each of 
these areas with reference to the current standards of competence for pro-
fessional practice in clinical health psychology.

SCIENTIFIC MINDEDNESS

There are various ways of knowing. Scientific knowing involves generat-
ing hypotheses, developing appropriate methods of controlled observa-
tions to test hypotheses, adhering to systematic collection of data, and 
restricting conclusions to those that were adequately tested empirically. 
This approach stands in direct contrast to other ways of knowing, includ-
ing intuition, faith, and adopting beliefs based upon one’s life experiences. 
As the professional practice of a scientific discipline, the foundation of 
clinical health psychology lies in adherence to scientific forms of know-
ing, or scientific mindedness. Engaging in practices based on other forms 
of knowing may be of interest to health care providers and patients, but 
this has no place in the professional practice of clinical health psychology.

Every patient clinical health psychologists evaluate or treat or every 
clinical situation they encounter should be approached scientifically. That 
is, observations are made and data are gathered in a structured way (often 
through formal psychological assessments), hypotheses are generated and 
tested, and interventions are selected and tested based upon empirical evi-
dence and solid theoretical considerations. Ongoing observations either 
confirm or refute clinical hypotheses, and modifications are made to inter-
ventions based upon these observations. In sum, scientific mindedness is 
a necessary ingredient to fundamental clinical competence. Individuals 
who base their practice on other ways of knowing would do best to pursue 
careers in other occupations.

SCIENTIFIC FOUNDATION OF PSYCHOLOGY

As described in Chapter 2, the Arden House participants outlined the 
fundamental knowledge bases for both the science of health psychol-
ogy and the profession of clinical health psychology (see Table 2.1). In 
creating this model curriculum, the influence of the biopsychosocial 
model is easily detected. Both knowledge and skill-based competen-
cies across the biological, psychological, and social realms are required 
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for any psychologist training to become a clinical health psychologist. 
Attesting to the longevity of the curriculum recommendations made at 
Arden House, the most recent enumeration of competencies in scien-
tific knowledge and methods for the practice of clinical health psychol-
ogy (see Table 6.1) still resembles the table devised 30 years earlier. The 
first four competency areas (items 1–4 in Table 6.1) correspond with the 
biological, psychological, and social bases of health and disease domains 
articulated at Arden House. Note that the biopsychosocial model extends 
these knowledge bases from focusing primarily on psychological factors 
into knowledge bases associated with health and disease from a range of 
scientific disciplines for those acquiring competencies in clinical health 
psychology. Upon careful review of the behavioral anchors listed for each 
of the four competencies distinctive to clinical health psychology, one 
detects numerous sources of knowledge-based competence not typically 
covered in most professional psychology training programs. For example, 
understanding the normal values associated with various clinical labora-
tory tests or having an awareness of the classes of medications used for 
treating common medical problems and their side effects is rarely taught 
in professional psychology training programs. Similarly, understanding 
health disparities associated with limited access to health care for several 
common medical conditions is not uniformly taught in professional psy-
chology training programs.

Because the focus of research by clinical health psychologists is on 
physical diseases, disorders, or disabilities rather than psychiatric or 
behavioral disorders, the required knowledge base of research find-
ings is much broader in clinical health psychology than those typically 
acquired in the traditional professional psychology training programs 
in clinical, counseling, or school psychology. Each of the specific com-
petency areas defined by participants at Tempe focuses on a specific lit-
erature base found in journals, books, or related resources that extend 
beyond the literatures covered in traditional professional psychology 
course work. In most cases, this requires extensive reading in literatures 
outside of psychology. In this regard, clinical health psychologists-in-
training spend as much time reading medical journals as they do 
reading psychology journals. This creates an extra challenge for these 
students, particularly if their library collections are constructed sepa-
rately for health sciences holdings and traditional scientific holdings 
(and they often are). Fortunately, with the availability of electronic 
databases, these physical limitations do not pose as much of a challenge 
as there was in the past.
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EVIDENCE-BASED PRACTICE OF PSYCHOLOGY

In addition to the broad and general requirements currently listed in 
the APA’s accreditation guidelines and principles, students who pursue 
training in any area of professional psychology, including clinical health 
psychology, are exposed to the evidence base supporting the practice of 
psychology. These include some key domains of knowledge that date back 

TABLE 6.1  Competencies and Behavioral Anchors in Scientific Knowledge and Methods Unique to 
Clinical Health Psychology

1.	 Knowledge of pathophysiology of disease and biomedical treatments specific to medical 
specialty or environment in which the practice will occura

•	 Understands a range of medical conditions, their treatments, and biomedical measures used to evaluate them 
(e.g., HbA1C)

•	 Recognizes names and appropriate dosages of medications for commonly occurring medical and psychological/
behavioral conditions (e.g., diabetes, hypertension, depression) and their common side effects

2.	 Knowledge of the pathways and reciprocal interactions among psychosocial (cognitive/
affective/behavioral) and biological phenomena as they relate to health promotion, illness 
prevention, and disease progressiona

•	 Articulates understanding of health belief models and attitudes regarding help seeking that influence health and 
illness

•	 Demonstrates knowledge of cognitive, affective, and behavioral factors that mediate and/or moderate disease 
processes, reactions to diagnoses, and processing of health information

3.	 Knowledge of life span developmental and social-environmental factors associated with 
health behavior, illness, and diseasea

•	 Demonstrates knowledge of social developmental factors in the etiology of health conditions and behaviors 
(e.g., obesity, smoking)

•	 Demonstrates awareness of geographic factors that influence health disparities and outcomes
4.	 Knowledge of the interactions among population and contextual variations (e.g., age, 

gender, ethnicity, culture, religion, etc.) and the impact on health behavior and health 
outcomesa

•	 Demonstrates knowledge of health disparities across diverse populations
•	 Demonstrates knowledge of the influence of diversity on the assessment and treatment of various health 

conditions (e.g., hypertension, diabetes)
5.	 Knowledge of the scientific foundations and research methods of other health disciplines 

(e.g., epidemiology, biostatistics)a

•	 Demonstrates knowledge of epidemiological research methods
•	 Demonstrates knowledge of the sensitivity and specificity of medical diagnostic tests

6.	 Knowledge of relevant scientific literatures as they bear on health care and the ability to 
conceptualize and generate new issues, concerns, and questions based on that knowledgea

•	 Utilizes health information technology to search medical literature (e.g., Cochrane, Medline, Up-to-Date)
•	 Demonstrates an understanding of how to translate research findings into clinical practice

aAdapted from Competencies in Clinical Health Psychology. France et al. (2008, pp. 577–578).
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to years prior to the Arden House Conference, including ethical and legal 
issues, as well as both exposure to and experience in psychological assess-
ment, intervention, and consultation.

An important facet of training in the evidence-based practice of psy-
chology is the importance of an organized set of practical learning expe-
riences called practicum. In this regard, there is general acknowledgment 
that training in the knowledge of this domain would be incomplete with-
out some experiential learning on “how to do” them. Although the spe-
cific skill-based competencies in the areas of assessment, intervention, 
and consultation are addressed in greater detail in later chapters of this 
book, it is important to mention here that training in these areas inte-
grates knowledge-based content with skill acquisition from the begin-
ning of training and throughout graduate and postgraduate training. To 
borrow a metaphor from sports, one can read a lot of books on how to 
hit a golf ball and learn about the aerodynamics of how golf balls travel 
through the air, but competence in golfing never really occurs until one 
experiences driving a straight shot or putting the ball into the cup on the 
green.

Given the importance of experiential learning in professional psy-
chology (as well as other health disciplines), training is extremely labor 
intensive. Training often starts with direct behavioral observation where 
periods of supervision can require more time than the duration of applied 
activities being supervised. It would not be unusual, for example, for a 
beginning trainee to spend hours preparing for his or her first clinical 
interview, another hour or two going over the tape of the interview, and 
another hour or more receiving feedback from his or her clinical supervi-
sor. Just like a surgeon would not hand a medical student a scalpel and 
ask him or her to conduct a biopsy without the surgeon being present, 
beginning-level trainees in clinical health psychology are supervised very 
closely with extensive use of tape review and feedback. It probably goes 
without saying that this type of supervision would be virtually impossible 
to conduct using online teaching methods. Consistent with our colleagues 
in the other health professions (e.g., medicine), clinical health psycholo-
gists must receive the bulk of their training in their work directly with 
patients in a face-to-face context. In this regard, while one could envision 
creating an online course aimed at covering knowledge of the biological 
bases of behavior, it would be another story altogether to create an online 
course that presumably covered acquisition of skills in conducting psy-
chological assessment other than as a model or demonstration.
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SCIENTIFIC KNOWLEDGE OF RELATED HEALTH CARE DISCIPL INES

Clinical health psychologists almost always work in health environments 
among a cadre of other health professionals, including but not limited 
to physicians, nurses, dentists, public health officials, occupational and 
physical therapists, and pharmacists. Because of this unique attribute, it 
is essential for clinical health psychologists to learn to “speak the lan-
guages” of these other professions and acquire competency in the basic 
scientific knowledge of other health care professions (see competency 
items 5 and 6 in Table 6.1). This is not an easy task, however, because 
most clinical health psychologists are educated alongside other clinical 
health psychologists or other professional psychologists. Speaking about 
reinforcement contingencies, diagnostic axes, or T-scores would be easily 
understood by our peers in professional psychology but likely misunder-
stood or not adequately comprehended by members of an interdisciplin-
ary treatment team in the medical environment. Similarly, psychologists 
often do not understand the language used by members of other health 
disciplines. An obvious remedy for this situation is for clinical health 
psychologists-in-training to take elective courses in some of these other 
disciplines. Although not often easily carried out due to the numerous 
required courses in most accredited doctoral training programs in pro-
fessional psychology, opportunities to interact with trainees in other 
disciplines are critical learning experiences for budding clinical health 
psychologists. Table 6.2 lists several examples of courses doctoral stu-
dents pursuing training in clinical health psychology might consider in 
improving their interdisciplinary vocabulary.

Employing the biopsychosocial model as a guide, the traditional train-
ing programs in professional psychology concentrate heavily on the psy-
chological domain. In contrast, although courses in biological and social 
aspects of behavior are commonly required, much less emphasis is placed 
upon them. To remedy the limited competency development in these two 
areas for clinical health psychology trainees, course work should be priori-
tized in these two domains. It does little to promote competency develop-
ment to enroll in a public health course in mental health law or a pharmacy 
course in psychopharmacology. Instead, trainees should aim to add diver-
sity to their knowledge base by enrolling in courses that expose them to 
the actual biological or social bases of the related discipline. Although epi-
demiology and biostatistics are mentioned as specific examples in item 5, 
there are other disciplines that could also be named, like genomics, bioin-
formatics, medical technology, and bioengineering. The exact composition 

 



Foundational Competencies of Clinical Health Psychology70

of the specific knowledge base to be acquired depends upon the nature of 
the clinical health psychologist’s program of research, the types of patient 
problems he or she encounters frequently in daily practice, and his or her 
eventual career goals. For research projects examining the physiological 
mechanisms through which stress exerts its negative effects on symptoms 
of fibromyalgia or lupus, an understanding of human physiology would 
be critical. For research projects examining physical barriers to access to 
health care in rural communities, a working knowledge of epidemiology 
and public health are more important. The take-home point here is that 
clinical health psychologists need to “speak the language” of related health 
care disciplines. As such, transcripts of most clinical health psychologists 
show evidence of their exposure to non–psychology course work taught by 
members of other health care disciplines.

Although taking courses in related disciplines is an obvious strat-
egy for assuring knowledge competence in this domain, this approach 
falls short of integrating these bodies of knowledge. Optimally, a truly 
integrative approach involves instruction from faculty with expertise 
in more than one domain of knowledge. Imagine, for example, taking a 
course that focused on diabetes care cotaught by a physiologist who stud-
ied how cellular receptivity to insulin is altered by obesity, a psycholo-
gist who studied the relation between exercise and blood glucose levels 
in diabetic patients, and a community health educator who studied how 
environmental factors impede effective diabetic screening programs. 
Alternatively, enrolling in a course taught by an instructor with creden-
tials in more than one scientific discipline would also permit this sort of 

TABLE 6.2  Examples of Courses in Other Health-Related Disciplines That Complement Training in 
Clinical Health Psychology

Basic pharmacology
Biostatistics
Community health
Epidemiology
Health policy
Health promotion
Health services and outcomes
Human anatomy
Human physiology
International and global health
Psychophysiology
Public health
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integration. For example, taking a course from a clinical health psycholo-
gist who also obtained a degree in behavioral genetics would promote 
the development of this type of integrated knowledge. Of course, these 
types of courses are not commonly seen in the academic environment, 
but there is reason to believe that they will increase as more and more 
young trainees obtain dual credentials and engage in this important inte-
grative teaching. Unfortunately, the traditional departmental structure 
of academic settings typically prevents the creative thinking required to 
offer these types of educational experiences. Teaching assignments are 
often restricted by departmental boundaries (e.g., psychology faculty are 
not assigned to teach courses in the biology department and vice versa). 
These boundaries appear to be more permeable in health science center 
environments, where coinstruction of courses is more common and units 
are becoming increasingly identified through centers of excellence rather 
than traditional academic departments.

ACQUISIT ION OF SCIENTIFIC FOUNDATION 

COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

As a core competence, scientific mindedness should be infused through-
out training, from the earliest moments of doctoral instruction and 
the extensive undergraduate course work that preceded it, through the 
internship and postdoctoral periods of training, to the continuing educa-
tional opportunities that are needed to keep abreast of new developments 
in the field throughout professional careers. As clinical health psycholo-
gists function throughout their careers, they stay in touch with the scien-
tific knowledge base of their practice by reading the empirical literature 
and attending professional meetings in their areas of expertise as well 
as in areas of developing competence. Professional psychologists who 
fail to engage in these activities risk losing touch with the foundation of 
their practice, which presents both ethical and legal challenges for them. 
Hopefully, academic training programs instill these values in emerging 
clinical health psychologists early in training, so that these values are 
translated into good professional habits of staying in touch with the lit-
erature and scientific base of their practice.

Although both the original Boulder model of professional training in 
psychology and the Arden House proceedings recommended complet-
ing training in the breadth of the science of psychology before expos-
ing students to the foundational courses for professional practice and 
the practical experiences associated with them, training is not typically 
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accomplished in this order. As more and more practical training is being 
done during the doctoral training years, it has become more important to 
expose students to knowledge of the evidence base for professional prac-
tice during the first few years of doctoral training in order to place stu-
dents on practicum earlier in their plans of study. Consequently, course 
work covering the breadth of the science of psychology may occur concur-
rently with the acquisition of clinical skills rather than prior to their devel-
opment. Although this sequence of training deviates from the original 
scientist-practitioner model of training, it is the compromise most doc-
toral programs have made to assure that their trainees obtain the requisite 
practical experiences to compete successfully for internship placements in 
an increasingly competitive market.

Knowledge of scientific principles of related disciplines presents a chal-
lenge to the budding clinical health psychologist. How to fit additional 
courses and related experiences into an already jam-packed doctoral plan 
of study is no easy task. At best, the few elective courses afforded to the 
student will need to be reserved for these types of courses. At worst, it 
may take a student an extra year to complete these additional courses dur-
ing the doctoral training years. Some doctoral programs are beginning to 
take advantage of other disciplinary programs offered at their universities 
and offering joint degree programs, in particular those granting master’s 
degrees in public health.

Given the importance of acquiring knowledge of related scientific disci-
plines, it probably goes without saying that applicants to training programs 
in clinical health psychology look a bit different from applicants to tradi-
tional professional psychology training programs. Rather than evaluating 
files solely on psychology course work at the undergraduate level, success-
ful applicants to doctoral programs in clinical health psychology are likely 
to possess undergraduate courses in a range of health-related disciplines. 
Selecting students that already have some knowledge of related disciplines 
will facilitate exposure to these other fields during graduate training and 
guarantee that students possess interdisciplinary language skills.

Although internship experiences build upon the scientific knowledge 
competencies established during doctoral training, there is rarely time 
during the internship year to devote to taking formal courses in clini-
cal health psychology or related health care disciplines. The internship 
year, after all, is dedicated to the development of hands-on applied clinical 
health psychology skills. In this regard, acquisition of the foundational 
scientific competencies is typically accomplished before the internship 
year.
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Depending upon the time in life when one becomes interested in clini-
cal health psychology, not all trainees may have acquired the necessary 
interdisciplinary knowledge bases upon completion of the internship and 
receipt of the doctoral degree. For these individuals, a postdoctoral fel-
lowship is a necessity. Many postdoctoral training programs are housed 
in interdisciplinary health care settings where opportunities abound for 
filling in the gaps in knowledge bases as well as experiential training 
opportunities.

Like the other foundational competencies, competency in scientific 
knowledge and methods is essential to the daily practice of professional 
clinical health psychologists. By selecting trainees committed to the sci-
entific foundations of clinical health psychology and devising efficient 
ways to assure exposure to knowledge in related health care disciplines, 
doctoral programs shape these fundamental competencies early in train-
ing so that they are well in place prior to competing for internships and 
postdoctoral fellowships.



SEVEN

 Relationships Within and Across Disciplines

Historically, the focus of the “relationship” competencies has been on the 
ability of the psychologist to form a working alliance that then facilitates 
the ability of the patient to make therapeutic progress. These have been 
labeled many things, from therapist factors to clinical skills. For purposes 
of this discussion, we acknowledge the importance of these relationship 
variables, but we will not address them directly. That is because these skills 
are so basic to the conduct of any type of clinical work that the required 
competencies in developing relationships are not unique or specific to 
the work of a clinical health psychologist. Thus, for this major area, we 
will focus on those aspects of relationships that are unique to the clinical 
health setting and not describe general relationship skills.

Almost by definition, anyone working in the area of clinical health psy-
chology must establish professional relationships with a range of health 
care providers from other disciplines. For example, in working with a 
patient’s poorly controlled diabetes, clinical health psychologists may 
interact with physicians who prescribe medications aimed at controlling 
blood glucose levels, nutritionists who advise the patient regarding dietary 
alterations needed to control blood sugar, nurses who teach the patient 
how to engage in daily monitoring of blood glucose, and exercise physi-
ologists for developing and implementing effective exercise regimens. It 
is quite common for patients with behavioral health problems associated 
with medical conditions like diabetes to be referred to clinical health 
psychologists for assistance with improving adherence to dietary/exer-
cise/medication treatment plans prescribed by their physicians as well as 
assess for any concurrent psychological disorders that would complicate 
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treatment. Almost all of the training of other health care professionals is 
conducted in hospitals, clinics, and other health care agencies where inter-
disciplinary patient care is the norm. Therefore, it should come as no sur-
prise that an important step in establishing a successful practice in clinical 
health psychology is developing relationships with a network of health 
care providers to either work with on interdisciplinary treatment teams or 
from whom referrals can be generated. With the knowledge of addressing 
a broad range of behavioral health issues in addition to treating traditional 
mental health problems in hand, clinical health psychologists are highly 
desirable members of these professional networks, particularly because 
they often practice in the immediate health care setting. It is quite obvious 
that the ability to develop relationships with a range of other health care 
professionals and to communicate with them regularly is fundamental to 
being a professional psychologist, and even more critical for being a com-
petent clinical health psychologist.

In recent years, the ability to conduct both clinical work and research 
with professionals from other disciplines has been called many things—
interdisciplinary, multidisciplinary, team science, interprofessional—each 
with a slightly nuanced difference in definition. What is common among 
all of these definitions, however, is the principle that each discipline can-
not function in its own silo of expertise and, to borrow a term from pri-
mary school educators, must learn to “play well with others.” To optimize 
health care for all patients and improve the overall functioning of the 
health care system, individuals from all health professions need to work 
cooperatively and collaboratively with each other. Thus, in addition to the 
important relationship competencies mentioned earlier, clinical health 
psychologists must possess knowledge of interdisciplinary functioning as 
well as the critical interprofessional skills.

The Competency Benchmarks Work Group (Fouad et  al., 
2009) addressed the ability to work with others in a number of places, 
some of which are covered in other areas of this volume (e.g., consul-
tation). Most obvious, however, are the relationships competencies, 
including (a)  the ability to develop and maintain interpersonal rela-
tionships, (b)  the affective skills needed to manage difficult commu-
nications, and (c)  the expressive skills to communicate clearly and 
effectively with others in both written and verbal ways. Additionally, 
the Work Group articulated four foundational interdisciplinary systems 
competencies: (a) understanding the contributions of other professions; 
(b) functioning within an interdisciplinary context; (c) understanding 
the impact of interdisciplinary collaboration on outcomes; and (d) the 
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ability to form working relationships with other professionals. Both 
relationships and interdisciplinary systems competencies were con-
sidered foundational competencies by the Competency Benchmarks 
Work Group upon which the knowledge and skills required for daily 
functioning of all psychologists, including clinical health psychologists, 
were based. Suffice it to say that without these important foundational 
competencies, the effective practice of clinical health psychology would 
not be possible. Virtually all clinical health psychologists, whether 
clinical or research oriented, are likely to work closely with members 
of other health professions, and this is bound to increase in the future. 
Fortunately, because all other health professions have been involved in 
training their students in interdisciplinary settings for years, there is 
much we can learn from their efforts.

TRAINING IN INTERDISCIPLINARY PRACTICE 

IN THE HEALTH PROFESSIONS

Within the health and health care industry, significant work in the area 
of interdisciplinary education and practice has been conducted by the 
many interdisciplinary groups involved in defining and promulgating 
integrated health care. Chief among these is the work being done by the 
Interprofessional Education Collaborative (IPEC). The IPEC represents 
the cooperation of representatives from a number of health care fields, 
including the American Association of Colleges of Nursing (AACN), the 
American Association of Colleges of Pharmacy (AACP), the Association 
of American Medical Colleges (AAMC), the American Association of 
Colleges of Osteopathic Medicine (AACOM), the American Dental 
Education Association (ADEA), and the Association of Schools of Public 
Health (ASPH). Funding from the Macy Foundation enabled the AAMC 
to launch an interprofessional education portal in support of these activi-
ties (https://www.mededportal.org/ipe/, downloaded May 30, 2013). The 
American Psychological Association (APA), the Physician Assistant 
Education Association (PAEA), and the American Physical Therapy 
Association (APTA) are now full members of this collaboration. In devel-
oping a description of these interprofessional competencies, IPEC required 
that the competencies be:

•  Patient/family centered;
•  Community/population oriented;
•  Relationship focused;
•  Process oriented;

 

https://www.mededportal.org/ipe/
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• � Linked to learning activities, educational strategies, and behav-
ioral assessments that are developmentally appropriate for the 
learner;

•  Able to be integrated across the learning continuum;
• � Sensitive to the systems context/applicable across practice 

settings;
•  Applicable across professions;
• � Stated in language common and meaningful across the profes-

sions; and
• � Outcome driven. (Interprofessional Education Collaborative 

Expert Panel, 2011, p. 2)

With these principles in mind, IPEC identified four domains of 
interprofessional competence:  (a)  values/ethics, (b)  roles/responsibili-
ties, (c)  interprofessional communication, and (d)  teams and teamwork. 
Not surprisingly, the IPEC Expert Panel’s domains corresponded quite 
nicely with the interdisciplinary systems competencies outlined by the 
Benchmarks Work Group.

INTERPROFESSIONAL RELATIONSHIPS 

COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

Although the Competency Benchmarks Work Group identified the foun-
dational relationships and interdisciplinary disciplinary systems com-
petencies for all professional psychologists mentioned earlier, the most 
recent listing of professional competencies for the entry-level practice of 
clinical health psychology in these areas (see Table 7.1) merges these two 
areas into one—interprofessional relationships. In this respect, the listing 
of interprofessional relationships competencies distinctive to the practice 
of clinical health psychology parallels the work of the IPEC and reflects 
contemporary thought in defining these competencies. The unique inter-
professional competencies in clinical health psychology are described in 
the sections that follow using the four domains of interprofessional com-
petence defined by the IPEC.

Va lue s/ E th i c s

Although more general issues of ethics will be described in Chapter 9, there 
are specific ethical issues to consider related to developing positive inter-
professional relationships. To these ends, the IPEC described this domain 
as different disciplines working together “to maintain a climate of mutual 
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TABLE 7.1  Competencies and Behavioral Anchors in Interprofessional Relationships Unique to 
Clinical Health Psychology

VALUES/ETHICS

1.	 Values and appreciates the interprofessional team approach to carea

•	 Demonstrates understanding that care of patient is the responsibility of a team of professionals, not a single 
clinician

•	 Recognizes, respects, and supports activities of other members of the health care team
2.	 Encouragement of behavior that demonstrates appropriate respect for the professional 

autonomy of other health care professionalsb

•	 Models use of effective interpersonal strategies among treatment team members
•	 Treats members of the treatment team from other disciplines with respect

INTERPROFESSIONAL ROLES/RESPONSIB I L IT IES

3.	 Knowledge of strengths and potential pitfalls of role relationships that characterize 
interdisciplinary collaborative activities (e.g., research, education, clinical care, 
administration)b

•	 Accurately assesses the knowledge and skills of other disciplines
•	 Aware of skills and competencies of other health service professionals (e.g., physicians, nurses, social workers) 

who (wish to) do research in health care settings
•	 Able to identify successful collaborators for conducting interdisciplinary research

4.	 Knowledge and appreciation of the role and primary responsibilities of other health care 
professionals (e.g., physicians, nurses, social workers) in providing care both in general and 
specific medical settingsb

•	 Demonstrates knowledge of curricula of other health provider professions
•	 Demonstrates awareness of and appreciation for the unique knowledge base, skill sets, roles in the health care 

team, and limitations and boundaries of the professions that function within an interdisciplinary health care 
team

5.	 Able to access, evaluate, and utilize information from other health care providers, including 
use of methods that include new and emerging health technologies (e.g., EHR)b

•	 Reads, comprehends, and integrates information from members of other health care disciplines contained in the 
electronic health record

•	 Comprehends the results of medical tests posted in the EHR (e.g., blood tests, radiology reports)

INTERPROFESSIONAL COMMUNICATION

6.	 Development of facilitative and collaborative relationships with professionals from a variety 
of health care disciplines, including medicine, nursing, physical therapy, social work, etc.b

•	 Engages other health care professionals appropriately (e.g., nutritionist) in the care of an adolescent with 
morbid obesity

•	 Assists a physician in informing a cancer patient of results indicating poor treatment outcome
7.	 Ability to interact with fellow health care professionals in ways that facilitate improved 

treatment implementation based on the unique contributions that clinical health psychology 
can make in the health care settingb

•	 Rounds with interdisciplinary treatment teams and offers services when warranted
•	 Volunteers to assist other team members in interacting with difficult or challenging patients
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respect and shared values” (2011, p. 19). The specific competencies in the 
area of values/ethics enumerated by the IPEC boiled down to items 1 and 2 
of the areas of interprofessional relationships competency depicted in Table 
7.1. The first area of competency pertains to valuing an interprofessional 
approach to patient care. Obviously, in order to function on interdisciplin-
ary treatment teams, one must view the various contributions of members 
of other health professions as valuable rather than with either suspicion or 
as unhelpful. Accordingly, this value system promotes respect for individu-
als from other health professions and an appreciation for the contributions 
they make to the health care team. Thus, the second interprofessional rela-
tionship competency in the area of values/ethics, treating members from 
other health professions with respect, builds upon the first.

Ro l e s/ Re spon s i b i l i t i e s

IPEC’s general competency statement about knowledge of role and respon-
sibilities is as follows:  “Use the knowledge of one’s own role and those 
of other professions to appropriately assess and address the healthcare 

•	 Collaborates effectively in an interdisciplinary team meeting to plan the care of a patient with comorbid 
schizophrenia and diabetesa 

•	 Coassesses a child’s adherence to a treatment regimen for asthma with the pediatrician and the respiratory 
therapista 

8. � Communication that cultivates mutual understanding regarding problems among 
individuals from diverse disciplines, including those that involve research and patient careb

•	 Verbally conveys important findings to other members of the interdisciplinary treatment teams
•	 Writes clear, concise electronic health records (EHR) notes focused on referral problem, frequency, duration, 

acute or long-term, functional impairment, and short specific recommendations

TEAM AND TEAMWORK

9. � Ability to assess team dynamics and coach teams to improve functioninga

•	 Monitors team functioning and assists team members to better understand their interpersonal and 
communication styles, when appropriate

•	 Identifies when team is malfunctioning and uses psychological skills to address
10.  � Implementation of empirically supported health promotion, prevention, treatment, and 

rehabilitation in the context of the interdisciplinary teamb

•	 Works with members of other health care disciplines to develop empirically supported interventions
•	 Integrates empirically supported behavioral interventions within the overall treatment plans of the 

interdisciplinary team

a Adapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, pp. 29–30).
b Adapted from Competencies in Clinical Health Psychology. France et al. (2008, pp. 577–579).
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needs of the patients and populations served” (IPEC Expert Panel, 2011, 
p. 21). Three specific competencies in the area of roles/responsibilities are 
depicted in Table 7.1 based upon the competencies articulated by the IPEC. 
The first competency is gaining an understanding of the knowledge and 
skills of members of other health professions. The second competency is 
related—an understanding of how members from each health profession 
contribute to providing patient care in health settings. In the fast-paced 
medical environment that uses a team approach, it is all too easy for tasks 
to fall between the cracks, and knowing which health care provider is han-
dling specific tasks can help assure that tasks are completed correctly and 
on time. In the Benchmarks document, these competency areas are listed 
under “Knowledge of the shared and distinctive contributions of other 
professions.” In this regard, competencies associated with items 3 and 4 in 
Table 7.1 are knowledge-based competencies.

Critical to being able to work as a clinical health psychologist is know-
ing and understanding the roles, specialties, and relative contributions of 
each member of the health care team. These include not only physicians 
but also, nurses, occupational therapists, physical therapists, clergy mem-
bers, dieticians, and social workers, for example. Regardless of the pre-
senting problem, many members of functional health care teams believe 
that dealing with “psychosocial” issues falls well within the purview of 
their discipline. Being aware of the unique contributions each field can 
make to the care of an individual patient is critical. For example, recent 
changes in the medical education curriculum have put increased empha-
sis on the development of interpersonal and relationship-building skills. 
This does not mean, however, the physicians are being trained to supplant 
or subsume the jobs of psychologists. Similarly, nurses have long been 
trained in issues such as quality of life, emotional reactions to illness, fam-
ily responses to illness, and other psychosocial aspects of care. However, 
nurses do not do what clinical health psychologists do, nor might nurses 
respond the same way to reports of psychosocial issues. Knowing what 
each discipline does—and equally important what it does not do (i.e., the 
limits of its practice)—is crucial.

Some of the knowledge of roles and responsibilities of other health pro-
fessions comes through experience with members of other health profes-
sions. Unfortunately, the IPEC Expert Panel (2011) noted that training for 
interdisciplinary practice has lagged far behind calls for and implemen-
tation of changes to how health care is delivered. Although traditional 
universities may provide education and training to individuals from 
numerous other health professions, rarely do professional psychology 
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programs encourage students to take these classes, and even more rarely 
are such classes required. In contrast, medicine, nursing, dentistry, phar-
macy, public health, and osteopathic medicine all have begun to include 
interprofessional education and training as part of their discipline’s core 
competencies, and some professions have even added this requirement to 
their accreditation standards (IPEC, 2011). For clinical health psycholo-
gists, this may mean that the ability to acquire knowledge of the roles and 
attributes of a broad range of health care disciplines may not be readily 
available during doctoral training. Internships and postdoctoral fellow-
ships completed in medical centers, however, do provide an opportunity 
for clinical health psychologists to obtain some of these educational expe-
riences. In these settings, didactic training (including medical rounds) 
is often conducted with trainees from all specialties on a given rotation. 
Grand rounds typically includes representatives from many fields, and, 
particularly in larger medical centers, various seminars and other edu-
cational activities comprised of trainees across various disciplines typi-
cally abound. Trainees interested in clinical health psychology will have 
to actively seek out these opportunities, however, as they may not be part 
of the typical psychology-specific training curriculum.

A major reason that training in knowledge of the roles and responsibili-
ties of various disciplines is so critical is that, not only is it important to 
know what an individual from another discipline does, it also is impor-
tant to know and understand the worldviews, values, and beliefs that often 
form the basis of the discipline. In Chapter 4, identity as a psychologist 
was listed as one of the foundational competencies of our profession. Just 
as one of the basic competencies of being a psychologist is “thinking like 
a psychologist,” other medical/helping fields inculcate their students and 
practitioners in the same way, so that each practitioner typically is trained 
to “think like” others in his or her discipline. Knowledge of these aspects 
is often more difficult to obtain, because (a) it requires exposure to mem-
bers from another discipline in an array of situations, observing how they 
handle a range of topics and possible problem areas and circumstances, 
and (b)  interacting with more than just one or two practitioners of the 
other discipline is needed in order to begin to see patterns or themes of 
their ways of conceptualizing and approaching patient problems. It is in 
this area that some of the work in interdisciplinary education and training 
in integrated primary care settings has made tremendous strides.

The final competency area pertaining to roles and responsibilities is the 
ability to understand and use information provided by other health care 
professionals to improve patient care (see item 5 in Table 7.1). The advantage 



Foundational Competencies of Clinical Health Psychology82

of the electronic health record (EHR) is that it provides a common location 
for all members of an interdisciplinary treatment team to record their con-
tributions to the care of the patient. However, the EHR does little good if 
members of the team do not read one another’s notes and integrate infor-
mation across disciplines to inform future contributions to the patient’s 
care. In this regard, clinical health psychologists need to read and com-
prehend the progress notes and communications of providers from other 
health professions. To do so, this requires that clinical health psychologists 
become familiar with the terminology of other health professions and the 
meaning of their assessments for informing monitoring of treatment.

I n t e rp ro fe s s i ona l  C ommun i ca t i on

Although emerging and developing technologies (e.g., EHRs, patients 
being able to log in to their health care system to view test results) have 
greatly increased our ability to communicate within and across disci-
plines and professions, in health care as in other relationships, we often 
reach the point where technology alone is inadequate. Here we must rely 
on the ability to actually communicate with others. In the third area of 
interprofessional relationship competencies, the IPEC emphasizes that 
communications be “responsive and responsible” (2011, p.  23). To this 
end, the IPEC focused on choosing effective communication strategies 
that avoid discipline-specific jargon and terminology. In contrast to the 
knowledge-based competencies associated with the roles/responsibili-
ties area of interprofessionalism, competencies in the area of interprofes-
sional communication are skill based. As seen in Table 7.1, the skills for 
developing productive ongoing professional relationships with members 
of other health professions are highlighted in item 6 and the utility for 
these communications to facilitate improved patient care is highlighted in 
item 7. These two areas of competency relate closely to those listed under 
“Functioning in multidisciplinary and interdisciplinary contexts” in the 
Benchmarks document (Fouad et al., 2009, p. S16). Both of these compe-
tencies require that the clinical health psychologist communicates knowl-
edge and opinions clearly and in a respectful manner so that problems and 
decisions about health care are made from an understanding that reflects 
the shared view of the health care team. Included is engagement in active 
listening and the ability to encourage everyone on the health care team to 
share ideas and opinions.

Rounding with the treatment team is an important part of develop-
ing effective interprofessional communication skills for clinical health 
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psychologists who work in hospital settings. There is no better way to 
give timely, instructive, and helpful suggestions to members of the 
health care team than to participate in these activities that serve both 
patient care and educational goals. Rounding, which typically occurs 
in the mornings in most hospital settings, involves visiting all patients 
individually for whom the treatment team is responsible and assess-
ing the status of the problem being treated, an active discussion among 
members of the team involved in their care, and developing plans for 
immediate treatment as well as for the eventual discharge from the 
facility. Rounds also serve an educational function, in that students 
from various health professions participate in them and are expected 
to acquire clinical knowledge of the various diseases and medical prob-
lems being treated. In this venue, clinical health psychologists play an 
important supporting role, keeping their eyes open for pertinent behav-
ioral health issues that are sure to arise and volunteering their services 
for assisting the team with difficult or challenging behavioral problems 
confronting the team (e.g., patient adherence to the treatment plan; 
abuse of pain medications; disrespect of team member; family conflict, 
etc.). Sometimes these problems manifest in communication issues 
within the treatment team, and here again the clinical health psycholo-
gist can often facilitate discussion and refocus the issues back on the 
patient; this is discussed in more detail later. By assisting the treatment 
team with these sorts of patient or team problems, positive and pro-
ductive interprofessional relationships are formed and the team very 
quickly notices when the clinical health psychologist is not present on 
rounds on a given day. Needless to say, clinical health psychologists 
who contribute very little during rounds are missing valuable profes-
sional opportunities.

Conflict inevitably occurs in the health care setting, just as it does in 
any other work or family environment where people function in close 
proximity with one another. When such conflict occurs, it is important 
to recognize the contribution of one’s own unique viewpoint, including 
one’s prior experience, culture, power, and role within the hierarchy of 
the health care team, to less-than-optimal functioning within the setting. 
Given the critical questioning and listening skills that clinical psycholo-
gists possess, they are uniquely positioned to assist in resolving these con-
flicts when they do occur.

The final competency area pertaining to interprofessional commu-
nication is the ability to communicate clearly to patients, families, and 
other health care professionals involved in the provision of care (see 
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item 8 in Table 7.1). This is particularly important in the context of 
fast-paced medical care. Patients and members of other health profes-
sions tend to be somewhat familiar with the role of traditional psycho-
logical practice, but what clinical health psychologists do is less clear 
to them. For example, it may be difficult for patients to understand 
why, when they are presenting with a medical problem such as pain, 
asthma, or diabetes, they would be asked to see a psychologist; often, 
in these situations, a common response is, “I’m not crazy, I’m in pain!” 
Other health care providers, who may have been trained to adopt more 
traditional views of psychology, also may wonder what place a clinical 
health psychologist has on the medical treatment team. Being able to 
describe what the clinical health psychologist does, verbally, through 
progress notes, and through the actual work with patients and their 
families, provides evidence of the value of clinical health psychology to 
the health care team (and to the patient).

Team and  Teamwork

Teamwork represents the final major competency domain recommended 
by IPEC. The overall competency statement provides an excellent overview 
of what interprofessional care is all about:  “Apply relationship-building 
values and the principles of team dynamics to perform effectively in differ-
ent team roles to plan and deliver patient-/population-centered care that is 
safe, timely, efficient, effective, and equitable” (IPEC, 2011, p. 25). The two 
remaining interdisciplinary systems competencies from the Competency 
Benchmarks Work Group (Fouad et al., 2009), understanding how partici-
pation in interdisciplinary collaboration enhances outcomes and develop-
ing respectful and productive relationships with individuals from other 
professions, overlap considerably with the team and teamwork competen-
cies outlined by IPEC. As depicted in item 9 in Table 7.1, clinical health 
psychologists possess the competency to assess team functioning and 
reflect on functioning of individual team members as well as overall team 
functioning. Then, based upon a careful analysis of team functioning, 
clinical health psychologists possess the competencies to use this infor-
mation to optimize team functioning in situations where team members 
are in conflict with one another or styles of communication among team 
members do not facilitate optimal patient care.

The final area of competency in the area of Team and Teamwork involves 
the leadership attributes of clinical health psychologists that support col-
laboration with interdisciplinary teams in developing evidence-based 
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intervention and prevention programs. Based upon their considerable 
knowledge of research design and critical appraisal skills for evaluating 
the scientific literature, clinical health psychologists become natural lead-
ers for the development, evaluation, supervision, and dissemination of 
efforts to evaluate the services provided by the treatment team for behav-
ioral and/or medical problems. As health care outcomes become increas-
ingly important to evaluate under the auspices of the Affordable Care Act, 
the ability for clinical health psychologists to lead efforts at evaluating 
treatment outcomes and conduct quality improvement efforts will posi-
tion them as leaders for this type of interprofessional activity.

ACQUISIT ION OF INTERPROFESSIONAL RELATIONSHIPS 

COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

Whether focusing on the work of the Competency Benchmarks Work 
Group, the IPEC, or the ongoing work of the Council of Clinical Health 
Psychology Training Programs, it is evident that building and sustaining 
interprofessional relationships are foundational competencies needed for 
entry into practice as a clinical health psychologist. In contrast to many of 
the foundational competencies already presented in previous chapters in 
this book (e.g., professionalism, reflective practice), interprofessional rela-
tionships competencies are typically not in place at the time of admission 
into doctoral training programs. This is not to say that trainees lack rela-
tionship competencies at the time they commence graduate study; in fact, 
many have exceptional interpersonal skills that are commonly evaluated 
and verified during interviews as part of the admissions process. However, 
upon entry into doctoral programs, they typically know very little about 
other health professions, the type of training conducted in other health 
professions, and almost none have received any exposure to working with 
members of other health professionals in a health care setting or as part of 
a health care team.

In contrast to other students in professional health care training pro-
grams who are increasingly exposed to instructors from other professions 
or scientific backgrounds, graduate students in clinical health psychology 
are rarely exposed to instruction from members of other health profes-
sions during their doctoral training. Additionally, information about the 
other health professions with whom they will interact throughout their 
professional lives is notably absent in professional training programs in 
psychology. This is unfortunate, as it postpones the development of these 
important interprofessional relationships competencies until later in their 
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training. On the positive side, many students are exposed to members of 
various health professions as they begin practicum placements at hospitals 
or clinics where members of these professions are employed. And, cer-
tainly, during the internship year, most students are exposed to members 
of other health professions at some time. However, these practical experi-
ences do not assure exposure to every health profession with which stu-
dents will work in their eventual occupational settings. We would argue 
that all of professional psychology, including clinical health psychology, 
has to do a better job of assuring that these important foundational com-
petencies are obtained prior to entering professional practice.

Perhaps the most formal method of obtaining interprofessional com-
petencies is to take courses within other health profession’s curricula, 
and perhaps the pursuit of a second health care credential (e.g., nurs-
ing, physician, geneticist, or dietician). The trend to pursue acquisition of 
interprofessional competencies in this manner is becoming increasingly 
popular among clinical health psychologists. Some are pursuing master’s 
degrees in public health, while others pursue training as nurses or physi-
cian’s assistants in order to acquire the credentials to treat a broader range 
of presenting problems. In some training programs, members of other 
health professions teach portions of courses in psychology departments, 
and these efforts certainly increase students’ exposure to these health pro-
fessions. To the extent that these sorts of experiences can be built directly 
into training programs without requiring additional coursework or expe-
riences, students will benefit greatly by more rapidly acquiring the inter-
professional competencies they will need to practice.

Taken together, interprofessional relationships competencies involve 
working and playing well with others, skills that most psychologists hope-
fully learned in elementary school. But it is much more than that. At its 
core, it has to be recognized that in the very near future, few psychologists 
will function as independent practitioners, seeing patients in their own 
private offices without regard for and without communicating with other 
members of the patient’s health care team. While clinical health psychol-
ogy has, for the most part, been somewhat ahead of other professional psy-
chology health service providers in recognizing this fact, much of this has 
been self-taught. In other words, few models exist for how to educate stu-
dents, early career professionals, and even individuals who need to retool 
their practices to better reflect the changing health care environment in the 
areas of interprofessional relationships competencies. What is clear, how-
ever, is that clinical health psychologists of the future must make sure that 
their training includes direct experience in an array of health care settings, 
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working cooperatively with members from the full range of health pro-
fessions. Learning to respect and appreciate the contributions of everyone 
on the health care team is an essential competency for all clinical health 
psychologists. Learning the language used by other health care providers 
is equally important, as many will struggle with learning these languages, 
and “translation” among professional terminologies will be needed.

One of the most problematic aspects of working with individuals 
from other health care fields is that few view the contributions made by 
clinical health psychologists as unique. For example, few individuals in 
any health care profession acknowledge that they lack adequate skills 
for exhibiting empathy, understanding, and/or providing emotional 
support and comfort to patients and their families. Many view the pri-
mary work of psychologists as providing a cathartic environment for the 
patient, and if that is all psychologists do, then the argument that most 
health care providers (and, in fact bartenders and hairdressers as well) 
can provide similar services is well taken. Consequently, it is important 
that clinical health psychologists and clinical health psychologists-in-
training take the time to identify their unique expertise in relationship 
building and maintaining that they bring this expertise to the health 
care team. Many have talked about the need to articulate the “value 
added” of doctoral-level training of psychologists to health care, and if 
we do not do so, we will likely find ourselves being excluded from the 
health care team. The ability to ask empirically verifiable questions and 
to translate those questions into research projects and program evalu-
ation efforts that can be of value to the entire health care team is one 
unique attribute of clinical health psychology. Another is the ability to 
modify interventions that have been demonstrated to be effective for 
one illness or disease for use in an unusual or unique presentation of a 
similar or related disease; again, the importance of being able to involve 
the entire treatment team in the modification, and to utilize the skills 
and abilities of everyone on the team, is pivotal.

In summary, the ability to work with others on the health care team 
and develop ongoing productive relationships with them is a foundational 
competency in clinical health psychology. It is hard to imagine being able 
to treat the wide range of problems, diseases, and diagnoses that enter into 
the clinical health psychologist’s office without being able to work closely 
and collaboratively with others in health care settings.



EIGHT

 Individual and Cultural Diversity 
in Clinical Health Psychology

There is no doubt that the country and world are becoming more ethni-
cally and culturally diverse (e.g., Perez & Luquis, 2008). We can get from 
country to country in a matter of hours, and oceans no longer represent 
the barriers to traveling abroad that they once did. Estimates now indicate 
that non-Hispanic Caucasians will no longer be the majority ethnic-racial 
class in the United States by 2043 (United States Census Bureaus, 2012). 
Given the range of individual and cultural diversity that exists in our 
communities wherever we live, all psychologists, including clinical health 
psychologists, need to possess competencies to work with a broad range of 
patients presenting with a wide range of health problems. It is important 
to note that, particularly in the area of health psychology, “minority” and 
“culturally diverse” populations do not refer solely to individuals grouped 
by ethnicity and race. Rather, diversity in health care includes people 
with disabilities as well as any individual who may be treated differently 
because of factors such as age, socioeconomic status, language differences, 
or sexual orientation.

Clinical psychology doctoral programs (where the vast majority of 
health psychology training programs are housed) have had to become 
more deliberate in ensuring students obtain training about culture, diver-
sity, and other special issues that arise when working with diverse popula-
tions. In contrast, because they are often housed in Colleges of Education, 
and because schools are often the first place where issues of diversity 
come to be recognized, counseling and school psychology programs have 
long addressed these issues. Assuring competence in dealing with all 
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aspects of diversity has become a fundamental part of course work and 
related experiences required to meet American Psychological Association 
Commission on Accreditation guidelines for training in professional 
psychology (2007). In addition, because some diseases are increasing in 
prevalence as our population ages, training must include a life span per-
spective in order to ensure that clinical health psychologists are appropri-
ately responsive to the health issues of an aging population.

Research in health psychology and behavioral medicine has increasingly 
begun to address issues of diversity. That these issues have become impor-
tant is evidenced not only by the inclusion of articles that cover these top-
ics in mainstream journals (e.g., Health Psychology, Journal of Behavioral 
Medicine, American Journal of Public Health, Annals of Behavioral Medicine) 
but also by the emergence of journals devoted specifically to these topics 
(e.g., Journal of Healthcare for the Poor and Underserved, Ethnicity and 
Disease, Social Science and Medicine). The National Institutes of Health 
now requires both grant applicants and recipients in annual reports to 
provide specific data on the ethnicity and gender of individuals who par-
ticipate in clinical and health research; investigators who do not include 
diverse populations (or who fail to adequately explain why these popula-
tions are not included, if appropriate) will not be funded or re-funded. 
Numerous journals now have special issues devoted to ethnicity/health 
disparities (e.g., Journal of Behavioral Medicine, 2009, 32[1]‌) or routinely 
include special sections or articles devoted to these topics (e.g., American 
Journal of Public Health). In addition, numerous books and chapters have 
been published that focus on culture/ethnicity, health, and illness. Health 
psychologists have played a fundamental role in conducting and report-
ing the results of health research that impacts diverse groups, beginning 
with efforts to prevent the spread of HIV/AIDS among men who have sex 
with men in the 1980s. Since then this research has expanded to include 
the full array of chronic and acute illnesses that differentially affect vari-
ous groups. As evidence of the field’s emphasis on this topic, the flagship 
journal of Division 38 (Health Psychology) of the American Psychological 
Association, Health Psychology, has begun a recurring special section on 
health disparities. This special section occurs two or three times a year; 
focuses on specific, preidentified themes related to health disparities; and 
consists of three or four thematically related empirical articles. Additional 
evidence that health psychology research is increasingly focused on issues 
of diversity can be found in the field’s responsiveness to the emerging 
health problems associated with aging, which reflects the changing needs 
of society. More research related to geriatric/aging populations is being 
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conducted. This also has been manifested in increased interest in care-
giver research, a problem that is becoming more salient as the population 
ages, and is a place where health psychology can contribute information 
and data to assist in meeting population needs.

Because research has begun to focus on issues related to cultural and 
individual diversity, so has clinical treatment, such that investigators have 
begun to pay particular attention to issues of cultural context, language 
differences, educational level, cultural literacy, and individual differ-
ences. For example, Dr. Beverly Thorn has written a book that describes 
treatment methods for chronic pain (Thorn, 2004); she then prepared a 
literacy-adapted manual that supplemented the original materials and 
made it available to practitioners free of charge (http://psychology.ua.edu/
people/faculty/bthorn/documents/IntroductiontoManualw.doc).

HEALTH DISPARITIES RESEARCH

One reason developing competencies in diversity is so critical in the spe-
cialty area of clinical health psychology pertains to what has come to be 
known as health disparities. Health disparities are differences in the inci-
dence, prevalence, access, treatment, morbidity, and mortality of illness, 
disease, and symptoms associated with belonging to one group versus 
another (Truman et al., 2011). The problem has been recognized for quite 
a while. Over two decades ago, in 1993, the National Institutes of Health 
established the Office of Research on Minority Health (ORMH); this 
became the National Center on Minority Health and Health Disparities, 
whose mission was to promote minority health and lead, coordinate, sup-
port, and assess the NIH effort to reduce and, ultimately, to eliminate 
health disparities. To do so, the Center funded initiatives designed both 
to impact health disparities themselves and to produce a new generation 
of underrepresented researchers. Nonetheless, these disparities, and the 
negative consequences that go along with them, have persisted; in fact, one 
of the changes that was included as part of the 2010 Patient Protection and 
Affordable Care Act (Public Law 111-148) was to redesignate NCMHD as 
its own Institute, the National Institute on Minority Health and Health 
Disparities (NIMHHD). In 2002, the Institute of Medicine (IOM) pro-
duced a milestone report that brought these issues more clearly to the 
attention of the greater medical and the health-related research communi-
ties (Smedley, Stith, & Nelson, 2003). The IOM report identified a number 
of sources for these health disparities and concluded that, while some of 
these sources may be related to the way health care was administered in 
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the United States, other causes appeared to be related to aspects of the 
clinical encounter itself.

One characteristic that makes disparities in the area of health uniquely 
challenging is that the direction of the differences in health care and health 
care utilization is often hard to predict. While White, middle- and upper-
class Americans may have better access to health care, it does not ensure 
that their health is uniformly superior. For example, Landrine and Klonoff 
(2004) provided evidence that, for those members of ethnic communities 
who move to the United States, acculturation may make some health or 
lifestyle behaviors (e.g., eating a healthy diet, exercising, smoking) bet-
ter or worse depending on the ethnicity and/or gender of the group in 
question. Similarly, studies of low birth weight in infants demonstrate that 
Mexican mothers in Mexico give birth to healthier and larger babies than 
Mexican mothers in the United States; this is true even if the Mexican 
mothers recently emigrated to the United States (e.g., Hessol & Fuentes-
Afflick, 2012). Although poverty and the resultant inability to access med-
ical care when it is needed clearly negatively impact health and illness, 
these are not the only factors. For example, even in the United States, there 
are clear gender differences in smoking rates among Whites (Ward et al., 
2002). In order for a clinical health psychologist to function competently 
in the health care setting, he or she must be able to access information 
about and understand the epidemiological implications of these dispari-
ties. Because health disparities are ubiquitous and so well recognized in 
the health field, any discipline, including psychology, seeking to deal with 
health-related issues must address issues of diversity during training and 
the years beyond.

The Competency Benchmarks Work Group (Fouad et al., 2009) identi-
fied four domains of competency pertaining to individual and cultural 
diversity. The first three competencies involved the recognition of self, 
others, and the interaction between self and others as cultural beings 
in all of the daily activities of a professional psychologist. The final area 
of competency in individual and cultural diversity identified by the 
Benchmarks Work Group involves the application of this awareness and 
development of skills in using appropriate strategies for assessing and 
treating patients that are sensitive to individual difference characteris-
tics. This area of competency also involves using culturally relevant “best 
practices.” Thus, all entry-level professional psychologists should have 
knowledge of the literature on individual and cultural diversity, skills 
in implementing culturally relevant practices, and attitudes valuing 
cultural diversity that serve as foundational professional competencies. 



Foundational Competencies of Clinical Health Psychology92

Recognizing the importance of considering individual and cultural dif-
ferences when assessing health behaviors and access to health care, the 
latest list of competencies in clinical health psychology includes two 
additional competencies in the area of individual and cultural diversity 
(see Table 8.1). The former pertains to knowledge of issues of diversity 
within the context of the health care environment (including the impact 
of diversity on health belief models and factors related to health dispari-
ties) and the latter pertains to application of one’s knowledge in this area 
to daily practice.

KNOWLEDGE OF DIVERSITY ON HEALTH BEL IEF MODELS

Because of the importance of health to cultures, ethnic groups, and sociode-
mographic groups (e.g., individuals of differing sexual orientations, ages, 
disability status), most groups have their own set of group-specific health 
beliefs. Some of these are health belief systems that derive from different 

TABLE 8.1  Competencies and Behavioral Anchors in Individual and Cultural Diversity Unique to 
Clinical Health Psychology

1.	 Knowledge of self and others as cultural beings in health care settings, including knowledge 
of health disparities across a number of different diversity-related characteristicsa

•	 Knowledge of the diversity of health belief models and attitudes toward health and wellness held by diverse 
patients and health care providersc

•	 Knowledge of the distribution of diseases and health-related behaviors in diverse populations adjusted to 
account for local differences in illness incidence and prevalence (e.g., high rates of specific kinds of cancers in 
agricultural communities)

•	 Demonstrates knowledge of factors that influence health care and access to health care (e.g., developmental, 
cultural, socioeconomic, religious, sexual orientation)

2.	 Application of knowledge of the relations between social and cultural factors and the 
development of health problems to patient care, including access to health carea

•	 Collaborates with relevant others, including linguistic, visual, and hearing interpreters that may be required to 
provide appropriate servicesc

•	 Incorporates local population-based information and research in the provision of health care servicesc

•	 Modifies interventions for behavioral health change that are sensitive to a variety of social and cultural factors
•	 Uses culturally sensitive measures and procedures when conducting research, evaluation, or quality 

improvement projects
•	 Provides supervision that takes into account individual and cultural differences of both consumers and other 

members of the health care teamb

aAdapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, pp. 24–25).
bAdapted from Competencies in Clinical Health Psychology. France et al. (2008, p. 579).
cAdapted from Health Service Psychology Education Collaborative (2013).
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cultures or religions (e.g., traditional Chinese medicine, Ayurvedic medi-
cine). The importance of these approaches to medical treatment is evidenced 
by the fact that, in 1998, the National Institutes of Health established the 
National Center for Complementary and Alternative Medicine (NCCAM, 
http://nccam.nih.gov/). The name of the Center refers to the two different 
ways individuals use these approaches; “complementary” refers to using a 
nonmainstream approach in combination with more traditional, Western 
medicine, while “alternative” refers to the use of these approaches in lieu of 
traditional Western medicine. According to their Web site (http://nccam.
nih.gov/health/whatiscam, accessed August 11, 2013), nearly 40% of the 
population uses one or more health care approaches developed outside of 
mainstream Western medicine; thus, these methods are not limited to a 
relatively small number of individuals. The Center divides complementary 
and alternative practices into two major groups, “natural products” and 
“mind and body practices.” Natural products include vitamins and miner-
als, herbs, and probiotics, and are often sold as dietary supplements. Mind 
and body practices range from acupuncture, spinal manipulation, and 
massage, to meditation, relaxation techniques, tai chi, and yoga. Health 
psychologists often use relaxation and other meditation techniques and 
may not realize that these fall generally into complementary medical 
interventions. However, it is important to know about the other types of 
treatments patients might be using, to ask about these in initial evalua-
tions, and to make sure that whatever adjunct treatments a patient is using 
are communicated to the medical team in order to ensure that these do 
not negatively impact other treatments. Barnes, Bloom, and Nahin (2008), 
for example, reported on the relative decrease in the use of St. John’s wort 
between 2002 and 2007 following reports of harmful herb–drug interac-
tions with antidepressants, some seizure medications, birth control pills, 
and warfarin. Patients often do not see the use of these products as some-
thing that needs to be described to their medical providers, and so it is 
important that clinical health psychologists are aware of them and assess 
their use during evaluations.

A clear example of the importance of being able to understand the 
belief systems of another culture is evident in the book The Spirit Catches 
You and You Fall Down: A Hmong Child, Her American Doctors, and the 
Collision of Two Cultures (Fadiman, 2012). Originally released in 1997, this 
book provides a detailed account of the tragic life of Lia Lee, a young girl 
from Laos who was diagnosed with a seizure disorder at a very young age. 
When the diagnosis was first made, there were no Hmong interpreters 
working at the hospital, and as a result the parents of the then infant did 
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not provide the medical treatment as prescribed. In the parents’ home cul-
ture, what the American doctors saw as epilepsy, the Hmong saw as qaug 
dab peg, the spirit catches you and you fall down. An array of folk remedies, 
often in combination with some of the Western medicine and treatments 
being prescribed, were tried by the parents in an effort to coax what they 
believed to be her wandering soul back into her body. The miscommunica-
tion between the family and the well-intentioned medical staff, members 
of the community who tried to help, and various social service agencies 
persisted for about 4 years, during which the child was actually put into 
foster care for a year because the parents were not following the medical 
regimen. As a result of this miscommunication, at around age 4 Lia lost 
all higher brain functioning and lapsed into a persistent vegetative state. 
Although the original book stopped at this point, a more recent paperback 
edition included an afterword that provided follow-up information about 
the effects on the family of caring for this seriously ill child. Although it 
was not known when the newer version was published, Lia remained in 
that same persistent vegetative state until her death almost 26 years later at 
age 30. While having an interpreter, working with the parents’ beliefs sys-
tem, and trying to integrate Western treatment into what the parents felt 
they were compelled to do to save their child might not have resulted in a 
different outcome, it most certainly would have increased the likelihood 
of having everyone working together for the benefit of this child. As one 
reads the book, it becomes increasingly clear how even the best of inten-
tions can easily go awry when there is neither communication nor under-
standing among various cultural, racial, or other types of diverse groups.

Kleinman and his colleagues (Kleinman, Eisenberg, & Good, 
1978) identified eight questions that they recommend asking any patient 
from a culture other than that of the health care provider. Their recom-
mendations include the following:

Clinicians need to be persistent in order to show patients that 
their ideas are of genuine interest and importance for clinical 
management. [1]‌ What do you think has caused your problem? [2] 
Why do you think it started when it did? [3] What do you think 
your sickness does to you? How does it work? [4] How severe is 
your sickness? Will it have a short or long course? [5] What kind of 
treatment do you think you should receive? Several other questions 
will elicit the patient’s therapeutic goals and the psychosocial and 
cultural meaning of his illness, if these issues have not already been 
incorporated into his answers: [6] What are the most important 
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results you hope to receive from this treatment? [7] What are the 
chief problems your sickness has caused for you? [8] What do you 
fear most about your sickness? (p. 256)

The goal of these questions is to allow the clinician to put the person’s ill-
ness in the context of the person’s understanding of the illness.

Health beliefs and health practices may or may not change when one 
moves from one country to another. It is particularly important to assess 
these factors among those who have recently immigrated into a new coun-
try. As noted earlier, there is abundant evidence that moving to the United 
States has dramatic effects on health and health-related behaviors. However, 
the direction of those changes and the degree to which changes may be posi-
tive or negative vary by ethnicity and country of origin. For some countries, 
for example, where a diet including large amounts of fruits and vegetables is 
commonplace, the goal may be to encourage recent immigrants to continue 
with what would be their indigenous healthier lifestyle. In other instances, 
where tobacco use is common, the goal may be to help people reduce smok-
ing rates. In sum, knowledge of how individual and cultural diversity influ-
ence a patient’s health beliefs, health practices, and beliefs about health care 
is an essential competency for any clinical health psychologist.

KNOWLEDGE OF HEALTH DISPARITIES

At the current time, there is no a priori reason to believe race or ethnicity alone 
actually accounts for variance in health outcomes across groups. Trying to 
identify biological differences among identifiable demographic groups (e.g., 
ethnicity, race) has been a focus of medical research in the United States since 
the earliest attempts to provide a rationale for slavery (Kawachi, Daniels, & 
Robinson, 2005). However, the number of illnesses where clear genetic links 
have been established (e.g., Tay-Sachs disease or sickle-cell anemia) are small 
(Adler & Rehkopf, 2008), and the bulk of the work derived from these efforts 
has been devoted to developing ways to decrease risk among genetically sus-
ceptible groups by reducing the environmental conditions that trigger the 
disease (Kawachi et al., 2005). In the absence of biological underpinnings of 
illness and disease, clinical health psychologists focus on the biopsychosocial 
aspects that may be contributing to behaviors associated with the disease and 
social factors that influence its occurrence and treatment.

While the range of illnesses, health behaviors, and interventions for 
which disparities have been documented is beyond the scope of this vol-
ume (and in fact would be volumes unto itself), it is important for clinical 
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health psychologists to be cognizant of the crucial role health disparities 
play. Specific examples of research documenting disparities for two of 
the topics clinical health psychologists are often called upon to deal with, 
tobacco and diet, are shown in Tables 8.2 and 8.3. It is important that 
clinical health psychologists know, understand, and recognize issues that 
may be related to disparities in their practice. This necessitates more of 
an epidemiological approach to diagnosis and treatment than psycholo-
gists typically obtain in their doctoral training. It requires that one read 
the disease or organ-specific journals related to his or her practice and 
regularly search the literature for evidence or data that suggest new or 
emerging findings related to disparities. Because the concept of disparities 

TABLE 8.2  Articles Related to Diversity and Its Role in Use of Tobacco and Tobacco Cessation
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in health care is multifaceted, it is important to consider that disparities 
may be involved any time a patient presents with characteristics that are 
outside the bounds of patients more typically seen in that setting.

DISCRIMINATION IN HEALTH CARE

While discussions of diversity or disparities often touch upon the expe-
rience and impact of discrimination, nowhere is this more problematic 
than in health care. There is a growing body of evidence that suggests 
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that individuals may be treated differently based on their ethnic, racial, 
or other characteristics. As noted earlier, the 2002 IOM report was among 
the first to identify discrimination on a wide-scale basis (Smedley, Stith, 
& Nelson, 2002). Klonoff (2009) briefly reviewed the literature in the years 
since the 2002 report and identified differences in such wide-ranging 
actions and procedures as how an appendectomy was performed (i.e., 
open versus laproscopically) to how much pain medication was given to a 
child with a broken arm in the emergency room. While some of these dif-
ferences no doubt reflect differences in the quality of the hospitals where 
people receive their care and issues related to health insurance and access 
to care, some of these results remained robust even when controlling 
for insurance or location of care (i.e., all Kaiser patients, using records 
from the Veteran’s Administration). MacIntosh, Desai, Lewis, Jones, and 
Nunez-Smith (2013) used data from the 2004 Behavioral Risk Factor 
Surveillance System “Reactions to Race” module to categorize participants 
into one of three self-identified/socially identified racial groups: minority/
minority, minority/White, or White/White. Those who were socially iden-
tified as minorities were more likely to report discrimination than those 
who were socially identified as White; this discrimination was evident in 
influenza and pneumococcal vaccination, with those socially identified as 
minority having significantly lower vaccination rates. A study in Ontario, 
Canada, found that women with intellectual and developmental disabili-
ties were twice as likely not to be screened for cervical cancer and 1.5 times 
as likely not to receive mammography than women without these disabili-
ties (Cobigo et al., 2013).

One of the negative side effects of the experience of discrimination in 
health care is the development of conspiracy beliefs or medical mistrust as 
a consequence. We are only now becoming aware of the impact of this mis-
trust. For example, there are data to suggest that African American men 
believe that AIDS is a government conspiracy (e.g., Klonoff & Landrine, 
1999); these and similar conspiracy beliefs have been shown to be related 
to risky sexual behavior (Bogart, Galvan, Wagner, & Klein, 2011) and to 
lower adherence to antiretroviral medication (Bogart, Wagner, Galvan, 
& Banks, 2010). Similarly, medical mistrust has been shown to decrease 
the likelihood of obtaining BRCA1/2 genetic testing in African American 
women at high risk for having this genetic mutation that increases the risk 
of breast and ovarian cancer (Sheppard, Mays, LaVeist, & Tercyak, 2013).

That there has been increased interest in the role of discrimination 
within the medical setting itself is evidenced by emerging literature in the 
area. Shavers and colleagues (2012) reviewed the literature on the effects 
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of both interpersonal and institutional racism within health care settings. 
A  total of 58 studies were reviewed, including perceived discrimination 
by both patients and providers. While the majority of studies showed 
that discrimination was associated with negative health outcomes, not all 
studies did. The authors concluded that there was a real need for innova-
tive methodology, improved instruments, and better designed strategies 
to identify discrimination in health care settings, in part because of the 
way in which health care is delivered. Specifically, there may be system- 
or setting-level practices or actions that contribute to discrimination, and 
these may be confounded with issues related to insurance coverage as well.

As before, clinical health psychologists should remain vigilant for 
instances where discrimination—not only from the primary medical 
practitioner but from office staff, nursing staff, and others—may be occur-
ring. Sometimes when patients do not adhere to the recommended regi-
men, it may be because they feel they were treated with less respect and 
courtesy than others around them. Patients often will not volunteer that 
they have been mistreated, so clinical health psychologists need to be very 
comfortable asking about it. However, if you ask, then there is an implied 
obligation to do something about it. You need to understand what the 
limits of your role are in the health care setting, and be very clear to the 
patients what you can and cannot do.

ACQUISIT ION OF COMPETENCIES IN INDIVIDUAL AND 

CULTURAL DIVERSITY IN CLINICAL HEALTH PSYCHOLOGY

Because of its importance to the field, some competency in dealing 
with cultural and individual diversity are requirements of any graduate 
training in professional psychology. The Guidelines and Principles for 
Accreditation (G&P, 2011) devote an entire domain to efforts to recruit 
and retain diverse faculty, staff, and trainees, and to how diversity is 
included in the educational experience. In addition, other domains (e.g., 
A, B, and E) ask specific questions related to diversity. Even though the 
G&P are currently being rewritten, diversity will remain an integral 
part of the required training for individuals in professional psychology. 
What that means is that education and training in cultural and individ-
ual differences and diversity should occur at all points in the sequence 
of training and must also be part of practitioners’ lifelong continuing 
education experiences. For clinical health psychologists, foundational 
competencies such as these are initially acquired at the doctoral level; 
these are then further elaborated and enriched during the internship 
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and postdoctoral residency. Experienced practitioners need to include 
regular updating in the area of diversity because of changing demo-
graphics and resulting observations of epidemiological patterns of 
diseases and behaviors. Professional psychology doctoral programs 
already must provide curricular materials and practica experiences 
that form the basis of trainees’ abilities to integrate individual differ-
ences and diversity into courses, didactic experiences, clinical training, 
and research. These competencies and skills are further defined during 
internship, with postdoctoral residency programs providing the refine-
ment of these competencies, allowing for the integration of issues of 
individual and cultural differences and diversity into clinical practice 
and research activities.

As noted earlier, training in areas related to diversity is part of the 
requirements of accredited doctoral, internship, and postdoctoral resi-
dency programs, and as a result all accredited programs must provide 
education and experience in this core area. However, the evaluation of 
student, intern, and trainee competence in this area is typically left to 
individual programs, and a range of methods are used to demonstrate and 
evaluate this competence. At the doctoral level these include the follow-
ing: performance in classes that cover the topic; comprehensive/qualifying 
examination results; completion of scholarly work in the area; and super-
visor ratings of work with diverse clients in practica. At the internship and 
postdoctoral levels, this evaluation includes supervisor ratings of work 
with patients and an assessment of the trainee’s ability to integrate and 
apply knowledge about these topics to the clinical and research activities. 
It is important to note that evaluation of the understanding of individual 
and cultural differences is often integrated into other core evaluations as 
well, in part because it is considered central to the work of a clinical health 
psychologist.



NINE

 Common Ethical and Legal Challenges 
in Clinical Health Psychology

One part of the definition of a profession is that it is self-regulating. As 
such, the members of every profession need to develop a set of guidelines 
through which they distinguish themselves from members of other pro-
fessions as well as to identify rogue members of the profession who do 
not uphold the appropriate standards for professional conduct. In psychol-
ogy, we have known this since 1958 when the first collection of Ethical 
Principles and Standards of Conduct for psychologists was written and 
distributed (American Psychological Association). The importance of eth-
ical issues is highlighted in the fact that coverage of this content area is 
required in all accredited doctoral programs, internships, and postdoctoral 
residency programs, and it comprises more items on the Examination for 
Professional Practice of Psychology (EPPP) than any other content area.

Beginning clinical health psychologists are often surprised at the range 
of and frequency with which issues with ethical implications are raised in 
health care centers. While training in professional psychology prepares 
practitioners to deal with the legal and ethical implications of such things 
as child and elder abuse, domestic violence, and “duty to warn” others of 
potential for violent behavior, rarely does training cover issues that are 
routine in health care settings. These issues include topics such as mak-
ing end-of-life decisions; providing expensive and invasive treatments to 
patients with a history of noncompliance with their usual and custom-
ary care; deciding whether a patient should or should not have surgery he 
or she desires; and issues that arise with organ donation. Clinical health 
psychologists are often called upon to “talk a patient into” a treatment he 
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or she has decided against for a myriad of reasons. Because these kinds 
of ethical dilemmas often elicit strong emotional responses associated 
with consideration of moral, religious, worldview, or lifestyle reasons by 
the patient, the patient’s family and friends, and the medical staff, these 
encounters can be particularly problematic. Unfortunately, the typical 
ethical training most psychologists receive does not prepare one for these 
types of encounters.

Research ethics is another area where prior training may not adequately 
prepare the clinical health psychologist. Researchers whose prior experience 
was with Institutional Review Boards (IRBs) affiliated with Colleges of Arts 
and Letters or Colleges of Sciences may find that medical IRBs operate using 
a very different worldview. While medical IRBs may see administering new 
pharmaceuticals or implementing new surgical techniques as routine, they 
often perceive asking questions about mental health concerns like depression 
or anxiety as involving more than minimal risk. Thus, even the experience of 
designing and conducting research in the health care setting involves knowl-
edge of and experience with ethical principles from other health disciplines.

The Competency Benchmarks Work Group (Fouad et al., 2009) articu-
lated three foundational competencies in the area of ethical legal standards 
and policy: (a) knowledge of ethical and legal standards and guidelines, 
(b) awareness and application of ethical decision making, and (c) ethical 
conduct. While the first competency area focuses on knowledge of our 
professional ethical code of conduct, the latter two competencies involve 
the application of this knowledge both in decision making and behavioral 
conduct. Participants at the Tempe Summit adopted these three founda-
tional competencies for clinical health psychologists as well; however, they 
also recognized that there were some competencies in the area of ethi-
cal and legal standards that were uniquely associated with the practice of 
clinical health psychology. In particular, in contrast to functioning solely 
within the behavioral and mental health system, clinical health psychol-
ogists function in the broader health care system where they routinely 
interact with health professionals from other disciplines who possess ethi-
cal codes that vary in certain ways from the ethical codes of psychologists. 
Consequently, we need to be well prepared to respond appropriately when 
confronting situations in which our ethical principles are challenged by 
the differing ethical principles of other health care professionals and the 
broader health care system. Recognizing the importance of handling 
these situations gracefully, the latest list of competencies in clinical health 
psychology includes three additional competencies in the area of ethical 
standards and legal issues and policy (see Table 9.1).
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The first of these reflects competence in the legal and ethical issues 
unique to the health care setting. Many areas of health care provision 
have specific laws that govern practice. Examples include providing sexual 
education or reproductive and pregnancy health care to adolescents, deal-
ing with various aspects of drug and alcohol abuse, and specific reporting 
requirements surrounding patients with seizures and their ability to drive 
automobiles. Clinical health psychologists who work in health care set-
tings must be aware of the limits and allowances of their practice in the 
specialties or areas in which they see patients. Similarly, clinical health 
psychologists need to understand the role of ethics regarding research in 
their health care practice. As has been described elsewhere in this volume, 
clinical health psychologists are often called upon not only to do the more 
traditional kinds of research but also to develop and conduct program 
evaluation efforts and generate quality improvement indices and studies. 
There are both human subjects and setting implications associated with 

TABLE 9.1  Competencies and Behavioral Anchors in Ethical Standards and Legal Issues and Policy 
Unique to Clinical Health Psychology

1.	 Knowledge of ethical and legal ramifications of biopsychosocial assessment, intervention, 
and research/quality improvement strategies in addressing health conditions seen in health 
care settingsb

•	 Develops close relationships with colleagues for ethical consultations and contacts risk management when 
necessary

•	 Follows IRB regulations for conducting both research and quality improvement activities
•	 Follows state laws related to abuse reporting, adolescent reproductive health, and determination of 

decision-making capacitya

2.	 Identifies and addresses the distinctive ethical issues encountered in clinical health practice, 
where multiple ethical codes exist, particularly if these are in conflict with the ethical code 
of other members of the health care teama

•	 Demonstrates an understanding of the types of ethical dilemmas that occur in clinical health settings and how 
ethical codes of various professions guide behavior of colleagues from other professions

•	 Demonstrates a commitment to ethical principles of psychologists with particular attention to dual relationship 
matters, confidentiality, informed consent, boundary issues, team functioning, and business practices of the 
health care environment

3.	 Knowledge of policies that regulate the delivery of services in health care systemsa

•	 Demonstrates familiarity with hospital/medical setting bylaws, credentialing, privileges, and staffing 
responsibilities

•	 Demonstrates knowledge about standards set forth by national accrediting bodies

aAdapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, pp. 25–26).
bAdapted from Competencies in Clinical Health Psychology. France et al. (2008, pp. 577–578).
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these sorts of tasks (e.g., what if you demonstrate that specific interven-
tions are not effective within your population and/or setting), and clini-
cal health psychologists not only need to carefully consider them but also 
need to be prepared to consult with other colleagues to determine the 
most appropriate actions.

The second competency involves the interface between the ethical and 
legal concerns of the clinical health psychologist and those of other mem-
bers of the health care team. There are a number of aspects of this. The first 
involves knowing and understanding differences among the ethical stan-
dards of the various health professions. For example, individuals trained 
in the psychology tradition are often both surprised and shocked to find 
that during morning rounds patients are openly described and discussed, 
often in front of the patients and as if he or she or his or her family do 
not exist. While the clinical health psychologist might educate the treat-
ment team about the negative implications of this type of discussion, and 
may be more circumspect when presenting psychological data regarding 
the patient in their presence, rounding with the treatment team is part 
of the health care culture and sometimes must be tolerated, even if not 
accepted. Similarly, some disciplines have different norms about things 
such as touching patients and involvement in what would be, in psychol-
ogy, a dual relationship (e.g., performing hernia surgery on your realtor or 
your stockbroker). Two things are crucial to functioning ethnically in this 
context. The first is education about and the ability to consult with other 
disciplines in the health care team to ensure that the behavior of one or 
two individuals in your specific setting are within the ethical bounds of 
that discipline across other settings. The second is to be able to consult 
with other health psychologists in order to explore similarities and differ-
ence in working with members of the health care team. Although there 
is a good bit of overlap among the various ethical codes that health care 
professions possess, there are times when professional ethical principles 
may come into conflict. It is important for the team to have open discus-
sions and an understanding of the ethical principles that will guide team 
behavior.

The current APA Ethical Guidelines (2002) provide some guidance in 
this regard; however, the standards of conduct stated in our code of ethics 
focuses more on communicating limits to psychological practice imposed 
by our ethical principles to members of the health care team and patients 
than how to balance our standards with those of other professions. It is not 
unheard of for these ethical issues to involve patients directly. For exam-
ple, clinical health psychologists often receive requests from patients for 
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recommendations regarding “better” medications or which medical pro-
cedure to select; here the limits of one’s expertise and competence needs 
to be made clear because clinical health psychologists do not normally 
possess the competencies to answer these sorts of questions.

The final distinctive competency associated with clinical health psy-
chology focuses on the knowledge of health care laws as they apply to one’s 
practice. Many of these laws and legal statutes may be specific to the state 
and/or the agency in which one works. Some of them may reflect policies 
and practices about charting and recordkeeping. For example, what the 
clinical health psychologist may have learned in graduate school (e.g., to 
write long, detailed comprehensive notes that record all aspects of what 
the patient said to you) may not be so effective in health care settings that 
value concise notes and brevity. Similarly, many medical settings have 
specialized credentialing policies and procedures that all individuals on 
the medical staff must follow. It is the responsibility of the clinical health 
psychologist to make sure he or she is informed of these requirements 
and meets the standards for the facility in which he or she is working. 
Most health facilities require that providers undergo an extensive initial 
credentialing process in order to provide care within their facility as well 
as complete annual credentialing activities (e.g., training in exposure to 
blood-borne pathogens, physical examinations with TB testing, emer-
gency procedure) to maintain their practices.

ACQUISIT ION OF COMPETENCIES IN ETHICAL AND 

LEGAL ISSUES IN CLINICAL HEALTH PSYCHOLOGY

Because of their importance in the education, training, and development 
of a professional psychologist, elements of basic ethical practice must be 
acquired relatively early in the sequence of training. Understanding the 
need to report some kind of abuse or to deal with homicidal or suicidal 
risk, for example, are typically acquired sufficiently early in one’s train-
ing and the appropriate, legal, and ethical way to deal with these types of 
situations is taught early during training. Ethics are considered so funda-
mental, for example, that many states have mandatory ongoing coverage 
of topics pertinent to ethical practice as part of the continuing education 
requirements to maintain licensure. Letters of recommendation for intern-
ship typically cover the person’s ability to engage in ethical practice, and 
as noted earlier, a large number of items on the EPPP exam cover the topic. 
Consequently, coverage of ethics is routinely reviewed by the Commission 
on Accreditation when programs seek initial or reaccreditation. Thus, the 
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basic tenets of ethical practice should be well inculcated into a person as 
he or she begins professional work, even the initial practicum experiences 
the individual encounters in graduate school.

For many students, the early years of doctoral training do not afford 
them the exposure to health care settings that would allow them to explore 
and learn about the unique ethical and legal competencies of health psy-
chology as well as related health care disciplines. That is because most 
mental health settings that serve as common practicum locations involve 
exposure to practitioners with similar training (e.g., social workers, coun-
selors, applied behavior analysts), and the issues raised tend to have simi-
lar ethical guidelines across mental health fields. However, from the time 
clinical health psychology trainees begin to work in a health care setting, 
issues of ethics begin to be raised, particularly those involving exposure 
to different codes of ethics of other health professions. Internship and 
postdoctoral training should provide both knowledge-based and experi-
ential training in these sorts of settings for clinical health psychologists 
in training. At this level, ethical issues should be openly discussed as they 
arise. Trainees need to be taught to discriminate when their own personal 
worldview is coloring the possible ethical decisions that they may be mak-
ing. Regular ongoing consultation with peers, with others on the health 
care team, and even with medical setting clergy needs to be part of this 
experience so that trainees can begin to acquire these skills early in their 
career. Obviously, faculty should model active engagement in this process. 
This can be done in a number of ways. Most health care facilities have 
both an IRB and some kind of ethical review team that assists staff when 
ethical questions or concerns are raised. Faculty should be active partici-
pants in these activities, and they should encourage their trainees to sit 
in on and be exposed to the discussions that typically occur in these set-
tings. Because of our extensive knowledge and skill in designing and con-
ducting research, faculty are often invited to serve on these committees; 
rather than consider this type of activity as “busy work,” it is a testament 
to our competencies and we should consider these types of appointments 
as another way to demonstrate them to our peers.

Faculty should take advantage of every opportunity to discuss ethical 
issues when trainees under their supervision encounter them. A regular 
part of clinical supervision should be reserved to address these ethi-
cal issues as they arise (see Chapter 14). Knowing how to behave when 
other members of the health care team accept gifts from a patient, how 
to respond to another team member who taps the trainee for advice 
on how to handle challenges of raising his or her child, or whether to 
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share the details of a patient’s divorce with the rest of the team when 
the trainee was asked to keep the information confidential all repre-
sent important conversations that should occur during supervision 
meetings.

Finally, because laws and policies are often in a state of flux (witness 
the changes that occurred to our profession when HIPAA was passed), 
clinical health psychologists must continue to remain abreast of policies 
and laws that are enacted that could affect their practice. Professional 
LISTSERVs represent one strategy for discussing these issues and being 
aware of them, as well as ongoing continuing education activities and 
opportunities. Maintaining lifelong learning in the areas of ethical and 
legal issues needs to be part of every clinical health psychologist’s ongoing 
commitment to the field.





PART III

 Functional Competencies in 
Clinical Health Psychology

 





TEN

 Assessment in Clinical Health Psychology

Psychological assessment is a prominent activity that all professional psy-
chologists, including clinical health psychologists, conduct on a regular 
basis. In fact, one could argue that with our knowledge of psychomet-
ric theory and training in both formal and less formal modes of assess-
ment, professional psychologists stand out as members of the only health 
care discipline with credentials in assessing individual differences in 
intellectual-aptitude as well as personality-temperamental functioning. 
In this regard, we contribute uniquely to the health care system.

According to the Competency Benchmarks document (Fouad et al., 
2009), competence in assessment is comprised of six domains: (a) mea-
surement and psychometrics; (b) knowledge of evaluation methods; (c) 
application of methods; (d) diagnosis; (e) conceptualization and recom-
mendations; and (f) communication of findings. These domains roughly 
parallel the process a professional psychologist takes when conducting 
a psychological evaluation. First, through extensive training in psycho-
metric test construction, psychologists select appropriate methods for 
evaluation. They are aware of the strengths and limitations of the various 
assessment approaches and administer, score, and interpret test findings 
using strategies in which they have received training to administer com-
petently. In many cases, the psychological assessment is aimed at arriv-
ing at a diagnosis that will inform the practitioner’s conceptualization 
of the problem. In the final step of the process of conducting an assess-
ment, recommendations are made and communicated effectively to the 
patient or the health care team. Elucidation of behavioral anchors asso-
ciated with each of these steps of the assessment process can be found 
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in the Competency Benchmarks document (Fouad et al., 2009, S16-18). 
Suffice it to say that these functional areas of competence are pertinent 
to all professional psychologists, including clinical health psychologists. 
However, because clinical health psychologists function primarily within 
health care environments that extend beyond those that only provide 
mental health care, there are some additional competencies required for 
clinical health psychologists who conduct psychological assessments in 
the broader health care arena. Using decades of literature focusing on 
clinical health psychology assessment, these unique competencies were 
reviewed by participants of the Tempe Summit of Education and Training 
in Clinical Health Psychology (France et al., 2008) and have been incor-
porated into the most recent listing of competencies in clinical health 
psychology.

ASSESSMENT COMPETENCIES AMONG 

CLINICAL HEALTH PSYCHOLOGISTS

In fast-paced, multidisciplinary health care settings, clinical health psy-
chologists are often called upon to use their expertise in psychological 
assessment to identify mental health issues that are potentially complicat-
ing provision of adequate medical care. For example, adherence to medi-
cal intervention in a diabetic patient may be compromised by presence 
of a major depressive episode. Or a patient presenting with symptoms 
of irritable bowel syndrome may have an underlying generalized anxi-
ety disorder. Patients benefit greatly when health care professionals seek 
the expertise of clinical health psychologists when mental health diag-
noses are suspected to be interfering with ongoing medical evaluations 
and interventions. Although these sorts of psychological evaluations are 
commonly done by clinical health psychologists, making a diagnosis of a 
major depressive disorder or generalized anxiety disorder is not a unique 
attribute of a clinical health psychologist. In fact, these diagnoses could be 
determined by almost any competent licensed psychologist. In this regard, 
participants at the Tempe Summit considered all of the functional compe-
tencies outlined in the Competency Benchmarks document (Fouad et al., 
2009) and fairly quickly agreed that all of these broad and general com-
petencies in assessment were also applicable to the field of clinical health 
psychology (France et al., 2008).

Using the extensive literature in clinical health psychology assessment 
as a guide (see Andrasik, Goodie, & Peterson, 2014; Rozensky, Sweet, & 
Tovian, 1997), Tempe Summit participants added several knowledge- and 
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skill-based competencies to the list of assessment competencies required 
for the competent practice of clinical health psychology (France et  al., 
2008). The exact wording of these competencies has undergone some revi-
sion since they were first reported, lending credence to the premise that 
the initial list was considered a work in progress. The current list of assess-
ment competencies unique to the practice of clinical health psychology is 
depicted in Table 10.1. Each of these additional competencies in the area 
of assessment will be considered in more detail in the following sections.

K now ledge - Ba s ed  C ompe ten c i e s  i n  A s s e s smen t

Using the biopsychosocial model as a guide, three domains of knowledge 
were included in this functional area of competence for the practice of 
clinical health psychology:  knowledge of biological, psychological, and 
social-environmental methods of assessment that are used in health care 
settings. Given the multidisciplinary staffing of the health care environ-
ment, clinical health psychologists need to have a broader knowledge base 
of assessment strategies than professional psychologists trained in the 
traditional specialty areas of clinical, counseling, or school psychology. 
Most training in professional psychology focuses primarily on psycho-
logical assessment, with much lesser emphasis (if any) on biological and 
social-environmental methods of assessment. Furthermore, the assessment 
competencies outlined in the Competency Benchmarks document (Fouad 
et al., 2009) are focused on evaluating, diagnosing, and communicating 
treatment recommendations for a single patient rather than evaluating the 
biological composition of the patient or the broader environment in which 
the patient lives. These three knowledge-based competencies assure that 
clinical health psychologists are familiar with methods of assessment that 
operate across the full spectrum, from molecular levels (biologically based 
methods of assessment) to molar levels (environmental-systems methods 
of assessment) of assessment.

Let’s consider biological methods of assessment first. Modern health 
care environments have clearly transcended the days when physicians 
relied almost exclusively on the results of a comprehensive history and 
physical examination to assess, diagnose, and treat common medical ail-
ments. This is not to say, however, that physicians have given up listen-
ing to bodily functions and palpating various body tissues, but rather 
they have added countless new methods of diagnostic assessment tools. 
With technological advances, medical practitioners have access to a full 
array of laboratory tests (e.g., urinalysis, blood work, immunologic titers), 
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TABLE 10.1  Competencies and Behavioral Anchors in Assessment Unique to Clinical Health 
Psychology

KNOWLEDGE-BASED ASSESSMENT COMPETENCIES

1.	 Knowledge and understanding of biological assessment strategies and their results used in 
health care settingsb

•	 Recognizes names and appropriate dosages of medications for commonly occurring medical and psychological/
behavioral conditions (e.g., diabetes, hypertension, depression)

•	 Understands the meaning of biological assessment levels (e.g., blood pressure, A1Cs)
2.	 Knowledge and understanding of psychological assessment strategies used in health care 

settingsb

•	 Identifies assessment instruments that are optimal for use in specific health care settings (e.g., PHQ, Brief 
Symptom Inventory, SF-36, Millon)

•	 Devises appropriate assessment strategies for which no validated measures exist
3.	 Knowledge and understanding of social and environmental assessment strategies used in 

health care settingsb

•	 Assesses social, cultural, financial, and familial background during initial interview and follow-up appointments
•	 Considers broader assessments of environmental factors known to promote health (e.g., access to health care 

and health clubs)

SKILL-BASED ASSESSMENT COMPETENCIES

4.	 Ability to evaluate the presenting problem and to select and administer empirically 
supported biopsychosocial assessments appropriate for the patient’s physical illness, injury, 
or disabilityb

•	 Reviews electronic health record core behavioral risk measures to determine where to focus screeningsa

•	 Select and administer measures to include in routine appointments to identify common presenting problems 
(e.g., depression, anxiety, substance use disorders, sleep difficulties, disruptive behavior)a

•	 Displays ability to identify instruments appropriate for medical patients and consistent with use in medical 
settings (with norms appropriate for patient demographics)

5.	 Ability to conduct a comprehensive biopsychosocial interview and evaluate objective 
biological and psychosocial findings related to physical health or illness, injury, or disabilityb

•	 Conducts mental status interview independently
•	 Assesses how the patient’s physical condition (e.g., body mass index, HbA1c, out-of-range lab values), 

thoughts, emotions, behaviors, habits, interpersonal relationships, and environment influence the identified 
problem and functioninga

6.	 Ability to assess biopsychosocial and behavioral risk factors for the development of physical 
illness, injury, or disabilityb

•	 Evaluate tobacco and substance use using validated protocols
•	 Identifies existing exercise programs
•	 Evaluates social support system

7.	 Ability to assess environmental factors that facilitate or inhibit patient knowledge, values, 
attitudes, and/or behaviors affecting health functioning and health care utilizationb

•	 Interviews patient about socioeconomic/financial stressors/social support/geographic local/transportation 
issues that impact access to health care
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specimen assays (e.g., biopsies), evaluations of genetic composition, and 
various scopes (e.g., endoscopy, colonoscopy) and scans (e.g., magnetic 
resonance imaging, X-ray scans). Although clinical health psycholo-
gists will never be called upon to conduct these evaluations or interpret 
their results, they should possess knowledge of the reasons these biologi-
cal methods of assessment are used and what the results will reveal. For 
example, clinical health psychologists working with patients with essential 
hypertension should understand how blood pressure is properly assessed, 
the range of what is considered “normal” and “abnormal” blood pressure, 
and what the resulting values from such an assessment mean. Likewise, 
for clinical health psychologists working with patients diagnosed with 
diabetes, it is essential to know the normal values associated with blood 
glucose and glycated hemoglobin (HbA1c) levels, and how to use these 
values in monitoring adherence to treatment aimed at regulating blood 
glucose levels or following specific dietary recommendations. In contrast 
to our peers in the traditional professional psychology areas, it is clear 
that clinical health psychologists need to understand and use information 
from biological assessment methods conducted by professionals in other 
health care disciplines.

  8. � Ability to assess biopsychosocial factors affecting adherence to recommendations for 
medical and psychological careb

•	 Identifies barriers that could potentially impact adherence (transportation, finances, insurance coverage)
  9. � Ability to assess the biopsychosocial impact of medical procedures (including screening, 

diagnostic, and intervention/prevention procedures)b

•	 Conducts suitability of transplant evaluations
•	 Conducts gastric bypass surgery candidacy evaluations
•	 Evaluates suitability of spinal cord stimulator candidates

10.  Ability to solicit input of significant others in the assessment process as indicateda

•	 Obtains information from caregivers (e.g., for children, elderly, those with chronic illness) in the assessment 
process

•	 Seeks feedback from a couple simultaneously about how they can work together to ensure compliance with a 
postoperative bariatric surgery lifestyle

11. � Ability to communicate the results of assessments to both professional and lay audiences in 
the health care settingb

•	 Writes clear and concise consultation reports/chart notes free of psychological jargon
•	 Communicates professionally with other health service providers
•	 Communicates with patients free of psychological jargon

aAdapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, pp. 36–39).
bAdapted from Competencies in Clinical Health Psychology. France et al. (2008, p. 577).
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Comprehensive knowledge of all biological assessment strategies would 
require extensive course work in medicine or other health-related disci-
plines, an aspect of training unlikely to be achieved by most trainees in 
clinical health psychology. However, clinical health psychologists should 
know enough about a range of basic medical tests and a good bit about 
the tests used with the most frequent medical problems they encounter in 
their practice. Clinical health psychologists often develop subspecialties 
within clinical health, typically corresponding to the medical specialties 
with which they work on a day-to-day basis; their biological knowledge is 
often specific to that medical specialty. For instance, clinical health psy-
chologists who work in obstetrics and gynecology clinics need to know 
a good bit about methods to determine pregnancy, nutritional standards 
given to pregnant women, what happens during amniocentesis, how to 
interpret blood tests administered to examine Rh factor compatibility 
between parent and child, what anesthetic options are available during 
labor and delivery (including what the relative risks and benefits of each 
might be), and how use of various substances may influence fetal devel-
opment. Clinical health psychologists who rarely work with pregnant 
patients may not need this depth of knowledge in these areas.

Familiarity with terminology most commonly employed with medi-
cal diagnostic tools is part of the knowledge-based assessment compe-
tency for clinical health psychologists. For example, in making medical 
diagnoses, the sensitivity and specificity of measurement strategies and 
diagnostic methods are always reported, as well as indices of positive and 
negative predictive value. These terms are critical when binary decisions, 
like making a diagnosis versus not being diagnosed, are made based upon 
measurement values from a given test. Because most psychological assess-
ment strategies purport to measure constructs that are theoretically nor-
mally distributed, lesser emphasis is placed upon binary decision making 
commonly employed in the medical environment in most professional 
psychology training programs. Thus, indices of sensitivity and specificity 
represent indices of measurement validity for a given diagnostic test, and 
an important component of the clinical health psychologist’s knowledge 
in this assessment domain, and may differentiate the clinical health psy-
chologist from his or her more traditional psychologist colleagues.

Knowledge of psychological assessment strategies is a hallmark area of 
competence for all professional psychologists. However, most assessment 
competencies acquired in training focus primarily on deriving psychiatric 
diagnoses and making recommendations regarding provision of mental 
health care. Because the domain of health is so much broader than mental 
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health, clinical health psychologists need to develop additional competen-
cies in creating and using psychological assessment strategies beyond those 
that tap into the assessment of mental health constructs. It is well known, 
for example, that psychological factors influence the experience of pain, 
and a multitude of psychological assessment tools have been developed to 
assist in the assessment of both acute episodes of pain and chronic pain 
conditions (e.g., Turk & Melzack, 2001). Measuring adherence to medi-
cal recommendations or treatment plans represents another area where 
knowledge of psychological assessment has facilitated the construction of 
relevant assessment devices (e.g., Quittner, Modi, Lemanek, Ievers-Landis, 
& Rapoff, 2008). Development and use of these instruments is based upon 
a sound background in psychometric theory and psychological assess-
ment, knowledge bases that all professional psychologists should have. 
Self-report measures of health behaviors (e.g., Centers for Disease Control 
and Prevention, 2006), stress (e.g., Cohen, Kessler, & Underwood Gordon, 
1997), and coping (e.g., Penwell, Larkin, & Goodie, 2014) represent addi-
tional psychological assessment tools that are widely used in health care 
environments and that extend the assessment repertoire of the clinical 
health psychologist beyond the measurement of mental health constructs.

In addition to possessing a solid knowledge base of biological and psy-
chological assessment strategies, clinical health psychologists need to have 
a basic understanding of methods of assessment of social-environmental 
influences on health, including those used in community health edu-
cation, public health, and health policy. Using a systems approach, this 
knowledge base of assessment methods extends beyond the individual 
patient and taps into environmental influences on health and/or treat-
ment. Founding their assessments on the biopsychosocial model, clini-
cal health psychologists are well aware that these are important factors 
that impact health outcomes. Belar and Deardorff (2009) provide a help-
ful rubric for considering family, health care system, and sociocultural 
contextual factors when conducting a clinical health psychology assess-
ment. Family factors include consideration of characteristics of the home, 
feelings and expectations of family members, and reinforcement of health 
or illness behaviors provided by the family. Factors associated with the 
health care system include availability of health care, provider’s knowl-
edge and attitudes toward the patient and his or her treatment, and com-
munication competencies of the provider. Broader sociocultural factors 
must also be evaluated, including exposure to health hazards or terrorism, 
sentiment about and understanding of the culture to the patient’s illness, 
the possible role health disparities play, the quantity and quality of the 



Functional Competencies in Clinical Health Psychology118

social network, and federal and local laws regulating the health care sys-
tem. Understanding the environmental context within which the symp-
tomatic patient presents involves acquiring assessment competencies that 
go beyond the typical assessment strategies most professional psycholo-
gists are exposed to during training. In this regard, clinical health psy-
chologists need to extend their knowledge of assessment by learning from 
their peers in these interdisciplinary health care settings who have explicit 
training in other methods of assessing the social-environmental milieu 
(e.g., public health researchers).

Sk i l l - Ba s ed  C ompe ten c i e s  i n  A s s e s smen t

The biopsychosocial model also provides the foundation for eight skill-based 
assessment competencies distinctly associated with the practice of clinical 
health psychology. The term “biopsychosocial” is actually used in defin-
ing five of these skill-based competencies. Essentially, these competencies 
assume development of the benchmark competencies in assessment (see 
Fouad et al., 2009) and fundamental knowledge-based competencies perti-
nent to the assessment of clinical health conditions outlined in the previous 
section. These skill-based competencies then reflect the application of the 
fundamental knowledge of assessment within the health care environment.

Selection and administration of empirically supported tools for con-
ducting clinical health psychology assessments is positioned first among 
the skill-based assessment competencies (see item 4 in Table 10.1). This 
area of competence is similar to those described by the Competency 
Benchmarks Work Group (Fouad et al., 2009), except that it is uniquely 
focused on the patient’s “physical” illness, injury, or disability instead of 
his or her mental illness or behavioral disorder. Very frequently, patients 
evaluated by clinical health psychologists are not seeking care for mental 
health services, so the approach taken to evaluate them is quite differ-
ent than assessment strategies used in traditional mental health treat-
ment settings. In this regard, most patients presenting for treatments of 
“physical” ailments would see very little need for completing a personality 
assessment (à la the MMPI or Rorschach) or a full intellectual evaluation. 
Although effective rationales for employing these extensive assessment 
strategies can be generated for patients seeking help for mental health 
problems, it is more challenging to come up with a rationale that would 
be acceptable to most patients presenting with physical health problems. 
Recognizing the difficulty in providing a rationale for extensive psycho-
logical testing and the challenges in implementing such an approach in a 
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fast-paced health care setting, clinical health psychologists have tended to 
use briefer assessment tools, including self-report screening instruments 
that often contain fewer than 10 items.

Foremost among the clinical health psychologist’s tools is the com-
prehensive biopsychosocial interview, which is highlighted in the sec-
ond skill-based competency on the list (item 5 in Table 10.1). Using this 
approach, patients in medical or related health care settings become easily 
engaged in the evaluation and provide the information needed to com-
plete the assessment. Opting to use a traditional psychiatric interview 
often results in less engagement from the patient, who is left wondering 
how such an evaluation will enhance his or her medical care at best, and 
resistant to treatment or irritable at worst.

The next four skill-based competencies distinctly associated with clini-
cal health psychology assessment are focused on specific types of assess-
ment commonly employed in the health care arena. Due to the frequency 
of their occurrence, they are perceived as areas of competence required of 
all clinical health psychologists. The first competency area in this cluster 
of four (item 6 in Table 10.1) pertains to assessing risk factors for onset 
of physical illnesses, injuries, or disabilities. Using this approach, clini-
cal health psychologists draw upon their knowledge of epidemiological 
research to understand the potential for future health-related problems in 
patients with whom they are evaluating. In this regard, the clinical health 
psychologist has an eye toward the future when conducting evaluations of 
patients in health care environments. In fact, many of the assessments we 
conduct are specifically aimed at predicting whether there is any future 
risk for medical or psychological complications or iatrogenic illnesses 
(e.g., bariatric surgery evaluations, evaluations of transplant candidates, 
etc.), or what needs to be done to decrease the likelihood of complica-
tions or illness in the future (e.g., preventive health care). In particular, 
our knowledge of psychological and behavioral risk factors for numerous 
medical conditions is highly regarded. It is well known, for example, that 
depression is a risk factor for myocardial infarctions, both among healthy 
samples and patients already diagnosed with cardiac disease (Rozansky, 
Blumenthal, & Kaplan, 1999), and we are uniquely positioned in the health 
care environment to conduct evaluations specifically addressing this risk 
factor. It goes without saying that an evaluation of psychological or behav-
ioral risk factors would likely influence the outcomes of interventions pre-
scribed and inform the delivery of preventative services.

The second area in this cluster of skill-based competencies (item 7 
in Table 10.1) focuses on our ability to evaluate knowledge, values, and 
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attitudes of patients and their families that will assist in health care deliv-
ery. The question of whether patients have the requisite knowledge and 
cognitive functioning to engage in appropriate medical decision mak-
ing falls into this category. Teams of medical providers are often at a loss 
when evaluating how influential these factors are when patients and their 
families make decisions about medical assessments and interventions. 
Countless medical tests and procedures are conducted without patients 
or their families fully comprehending the potential outcomes and associ-
ated medical risks. Although situations like this typically are not concern-
ing to the health care team when the patient or medical guardian agrees 
with the recommendations of the team, they become problematic when 
the patient or guardian makes a medical decision that differs from the 
recommended course of action by the health care team. In these cases, it 
calls into question the patient’s (or the family’s) ability to make appropri-
ate decisions regarding medical care. Again, it is the domain of the clinical 
health psychologist to assist the health care teams in navigating these situ-
ations, even when the outcome of the decision-making process may not be 
consistent with the immediate recommendations of the health care team.

Assessment of adherence to recommendations to medical and psy-
chological care is specifically addressed in the third area of this clus-
ter of skill-based competencies (item 8 in Table 10.1). Although health 
care providers, including professional psychologists, like to believe 
that patients will follow treatment recommendations and engage in 
prescribed behaviors consistently, we are all aware that this is not the 
case. Patients with essential hypertension do not take their medica-
tions, patients with diabetes do not follow the prescribed diet, patients 
with asthma fail to use their inhalers properly, and patients referred 
for specialty care frequently fail to make those appointments. In fact, 
it could probably be argued that nonadherence is the norm of medical 
care. Based upon the biopsychosocial model, clinical health psycholo-
gists are uniquely positioned to evaluate adherence to treatment recom-
mendations and to assist health care providers in optimizing treatment 
outcomes for their patients.

The fourth specific competence in this cluster of skill-based compe-
tencies for clinical health psychologists involves assessing how various 
medical procedures affect patients undergoing them (item 9 in Table 10.1). 
The modern health care environment contains an array of assessment 
and intervention procedures that can be stressful and overwhelming to 
many patients. Consider waiting for results of a blood test to confirm the 
diagnosis of a sexually transmitted disease, undergoing confinement in a 
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magnetic resonance imaging scanner, or holding still during a bone mar-
row aspiration. In all cases, these procedures—and the results that come 
from them—can evoke strong emotional reactions among patients. Given 
that clinical health psychologists practice in health care settings, they are 
often called upon (correctly or incorrectly) to evaluate, moderate, and 
even from time to time to ameliorate these reactions when they occur. As 
such, clinical health psychologists need to use their extensive training in 
assessment to approach these situations when they arise to comprehend 
the underlying reasons for these reactions that may be amenable to modi-
fication by the treatment team (i.e., alternative methods for obtaining the 
same result that produce lesser emotional reactions could be adopted). In 
other cases, the emotional reaction might be considered entirely normal, 
despite the objections of members of the medical team who insist it is an 
overreaction. For example, it is not uncommon for clinical health psy-
chologists to be referred to evaluate newly diagnosed cancer patients for 
depression by members of the health care team because of the patient’s 
prolonged crying. In many of these cases, the crying is an understandable 
reaction to receiving the news that one has cancer and no other symptoms 
of depression are apparent.

The next skill-based competency in assessment (item 10 in Table 10.1) 
pertains to the ability to cointerview a patient and family member (fre-
quently a spouse). Unlike many traditional encounters in mental health 
care settings where the patient and provider meet confidentially, it is the 
norm in health care settings like medical hospitals for patients to be evalu-
ated in the presence of a family member. Although it is certainly the pur-
view of the psychologist to request some time alone with the patient and 
excuse the family member, there is often good reason to assess the patient 
in the presence of a family member. If the patient is suffering from a con-
dition where he or she is confused or delirious, information from the fam-
ily member may likely be more accurate than information obtained from 
the patient. Also, interviewing a patient in the presence of a family mem-
ber can provide the evaluator with the opportunity to assess the quality 
of the interaction that is present in this relationship. Sources of agreement 
as well as disagreement between the patient and family member can pro-
vide important clues to the clinical health psychologist’s assessment of the 
patient’s social network.

The final skill-based competency in clinical health psychology in the 
area of assessment focuses on another benchmark competency in assess-
ment, namely communication of findings (item 11 in Table 10.1). The key 
distinction between the general professional psychologist and the clinical 
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health psychology specialist is the ability to communicate with other rel-
evant health care professionals. Whereas a generalist needs to communi-
cate effectively by writing a comprehensive report and going over it with 
the patient, the clinical health psychologist is almost always communi-
cating findings to another health care provider or a treatment team. This 
requires a different set of skills, foremost of which is the ability to speak 
succinctly and be heard. The fast-paced health care environment will not 
tolerate the five-page integrative reporting format learned in graduate 
school. Communication has to be quick and to the point and progress 
notes should adapt to the SOAP (Subjective, Objective, Assessment, Plan) 
format used in many medical settings. In this regard, the participants at 
the Tempe Summit believed it represented a unique area of competence in 
the area of assessment among clinical health psychologists.

ACQUISIT ION OF ASSESSMENT COMPETENCIES 

IN CLINICAL HEALTH PSYCHOLOGY

In contrast to the foundational competencies presented in Section 2 of 
this book, specific functional competencies almost always can be divided 
easily into knowledge-based and skill-based types. The area of assess-
ment is no exception to this general rule. Adopting the general rubric 
outlined by Nash and Larkin (2012), knowledge-based competencies are 
typically acquired before their associated skill-based competencies. This 
makes intuitive sense and is generally how training is conducted in pro-
fessional psychology; doctoral training carries the bulk of the responsi-
bility in developing knowledge-based competencies, and internship and 
postdoctoral training focuses more on training of skill-based competen-
cies. With respect to training in assessment competencies, professional 
psychologists-in-training enroll in course work in psychometric theory 
and psychological and behavioral assessment early on during graduate 
training. Almost always, these courses rely on a textbook and a collection 
of theoretical and empirical articles, and methods of assessment tap into 
knowledge attainment of material read and presented in class. Following 
this extensive didactic learning experience, students in professional psy-
chology training programs eventually learn to conduct a variety of these 
assessments in clinical applied settings with real patients seeking care. In 
some cases, these practical assessment experiences are conducted within 
training clinics operated by the programs themselves, and in other cases, 
they are conducted at community clinics willing to work with trainees 
in closely supervised settings. In today’s academic environment, these 
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early skill-based learning experiences occur during the doctoral training 
years, and they prepare students for more intermediate and advanced skill 
acquisition that occurs during their internship experiences.

Although one could argue that internship programs do not typically 
conduct formal knowledge-based competency development in assessment, 
many interns acquire entirely new assessment competencies during their 
internship year. It is not uncommon for trainees with no exposure to neu-
ropsychological assessment, for example, to complete a rotation in that 
specialty area while on internship. To accomplish this, faculty members in 
internship programs, by default, find themselves teaching knowledge-based 
competencies using fairly didactic methods for these trainees. In this 
regard, it is better to think of the internship year as a time to fill in the gaps 
of assessment competence that were not taught during doctoral training 
than to view it solely as a time to engage in skill-based learning.

The same sequence from knowledge-based to skill-based compe-
tency attainment applies to the specialized list of competencies out-
lined for clinical health psychologists in this chapter. In contrast to the 
functional competencies of assessment described by the Benchmark 
Competencies Workgroup (Fouad et  al., 2009), there is no reason to 
believe that doctoral students beginning their internships and train-
ees graduating from their programs to assume careers in professional 
psychology possess any of these specialized assessment competencies 
in clinical health psychology. Courses that teach the knowledge-based 
competencies in clinical health psychology assessment and subsequent 
practical experiences that provide opportunities for skill-based com-
petency development are not required in accredited doctoral or intern-
ship programs. Therefore, only students who elect to expose themselves 
to the content of clinical health psychology assessment during their 
doctoral training years and the internship that follows would possess 
elements of these specialized competencies. Fortunately, there are sev-
eral doctoral programs with devoted tracks, areas of concentration, or 
major emphasis areas in clinical health psychology (Larkin, 2009) and 
a multitude of internship programs that have major rotations in health 
care environments that provide opportunities for students with inter-
ests in becoming competent clinical health psychologists. For students 
who are unable to take advantage of these opportunities during their 
doctoral and internship years, a range of postdoctoral programs exist 
that are geared toward filling in the gaps in knowledge-based compe-
tencies as well as experiential training opportunities in the area of clini-
cal health psychology assessment.
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Assessment using the biopsychosocial model is part of the daily prac-
tice of professional clinical health psychologists. Exposure to this area 
of competence spans the entire training sequence, from doctoral pro-
grams where initial knowledge-based elements of assessment are typi-
cally acquired to the internships and postdoctoral fellowships beyond that 
traditionally concentrate on skill-based competency acquisition. Using 
this developmental sequence, trainees that emerge from these programs 
possess the requisite competencies for conducting assessments within the 
health care system by evaluating the spectrum of biological, psychologi-
cal, and socio-environmental factors related to physical illnesses, injuries, 
and disabilities that are seen in these settings.



ELEVEN

 Intervention in Clinical Health Psychology

Professional psychology blossomed following World War II when rank-
ing members of the military forces in the United States recognized the 
need for clinical services for veterans suffering from various psychologi-
cal conditions associated with their time in battle and the transition 
home afterward. Recognized as experts in psychological assessment (see 
Chapter 10), the military community welcomed professional psycholo-
gists into their relatively new roles as care providers and created a mul-
titude of positions in a significant number of Veterans Administration 
hospitals and clinics across the United States. Since this time, interven-
tion has been a prominent activity that all professional psychologists, 
including clinical health psychologists, conduct on a regular basis. 
Consequently, all training programs in professional psychology include 
a healthy dose of both knowledge-based and skill-based learning expe-
riences in intervention, with the most recent efforts focused on the 
use of evidence-based therapeutic techniques (Goodheart, Kazdin, & 
Sternberg, 2006).

It should be stated up front that competency of intervention is inex-
tricably connected to competency in assessment. Because intervention is 
always based on a solid understanding of the case, it does not have a prayer 
of being successful if accompanied by an inadequate initial assessment. 
Furthermore, the ongoing therapeutic process requires continual assess-
ment so the care provider knows whether the intervention is working, 
including when to modify the treatment plan when it is not working as 
planned. From this perspective, our success in acquiring competence in 
intervention is dependent upon our competence in assessment.
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The Competency Benchmarks document (Fouad et al., 2009) outlines 
competence in intervention across five domains: (a) knowledge of inter-
ventions; (b) intervention planning; (c) skills; (d) intervention implemen-
tation; and (e) progress evaluation. Despite the popular media portrayals 
of interventions being one-session, in-your-face altercations, professional 
psychologists recognize that interventions occur over time and involve 
a somewhat typical process of establishing a therapeutic alliance, eval-
uating the problem and arriving at a coherent case formulation, devis-
ing a treatment plan, implementing the intervention, and terminating 
treatment when data suggest the therapeutic goals have been achieved 
(Kanfer & Schefft, 1988). The general domains outlined by the Benchmark 
Competency Workgroup were associated with these recognized steps in 
the process of therapy. The first area of competence focuses on the basic 
knowledge of the scientific and theoretical bases for psychological inter-
ventions. Here, we draw heavily upon our knowledge of the evidence-based 
practice of psychology. As a scientific discipline, we need to know which 
therapies work for which conditions under which circumstances as well 
as those that do not. Using the evidence base as a foundation, coupled 
with the results from the initial assessment, the problem is conceptualized 
and a treatment plan devised to address the problematic behaviors with 
which the patient presented. This process of case formulation or concep-
tualization reflects the second area of intervention competence. The third 
and fourth competency areas in intervention represent skill-based compe-
tencies in developing therapeutic relationships (skills) and implementing 
successful behavior change interventions (intervention implementation), 
with the former focusing more on relationship-building skills and the lat-
ter focusing more on skills in implementing specific intervention strate-
gies. The final benchmark competency listed in the area of intervention 
focuses upon the ability to systematically gather data throughout the 
therapeutic process for purposes of evaluating treatment outcomes and 
informing practitioners when modifications to the treatment plan need 
to be made. Behavioral anchors associated with each of these intervention 
competencies can be found in the Competency Benchmarks document 
(Fouad et al., 2009, pp. S18–S19). Like assessment, the functional areas of 
competence in intervention are important for all professional psycholo-
gists. It is true that some professional psychologists may spend their entire 
careers only performing psychological assessments and never conducting 
interventions (some forensic psychologists and neuropsychologists come 
to mind here). However, because these individuals often make treatment 
recommendations as part of their evaluative work, knowledge of potential 
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interventions and some understanding of how they work are critical for 
making plausible recommendations. In this regard, intervention was con-
sidered an essential functional competency of all professional psycholo-
gists by the Benchmark Competency Workgroup.

It probably goes without saying, but because clinical health psycholo-
gists function within health care environments that extend beyond those 
that only provide mental health care, some additional competencies in 
intervention for clinical health psychologists have been identified. These 
unique competencies were reviewed and considered at the Tempe Summit 
of Education and Training in Clinical Health Psychology (France et al., 
2008) and are described in the following section in their current form.

INTERVENTION COMPETENCIES AMONG 

CLINICAL HEALTH PSYCHOLOGISTS

Many referrals in multidisciplinary health care settings might resemble 
requests for professional consultation (see Chapter 12), but hidden in the 
referral question care providers often can detect questions such as “Can 
you do anything with this patient? He is driving me crazy!” In cases 
like these, clinical health psychologists are called upon to intervene and 
assist the health care team in providing better health care to the identi-
fied patient. Common antecedents for this type of referral include patients 
who refuse a medical procedure, patients who monopolize valuable time 
in the clinic, patients who fail to comply with treatment recommenda-
tions, and patients who erupt into crying spells (or other displays of intense 
emotion) during medical visits. Providing intervention in these cases not 
only addresses the patient’s psychological needs but also promotes more 
positive relationships between the patient and the medical team regard-
ing treatment of the medical condition. Implementing a successful inter-
vention in such cases produces a win-win situation in which the patient’s 
emotional state improves and the members of the patient’s medical team 
no longer feel inept in addressing the patient’s medical needs.

In this regard, participants at the Tempe Summit considered all of the 
functional competencies pertaining to the area of intervention outlined in 
the Competency Benchmarks document (Fouad et al., 2009) and agreed that 
all of these broad and general competencies in intervention also were appli-
cable to the field of clinical health psychology (France et al., 2008). Through 
careful consideration of the literature on interventions in clinical health 
psychology settings, Tempe Summit participants added several interven-
tion competencies required for the practice of clinical health psychology 
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(France et al., 2008). Like the additional competencies in assessment, the 
exact wording and the organization of these competencies have undergone 
some revision since they were first reported. These additional competencies 
distinctive to the practice of clinical health psychology are shown in Table 
11.1 and described in more detail in the text that follows.

K now ledge - Ba s ed  C ompe ten c i e s  i n  I n t e r ven t i on

All knowledge-based intervention competencies unique to clinical health 
psychology are based on a complete understanding of the biopsychosocial 
treatment approach. In a nutshell, this approach to intervention extends 

TABLE 11.1  Competencies and Behavioral Anchors in Intervention Unique to Clinical Health 
Psychology

1.	 Ability to access, evaluate, and utilize information in designing and implementing 
treatment, health promotion, and prevention interventions using new and emerging health 
technologiesb

•	 Uses technology to deliver health care and health promotion programs (e.g., Web-based protocols for smoking 
cessation or relaxation)a

•	 Encourages use of patient portal of the electronic health record to be involved in the patient’s carea

2.	 Implementation of individual- or family-level evidence-based treatment interventions to 
treat health- and mental health-related issuesb

•	 Uses evidence-based intervention and prevention programs to improve individual and systems functioning 
in areas beyond provision of mental health services (e.g., improved sleep, decreased autonomic arousal, 
decreased pain, improved exercise and nutrition)a

•	 Focuses interventions on patient self-care, symptom reduction, and functional improvement (e.g., deep 
breathing, relaxation, cognitive disputation, sleep hygiene, self-management)a

3.	 Implementation of evidence-based interventions for individuals and populations along a 
continuum from acute clinical need to subclinical problems to prevention and wellnessb

•	 Implements evidence-based health promotion programs
•	 Focuses outcomes on pertinent behavioral risk factors (e.g., smoking cessation, colon screening, seat belt use)

4.	 Ability to evaluate, select, and administer appropriate assessments for the purpose of 
monitoring and evaluating the process and outcomes of treatment and rehabilitative 
servicesb

•	 With the patient’s input, identifies appropriate measures of treatment outcome for the presenting problem
•	 Develops monitoring systems that assess both the benefits and risks associated with treatment
•	 Works collaboratively with health care team to perform ongoing assessment of fluctuations in presenting 

problem and of emerging problems (e.g., use of Patient Health Questionnaire 9 to screen for depression 
annually)

aAdapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, pp. 39–42).
bAdapted from Competencies in Clinical Health Psychology. France et al. (2008, p. 577).
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beyond identifying treatment goals aimed at solely improving psycho-
logical functioning and, instead, requires developing treatment goals that 
target biological, psychological, and socio-environmental functioning. 
In a sense, by eschewing the mind-body dichotomy belief systems that 
continue to differentiate mental from physical health, the biopsychoso-
cial treatment approach reflects a more holistic treatment approach. As 
a result, the goals of such an approach extend far beyond the elimination 
of symptoms or disease management to the realm of wellness and health 
promotion. Whereas traditional interventions in professional psychology 
and psychiatry are aimed at relief from emotional or behavioral symptoms 
(e.g., elimination of panic attacks, reduction in depressed affect, reduc-
ing social avoidance), goals of the biopsychosocial approach to treatment 
might extend into biological domains (e.g., improvement in blood glucose 
regulation; reduction in frequency of migraines; increased adherence to 
medical recommendations) or social-environmental domains (e.g., alter-
ing availability of fattening foods in the house; family interventions aimed 
at improving adherence).

Although initially clustered under intervention competencies, the 
knowledge competencies essential for conducting intervention in clini-
cal health psychology (e.g., understanding of medical diseases and 
their treatments, knowledge of how psychological factors affect how the 
patient presents to the health care team and how these factors influ-
ence the delivery of appropriate health care services) are now consid-
ered foundational scientific competencies (see Chapter 6). Armed with 
this scientific knowledge base, the most appropriate interventions can 
be selected and timed well to coincide with the ongoing medical treat-
ment. For example, there are very effective psychological treatments for 
panic disorder that involve training in a variety of anxiety management 
skills accompanied by exposure to anxiety-eliciting stimuli. Using this 
approach, patients with panic attacks who visit emergency rooms fre-
quently claiming they are dying or going crazy are eventually discour-
aged from going to emergency rooms while experiencing sensations of 
panic. There is solid theoretical and empirical support for this approach 
(see Craske & Barlow, 2008). Let’s consider a minor variation to this 
clinical presentation: Would it matter if this patient with a diagnosed 
panic disorder was also diagnosed with cardiac disease? Would the 
patient’s medical provider endorse a treatment plan discouraging visits 
to emergency departments upon symptom onset? It is this sort of situ-
ation that clinical health psychologists encounter regularly. It is easy to 
see, then, why a fundamental knowledge of the pathology of a range of 
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physical diseases and their accompanying biomedical treatments is an 
essential area of competence for the clinical health psychologist.

Clinical health psychologists need to be aware that the primary purpose 
for seeking care for the patients they see is not typically to receive men-
tal health care. Our patients do not come to the health care facility to be 
seen by a clinical health psychology specialist, but rather they are typically 
seeking help for a medical problem they are experiencing. However, we 
possess knowledge of a body of scientific literature that is very important 
in the health care environment. Most of the reasons people end up with 
the diseases and injuries that result in seeking medical care are related 
to behavioral choices they make in their lives (e.g., smoking, not eating 
properly, not wearing seatbelts, failure to use sunscreen, leading sedentary 
lives), and as experts in the science of behavior, we are the professionals 
best positioned to assist in changing these problematic behaviors that are 
associated with myriad of life-threatening medical conditions. Knowledge 
of the science of health psychology and how it applies to health behaviors 
is a critical competency for today’s clinical health psychologists.

Sk i l l - Ba s ed  C ompe ten c i e s  i n  I n t e r ven t i on

Conducting interventions within the health care environment looks quite 
a bit different than conducting interventions in psychiatric facilities, com-
munity mental health centers, or counseling centers. For the most part, 
there are no 50-minute hours and often no completely private place to 
meet. Patient contacts tend to be brief in duration and aimed at specific 
target behaviors. When seeing patients in a hospital setting, there are 
roommates and interruptions by other health care providers with which 
to contend. Because of these significant contextual differences in the 
nature of service delivery, four skill-based assessment competencies dis-
tinctly associated with the practice of clinical health psychology have been 
elucidated (see Table 11.1).

The first skill-based competency focuses on the ability of clinical health 
psychologists to make use of emerging health technologies. For the most 
part, health care systems rely on electronic medical records for docu-
menting patient care, interdisciplinary communication, and access to 
Web-based programs for monitoring treatment adherence or delivery of 
health care services, including online weight loss or smoking cessation 
programs or relaxation training sites. The science of psychology has been 
instrumental in converting its repertoire of evidence-based interventions 
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into Web-based service delivery systems or smartphone applications that 
have a broader reach to those in need, particularly those who have limited 
access to medical care. Clinical health psychologists who work in health 
sciences centers often provide behavioral health services to patients who 
are in the hospital but who live hours away from the facility and do not 
have the resources to travel back weekly to obtain follow-up services. In 
this regard, the typical course of treatment for even the briefest forms of 
therapy is not possible. Reliance on continued development and use of 
computer-based methods for delivering behavioral health care interven-
tions was articulated as an essential competency at Tempe and continues 
to be an essential competency for practice in clinical health psychology 
today.

The next two skill-based intervention competencies cluster around 
implementing the evidence-based practice of clinical health psychol-
ogy (items 2 and 3 in Table 11.1). Although evidence-based practice was 
acknowledged in the benchmark competencies document, participants 
at the Tempe Summit felt that it needed to be more explicitly stated. 
Evidence-based medicine (Evidence-Based Medicine Working Group, 
1992; Sackett, 1996)  and evidence-based practice in nursing (Craig & 
Smyth, 2007; Simon, 1999) were fully integrated into medical and nurs-
ing curricula before professional psychology hopped onto this band-
wagon. However, because of clinical health psychology’s regular affiliation 
with members of these other health care disciplines, the importance of 
evidence-based practice clearly needed to be a fundamental competency 
embedded within training programs. These two competencies pertain to 
specific applications of the evidence-based practice approach, one focusing 
on treatment and the other on health promotion and prevention programs. 
In a sense, the common reliance upon scientific evidence in guiding our 
treatment and prevention efforts permits members of the health care team 
to communicate easily with one another in optimizing patient care. This 
allows us to provide our nonpsychologist colleagues with evidence-based 
justifications and explanations for what we recommend.

The final skill-based intervention competency recognizes the overlap 
between competencies in assessment and intervention. Based upon the 
importance of monitoring progress during treatment outlined by the 
Benchmark Competencies Working Group (Fouad et al., 2009), this area 
of competence focuses on using the clinical health psychologist’s skills in 
assessment to monitor overall progress of the patient undergoing medical 
treatment or rehabilitative services or participating in preventive interven-
tions. For example, our skills in assessment permit us to monitor change in 
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mental status or emotional state throughout a medical treatment course. 
For relatively short courses of treatment (e.g., a 10-day course of antibiotic 
for an intervention), such assessments are rarely needed. However, for rel-
atively longer courses of treatment accompanied by extensive rehabilita-
tion, like that seen with patients recovering from stroke, undergoing blood 
or marrow transplants, and prolonged courses of chemotherapy, our capa-
bility in assisting health care treatment teams in monitoring the progress 
of patients is essential. This competency area positions the clinical health 
psychologist as an evaluator of treatment outcomes broadly defined, and 
not solely interventions being provided by the psychologist.

One interesting feature to note regarding specific competencies in inter-
vention among clinical health psychologists is that no specific interven-
tions are uniquely associated with clinical health psychology. In general, 
interventions within clinical health psychology involve applying what we 
already know about behavior change, both theoretically and empirically, 
from several decades of intervention work conducted since professional 
psychologists first started treating returning veterans following World 
War II. Consequently, what is unique about the practice of clinical health 
psychology is not the nature of the behavior change strategies selected, but 
that they are applied with patients with primary medical rather than psy-
chiatric diagnoses. Of the intervention strategies commonly used by clini-
cal health psychologists that were outlined at the Arden House Conference 
(Tulkin, 1987)  and more recently (Belar & Deardorff, 2009), almost all 
resemble lists of interventions commonly taught in current clinical and 
counseling psychology training programs (e.g., relaxation training, con-
tingency management, desensitization, cognitive restructuring). The dis-
tinctive quality of interventions conducted by clinical health psychologists 
relates to the sorts of problems the behavior change programs are designed 
to address and the unique skills involved in implementing them with 
patients who do not see themselves as having “psychological problems.” 
For example, relaxation training is aimed at lowering blood pressure or 
frequency of migraine headaches instead of treating generalized anxiety 
disorders or phobias. The goal of a contingency management program 
is to alter the reinforcement family members provide for pain behaviors 
emitted by patients with chronic pain conditions instead of reinforcement 
of aggressive behaviors in children with conduct disturbances.

Hypnosis and biofeedback stand out as intervention strategies employed 
more frequently by clinical health psychologists than traditional clinical 
or counseling psychologists. Although hypnosis was originally employed 
by psychoanalysts to tap into unconscious phenomena, it is rarely used in 
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contemporary mental health care settings for these purposes. However, 
hypnosis has found a place in the clinical health psychologist’s armamen-
tarium for treating patients experiencing chronic pain or undergoing 
acutely painful medical procedures (Accardi & Milling, 2009; Patterson, 
2010). In contrast, from their inception as viable interventions, biofeed-
back strategies have targeted a range of medical conditions (see Schwartz 
& Beatty, 1977). Although biofeedback has been employed with central 
nervous system activity (e.g., Sokhadze, Cannon, & Trudeau, 2008), the 
predominant systems modified via biofeedback are those innervated by 
the autonomic and somatic nervous systems in the periphery, the same 
systems thought to mediate the association between stress and numer-
ous physical diseases. Despite their common applications in medical set-
tings, not all clinical health psychologists employ hypnosis or biofeedback 
interventions, and the competent practice of clinical health psychology 
does not require specialized knowledge and skill in using these forms of 
intervention.

ACQUISIT ION OF INTERVENTION COMPETENCIES 

IN CLINICAL HEALTH PSYCHOLOGY

Like the functional competencies in assessment, the functional compe-
tencies in intervention associated with the practice of clinical health psy-
chology can be categorized into knowledge-based and skill-based types. 
Acquisition of these competencies follows the same sequence described 
previously for assessment (see Chapter 10), with knowledge-based com-
petencies being learned before skill-based competencies. In general, 
the knowledge-based competencies are introduced in doctoral training 
programs, and the skill-based competencies are acquired later on dur-
ing internship and postdoctoral training experiences. Acquisition of 
the knowledge-based areas of competence might require course work 
offered outside traditional training programs in professional psychology. 
In particular, mastering knowledge of the pathophysiology of diseases 
and associated biomedical treatments is likely to require course work in 
departments of physiology or pharmacology.

Once the knowledge-based competencies in intervention have been 
acquired, clinical health psychologists-in-training can begin practicing 
their skill-based counterparts in closely supervised practicum experiences 
in health system settings. This often begins during doctoral training, but 
it is most certainly dependent upon the program’s access to health care 
facilities with clinical supervisors who are devoted to educating the next 
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generation of health care providers. Skill-based competencies continue to 
develop throughout graduate school and internship years until they reach 
the intermediate to advanced levels required for granting of the doctoral 
degree. Like assessment competencies, the internship year is not typically 
the trainee’s first experience with direct contact in providing interven-
tions to medical patients. Rather, it is a time to fill in the gaps of patient 
experiences to assure that the trainee possesses a breadth of intervention 
experiences across a range of patients coping with a variety of medical and 
health-related problems.

It is possible that some trainees will not have gained the critical 
knowledge-based competencies in intervention prior to applying for and 
obtaining an internship placement. This could happen for several rea-
sons, including being a student who discovers clinical health psychology 
later in training, being a practicing professional who desires respecializ-
ing in clinical health psychology, or being enrolled in a doctoral train-
ing program that has limited resources to offer this sort of fundamental 
training. In these cases, postdoctoral training programs are essential. 
Internship programs often consider creative ways to provide the deficient 
knowledge-based competencies within their training environments, like 
permitting interns to attend educational events (e.g., grand rounds) in 
other departments.

There is a range of postdoctoral training opportunities available for 
trainees with interests in clinical health psychology. Some focus primarily 
on research training, some on clinical health psychology service provi-
sion, and some provide a combination of research and service activities. 
Although it is important for all clinical health psychologists to have the 
specific competencies in intervention described in this chapter, it must 
be acknowledged that not all will conduct interventions as part of their 
professional lives. In these cases, as long as the functional competencies 
in clinical health psychology intervention have been acquired, there is no 
reason to seek additional training in this area. That said, there is a grow-
ing need for the types of services clinical health psychologists provide 
(e.g., integrative behavioral health care), and the desire to be prepared to 
accept these positions will likely increase the popularity and availability 
of postdoctoral training experiences providing training in the area of 
intervention.

Like competence in assessment, exposure to intervention competen-
cies spans the entire training sequence, from the knowledge-based com-
ponents during doctoral training years to the skill-based applications 
of that knowledge during the internships and postdoctoral fellowships 
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that follow. By taking advantage of these training opportunities, the 
next generation of clinical health psychologists will graduate with a 
substantial array of intervention tools that will position them well for 
practicing in integrative behavioral care settings as well as other health 
care environments.



TWELVE

 Consultation in Clinical Health Psychology

Given the exponential rate at which new information is being acquired 
within psychology as well as related scientific disciplines, even the most 
devout journal consumers will find themselves quickly out of date with 
respect to maintaining the full range of skills needed to practice compe-
tently as professional psychologists. Thankfully, the professional practice 
of psychology touts consultation as a core functional competency through 
which we operate within a larger community of psychologists to assure we 
have easy access to knowledge and skills in areas where we do not regu-
larly practice. In this regard, we are not expected to have a comprehensive 
knowledge base concerning every possible situation that might be encoun-
tered in health care settings, but rather we know how to access this infor-
mation should we need it. Clinical health psychologists primarily treating 
cancer patients to improve their pain regulation strategies might find it 
necessary to assist one of their patients to quit smoking. Or clinical health 
psychologists who primarily work with patients in weight reduction pro-
grams might encounter patients from time to time experiencing emotional 
distress associated with receiving medical diagnoses with which the psy-
chologist may be less familiar (e.g., AIDS, stroke). When these situations 
arise, all professional psychologists, clinical health psychologists included, 
resort to seeking professional consultation to assure their patients receive 
state-of-the-art care. To assure a community of competent providers, we 
need to recognize that consultation is a two-way street. We seek consul-
tation when needed but also are willing to serve as consultants for peers 
requesting information pertaining to knowledge and skills in which we 
profess competence or expertise.
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The Competency Benchmarks Work Group (Fouad et  al., 2009)  out-
lined four domains of competence in consultation: (a) understanding the 
role of consultant; (b) addressing the referral question; (c) communicat-
ing results of the assessment; and (d) applying methods of consultation. 
The first area of competence draws upon the knowledge of how being a 
consultant differs from other roles in which professional psychologists 
engage, like being a therapist, supervisor, or teacher. The most important 
consideration regarding patient care with respect to this competency is 
the understanding that consultants do not assume patient care responsi-
bilities. Rather, they make recommendations to referring health care pro-
viders or systems of care and let them choose to implement them or not. 
Knowledge in how to conduct an effective needs assessment in response 
to the referral question and how to communicate the results of this assess-
ment constitutes the second and third competency domains in the area 
of consultation. The final area of competence listed in the area of con-
sultation focuses upon the application of knowledge to conducting con-
sultations. Behavioral anchors associated with each of these consultation 
competencies are provided in more detail in the Competency Benchmarks 
document (Fouad et al., 2009, p. S20).

It is important to note that consultation competence was defined 
by Rodolfa et al. (2005) and the Benchmark Competency Work Group 
(Fouad et al., 2009) as “the ability to provide expert guidance or pro-
fessional assistance in response to a client’s needs or goals” (p.  351). 
Because these efforts promoted standards of competence in professional 
psychology, it is understandable that the description and behavioral 
anchors associated with this area of competence have been interpreted 
primarily in the context of patient or client care. However, using this 
context, it is important to recognize that the “client” could be a spe-
cialized practitioner, health care team, hospital administration board, 
school, or work setting. In brief, knowledge and skills in consultation 
are not confined to situations involving direct patient care, and in fact 
most often are not. Indeed, professional psychologists have been called 
upon to lend their expertise in consulting on research projects, for 
developing and evaluating training programs, and for program evalu-
ation efforts in workplace, school, and governmental settings; recently 
they were involved in redesigning the MCAT exam. Across these vari-
ous types of consultation settings, Wallace and Hall (1996) outlined a 
common sequence of the consultative process, including entering into 
the role of the consultant, conducting a needs assessment, establish-
ing realistic consultative goals, devising a plan that addresses these 
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goals, guiding implementation of the plan (if accepted), and of course, 
devising a strategy for evaluating program effectiveness and terminat-
ing the consultation arrangement. The stages of the consultation pro-
cess described by Wallace and Hall parallel the specific competencies 
described by the Benchmark Competency Work Group quite nicely, 
although in a somewhat more detailed manner.

Although consultation is a necessary competency for all professional 
psychologists, it is not uniquely our domain. Even psychologists who are 
not health service providers (e.g., behavior neuroscientists, experimental 
psychologists, industrial organizational psychologists) are often called 
upon as research and educational consultants, and as such, many possess 
the same competencies in consultation as those who receive training in 
professional psychology training programs. For example, health psycholo-
gists without clinical training (termed “health psychology scientists” at the 
Arden House Conference) also offer consultation on research, educational 
efforts, and policy changes that relate to health and wellness occurring 
in work, school, or community environments. In contrast, clinical health 
psychologists uniquely possess consultation competencies for a range of 
situations involving direct patient care and programs of patient care that 
occur in health care settings.

Because the clinical health psychologist’s area of special expertise 
is based on the biopsychosocial model of health and wellness, we are 
most likely to be identified as consultants for questions pertaining to 
the impact of stress and other psychosocial factors on health in patient 
care settings. However, because of our unique attributes as both scien-
tists and as practitioners, we are also often called upon as consultants in 
research design and data analysis by our peers in the health care envi-
ronment who received lesser or no training in research as part of their 
professional development. As noted in Chapter 2, training in most other 
health care disciplines involves far less exposure to research design and 
statistics than training as psychologists, and training in none of these 
other disciplines requires completion of empirical theses or disserta-
tions. Based upon our distinctive competencies in both clinical practice 
and research within health care environments, some additional com-
petencies in consultation for clinical health psychologists were identi-
fied by participants at the Tempe Summit of Education and Training 
in Clinical Health Psychology (France et  al., 2008). Description of 
these distinctive competencies continues to evolve, and they remain in 
the latest rendition of the list of clinical health psychology specialty 
competencies.
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CONSULTATION COMPETENCIES AMONG 

CLINICAL HEALTH PSYCHOLOGISTS

Consultation is a critical part of practice within the modern health care 
arena. Like psychology, no medical or health care provider possesses 
expertise in all organ systems, diseases, procedures, or interventions. In 
this regard, professionals with specific sets of expertise are consulted to 
assist health care teams in the provision of optimal care. Cardiologists 
are brought in to lend their expertise in cases where chest pain of uncer-
tain origin is a predominant component of the symptom presentation; ear, 
nose and throat (ENT) specialists are sought to assist in the diagnosis and 
treatment of prolonged sinus pain and swelling; and palliative care teams 
are consulted when end-of-life decisions are being considered by patients 
and their families. In this regard, it is advantageous for hospitals to have 
access to clinical health psychologists to consult on cases where psycho-
logical factors overlap with medical diseases, disorders, and disabilities.

Although there is an extensive history of consultation-liaison activities 
within the field of psychiatry, historically this involved providing tradi-
tional psychological or psychiatric care to someone who happened to be 
occupying a medical bed. Consulting for purposes of managing the stress 
of being diagnosed with a medical illness, to assist patients undergoing 
extensive medical testing, and to alter behavioral risk factors for disease 
is of more recent origin. Consultation among clinical health psycholo-
gists is quite different from the sorts of professional activities performed 
by consultation-liaison psychiatrists. Psychiatric consultation would be 
an appropriate action if the medical team needed help in confirming a 
diagnosis of depression in a cardiac patient and desired assistance in pre-
scribing an antidepressant with the fewest cardiac side effects, or if they 
desired consultation for the appropriate course of action for dealing with a 
patient with schizophrenia who had lapsed into a psychotic episode while 
in the hospital for treating an infectious disease. In contrast, traditional 
psychiatric consultation would not be an optimal approach for making 
recommendations for patients who desire to manage their pain nonphar-
macologically, quit smoking, acquire appropriate stress management 
techniques for coping with an upcoming medical procedure, or increase 
adherence to the prescribed treatment. These cases would be better served 
through consultation with a clinical health psychologist.

Like the competencies in both assessment and intervention, partici-
pants of the Tempe Summit examined all of the functional competen-
cies pertaining to the area of consultation outlined in the Competency 
Benchmarks document (Fouad et al., 2009) and agreed that all of these 
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broad and general competencies in consultation were applicable to clini-
cal health psychology (France et al., 2008). Following deliberations at the 
Tempe Summit and subsequent revisions of the competencies initially 
articulated there, one additional knowledge-based and three additional 
skill-based competencies in consultation were added (see Table 12.1). 
These competencies in the area of consultation distinctive to the practice 
of clinical health psychology will be considered next.

K now ledge - Ba s ed  C ompe ten c y  i n  C on su l t a t i on

Because clinical health psychologists are most often called upon as 
consultants in health care facilities like hospitals and clinics, the 
knowledge-based competencies in consultation unique to clinical health 
psychology center on functioning in these types of environments. The 
additional knowledge-based competency in consultation pertains to 
understanding the professional role of engaging in consultation within 

TABLE 12.1  Competencies and Behavioral Anchors in Consultation Unique to Clinical Health 
Psychology

KNOWLEDGE-BASED CONSULTATION COMPETENCY

1.	 Knowledge of own and others’ professional roles and expectations within the context of 
intradisciplinary and interdisciplinary consultation in the health care settinga

•	 Recognizes the difference between consultation and supervision in the health care setting
•	 Understands the importance of a timely response to medical consultation

SKILL-BASED CONSULTATION COMPETENCIES

2.	 Conceptualization of referral questions that bear on human behavior (including an 
understanding of the client’s, other provider’s, or health system’s role)a

•	 Conducts a thorough review of the health record of the referred patient
•	 Responds directly to the initial consultation question

3.	 Translation and communication of relevant scientific findings as they bear on the health care 
consultation/liaison questionsa

•	 Communicates clear recommendations to the referral source
•	 Writes a succinct consultation note on the electronic health record in jargon-free language

4.	 Ability to work with professionals from other disciplines to increase the likelihood of 
appropriate early referral for consultation with clinical health psychologists as opposed to 
“last resort” referralsa

•	 Develops relationships with potential referral agents educating them regarding your professional competencies
•	 Rounds with health care teams to proactively recruit referrals before the problems become more challenging 

(e.g., learning pain control strategies before medical procedures)

aAdapted from Revised Competencies in Clinical Health Psychology. Masters, France, & Thorn (2009, p. 196).
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the context of the health care setting. In this regard, specialized com-
petencies in consultation in the health care environment are required 
of all clinical health psychologists, while other types of consultative 
experience are more or less optional. Although it may be desirable for 
clinical health psychologists to function as consultants for research 
projects in other settings, within schools, within work environments, 
or in community-based participatory research settings, these locations 
do not constitute the unique domain of the clinical health psycholo-
gist and are not considered core competencies for all clinical health 
psychologists. Broad models of psychological consultation, like the one 
proposed by Wallace and Hall (1996), apply to a range of consultative 
environments. Consulting within the health care environment stands 
out as the primary domain (or one might say “turf”) of the clinical 
health psychologist, and as such, all clinical health psychologists need 
to demonstrate competence in this area.

The health care environment is unique in many regards, and consultants 
in these settings need to be aware of many of its idiosyncrasies. Unlike 
many other settings, consultation is such a frequent occurrence in health 
care environments that most facilities have developed and implemented 
rules and procedures regarding who can perform consultations, how they 
should occur, and what type of documentation is required. Essential to 
the competent consultant is an awareness of the rules and regulations that 
operate in these environments. Foremost among these rules and regula-
tions is adherence to the credentialing process health care institutions go 
through to determine which providers are qualified to serve as consul-
tants. With rare exceptions, these rules and regulations were not devised 
by psychologists, and at times they may not be all that friendly to psy-
chologists. As such, it is important for those conducting consultations in 
health care settings to gain an understanding of the scientific literature on 
medical consultation to assure that their consultations provide the health 
care team with the information they desire.

Sk i l l - Ba s ed  C ompe ten c i e s  i n  C on su l t a t i on

Consultations in the broader health care environment are somewhat dif-
ferent than conducting consultations in psychiatric facilities. All other 
professionals working in psychiatric facilities are familiar with the multi-
axial diagnostic system employed in the earlier versions of the Diagnostic 
and Statistical Manual of Mental Disorders and the entire range of ter-
minology unique to working with patients with psychiatric disorders, 
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including phrases like “the patient exhibits Cluster B traits,” “has a GAF 
score of 65,” or “has a 4-9 profile on the MMPI.” Because members of 
other health care professions regard psychiatric terminology as a foreign 
language, it behooves clinical health psychological consultants to employ 
very little technical jargon in their consultation notes and conversations 
with members of the health care teams. As with all consultations, the best 
ones result in a concise consultation note that specifically addresses the 
referral question. Consultation notes are not the place to try and impress 
other members of the health care team with the sophistication of one’s 
case conceptualization or the elegance of one’s prose.

The first skill-based consultation competency unique to clinical health 
psychology focuses on the process of shaping the referral questions into 
meaningful professional communications between the clinical health psy-
chologist and members of the health care team requesting the consulta-
tion. Unless the health care provider or team has an extensive history of 
working with clinical health psychology consultants, it is sometimes dif-
ficult for them to understand when behavioral health consultations should 
be requested and how the referral questions should be phrased. For exam-
ple, it is not uncommon for clinical health psychologists to be consulted to 
answer a referral question such as “Is this patient depressed?” Certainly, 
the team desires more than a “yes” or “no” response in the consultation 
note (although some have been tempted to try this approach!). In instances 
like these, the clinical health psychologist consultant needs to discern how 
much more information is desirable. Options to consider include provid-
ing information about how the diagnosis of depression might complicate 
the patient’s medical treatment, what treatment options might be recom-
mended (e.g., cognitive-behavioral therapy, behavioral activation, antide-
pressant medication), and who is available to perform these interventions 
should the team choose to pursue them. Using this approach, the clinical 
health psychologist rephrases the referral question so that a meaningful 
result can be communicated to the consulting health care team. This may 
require additional communication with the individual or team requesting 
the consultation in order to ensure that the question being answered is 
indeed the question being asked.

Although the first skill-based competency focuses on discernment of 
the referral question, the next skill-based competency pertains to the art-
ful communication of findings to the health care team. Both written and 
verbal communication skills are important here, as the clinical health psy-
chology consultant should competently write a brief report that all other 
members of the health care team can decipher and verbally report key 
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findings to critical members of the health care team. Given the fast pace of 
the health care environment and numerous pieces of data being collected 
and recorded on patients’ medical charts, written consultation notes can 
become easily buried among other less important components of the med-
ical record. Thus, it is always important to verbally relay any key features 
of the report to the physician (or whichever health professional) in charge 
of the health care team; whenever possible, these data also should be pro-
vided to nursing and other staff working with the patient and physician. 
Both written and verbal forms of communication take into account the 
consultant’s knowledge of the various health care professionals compris-
ing the health care team and his or her capacity for explaining findings 
using terminology they would understand.

The final skill-based competency in consultation among clinical health 
psychologists pertains to the skills in developing productive working rela-
tionships with members of the interdisciplinary health care team. To oper-
ate competently in this domain, it is best if clinical health psychologists 
acquire at least a working knowledge about how members of other health 
care disciplines are trained and the nature of their daily work assignments 
(see Chapter 7). On any health care team, the day-to-day, hands-on tasks 
involved with patient care are carried out by allied health professionals, 
and failure to recognize this fact will certainly interfere with a successful 
consultation. In this regard, it is essential that productive working relation-
ships be developed with all disciplines functioning regularly on the team. 
Developing productive working relationships with physicians, nurses, and 
social workers is a must on any health care team, but establishing relation-
ships with other professionals can also be crucial, including physical and 
occupational therapists, various health care technicians, massage thera-
pists, nutritionists, dentists, and chaplains. Through development of these 
interdisciplinary relationships, clinical health psychologists then educate 
others about the types of clinical services they can provide, and as a result, 
appropriate referrals and requests for consultation often increase.

Consultation-liaison psychiatrists draw a distinction between consulta-
tion activities and liaison activities. While the former focuses on address-
ing a direct request from the health care team pertaining to a specific 
patient, the latter focuses on becoming an involved member of the health 
care team. In brief, consultants come when called, but liaisons are present 
even when their services are not needed. Engagement in liaison activities 
(e.g., rounding with a medical team; attending grand rounds in another 
department; attending staff meetings) can be used to alter the frequency 
with which one is consulted. For example, while rounding with a medical 
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team, a clinical health psychologist might suggest that a behavioral health 
consultation would be appropriate for a patient encountering difficulties in 
regulating pain. Had the clinical health psychologist not been on rounds, 
it is unlikely that need for such a consultation would have been identified. 
In this regard, rounding with the team is rarely a poor use of a clinical 
health psychologist’s time, and it almost always results in improved rela-
tionships with other members of the health care team.

ACQUISIT ION OF CONSULTATION COMPETENCIES 

IN CLINICAL HEALTH PSYCHOLOGY

Unlike the functional competencies in assessment and intervention, com-
petence in consultation arrives a bit later in the sequence in training. After 
all, the purpose of consultation is to seek expertise to address a patient 
problem beyond the competencies of the health care team. To solicit con-
sultation by a graduate student or psychology intern would not result in 
the desired outcome due to their early stages of competency development. 
Professional consultation works best when it operates professional to pro-
fessional. This creates a complication then for acquiring competencies in 
consultation during training as it is challenging to acquire skills in consulta-
tion when one is never consulted. About the best one could expect is to gain 
the knowledge-based competencies in consultation during doctoral train-
ing years and/or internship, accompanied by direct observations of faculty 
members conducting consultations effectively. In some cases, upper-level 
graduate students or psychology interns may earn the respect needed in a 
specific area of interest that could result in conducting consultations (under 
supervision of course). For example, throughout graduate study, a student 
might have acquired a special competency for evaluating sleep problems in 
older adults and have even conducted original empirical work examining 
methods for best assessing these individuals. In a health care facility devoid 
of these services (e.g., nursing home), it would only be natural for the gradu-
ate student to be asked to consult on cases of older adults presenting with 
sleep disturbances under the supervision of a mentor. For others, however, 
acquisition of the skill-based competencies in consultation may need to wait 
until postdoctoral training experiences, where most trainees possess a few 
areas in which they are now qualified to serve as consultants.

Although trainees may need to wait until they achieve competence 
in a certain area before they fully acquire competencies in consultation, 
they can practice liaison activities earlier in training. In fact, rounding 
with medical treatment teams is an excellent strategy for exposing young 
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clinical health psychologists-in-training to the importance of interdisci-
plinary functioning in the modern health care environment. By working 
with members of other health professions early during training, the clini-
cal health psychology trainee’s comfort level in interacting with members 
from other health care professions grows and it simultaneously shapes 
members of other health care discipline’s comfort with clinical healthy 
psychology. Optimally, this would be done conjointly with a more experi-
enced clinical health psychologist, so the trainee would have the opportu-
nity to participate in all aspects of the consultation process, from rounding 
with the treatment team to sitting in on the consultation interviews as 
appropriate; this would allow the trainee, then, not only to model what 
was done but to discuss questions or issues that arise with the more expe-
rienced health psychologist. The future practice of clinical health psychol-
ogy will certainly be enhanced by this type of mutual training of students 
in health care environments.

Some clinical health psychologists enter the specialty area later in life, 
some even completing formal respecialization programs in clinical health 
psychology. Establishing competencies in clinical health psychology con-
sultation is likely a bit easier for these individuals. Because of their longer 
careers as professional psychologists, it is likely that they have established 
several areas of expertise and have consulted from time to time during 
their practice; as such, the translation of professional consultation skills 
from their previous professional practice area to professional consultation 
in clinical health psychology is likely to occur more rapidly.

Specialized competencies in consultation increase throughout the train-
ing sequence, from a primary focus on the knowledge-based components 
during doctoral and internship training years to the skill-based compo-
nents that occur primarily during postdoctoral fellowships. Deliberative 
encouragement of liaison activities for clinical health psychology students 
early in training bodes well for the subsequent development of their com-
petencies as consultants, particularly as the members of the allied health 
professions recognize and seek the expertise of clinical health psychology 
consultants in their future careers.



THIRTEEN

Research Competencies in 
Clinical Health Psychology

Based upon the foundational competencies of scientific mindedness (see 
Chapter 6) and an appreciation for evidence-based practice of psychology, 
clinical health psychologists read and conduct research on topics closely 
associated with health, health policy, and provision of health-related ser-
vices. The assessments we conduct and the interventions we carry out are 
selected based upon their empirical support and cases are approached 
scientifically. That is to say, systematic data collection is highly valued 
even in purely applied roles, so that clinical health psychologists aim to 
show evidence that our assessments are accurate and that our interven-
tions work.

Two approaches for conducting research in the health care environ-
ment are commonly observed among clinical health psychologists:  the 
Translational Health Program of Research Model (see Khoury et  al., 
2007) and the Practice-based Clinical Research Model. The Translational 
Health Program of Research Model involves the systematic investigation 
of hypotheses that inform the scientific understanding of specific health 
conditions, but it may not relate immediately to the patients we see in our 
clinical roles. For example, studies on the influence of stress on blood glu-
cose regulation are important for gaining a better understanding of the 
underlying physiological mechanisms responsible for this stress-disease 
linkage. Diabetic patients who volunteer for research projects in which 
blood glucose levels are measured under conditions of stress will likely 
not benefit personally from their participation; yet these research projects 
easily translate into knowledge that informs development of improved 
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methods for evaluating stress reactivity among patients with diabetes 
mellitus or stress management interventions that assist in regulating lev-
els of blood glucose among these patients. It is not essential for clinical 
health psychologists conducting this type of research to use samples of 
patients that come from their own clinical practices. They could collabo-
rate with health care professionals for purely research purposes and gain 
access to appropriate samples of patients through these research connec-
tions. In fact, to conduct research to examine the stress–blood glucose 
regulation link does not require the use of clinical samples at all. It is 
entirely possible to carry out studies of stress and blood glucose regula-
tion on samples of animals, assuming the clinical health psychologist has 
appropriate credentials for directing empirical work in animal labora-
tory facilities or access to collaborators with these credentials. Although 
this type of program of research focuses primarily on discovering basic 
disease mechanisms, the purpose of this type of research is to “translate” 
findings from the bench (laboratory) studies to the bedside (clinic/hos-
pital) and from patients to the broader community at large (e.g., Khoury 
et al., 2007).

In contrast to the Translational Health Program of Research Model, 
the Practice-based Clinical Research Model involves designing empiri-
cal questions around the types of assessments and interventions used in 
one’s daily practice as a clinical health psychologist. For example, a clini-
cal health psychologist might receive a few referrals each week to conduct 
psychological evaluations for obese patients being referred for bariatric 
surgeries. Rather than simply conducting the evaluations and writing 
up reports, the clinical health psychologist might use the results of the 
presurgery screenings to test empirical questions regarding whether psy-
chological factors predict weight loss or emotional outcomes that follow 
surgery. In this regard, the clinical health psychologist develops a program 
of research surrounding a common element of his or her clinical practice, 
and as such, the program of research becomes fully integrated with one’s 
clinical practice.

Both the Translational Health and Practice-based Clinical Research 
Models depict viable ways in which clinical health psychologists carry 
out programs of research in health care environments. In contrast to 
independent research projects commonly seen in traditional academic 
departments, programs of research in health care environments are 
largely determined by the availability of interdisciplinary collabora-
tion. One can have the world’s best hypothesis and the most innovative 
methods for assessing it, but the project will fizzle out without the right 
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type of collaboration. Access to certain types of patients, animal care 
facilities, and health care instrumentation (e.g., imaging devices, labo-
ratory tests) is not possible without the right collaboration. Recalling 
that clinical health psychologists do not as a rule own or operate health 
care centers, the types of research projects clinical health psychologists 
pursue are often more closely linked to the interests of potential col-
laborators and availability of facilities than devising their own research 
agenda. If one is fortunate enough to collaborate with a scientist who 
is located within the health care facility where the clinical health psy-
chologist works, the partnership can result in an extensive program of 
research that resembles those commonly seen in traditional academic 
science departments, where faculty members typically have more con-
trol over the direction of their programs of research. However, should 
the collaborator retire or move to another facility, maintaining one’s 
program of research becomes much more challenging. Due to these cir-
cumstances, conducting research in a health care facility requires some 
adaptability on the part of the clinical health psychologist. And as a 
consequence, research endeavors of clinical health psychologists may 
appear a bit less programmatic than psychologists who work in tradi-
tional academic departments. Their curriculum vitae may show publi-
cations and presentations across a broader range of topics addressed or 
clinical populations serving as participants due to the need to rely on 
available collaborators.

Both descriptions of the functional competencies in research by Rodolfa 
et al. (2005) and the Benchmark Competency Work Group (Fouad et al., 
2009) focused on the importance of research among all professional psy-
chologists, including clinical health psychologists. Rodolfa et al. defined 
the competency area as “the generation of research that contributes to the 
professional knowledge base and/or evaluates the effectiveness of various 
professional activities” (p. 351). The key word in the definition of this area 
of competence is “generation.” In contrast to other health-related disci-
plines, professional psychologists are trained to “do” research, not merely 
to consume it (Larkin, 2014). As mentioned in Chapter 2, there are many 
health-related professions that train providers to read and comprehend 
research and use research to inform their clinical practice, but very few 
professions train providers to “do” research. We are one of the few.

The Competency Benchmarks Work Group (Fouad et  al., 2009)  out-
lined two domains of competency in research for all professional psy-
chologists:  (a)  having a scientific approach to knowledge generation; 
and (b)  applying the scientific method to practice. Based upon the 
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foundational competency of scientific mindedness (Chapter 6), the first 
area of competency involves conducting research that spans the bench-to-
bedside-to-community continuum using research methods and data ana-
lytic techniques to address empirical questions confidently. In contrast, 
the second area of competence in research according to the Competency 
Benchmarks Work Group involves applying this scientific approach to 
clinical practice, including assessing treatment outcomes empirically and 
conducting program evaluations. Behavioral anchors associated with each 
of these generic research competencies are provided in more detail in the 
Competency Benchmarks document (Fouad et al., 2009, p. S21).

Competency in conducting research is not unique to professional 
psychology. In fact, it could easily be argued that all graduate programs 
in the discipline of psychology aim to train competencies in research 
(e.g., experimental psychology, developmental psychology, behavioral 
neuroscience, etc.), as do all graduate programs in the sciences. To the 
extent that professional psychology aligns itself with the same goals as 
our underlying core scientific discipline, like those we share in conduct-
ing research competently, the field will benefit. Fractionation of the field 
almost always occurs when the importance of research is de-emphasized. 
This is considerably important in clinical health psychology, where there 
is a long and vibrant relationship between clinical health psychology and 
health (nonclinical) psychology, dating back to the Arden House confer-
ence (1983). Adopting this perspective, the first domain of research com-
petence elucidated by the Competency Benchmarks Work Group reflects 
a goal for all psychologists, while the second domain of research compe-
tence is primarily aimed at those who professionally apply the science of 
psychology.

Because clinical health psychologists (and our health psychologist col-
leagues) conduct research in health care settings, there are several unique 
research competencies that we share that enable us to carry out empirical 
efforts successfully in this setting. As noted previously, we possess a cer-
tain amount of prestige in the health care environment due to our exten-
sive training in research design and statistics, and we should not overlook 
the importance of this position. Due to our distinctive competencies in 
research, participants at the Tempe Summit of Education and Training 
in Clinical Health Psychology (France et  al., 2008)  elucidated several 
unique research competencies acquired by all clinical health psycholo-
gists. Although these competencies have been revised over the years since 
the Tempe Summit, most are still recognized and described in the follow-
ing section.
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RESEARCH COMPETENCIES AMONG 

CLINICAL HEALTH PSYCHOLOGISTS

Provision of high-quality patient care probably ranks as the top priority 
in mission statements of most health sciences centers around the world, 
but involvement in medical research ranks a close second. It is not all that 
surprising, then, that funding for these institutions is largely based upon 
payment for patient services (mostly through third-party reimbursement) 
and obtaining external research funding. The extent that a health sciences 
center succeeds fiscally in these two areas largely determines whether the 
institution survives. Given the importance of clinical health psychology 
both in terms of provision of high-quality patient care and development 
of grant-supported programs of research, it is not surprising that many 
health sciences centers have created positions for clinical health psycholo-
gists. Additionally, because they come at a lower cost than their MD/PhD 
peers, the cost/benefit ratio can be kept fairly low for institutions desiring 
the unique constellation of competencies that clinical health psychologists 
possess.

As with the previous functional competency areas, participants of the 
Tempe Summit examined the two functional research competencies from 
the Competency Benchmarks document (Fouad et al., 2009) and agreed 
that both were applicable to clinical health psychology (France et al., 2008). 
However, due to the unique research environment in which clinical health 
psychologists conduct the majority of their empirical work, several addi-
tional skill-based competencies in research were added (see Table 13.1). 
Before examining the specific areas of competency outlined, it is impor-
tant to note that research skills of the clinical health psychologist reflect 
the multilevel and interdisciplinary nature of our profession. In contrast 
to the oftentimes single levels of analysis employed in basic programs of 
research (e.g., cellular, organ system, psychological, social-environmental), 
the biopsychosocial model that drives our field encourages us to examine 
research questions that stretch beyond single levels of analysis. As such, 
it is not unusual to see clinical health psychologists involved in data col-
lection efforts that cut across a full range of biological, psychological, and 
social-environmental domains. Additionally, as mentioned earlier, these 
empirical efforts are conducted in health care environments, in which col-
laboration with researchers from other health care disciplines is all but 
guaranteed.

Based upon the breadth of knowledge across a range of health care disci-
plines and a comprehension of how to conduct interdisciplinary research, 
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TABLE 13.1  Competencies and Behavioral Anchors in Research/Evaluation Unique to Clinical 
Health Psychology

1.	 Application of diverse methodologies to scientifically examine psychosocial and biological 
processes as they relate to health promotion, illness prevention, and disease progressionb

•	 Use scientific literature on weight management and developmental psychology to design research project on 
teenage obesity

•	 Use the scientific literature to design and evaluate a population-sensitive health promotion program
•	 Demonstrates knowledge of human subject protection issues when writing institutional review board protocols 

in health care settings
2.	 Selection, application, and interpretation of quantitative and qualitative data analytic 

strategies that are best suited to the diverse research questions and levels of analysis 
characteristic of health psychologyb

•	 Uses survival analysis to evaluate the impact of an intervention
•	 Conducts a meta-analysis of intervention programs containing both health and behavioral outcomes

3.	 Formulation and implementation of health-related research using interdisciplinary research 
teamsb

•	 Completes a successful institutional review board submission for interdisciplinary health research
•	 Leads an interdisciplinary research team
•	 Translates issues presented by professionals from other disciplines into testable research questions and devises 

appropriate methods for investigation
4.	 Accurate and efficient communication of research findings in ways that can be understood by 

fellow psychologists, professionals from other disciplines, and lay audiencesb

•	 Presents scientific papers/posters on topics pertinent to clinical health psychology at national conferences
•	 Writes scientifically informed pieces for a local newspaper
•	 Publishes empirical work pertinent to the practice of clinical health psychology

5.	 Use of research skills to evaluate the effectiveness and quality of clinical health psychology 
services within health care settings, including participation in quality improvement effortsb

•	 Participates in implementing diagnostic screening guidelines and evaluating program outcomes
•	 Provided in-service training on research methodology to members of health care team for purposes of program 

evaluation
•	 Demonstrates the ability to participate in the formal evaluation and assessment of standards for being a 

National Committee for Quality Assurance (NCQA)-certified Patient Centered Medical Home (PCMH)a

•	 Uses informatics and other technology-based methods to obtain information to track patient outcomes for purposes 
of program evaluation (e.g., Web-based tracking systems of safety, patient satisfaction, and quality of care)a

aAdapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, pp. 15–17).
bAdapted from Competencies in Clinical Health Psychology. Masters, France, & Thorn (2009, pp. 197–198).

clinical health psychologists are well equipped to conduct research proj-
ects in health care settings. The first two skill-based research competencies 
(items 1 and 2 in Table 13.1) focus on the ability to apply our training in 
research design and data analysis to research questions that arise in health 
care settings. For the most part, the application of our research skills in 
this setting does not present a serious challenge. After all, most research 
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design and data analysis skills are initially acquired through course work 
using examples and data sets that we did not generate. Early training 
in research involves translating this fundamental knowledge acquired 
in course work into successful thesis and dissertation projects. In this 
manner, all professional psychologists are expected and trained to apply 
research competencies in new and different settings. With respect to clini-
cal health psychology, this process results in translating these skills into 
addressing research questions that arise within the health care setting.

On any given day functioning in a health care environment, dozens of 
excellent and testable research questions arise, including such questions 
as “Will intervention X work for patient A?,” “Is the patient improving as 
a result of the intervention?,” or “Will the presence of a specific individual 
difference variable impact treatment outcome?” Clearly, the dilemma for 
the clinical health psychologist is not coming up with testable research 
questions; rather, the challenge is in recognizing which questions would 
be of interest to the broader community of clinical health psychologists 
and would be possible to test in the immediate health care setting. Using 
this approach, clinical health psychologists view patients they see for pur-
poses of assessment, intervention, or consultation as potential sources of 
data to test research questions, and consequently, devise systematic meth-
ods for collecting data from them that can inform local questions regard-
ing patient care and clinical outcomes as well as more distal questions that 
inform the broader field of health psychology.

The next two skill-based competencies in research unique to the pro-
fession of clinical health psychology (items 3 and 4 in Table 13.1) refer to 
skills in communicating with members of other health care disciplines. 
As noted earlier, because the type of research conducted by clinical health 
psychologists is almost always collaborative in nature, it goes without 
saying that we should understand the strengths and limitations of these 
research endeavors. Unlike other competency areas, acquiring competency 
in implementing interdisciplinary research can rarely be done through 
extensive reading and course work in other health-related professional 
areas. Rather, these skills are typically acquired experientially. Books and 
journals describing best practices in doing interdisciplinary research are 
few in nature. Recognizing the importance of training in this area of com-
petence, the National Institutes of Health launched the Interdisciplinary 
Research Program that aims to break down departmental barriers that 
impede interdisciplinary work and provide funding for institutions 
interested in training students to engage in these types of research proj-
ects (National Institutes of Health, 2010). Provided that we conduct our 



153Research Competencies in Clinical Health Psychology

interactions with collaborating scientists from other disciplines skillfully 
and listen to the testable questions they generate, the research projects that 
arise from them can be incredibly successful, primarily because the health 
care professional who derived the initial question will be highly commit-
ted to participating in the project. For example, curiosity regarding the 
influence of chemotherapy upon cognitive functioning among oncology 
team members can easily be transformed into a research project in which 
the clinical health psychologist conducts tests of cognitive functioning on 
patients at designated times during treatment. Because the team generated 
the research question, all are committed to supporting the data collection 
effort.

It should also be noted that the rules for authorship credit for research 
products arising from collaborations in health care settings are somewhat 
different from those in traditional academic departments. First, due to the 
interdisciplinary nature of the research being conducted, sole authorships 
are rarely observed. It is the nature (and one might say the purpose) of 
conducting interdisciplinary research to publish or present papers with 
multiple authors. Members of other professions may have different expec-
tations regarding authorship credit, and these conversations must be 
handled carefully. Our ethical code (American Psychological Association, 
2002)  stipulates that we accept authorship credit for work in which we 
“substantially contributed.” Most psychologists differentiate among key 
personnel involved in conceptualizing and directing the research project 
whose participation warrants authorship credit and data coders, statistical 
consultants, and laboratory technicians whose participation in the project 
does not warrant credit. These distinctions may be less clear in health care 
settings, and clinical health psychologists who conduct empirical work in 
these settings need to be prepared to navigate these issues skillfully and 
with a degree of tact.

In contrast to the traditional areas of the professional practice of psy-
chology, clinical health psychologists commonly share the results of their 
empirical work with a range of scientists who are not psychologists (item 
4 in Table 13.1). These efforts include publishing in medical and other 
health discipline’s journals, presenting papers at conferences attended by 
members of the broader health care community, and presenting results of 
empirical work at grand rounds or related continuing medical education 
events. As mentioned previously, because psychologists are trained both 
as scientists and practitioners, and the research we conduct translates eas-
ily to clinical practice, we are popular speakers for these venues. In a sense, 
it is members of the other health care disciplines that we aim to reach, 
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even more than other clinical health psychologists. Data showing that 
reductions in headache frequency occur following a cognitive-behavioral 
intervention coupled with a medication (e.g., Holroyd et  al., 2010)  is of 
much greater interest among physicians who see these sorts of patients 
daily than audiences of clinical psychologists. And data showing that a 
biofeedback intervention improves severity of asthma symptoms and 
requires less medication (e.g., Lehrer et al., 2004) than placebo or waitlist 
control groups is of more interest to health care providers who work with 
patients with asthma than groups of clinical psychologists. As such, these 
types of papers are commonly published in medical journals, where they 
reach the intended audiences of health care professionals.

The final distinctive competency in research requires special consider-
ation. In contrast to the other four competencies in this area, this final com-
petency pertains to the skillful evaluation of health care services, including 
developing and implementing quality improvement assessments. Unlike 
other settings where behavioral health care is provided, health care facili-
ties are required to engage in ongoing quality improvement efforts. In this 
regard, they continually gather data regarding treatment outcomes and 
patient satisfaction for almost all the health care services they provide. 
These efforts are only bound to increase as the cost-conscious Affordable 
Care Act shapes the health care system by reinforcing facilities that have 
the best outcomes. Obviously, equipped with their knowledge of sound 
research design, measurement validity, and systematic data collection, 
clinical health psychologists will emerge as the natural leaders of these 
quality assurance programs.

ACQUISIT ION OF RESEARCH COMPETENCIES 

IN CLINICAL HEALTH PSYCHOLOGY

Significant competency in research is acquired during the doctoral train-
ing years for almost all clinical health psychologists. Certainly, courses in 
research design and data analyses during doctoral training provide the 
foundation upon which later research competencies are built. Completion 
of thesis and dissertation projects provides further opportunity to apply 
one’s knowledge and skill in research competence, with the latter reflect-
ing a fairly autonomous project devised and carried out by the trainee. 
Additionally, foundational knowledge of research from other health disci-
plines is often acquired during the doctoral training years, particularly for 
those students who express a commitment to clinical health psychology 
early in their academic training.
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Although there are some exceptions, the predominant purpose of the 
clinical internship is to develop intermediate to advanced skills in the 
clinical/applied areas of competence. Due to the clinical foci of the intern-
ship year, further development of research competencies during this time 
of training is less prominent. However, when opportunities for research 
involvement occur during the internship year, they almost always involve 
data collection on patient populations. Furthermore, many involve func-
tioning as part of interdisciplinary research teams, particularly among 
internships at health science center settings. As such, they provide excel-
lent avenues for acquiring broader skills in research in the specialty area 
of clinical health psychology.

Most postdoctoral programs in clinical health psychology involve some 
combination of research and clinical service activities. Therefore, for stu-
dents who completed their doctoral work in programs that had limited 
access to patients with medical diseases or disabilities, or who discovered 
an interest in clinical health psychology later in training, completion of 
the postdoctoral fellowship provides capstone training experiences for 
both research and clinical/applied competencies. In this regard, the post-
doctoral fellowship rounds out the training, filling in the gaps in research 
competencies that were not acquired during earlier doctoral program and 
internship years.

It may have become obvious that some training institutions are better 
equipped to provide training in clinical health psychology research than 
others. Certainly, institutions with educational programs in health sci-
ences (e.g., medicine, nursing, allied health professions) have an advan-
tage over those without health sciences programs for providing access 
to course work that shapes the scientific competencies in research and 
experiences that foster development of the skill-based competencies 
in research. The location of the various programs can also complicate 
acquisition of these competencies, as health sciences programs of some 
universities are located on different campuses and even in different loca-
tions. There is definitely an advantage for a doctoral student to enroll 
in a public health, human physiology, or pharmacology course if he or 
she only needs to walk across the street to another building. Driving a 
hundred miles to another campus to attend the class would complicate 
and likely discourage these efforts.

In contrast to the other functional competencies considered up to 
this point (assessment, intervention, consultation), specialized compe-
tencies in research are typically shaped fairly early in the sequence of 
professional development. If students with interests in clinical health 
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psychology conduct theses and dissertations in the area of clinical 
health psychology, they are well on their way to acquiring these compe-
tencies prior to earning their degree. The internship and postdoctoral 
years, then, can focus on developing opportunities for interdisciplin-
ary research, a competency that most trainees do not achieve through 
conducting their theses and dissertations. Given the important linkage 
with the science of health psychology that has defined the specialty area 
since its inception, all clinical health psychologists acquire competen-
cies in generating research rather than simply consuming existing sci-
ence and in applying their skills to the evaluation of clinical practice, 
including programs of quality improvement.



FOURTEEN

 Teaching and Supervision in 
Clinical Health Psychology

“See one, do one, teach one” is the standard sequence of professional com-
petency development employed in medicine and several allied health care 
disciplines. Although one could argue with the simplicity of the model, 
it outlines the sequence of developing these competencies properly. In 
brief, we have no business teaching something we do not know how to do 
ourselves, and we probably should not attempt to do something we have 
never seen done before. That said, it is clear that development of teaching 
and supervision competencies occurs somewhat later in one’s professional 
development, following acquisition of specific competencies in other 
domains of professional behavior.

Teaching occurs whenever one individual who possesses knowledge or 
skill on a given topic imparts these competencies to another individual or 
group of individuals who have yet to acquire the designated knowledge 
or skill. Most of us easily identify the educational efforts of an instructor 
teaching a course, a musician offering piano lessons, or a coach instruct-
ing a basketball player to shoot foul shots as teaching. These examples are 
congruent with our understanding of behaviors that constitute teaching, 
and those who engage in these instructional roles would acknowledge that 
they are, in fact, teaching. In contrast, not all professionals regard them-
selves as teachers or define teaching as part of their occupational func-
tioning. For example, physicians or dentists who easily identify as health 
care providers may fail to acknowledge the important teaching roles they 
may play during their daily practice. Upon closer inspection, however, it 
becomes clear that competence in teaching is a standard for all professions; 
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that is, all professionals engage in teaching, even if they fail to recognize 
it. At the very least, it is the responsibility of members of any profession to 
“teach” others what one can and cannot do as a member of his or her pro-
fession. In particular, with the vast range of health professions comprising 
the modern health care arena, it is important for members of each health 
profession to educate others—patients as well as other health care pro-
viders—of the various functions associated with their profession. Unlike 
many occupations outside the health care environment (e.g., attorneys, 
plumbers, teachers, automobile mechanics), many people are unaware 
of the nature of the job responsibilities associated with each distinctive 
health care profession and possess a misunderstanding of their various 
roles. The common lack of differentiation by the public of the practices of 
psychology and psychiatry comes to mind as a common opportunity for 
health care providers to “teach” those seeking mental health care from our 
communities. Taking this broader perspective of teaching, then, teaching 
can be said to occur during each and every patient visit to a health care 
facility, as patients “learn” about the nature of their conditions, “under-
stand” the treatments available, and “comprehend” what they can do to 
assist in managing their presenting symptoms. In this regard, new infor-
mation is transmitted from the health care provider to the patient, the 
very foundation of most definitions of teaching. While not all health care 
professionals engage in formal modes of teaching, all are involved in the 
one-on-one teaching associated with good patient care.

There are many kinds of teaching, ranging from instruction in large 
lecture halls to individualized tutoring or apprenticeships. Although 
common elements of teaching and learning exist across larger and smaller 
sized venues, there are some important differences. When considering 
competencies in the area of teaching, some models lump all of these com-
petencies into a single teaching domain, whereas others make distinctions 
between various teaching-related competencies, particularly placing spe-
cial emphasis upon those associated with conducting clinical supervi-
sion. Rodolfa et al. (2005) considered teaching and supervision as a single 
area of competence when devising the cube model of competency devel-
opment. In contrast, the Competency Benchmarks Work Group (Fouad 
et al., 2009) conceptualized teaching and supervision as two distinctive 
areas of competence. Teaching, according to the Competency Benchmarks 
Work Group, was “providing instruction, disseminating knowledge, and 
evaluating acquisition of knowledge and skill in professional psychology” 
(p. S23), whereas supervision was defined as the “training in the profes-
sional knowledge base and of evaluation of the effectiveness of various 
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professional activities” (p. S21). Employing these definitions, teaching 
involves the facilitation of learning or instruction and assessing whether 
learning took place. Supervision, on the other hand, involves shaping the 
full range of professional aptitudes, skills, behaviors, and values. Using this 
distinction, it becomes clear that different competencies are required to 
teach someone to perform a card trick versus teaching someone to become 
a magician. Presumably, teaching is aimed at specific learning objectives 
and can be accomplished fairly quickly using a range of effective instruc-
tional methods, while supervision requires an extensive apprenticeship 
aimed at developing a broad array of competencies that are almost too 
numerous to list. One only has to look at the length of the list of behav-
ioral anchors defined by the Benchmark Competency Work Group (see 
Fouad et  al., 2009) as evidence of the numerous competencies required 
of an entry-level professional psychologist. Based upon the breadth and 
depth of competencies to be acquired during training in professional psy-
chology, we rely heavily on supervision as the primary tool for shaping 
the behaviors that define our profession, and consequently, we agree that 
supervision competencies are worthy of special consideration.

The Competency Benchmarks Work Group (Fouad et  al., 2009)  out-
lined two domains of competence in teaching: (a) knowledge of teaching 
strategies and outcome assessments; and (b) skills in methods of teaching. 
The former domain focuses on demonstrating knowledge of theories of 
learning, various teaching strategies, making accommodations for teach-
ing students with unique attributes, and assessing methods of teaching 
effectiveness. The latter domain focuses on the specific preparation and 
presentation skills required to teach effectively across multiple settings, as 
well as conducting accurate appraisals of whether learning objectives were 
met. As an example, by teaching an undergraduate course in psychology, 
a competent teacher would have knowledge of the literature pertaining 
to methods of teaching and student evaluation (knowledge-based compe-
tencies) as well as demonstrating effective methods of presenting course 
material in an interesting and informative way, coupled with fair methods 
for evaluating learning outcomes (skill-based competencies). Behavioral 
anchors associated with these two teaching competencies for all pro-
fessional psychologists are provided in more detail in the Competency 
Benchmarks document (Fouad et al., 2009, p. S23).

In contrast to the relatively few specific competencies associated 
with teaching, the Competency Benchmarks Work Group (Fouad et al., 
2009) outlined six domains of competence in supervision: (a) knowledge 
of the expectations regarding the role of supervision; (b)  knowledge of 
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the procedures and processes of supervision; (c) acquisition of basic skills 
required for supervising others; (d) awareness of aspects of the supervisory 
relationship that affect its quality; (e) participation in supervising others; 
and (f) awareness of ethical and legal issues associated with supervision. 
The first two domains of competence focus on knowledge-based compe-
tencies presumably acquired through reading the literature on models of 
supervision and how to implement these models into ongoing supervisory 
experiences. The third, fourth, and sixth domains of competence in super-
vision integrate various foundational competencies with competency in 
conducting supervision, with the third focusing on interpersonal skills 
(see Chapter 7) and reflective practice (see Chapter 5), the fourth focus-
ing on sensitivity to individual and cultural diversity (see Chapter 8) and 
working in interdisciplinary settings (see Chapter 7), and the sixth focus-
ing on consideration of ethical and legal issues that arise in supervisory 
relationships (see Chapter 9). Finally, the fifth domain of competence 
focuses on skill development of actually supervising the clinical work of 
less advanced trainees. Behavioral anchors associated with each of these 
supervision competencies are provided in more detail in the Competency 
Benchmarks document (Fouad et al., 2009, pp. S21–S23).

Like competency in conducting research, teaching and supervision 
competencies are not unique to professional psychology. Most graduates 
of programs in nonapplied areas of psychology (e.g., experimental psy-
chology, behavioral neuroscience) also acquire competence in teaching 
and supervision (albeit not clinical supervision) during their graduate 
education. In many cases, greater attention to developing competencies in 
teaching might be paid among nonapplied psychology training programs, 
as these students are often funded via teaching assistantships and fel-
lowships throughout graduate training. In this regard, students working 
toward degrees in either clinical health psychology or health psychology 
share common goals of acquiring competency in teaching. In contrast to 
the common goals of becoming competent teachers, providing supervi-
sion of clinical/applied activities (i.e., assessment, intervention, or clini-
cal consultation) that directly influence patient care within the health 
care environment is the unique province of clinical health psychology. 
Although health psychology trainees acquire competence in supervising 
others in research or educational environments, they do not possess the 
clinical competencies required to conduct clinical supervision.

Like our research endeavors, clinical health psychologists (and our health 
psychologist colleagues) often teach or conduct supervision in health care set-
tings. Unlike teaching experiences available in departments of psychology, 
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however, teaching within health sciences centers typically involves address-
ing audiences comprised of learners without extensive backgrounds in psy-
chology. Indeed, clinical health psychologists and health psychologists can 
find themselves lecturing to medical, pharmacy, public health, dental, or 
nursing students, in addition to supervising medical residents and fellows 
across a range of specialty areas. Because of the unique attributes of teach-
ing that clinical health psychologists confront within health sciences center 
settings, several additional competencies in teaching and supervision were 
identified for entry-level clinical health psychologists by participants at the 
Tempe Summit (France et al., 2008; Masters et al., 2009; see Table 14.1). Like 

TABLE 14.1  Competencies and Behavioral Anchors in Education Unique to Clinical Health 
Psychology

TEACHING

1.	 Recognition of the range and type of students/trainees learning in health care settings, the 
potential skills they possess, and their necessary competenciesa

•	 Demonstrates an awareness of the range of competencies of students in other disciplines and how they 
develop throughout their professional training

•	 Understands the milestones in professional development of trainees in other health care professions
2.	 Instruction in clinical health psychology to psychologists and psychology traineesa

•	 Writes educational objectives to support teaching programs
•	 Models and reinforces behavior that appropriately respects the professional autonomy of other professions
•	 Trains students to assert their professional autonomy and identity appropriately

3.	 Instruction in clinical health psychology or methods and procedures for conducting 
health-related research to other health care professions (interprofessional education)a

•	 Create opportunities for interprofessional learning experiences
•	 Collaborates with other interprofessional team members in the provision of clinical health education
•	 Models effective interprofessional skills
•	 Provide effective instruction in conducting health-related research across disciplines

SUPERVIS ION

1.	 Supervision of clinical health psychology skills, conceptualizations, and interventions for 
psychologists, psychology trainees, and behavioral health providers from other health 
professionsa

•	 Demonstrates knowledge of the literature on supervision and consultation-liaison in medical settings
•	 Provides effective formative and summative feedback to trainees
•	 Reviews documentation and monitors session outcomes of behavioral health providers
•	 Listens to audio/video recording of sessions regularly

2.	 Awareness of the conflicts between training and service in health care settings and 
negotiation for the optimal integration and reimbursement of these activitiesa

•	 Demonstrates an awareness that there are costs associated with supervision of trainees
•	 Ability to negotiate an agreement that balances one’s goals to generate clinical dollars and training students

aAdapted from Competencies in Clinical Health Psychology. France et al. (2008, p. 579).
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the research competencies described in Chapter 13, the teaching and super-
vision competencies listed acknowledged the interdisciplinary environment 
of the health care environment within which clinical health psychologists 
function. Although not all clinical health psychologists practice within aca-
demic health sciences centers, many do. For those who practice in health 
care settings outside of academic medical center settings (e.g., pain clinics, 
rehabilitation hospitals, public health clinics, primary care facilities), teach-
ing and supervision competencies are needed to engage in the instructional 
missions of these settings, as they often serve as externship placement sites 
for a range of health care professionals-in-training. As such, the additional 
competencies in teaching and supervision were considered essential for the 
entry-level practice of all clinical health psychologists. These distinctive 
competencies, although modified slightly over the past several years, are 
described in the following sections.

TEACHING COMPETENCIES AMONG 

CLINICAL HEALTH PSYCHOLOGISTS

The three additional teaching competencies that have been articulated for 
specialists in clinical health psychology are based on knowledge of the 
health care environment within which the instructional activity is occur-
ring. The first competency in teaching requires the clinical health psy-
chologist to gain knowledge of the types of students and other health care 
professionals comprising the learning environment as well as an under-
standing of their unique skills and competencies. Without this knowledge 
base, instructional efforts by clinical health psychologists are doomed from 
the onset. In contrast to teaching undergraduate students in departments 
of psychology, learners in the health care environment almost always have 
mastery of their specific content area that easily exceeds the clinical health 
psychologist’s knowledge of that content area. For example, medical stu-
dents know far more about human anatomy than most clinical health psy-
chologists, and it would be fruitless for clinical health psychologists to 
attempt to teach them something about human anatomy. Similarly, phar-
macy students know a lot more about drug action on various organ sys-
tems than most clinical health psychologists, and efforts to educate them 
further in pharmacology and toxicology would likely meet with failure. 
Thus, respecting the knowledge base of other disciplines is crucial to being 
successful as a clinical health psychologist. However, clinical health psy-
chologists possess considerable expertise in understanding the principles 
of health behavior and can contribute meaningfully to the education of 

 



163Teaching and Supervision in Clinical Health Psychology

students from all other health professions, because all of them will even-
tually have careers where they interact with patients with various health 
conditions who engage in behaviors that either help or hinder resolution 
of their conditions. A solid piece of advice regarding teaching in health 
care settings is to stick to the area in which one possesses expertise, and 
for most clinical health psychologists that is an understanding of behav-
ioral principles that influence health and health care.

Interestingly, problems often arise because our allied health and medi-
cal colleagues do not perceive that we have specialized or specific knowl-
edge that demands the same respect in return. In fact, if one’s colleagues 
believe all we are doing is “listening” and providing empathy, indeed these 
are skills that can easily be demonstrated by many disciplines. We must 
be able to demonstrate that the services and skills we provide are both 
unique and useful to the patient and the health care team. So being able 
to “teach” one’s colleague what one does is a crucial skill in these types of 
environments.

The remaining two competencies in teaching focus on demonstration of 
effective skill in teaching, both with emerging clinical health psychology 
students or colleagues seeking specialty training (item 2 in Table 14.1) as 
well as students from other health care disciplines (item 3 in Table 14.1). 
Teaching courses or arranging didactic learning experiences for acquiring 
specialty area content, including those that focus on service provision and 
conducting health-related research, are highlighted as domains that clini-
cal health psychologists can teach. Opportunities for formal teaching are 
largely dependent upon the health care institutions within which the clini-
cal health psychologist works. In some settings, clinical health psychologists 
will be recruited to teach the principles of behavior to medical students, but 
in other settings, this content will be covered by a colleague in psychiatry 
or social work. The primary emphasis of these skill-based competencies is 
that clinical health psychologists need to be flexible and willing to engage 
in these teaching activities when asked to do so and when they are cover-
ing content within their area of expertise. In this regard, competent clinical 
health psychologists are good “utility infielders” who can be called upon to 
teach in a variety of venues and across the range of levels of training (i.e., 
undergraduate course work, graduate supervision, professional training, 
postdoctoral fellowship, continuing education programs, and/or depart-
mental grand rounds).

As alluded to earlier, there is evidence that knowledge of behavioral 
health (i.e., psychology) is critical in the training of many other health 
care professions. Several allied health professions require completion of 
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course work in the science of psychology (e.g., occupational therapy, nurs-
ing, physical therapy, social work), exposure to the behavioral sciences 
is required in various medical residencies (Accreditation Council for 
Graduate Medical Education, 2007), and exposure to behavioral dentistry 
is required in schools of dentistry (Commission on Dental Accreditation, 
2010). Although often underrecognized, the role of understanding behav-
ioral principles and predicting human behavior by any health care profes-
sional is critical in assessing and treating the range of complex diseases 
and disabilities seen in current health care environments. Recognizing that 
medical schools were not addressing these areas adequately, the Institute of 
Medicine (IOM) reviewed the curriculum standards a decade ago and rec-
ommended increased coverage of six domains pertinent to health behav-
ior within medical education: (1) mechanisms associated with mind-body 
interactions; (2) principles of behavior change, (3) recognition of the influ-
ence of physician behavior, (4) training in physician–patient interactions, 
(5) social and cultural competence, and (6) knowledge of health policy and 
economics (Cuff & Vanselow, 2004, p.  10). To assure that physicians-in-
training have been properly exposed to the behavioral sciences, the Medical 
College Admissions Test (MCAT) will soon include coverage of knowledge 
of the behavioral sciences. It is fairly easy to see how clinical health psy-
chologists play important roles in assuring coverage of these important 
domains prior to and within the current medical education curriculum.

Instructional activities within any setting are difficult to devise without 
knowing the level of knowledge of the learners. In the structured sequence 
of an undergraduate psychology major, this can be easily accomplished by 
examining the content of the prerequisite course work for the course one 
is teaching. Within the health sciences educational environment, however, 
this task is far more complicated. For example, medical school classes are 
likely to be comprised of students with a broad range of knowledge of 
psychology, ranging from some who majored in psychology at the under-
graduate level to those who have never had an introductory class in psy-
chology. It has been our experience that a similar range of knowledge of 
psychology exists throughout medical education, even among psychiatry 
residents well into their postdoctoral periods of training. In this regard, 
competent teaching in these settings almost always requires gaining an 
understanding of the baseline levels of knowledge and/or skill of the 
learners. Painter and Lemkau (1992) provide some additional suggestions 
for teaching students from other health care disciplines, including using a 
considerable amount of clinical case material, emphasizing the scientific 
basis of psychology, and recognizing the competence levels of the learners.
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Although not explicitly stated by participants at Tempe, there is a 
growing recognition of the value of integrative education in the area of 
behavioral health among health care professions (Carr, Emory, Errichetti, 
Bennett Johnson, & Reyes, 2007). Through this approach, coverage of 
the principles of behavioral health care is integrated into the curriculum 
with other core content, rather than segregating coverage of behavioral 
health content into a stand-alone class. This approach is entirely consis-
tent with the mind-body approach we advocate and something clinical 
health psychologists can easily support. However, implementing such an 
approach requires clinical health psychologists to gain a greater under-
standing of the related course content outside the discipline of psychol-
ogy. It would be impossible to integrate behavioral health content into a 
course without comprehending the material with which it is supposed to 
be integrated. Therefore, competence in teaching courses that integrate 
behavioral health content with relevant content from other health-related 
disciplines will require clinical health psychologists to acquire a funda-
mental understanding of the scientific foundations of these related disci-
plines, as described in Chapter 6. Indeed, calls for improving our medical 
knowledge have become more frequent as psychology identifies itself as a 
health care profession (Belar, 2008; Carr et al., 2007; HSPEC, 2013).

SUPERVISION COMPETENCIES IN 

CLINICAL HEALTH PSYCHOLOGY

Conducting supervision of behavioral health care provision within the 
health care setting requires two unique skill-based competencies above 
and beyond those articulated in the Competency Benchmarks docu-
ment (Fouad et  al., 2009). Because of the multidisciplinary nature of 
health care environments, competencies in supervising clinical health 
psychologists-in-training as well as trainees from other health care disci-
plines are required for entry-level practice. The learning objectives clearly 
differ based upon the audience of supervisees. For example, the goal of 
supervising clinical health psychologists-in-training is to assist them in 
achieving all of the competencies described in this book. In this regard, 
it would be appropriate to specify which competencies each supervisory 
experience aims to fulfill. Using this approach, trainees and their super-
visors share a common goal of assuring that students are making ade-
quate progress in achieving professional competencies in clinical health 
psychology in all of the relevant areas. In contrast, when supervising 
trainees from other health care disciplines, the instructional goals are 
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typically elucidated by that discipline. For example, accreditation stan-
dards for various medical residencies by the Accreditation Council for 
Graduate Medical Education and dental schools by the American Dental 
Association specify the learning objectives associated with instruction in 
areas of behavioral health. Given that trainees in other health care profes-
sions are not being trained to practice clinical health psychology, it is obvi-
ous that supervising students from these disciplines will require less depth 
in most of the competency areas described in this book.

Recognizing that a bulk of foundational skill development in professional 
training programs is accomplished through course work and related experi-
ences that typically focus on assessing and treating mental health problems, 
it is critical that clinical health psychology supervisors anticipate the “speed 
bumps” that will predictably occur as trainees translate their “broad and gen-
eral” clinical and counseling skills into practicing within the broader health 
care arena. For example, working with a dying patient will present chal-
lenges for trainees who are accustomed to employing cognitive-behavioral 
interventions that provide hope for an optimistic future. Or implementing 
psychological assessments within the fast-paced primary care environment 
will challenge trainees who desire to perform comprehensive evaluations 
of cognitive and personality functioning. Competent supervisors anticipate 
these hurdles and address them as they are occurring.

In clinical service or research environments, clinical health psychologists 
often supervise trainees across all levels, including fairly novice learners all 
the way up to credentialed but junior professionals. In the health care setting, 
it is critically important to manage these trainees well and assign them tasks 
that fall within their areas of competence. Across almost all supervisory set-
tings of this type, the attending clinical health psychologist could easily per-
form designated tasks more competently than the junior trainees. However, 
by doing everything oneself, the clinical health psychologist prevents train-
ees from acquiring any new skill-based competencies. In this regard, it is 
important to manage a balance between providing high-quality patient care 
and opportunities to facilitate autonomy among the trainees on the team.

As members of interdisciplinary treatment teams, clinical health psy-
chologists are frequently called upon to supervise behavioral health pro-
vision conducted by trainees from other health professions. Although few 
acquire competency in this area through formal courses, this skill often can 
be acquired via simple modeling; if the supervisor possesses effective skills in 
respecting other professionals on the health care team, more often than not, 
trainees acquire these skills by watching and learning. There are times, how-
ever, where more directive feedback is needed to modify trainee behaviors 
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during team meetings or working with another member of the health care 
team. Needless to say, these sorts of situations call for some balance of tact 
and grace, particularly when supervising the work of physicians-in-training.

There is no doubt that medical center environments are structured hier-
archically, and that physicians hold the positions with the highest author-
ity. As doctoral-level members of the health care team, clinical health 
psychologists hold a certain amount of prestige, but we rarely, if ever, are 
in the position of accepting primary responsibility for patient care or pro-
gram development in hospital or academic medical center settings. This 
stands in direct contrast to the private practice of psychology or the provi-
sion of services via community mental health centers or counseling cen-
ters, where psychologists often direct patient care autonomously. In this 
regard, skill in supervising the development of professional autonomy and 
identity in an environment that never really provides complete autonomy 
is a challenge for trainees as well as their supervisors.

The last competency in the area of supervision in clinical health psy-
chology is comprehension of the tension between health care provision 
and training that often exists in health care settings. Although health sci-
ences centers are optimal places for acquiring foundational and functional 
competencies in clinical health psychology, they are also administratively 
complicated institutions with multiple missions (e.g., research, training, 
and patient care). It goes without saying that these missions do not always 
align for purposes of assigning value of the daily activities of professionals 
who work in them. Often, professional activities that are the most valuable 
from a training perspective are the least billable or reimbursable from a 
patient care perspective. Clinical health psychologists need to understand 
the institution’s competing goals when (notice we did not say “if” here) 
these situations arise and devise strategies to optimize the quality of the 
instructional activity without compromising patient care.

ACQUISIT ION OF TEACHING AND SUPERVISION 

COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

Returning to the “see one, do one, teach one” model of competency devel-
opment mentioned at the beginning of this chapter, it is clear that compe-
tencies in teaching and supervision come later in the sequence of training 
than some other competency areas. This is likely true for most clinical 
health psychologists, because one needs to acquire a breadth of knowl-
edge and/or a range of skills before developing the competence to teach 
them. Although some of the knowledge-based competencies in the area of 
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teaching and supervision begin to accrue during doctoral training years, 
most of the skill-based competencies are not fully acquired until post-
doctoral work. This is not to say that skill-based competencies cannot be 
learned earlier in training. Certainly, doctoral students with interests in 
clinical health psychology would be capable of teaching an undergradu-
ate course in health psychology or stress and health. In contrast, doctoral 
students or psychology interns would not be able to supervise the clinical 
or research work of medical residents or fellows. These assignments are 
likely to be reserved for faculty members or at the very least advanced 
postdoctoral fellows.

Due to the primary focus on clinical training during the internship 
year, few opportunities typically exist for developing formal teaching 
competencies. Psychology interns are occasionally called upon to make 
professional presentations at departmental grand rounds and during 
their didactic seminars, but they rarely have opportunities for develop-
ing formal teaching skills during the internship year. In contrast, psychol-
ogy interns often have opportunities to supervise the clinical work of less 
advanced trainees during their internship year, including supervision of 
psychometricians or practicum students from local doctoral programs. In 
this regard, opportunities to acquire skill-based competencies in supervi-
sion are frequently available during the capstone internship experience 
prior to receipt of the doctoral degree.

Postdoctoral fellows are often sought out to provide guest presen-
tations and conduct supervision of the research and/or clinical work 
of less advanced trainees. After all, they have doctoral degrees, which 
provide them with the credentials to engage in teaching activities more 
autonomously. However, because postdoctoral fellows are considered 
“temporary” employees that often relocate upon completion of their fel-
lowships, any long-term teaching arrangements are typically going to be 
offered to more permanent employees of the institution. Furthermore, 
some states disallow supervision for licensure by licensed psychologists 
with less than 2 or 3 years of experience, so that clinical supervision by 
postdoctoral fellows may not count for purposes of licensure. This is 
unfortunate, because postdoctoral fellows, having just completed their 
doctoral training, have knowledge of the most recent advances in pro-
fessional practice and would likely be excellent supervisors. For exam-
ple, with the current emphasis on primary care psychology, it would be 
a shame to disallow supervision by a postdoctoral fellow, well trained in 
the delivery of primary care psychology, when very few qualified super-
visors exist in most regions of the world. Without access to clinical 
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health psychology supervisors, the mechanism through which we train 
the next generation of health care evaporates. In this regard, it is good 
for the longevity of the specialty area to see increased efforts made in 
hiring clinical health psychologists in health science center settings as 
well as other health care venues that possess education in their mission 
statements.

The specialized competencies in teaching and supervision emerge 
more slowly over the training life span of the clinical health psychologist, 
with most opportunities for developing competencies in clinical teaching 
and supervision occurring during the internship and postdoctoral years. 
Through regular continuing education efforts and a commitment to life-
long learning, clinical health psychologists continue to develop as instruc-
tors and supervisors, and consequently, their value to the institutions that 
employ them steadily increases.



FIFTEEN

 Management, Administration, and Advocacy

As students emerge from their undergraduate years with their bachelor’s 
degrees in psychology in hand, they eagerly anticipate future careers as 
psychologists, physicians, attorneys, educators, or members of other chosen 
professions. Many envision themselves as researchers discovering findings 
that support or refute prevailing psychological theories, as educators teach-
ing students at various levels of education, or as service providers helping 
those with significant health or mental health needs. On rare occasions, a 
student might dream of administering a program to assist those in need or 
developing policies that might impact a larger group of people, but never 
will one hear a recent psychology graduate report a desire to manage an aca-
demic department or administer a health care system. Despite the relative 
lack of interest in management and administration early on in one’s career, 
many professional psychologists apply for and ultimately obtain leadership 
positions administering programs, departments, and even entire academic 
or health care institutions. Their academic credentials in areas of research 
and clinical service provision, coupled with their interpersonal skill sets, 
make them particularly strong candidates for these leadership positions. 
It is also important to consider that there are several daily functions asso-
ciated with being a professional psychologist in any setting that involve 
administrative competencies, like managing a grant project, interacting 
with a health maintenance organization to procure an authorization to see 
a patient, maintaining a positive working relationship with office support 
staff, or completing paperwork in a timely manner. Indeed, all venues for 
the professional practice of psychology rely in some way on competency in 
the area of management and administration.
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Competencies in advocacy represent another “hidden” competency that 
often goes unnoticed. In fact, advocacy was not included at all in the cube 
model for competency development (Rodolfa et al., 2005). Suffice it to say, 
however, that no profession of any kind survives without advocacy, and 
those professions that advocate well grow in size, earn their constituent 
professionals more money, and maintain a more prestigious status in the 
eyes of the public. Unfortunately, advocacy among professional psycholo-
gists is not an area of competency that comes naturally. As a group, we are 
not boastful or quick to take credit for outcomes that we had a significant 
role in generating. In fact, for years we have been “giving away” our dis-
cipline such that now behavioral health service providers from all diver-
gent fields receive at least some training in interventions and techniques 
originally developed by psychologists. Thus, it is not surprising that advo-
cacy was considered critically important by the Competency Benchmarks 
Work Group and included as a required functional area of competence for 
all entry-level professional psychologists.

Competencies in management, administration, and advocacy are 
equally important for psychologists in nonapplied areas of psychology 
(e.g., experimental psychology, behavioral neuroscience). Organizational 
structures and their accompanying rules and regulations affect all who 
work in the immediate environment—those with clinical/applied as well 
as basic science or educational interests. In this regard, competency in 
management and administration applies to both students in professional 
psychology training programs and those in experimental fields of study. 
Grant budget management, managing a laboratory team, recording and 
assigning student grades, developing a training curriculum—even figur-
ing out billing systems and methods to obtain reimbursement for ser-
vices—all involve skills in management and administration. Systems in 
which health care providers do not attend to proper billing protocols, 
complete their paperwork in a timely manner (including treatment plans 
and progress notes), or complete required training programs (e.g., HIPAA 
training, research integrity), would be very short lived in the current 
health care environment, and practitioners’ tenure in those systems would 
be even shorter. Although most graduate students do not take courses in 
leadership or administration (and, in fact, few departments even offer such 
courses), fundamental competencies in these areas are required to become 
a competent psychologist. Psychologists without these competencies expe-
rience substantial difficulties in establishing and maintaining programs of 
research, educational and training experiences, and managing a success-
ful clinical practice in today’s health care arena.
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Because of the complexities associated with practicing, conducting 
research, or training within health sciences center settings, some addi-
tional competencies in management, administration, and advocacy have 
been included in the most recent list of competencies for entry-level 
practice in clinical health psychology (see Table 15.1). These distinctive 
competencies for clinical health psychologists above and beyond those 

TABLE 15.1  Competencies and Behavioral Anchors in Management, Administration, and Advocacy 
Unique to Clinical Health Psychology

A .  M ANAGEMENT/ADMIN ISTR AT ION/LE ADERSH IP

1.	 Knowledge of mission and organizational structure, relevant historical factors, and position of psychology in the 
health care organization and systema

•	 Recognizes appropriate chains of communication to initiate a change in local systems of care
•	 Understands current reporting lines for psychologists within the health care organization
•	 Demonstrates knowledge of globalization and technological advances and how these factors influence 

management of clinical practiceb

2.	 Knowledge of appropriate methods to develop a clinical health psychology practice, educational program, and/or 
program of researchb

•	 Works with organizational leaders to ensure appropriate resources are available for an effective clinical health 
psychology practicea

•	 Creates business plans that track costs and quality associated with integration of behavioral health care within 
the health care environmenta

•	 Conducts a needs assessment that employs both a focus on the needs of the health care system and the 
perceived needs of patients and their families

•	 Develops and implements standards for evaluating prospective behavioral health care providers in the health 
care setting

3.	 Able to conduct the business of health psychology practice, educational program, and/or research  
managementb

•	 Successfully manages a budget of an interdisciplinary research project
•	 Understands electronic coding and management of records
•	 Recruits and retains appropriate staff to provide behavioral health care services
•	 Develops policy and procedures manuals
•	 Uses Health and Behavior Codes when applicable
•	 Monitors income and expenses to assure the practice lives within its annual budget

4.	 Leadership within an interprofessional team or organization in the health care settingb

•	 Integrates talents and skills of professionals from different disciplines and different levels of training  
(e.g., masters, doctoral) to optimize treatment

•	 Administers clinical programs that fully utilize the skills of the providers hired to be part of the  
treatment team

•	 Plans and implements ongoing in-services and continuing education offerings to maintain and improve skills of 
providers
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established by the Competency Benchmarks Work Group are described 
in the following sections.

MANAGEMENT AND ADMINISTRATION 

COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

The Competency Benchmarks Work Group (Fouad et al., 2009) defined four 
domains of competency in management and administration: (a) knowl-
edge and skills in the direct delivery of services; (b) knowledge and skills 
in administering organizations, programs, or agencies; (c) knowledge and 
skills in leadership; and (d) knowledge and skills in evaluating manage-
ment and leadership efforts. All four domains involved the acquisition 
of knowledge-based competencies prior to skill-based competencies as 
professional psychologists-in-training proceeded from the early years of 
graduate training to completing their degrees. Because all professional 
psychology training programs possess an organizational structure with a 
specified leader and program rules and regulations, the training experience 
provides a perfect environment for observing and acquiring these man-
agement and administration competencies. Trainees who complete their 
paperwork in a timely fashion, register for the proper sequence of courses, 
and participate on departmental committees or those in professional 
organizations are acquiring important management and administration 
skills that will serve them well as they enter the profession. Behavioral 

B .  ADVO C AC Y

1.	 Recognition that advocacy to improve population health involves interacting with a number of systems (e.g., the 
health care system, local funders, federal funders, etc.)a

•	 Demonstrates understanding that transitions of care (e.g., inpatient to home) are influenced by funding, 
caregiver availability, and patient capacity

•	 Recognizes the unique and sometimes competing interests of different stakeholders in the health care system 
(e.g., patients, providers, payers, employers, and government)

2.	 Advocates for increased resources for research and training in clinical health psychology at local, state, and federal 
levelsa

•	 Serves on advisory boards of community agencies
•	 Engages in active outreach efforts and to policy makers to deliver message
•	 Works with the state psychological association on a coordinated effort to train psychologists in clinical health 

psychology

aAdapted from Competencies for Psychology Practice in Primary Care. Interorganizational Workgroup on Competencies for Primary Care 

Psychology Practice (2013, pp. 18–23).
bAdapted from Competencies in Clinical Health Psychology. France et al. (2008, p. 579).
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anchors associated with competencies in the areas of management and 
administration are provided in detail in the Competency Benchmarks 
document (Fouad et  al., 2009, pp. S23–S24). It should be noted that in 
contrast to the Benchmarks document that focused solely on competen-
cies in management and administration of clinical service activities, the 
specialized competencies in clinical health psychology extend beyond the 
area of clinical service provision into areas of managing external grants 
or research team activities as well as administering and managing edu-
cational training programs. Additionally, the management and adminis-
tration competencies listed by the Competency Benchmarks Work Group 
paid little attention to the coordination of care required to function within 
interdisciplinary health care settings, a feature that was recognized in the 
specialty competencies in clinical health psychology initially drafted at the 
Tempe Summit (France et al., 2008). The knowledge-based and skill-based 
competencies distinctive to clinical health psychology are discussed in the 
following sections.

K now ledge - Ba s ed  C ompe ten c i e s  i n 
M anagemen t  and  Admin i s t r a t i on

The first two competencies of management and administration in clini-
cal health psychology are based on acquiring knowledge of psychology’s 
role in the health care organization and broader health care system (item 
1 in Table 15.1) and methods for establishing and managing a practice, 
training program, or program of research within the health care envi-
ronment (item 2 in Table 15.1). In contrast to other types of professional 
psychologists, clinical health psychologists need to know how the health 
care system operates both locally and globally. We already live in a global 
economy, where financial decisions made in other countries influence 
our domestic markets, including the business of health care. Even more 
problematic, contagious diseases that even just a few years ago may have 
remained isolated in one or two regions of the world now spread worldwide 
quickly given our mobile and global travels and businesses. As a result, 
clinical health psychologists need to be aware of global health issues as 
well as prevailing trends in health care systems and health policy around 
the world in addition to those that operate in the health care environment 
where they work. Through frequent interactions with administrative staff 
members of the local health care environment, essential knowledge of pol-
icies and procedures is gained that will permit the navigation of the lay-
ers of bureaucracy that exist in health care environments. Understanding 
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exactly which groups or subgroups need to approve credentialing for work 
with patients, to authorize human subjects’ approvals for research, or 
developing accredited training programs will facilitate getting work done 
more efficiently.

Compliance rules and regulations, both fiscal and pragmatic, often 
prove to be challenging to navigate to professionals just beginning their 
careers. This runs the gamut from knowing what can and what cannot be 
billed to a grant (and how to justify the expense, or what the consequences 
are if the expense is disallowed) to understanding the health and behav-
ior codes or diagnoses appropriate for billing in the specific health care 
setting. Fortunately, few individuals have to deal with lawyers and legal 
issues associated with billing for services during training to minimize risk 
to one’s practice. However, this prevents trainees from acquiring these 
knowledge-based competencies that they need to have while conducting 
clinical work or research in complex medical systems. Failure to comply 
with these rules and regulations often results in huge penalties from both 
federal and local agencies (e.g., HIPAA, certain Homeland Security viola-
tions associated with technology); as a result, most health care environ-
ments devote significant resources to ensure compliance. Being aware of 
aspects of one’s practice associated with compliance issues, and learning 
early how to manage risk and how to assess for risk in both patient and 
research encounters are important skills in the area of practice manage-
ment in health care environments.

Sk i l l - Ba s ed  C ompe ten c i e s  i n 
M anagemen t  and  Admin i s t r a t i on

In addition to the knowledge-based competencies in management and 
administration, clinical health psychologists are expected to have two 
unique skill-based competencies in order to function in the modern 
health care arena. The first skill-based area of competence (item 3 in 
Table 15.1) involves the application of the knowledge-based competen-
cies in management described in the previous section. Although it is 
important to possess the knowledge of how to navigate through the 
health care environment for purposes of establishing a clinical prac-
tice or development of a program of research, it is more important to 
know how to do the navigation itself. Unfortunately, courses in this 
area are not commonly taught in training programs at any level and 
few practicum experiences are available that provide opportunities 
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for developing these skills. It is important, however, for clinical health 
psychologists-in-training to learn how to apply for and maintain hos-
pital privileges, access and utilize electronic medical recordkeeping 
systems, and navigate working with third-party vendors to pay for 
direct patient care services. Depending on the setting where the pro-
fessional research, education, and service provision activities of the 
clinical health psychologist are provided, this can become an extremely 
time-consuming enterprise, time that cannot typically be reimbursed 
directly. Regarding programs of education or research, seemingly basic 
tasks take on considerable complexity when conducting projects in 
health care settings, including hiring and managing of staff and related 
support personnel, procuring equipment and services needed to com-
plete the project, and simply paying for advertising and student or par-
ticipant recruitment efforts.

The other skill-based competency in the area of management and 
administration extends the benchmark competency of leadership into 
the daily functioning of a clinical health psychologist (item 4 in Table 1). 
Based upon our skills in functioning on interdisciplinary treatment 
teams, these venues provide excellent opportunities for developing lead-
ership skills. It is not uncommon for all other members of the treatment 
team to look toward the clinical health psychologist whenever any “psy-
chosocial” issues arise in managing particular patients. In this regard, 
the clinical health psychologist becomes the resident expert for any emo-
tional or behavioral health issues that arise during the course of medi-
cal treatment—even those that may reflect the emotional responses of the 
health care team itself. It is important to remember that being an effective 
leader does not require that one knows everything; rather being an effec-
tive leader requires making clear decisions calmly in difficult situations. 
It also involves facilitating the decision making of other individuals or 
groups in the health care team, particularly when there may be conflict 
regarding which option is best. Therefore, demonstrating leadership on 
health care teams involves operating within the boundaries of one’s com-
petence and requesting consultation from other health care professionals 
when needed.

PROFESSIONAL ADVOCACY IN CLINICAL HEALTH PSYCHOLOGY

Two competency domains in the area of advocacy were identified by the 
Competency Benchmarks Work Group (Fouad et  al., 2009):  (a)  knowl-
edge of the social, political, economic, or cultural factors that influence 
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individuals and empowering them to engage in action; and (b)  under-
standing processes involved in system change and promoting change 
when desirable. It is important to note that the behavioral anchors asso-
ciated with competencies in advocacy (see Fouad et  al., 2009, pp. S24–
S25) do not specify the avenues through which professional psychologists 
advocate on behalf of their patients or the broader health care community. 
Rather, the competencies in advocacy assert that professional psycholo-
gists stand up and say something (or empower others to say something) 
when a systems-level problem is identified that harms patient care or the 
health of the community. The decision to engage in personal efforts in 
advocacy or becoming involved in larger professional advocacy groups is 
left to the individual professional psychologist.

Competencies in advocacy were not considered at the Tempe Summit 
(France et al., 2008). However, since that time, groups of educators that 
have examined both broad professional competencies (HSPEC, 2013) as 
well as specialty competencies (CCHPTP, 2013; Inter-Organizational on 
Competencies for Primary Care Psychology Practice, 2013)  have reaf-
firmed the important role of knowledge and skills in professional advo-
cacy. To these ends, the current list of entry-level competencies for practice 
in clinical health psychology includes two competencies in advocacy dis-
tinctive to our specialty area (see Table 15.1).

The first of these two advocacy competencies reflects knowledge of 
the various levels where advocacy to improve population health occurs 
and the related attitude that advocacy is a constructive activity for the 
clinical health psychologist. There are various positions regarding what 
constitutes legitimate health care services and for which ones payment 
should be made, and unfortunately, psychologists are rarely in posi-
tions to be making these decisions. For the most part, these decisions 
are made by health care system administrators and health care payment 
organizations, including insurance companies, health maintenance 
organizations, and federal payment programs. Although almost all psy-
chologists strongly believe that behavioral health care services should 
be an essential component of any health care system, there are many 
who are not aware of the evidence that supports including behavioral 
health care services into any health care system and who view it as a nice 
but nonessential element. As a profession, it is clear that our inclusion 
in the health care system requires a commitment on the part of every 
clinical health psychologist to understand the various agencies where 
such advocacy efforts could be made, including the health care system 
in which they work, local funders for clinical health psychology services, 
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and state and federal systems that oversee health care systems and pay-
ment for services.

The second advocacy competency complements the first. While the first 
competency involves the knowledge of systems of care and payment for 
care as well as an appreciation and value of advocacy efforts, the second 
focuses on engagement in advocacy for research, training, and service 
provision in clinical health psychology at local, state, and federal levels. It 
should be noted that demonstration of this competency does not require 
that clinical health psychologists visit their state or federal legislators or 
send money to their political campaigns. Professional advocacy can be 
done in many ways, including serving on advisory boards of community 
agencies, engaging in outreach efforts to improve health behaviors among 
youth, and working with professional organizations to work with one 
another to change the way health care is delivered.

ACQUISIT ION OF MANAGEMENT, ADMINISTRATION, 

AND ADVOCACY COMPETENCIES IN 

CLINICAL HEALTH PSYCHOLOGY

Knowledge-based competencies in management, administration, and 
advocacy are important to develop fairly early during doctoral training, 
while their skill-based counterparts are often acquired later in training 
during postdoctoral experiences. Part of the reason for the delayed skill 
development of these competency areas relates to the simple fact that 
most trainees express little desire to engage in management and admin-
istrative experiences. Indeed, if one approaches an upper-level graduate 
student and gives him or her a choice between a practicum assignment 
where advanced competencies in intervention or administration could be 
acquired, preference would clearly be given to the former assignment. As 
a result of student preferences and their desire to “optimize” opportunities 
to obtain face-to-face clinical hours, efforts to acquire skills in program 
management, evaluation, and administration tend to receive lower prior-
ity. Additionally, like the functional competencies in areas of consultation 
and supervision, competencies in management and administration are 
easier to acquire with some professional maturity. Beginning trainees are 
not often asked to serve as consultants or supervisors, nor would they be 
asked (or should they be asked) to manage a research project or administer 
a clinical program. Accordingly, skill-based competencies in management 
and administration are among the last competencies to achieve during the 
training years.
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Some of the best opportunities for developing management and/or 
administration skill-based competencies for trainees occur through par-
ticipation in efforts to establish new research collaborations or provide 
new clinical services. Although time consuming and often frustrating, 
building these collaborations or services from scratch exposes clinical 
health psychologists-in-training to most of the essential competencies in 
practice or research program development that they will utilize through-
out their professional careers. Unfortunately, these opportunities arise at 
irregular intervals throughout training, and there is no guarantee that 
such opportunities will arise during a particular phase of training, if at 
all. For example, consider a case where a treatment team on an oncology 
service desires behavioral health services to be fully integrated into their 
standard treatment protocols. Imagine the attending oncologist contacted 
a clinical health psychologist who agreed to supervise services provided by 
advanced graduate students-in-training or psychology interns. Assuming 
this arrangement was successful and was maintained for several years, 
many young professionals could receive excellent training in this setting 
and acquire competencies in assessment and treatment in health care 
environment as a result. However, the very first trainee supervised in this 
setting obtained an experience no others that followed obtained: the expe-
rience of developing the program itself. Although supervisory experiences 
of later trainees were sure to operate more smoothly than those of the 
first student on the service, the program development opportunity the 
first student received more than compensated. Due to the irregularity of 
these opportunities, it is advisable for trainees at all levels to keep an eye 
open for them and be quick to volunteer their time and assistance when 
they arise. There are other ways, of course, for developing skill-based com-
petencies in management and administration, but this sort of program 
development experience is invaluable.

Every training program (doctoral, internship, and postdoctoral) has 
a set of operating rules and regulations that specify things like how to 
apply to graduate; when to submit forms for tuition waivers; when quar-
terly, semesterly, or annual evaluations need to be completed; and how 
to assemble a dissertation committee. Accompanying the operating rules 
and regulations is usually an extensive list of approved forms that often 
require an advisor’s signatures at various time intervals during train-
ing. These rules, regulations, and forms represent years of administrative 
work and experience in program development, and all require occasional 
review and modification. At a basic level, awareness of and adherence to 
program rules and regulation represents a fundamental administrative 
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competency and one that all trainees should maintain throughout years of 
training. Becoming involved in bringing about program change or modi-
fying program rules and regulations represents a somewhat higher level 
of management and administrative competency. For trainees with career 
aspirations in administration, involvement in committees of prominent 
national organizations linked to health psychology represents another 
method for developing and refining solid management and administra-
tive competencies.

Although frequently overlooked, competencies in advocacy are an 
important focus for trainees at all levels. Often, some of the most vocal 
advocates for a given profession are those who are in training to enter 
that profession. This makes intuitive sense because their chosen careers 
are imminently at risk if nobody advocates for their profession. One only 
has to examine the efforts of the American Psychological Association of 
Graduate Students (APAGS) to see the influence they have had in shaping 
issues for consideration by the broader professional organization. Once 
the American Psychological Association changed its bylaws to define psy-
chology as a health care profession (Anderson, 2003), it was very apparent 
that advocacy efforts within clinical health psychology had played a sig-
nificant role in promoting this new direction for the entire field of profes-
sional psychology.

Competencies in management, administration, and advocacy receive 
much less emphasis during graduate and postgraduate training. However, 
developing and maintaining a successful career as a clinical health psy-
chologist depends upon acquiring and continuing to build competencies 
in these areas throughout one’s professional career. Trainees should be 
aware of opportunities for developing their competencies in these areas 
as they present themselves irregularly throughout one’s professional 
development.



PART IV

 Summary and Conclusions

 





SIXTEEN

 The Future of Clinical Health 
Psychology Competencies

Among all specialty areas, clinical health psychology was the first to 
articulate competencies associated with entry-level practice in their spe-
cialty area. Other specialty areas have followed suit:  Competencies for 
practice in rehabilitation psychology (Hibbard & Cox, 2010) and clinical 
geropsychology (Knight, Karel, Hinrichsen, Qualls, & Duffy, 2009) have 
been drafted and disseminated, and the competencies for practic-
ing psychology in primary care settings have recently been enumer-
ated (Inter-Organizational Workgroup of the Practice of Psychology in 
Primary Care, 2013). Competencies to conduct various types of therapy, 
including cognitive-behavioral therapy (Newman, 2010), psychodynamic 
therapy (Sarnet, 2010), and humanistic-existential therapy (Farber, 2010), 
have also been described. Given the importance of defining competencies 
among specialty practice areas in today’s professional climate, it is almost 
a certainty that other specialty areas will approach this task shortly. For a 
specialty area in psychological practice to neglect this activity would make 
it quite difficult to protect the public from professional psychologists who 
claim to possess competencies to practice in the designated specialty area 
but in fact do not. Only by identifying and defining competencies and 
methods for their assessment can a specialty area distinguish those who 
are competent to practice in the specialty area from those who are not.

Thankfully, considerable work has already been done in articulating 
competencies associated in the general professional practice of psychol-
ogy (Fouad et  al., 2009; Kaslow, 2004; Rodolfa et  al., 2005), and these 
efforts provided the organizational structure within which specialty 
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competencies could be considered. It goes without saying that specialty 
competencies build upon the foundational and functional competen-
cies for the general practice of psychology as a health service profession. 
Similar to medical training, all professional psychologists need to acquire 
the general competencies described in the Competency Benchmarks 
document (see Fouad et al., 2009) and more recently in the Blueprint for 
Health Service Psychology document (HSPEC, 2013), but only those who 
choose to pursue advanced training in a specialty area need to acquire 
the specialty competencies articulated in this book and the other books 
in this series. As Nash and Larkin (2012) note in their recent article on 
the various pathways to obtaining specialty competencies, it is now the 
norm that psychologists-in-training are obtaining both broad and general 
clinical competencies and specialty competencies simultaneously begin-
ning early during graduate study. Failure to begin specialty competency 
acquisition during graduate study in doctoral programs results in reduc-
ing a student’s competitiveness for matching with an internship program 
with strong rotations in the designated specialty area. This state of affairs 
exists in the specialty area of clinical health psychology, where there are 
simply too many highly qualified clinical health psychologists-in-training 
competing for valuable clinical internships and postdoctoral fellowships.

SPECIALTY COMPETENCIES IN 

CLINICAL HEALTH PSYCHOLOGY

Like other areas of specialization, clinical health psychologists need to 
acquire both broad and general competencies associated with the profes-
sional practice of psychology and the competencies associated with the 
specialty of clinical health psychology. The chapters in Parts II and III of 
this book have described each of these specialty competencies in detail. 
A summary of the distinctive foundational and functional competencies 
required for the entry-level practice of clinical health psychology is shown 
in Table 16.1.

A significant area of competency unique to the practice of clini-
cal health psychology that appears across several of the competencies 
(research, teaching, supervision, professional relationships, clinical ser-
vice provision) summarized in Table 16.1 involves developing productive 
relationships with members of the health care team from other disci-
plines. Although many people believe that interdisciplinary practice is a 
recent development in health care that coincided with the passage of the 
Patient Protection and Affordable Care Act in 2010, its importance has 
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been recognized for decades. In fact, the first meeting coordinated by the 
then newly founded Institute of Medicine (IOM; founded in 1970)  was 
a conference on Interrelationships of Educational Programs for Health 
Professionals held in Washington, D.C., in October of 1972. The report 
of that conference (Institute of Medicine, 1972) called for, among other 
things, that health care settings in which interdisciplinary educational 
and practical experiences occurred should be developed, opportunities 
for faculty to be trained in interdisciplinary skills should be developed, 
and that social and behavioral research into the origins of diseases should 
be conducted by interdisciplinary teams. According to the IOM, such an 
approach would reduce tensions among health professions, and guidelines 
to facilitate learning about the roles and contributions to health care of 
various providers would emerge. Thus, the idea of integrating behavioral 
health care into health care settings is not new; however, professional psy-
chology’s interest in it probably is.

The IOM defined five core competencies that they believed applied to 
all health professionals, including clinical health psychologists (Greiner 

TABLE 16.1  Summary of Specialty Competencies Distinctive to Clinical Health Psychology

FOUNDAT IONAL COMPETENC I ES

1.	 Adoption of a professional identity as a clinical health psychologist
2.	 Skill in self-assessment of competency in the many roles of the clinical health psychologist, including promotion of 

self-care of all health care providers
3.	 Broad knowledge of scientific bases of health and disease using a biopsychosocial framework in psychology as well 

as other health care disciplines
4.	 Knowledge and skills in interprofessional communication, including functioning on interdisciplinary teams
5.	 Knowledge and skills in understanding social and cultural factors that influence health and obtaining health care
6.	 Knowledge of ethical and legal issues distinctive for practicing in health care settings

FUNC T IONAL COMPETENC I ES

1.	 Knowledge and skill associated with psychological assessment using a biopsychosocial approach in health care 
settings

2.	 Implement evidence-based interventions and prevention programs for individuals and systems in health care 
settings and evaluation of outcomes

3.	 Knowledge and skill in consultation in health care settings
4.	 Skill in conducting research in health care settings, including conducting research on interdisciplinary teams
5.	 Effective evaluation of clinical services in health care settings, including quality improvement programs
6.	 Teach and supervise psychology trainees in health care settings
7.	 Teach and supervise trainees from other health care disciplines
8.	 Knowledge and skill in administering and managing programs/practices in health care settings
9.	 Leadership skill on interdisciplinary teams

10.	 Advocacy for clinical health psychology research, education, and practice
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& Knebel, 2003). These included (a)  the provision of patient-centered 
care; (b) the ability to work in interdisciplinary teams; (c) the utilization 
of evidence-based practice; (d)  the ability to employ quality improve-
ment methods and strategies; and (e)  the ability to utilize informatics. 
According to the IOM, then, the competencies in clinical health psychol-
ogy described in this book overlap almost perfectly with the core com-
petencies articulated by the IOM. It is quite clear that the nation’s health 
care system is starting to resemble the blueprint provided by the IOM over 
a decade ago, and that clinical health psychology will be asked to play a 
significant role in it.

ASSESSMENT OF COMPETENCIES IN CLINICAL HEALTH PSYCHOLOGY

Constructions of lists of competencies do little good if they are not accom-
panied by a description of methods for assessing them reliably. Attesting to 
the importance of competency assessment, the Competency Benchmarks 
document was published with a complementary Competency Assessment 
Toolkit (Kaslow et al., 2009). In this regard, students-in-training as well 
as educators and credentialing bodies that evaluate them during training 
and prior to licensing, respectively, not only had access to lists of the com-
petencies they should be evaluating but some clues regarding how to con-
duct these assessments. In contrast to the work that has been conducted 
on general professional competencies for all psychologists, the work ini-
tiated at the Tempe Summit and continued during the annual meetings 
of CCHPTP has focused more on defining specialty competencies than 
describing methods for assessing them. Presumably, competencies could 
be self-reported as well as observed and evaluated more objectively by 
professional educators and/or supervisors. To assist in the assessment of 
clinical health psychology competencies, an evaluation tool for this pur-
pose has been developed by CCHPTP (see Appendix). The evaluation 
form contained in the Appendix can be used by the trainee for purposes 
of self-assessment and evaluation, by educators for evaluating competency 
acquisition during training, or by credentialing bodies (e.g., licensing 
boards, ABPP examination boards) to assure that only those who possess 
the entire array of clinical health psychology competencies identify them-
selves as clinical health psychologists.

Although many rating systems could be used for evaluating competen-
cies, we prefer the approach developed by Benner (1984) and modified for 
use by Hatcher and Lassiter (2007) for purposes of evaluating practicum 
competencies. In an attempt to understand how humans develop complex 
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cognitive processes associated with expertise, this system enumerates five 
steps of competency development from early beginners (i.e., Novices) to 
credentialed specialists (i.e., Experts). Although the exact label associ-
ated with each level of development has evolved over time, the following 
descriptions outline the typical process of acquisition of competence as 
initially proposed by Dreyfus and Dreyfus:

Novice: The beginning stage of competency acquisition, characterized 
by rigid rule following with no capacity to adapt behavior to different 
situational contexts. Little capacity is evidenced for dealing with 
complexity and practicing independent judgment, and consequently, 
close supervision of professional activity is required.

Advanced Beginners (Hatcher & Lassiter named this level “Intermediate”): 
Trainees at this level continue to be characterized by rule following, 
but with experience, they can now detect how their behavior needs 
to be modified depending upon the situational context. Basic tasks 
can be completed independently, but more complex problems require 
supervision. Generalization of skills to new areas is limited.

Competent (Hatcher & Lassiter named this level “Advanced”): 
Autonomous functioning of basic and advanced skills has been 
fully achieved by those providers at this level. Because the strategy 
of rule-following becomes cumbersome for efficient practice (i.e., 
there are too many rules to apply for managing every potential 
situation), competent providers make rational decisions based on 
development of relevant organizing principles or “perspectives.” 
Having considerable experience, providers at this level understand 
the long-term outcomes of their professional actions and accept full 
responsibility for them.

Proficient: Pattern recognition is fully achieved among proficient 
providers as they can easily view a situation holistically and separate 
the pertinent from impertinent issues in solving problems. Depth 
of knowledge and skill is evident and decisions are made without 
difficulty.

Expert: Individuals who achieve the level of expert go beyond the 
rational decision making seen in all previous levels by adding intuitive 
knowledge in solving problems. Analytic problem-solving methods 
can still be used to deal with complicated problems, but for the most 
part, experts no longer rely on rules, guidelines, or maxims and their 
decisions are made effortlessly.
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Using this developmental model, self-assessment and/or assessment 
by independent observers can be conducted for purposes of measuring 
professional competence. In the following sections, strategies for assess-
ing specialty competencies in clinical health psychology are described for 
trainees, educators, and credentialing agents.

C l i n i c a l  Hea l t h  P s ycho l og y  Tra i nee s

For clinical health psychologists-in-training, this evaluation form can 
be used to conduct a self-assessment of the competencies required for 
entry-level practice. The form is designed to monitor progress on com-
petency acquisition of knowledge, skills, and values associated with 
broad and general professional psychology competencies (on the left 
portion of the form) as well as specialty competencies in clinical health 
psychology (on the right portion of the form). Presumably, self-ratings 
as a novice will be the norm for most of the competency areas of stu-
dents as they enter doctoral training programs. It is quite possible that 
some of the general professional psychology competencies will already 
have been acquired prior to entry into graduate training. For example, 
progress on foundational competencies in professionalism (e.g., integ-
rity, deportment, concern for the welfare of others), scientific knowl-
edge and methods, and skills in interpersonal relationships will likely 
be factors considered by admissions’ committees, and prospective can-
didates who already possess them will be more likely to receive offers 
of admission.

As trainees complete courses and related practical experiences that 
comprise their graduate training programs, self-ratings as a novice will 
presumably decline and progress toward the advanced beginner level 
will occur. As noted earlier, during these training years, most budding 
clinical health psychologists will be acquiring general professional com-
petencies and clinical health psychology specialty competencies simulta-
neously. Hopefully, most areas of competency of these trainees will be at 
the advanced beginner level by the time they are ready to apply for their 
clinical internships. Directors of internship training programs play a sig-
nificant role in promoting competency development from the advanced 
beginning level to the competent provider level, but they really do not per-
ceive their role as working with trainees at the novice level. In fact, upon 
accepting a trainee at novice competency levels into a clinical internship, 
the trainee will invariably not possess the requisite competencies for suc-
cessful completion of the internship, and the quality of the internship 
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experience will decline among the cohort of interns who must complete 
their training year with a peer at a lower level of competence.

Upon completion of the requirements for the doctoral degree (including 
completion of the clinical internship), trainees should achieve self-ratings 
at the competent level, at least with respect to the broad and general pro-
fessional competencies, prior to application for licensure as a psychologist. 
For those whose self-assessment reveals that they are still functioning at 
lower levels of competency acquisition, some remedial attention is indi-
cated before applying for licensure. For the trainee who has acquired com-
petent ratings for all specialty competencies at this point in time in the 
sequence of training, accepting entry-level positions as clinical health psy-
chologists is an option. For those who desire to either advance their level of 
competency to the level of proficiency or who need to complete some gaps 
in procuring competent ratings that were apparent upon degree comple-
tion, postdoctoral fellowships in clinical health psychology settings are an 
attractive option. Using this form as a self-assessment tool, clinical health 
psychologists-in-training can easily track their progress in acquiring the 
competencies needed in order for them to function as clinical health psy-
chologists in today’s workforce.

C l i n i c a l  Hea l t h  P s ycho l og y  Tra i ne r s

Although self-assessment of competency is a hallmark attribute of any 
profession, those who direct, teach, or supervise trainees in the area of 
clinical health psychology know that assessment should be multimodal. 
As such, assessment of competencies should not rely entirely on self-report 
ratings. Objective methods of assessment of competencies are often rec-
ommended to complement self-assessment (e.g., Kaslow et  al., 2009), 
including direct observation of professional activities and observations of 
performance during standardized testing (e.g., interviewing standardized 
patients, structured clinical assessments, and interacting with patient ava-
tars using virtual technologies). Although some training programs have 
made creative use of these types of assessment, most rely on the direct 
observations of research advisors and clinical and teaching supervisors.

Rating systems used for purposes of evaluating competency acqui-
sition vary; there are probably as many different rating systems as there 
are training programs. Consequently, it is difficult to aggregate these data 
across programs and even more challenging to compare trainees’ compe-
tency acquisition in one program with those from another program. Given 
this state of affairs, it is difficult to evaluate the applicant’s strengths and 
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weaknesses at key points during the sequence of training (e.g., readiness for 
practicum, readiness for internship, readiness for entry to practice, readi-
ness for board certification). However, should programs adopt a uniform 
method for evaluating competency acquisition, such challenges can be sur-
mounted. In this regard, training programs could use the evaluation form 
in the Appendix as a tool to track acquisition of competencies that would 
be quite useful, particularly as students make the transition from doctoral 
programs to internships and from internships to postdoctoral fellowship 
programs. At these key transition points, training plans could be more 
efficiently created if programs admitting students had a decent assessment 
of their baseline competencies. For example, if a given student’s training 
had not provided any exposure to supervising entry-level trainees or train-
ees from another profession, training plans of internships or postdoctoral 
fellowships could be devised to ensure that opportunities to acquire these 
competencies during the training experience were available.

Ratings of competency acquisition by educators who direct, teach, 
and supervise clinical health psychology programs are best done if 
data from all professionals who had contact with the trainee are avail-
able. Optimally, the evaluation is conducted at a meeting when all 
potential evaluators could openly discuss the competency acquisi-
tion of the trainee and varying perspectives could be shared. This is 
a time-consuming method, but it assures that all potential sources of 
information regarding each student’s progress are considered. Other 
methods involve obtaining written evaluations from all teachers and 
supervisors who had contact with a given student. Through using an 
evaluation form directly linked to the essential competencies required 
for the successful practice of clinical health psychology, student evalu-
ations can be done more systematically.

An additional advantage for using a standard method for evaluating 
competency acquisition is that training programs could then use these 
data for ongoing program evaluation. Should a few years go by in which 
all trainees failed to acquire a particular competency area, the program 
would quickly realize that a modification in curriculum may be war-
ranted. For example, if none of a given program’s students acquires 
knowledge of interdisciplinary functioning and teamwork prior to 
applying for internship, the program would recognize that increased 
effort to cover this essential competency area needs to be made in order 
to assure that their students possess the requisite competencies to com-
pete for clinical internships and postdoctoral fellowships later during 
their training years.



191The Future of Clinical Health Psychology Competencies

C reden t i a l i ng  Bod i e s  o f  C l i n i c a l  Hea l t h  P s ycho l og i s t s

Because generic licensing as psychologists is the norm across all 50 
states in the United States and the Canadian provinces, regional cre-
dentialing bodies for clinical health psychologists do not exist. This is 
to say that we are licensed as “psychologists,” not as clinical health psy-
chologists. As such, it can be difficult to monitor and regulate whether 
those who call themselves clinical health psychologists actually possess 
the competencies to practice in this specialty area. Licensing boards 
request information regarding an applicant’s self-assessed areas of com-
petence, and applicants are required to demonstrate how they achieved 
competency in the area they are declaring. In this regard, an applicant 
who applies to be licensed as a psychologist with a strong background 
and training in clinical health psychology would be permitted to refer 
to himself or herself as a clinical health psychologist once licensed. 
Presumably, an applicant for licensure who did not complete any train-
ing in clinical health psychology but who attempted to declare it an 
area of competence would be restricted from doing so by the licens-
ing body. Of course, applicants who seek out additional training in a 
given specialty area and then demonstrate competence in the area to 
the licensing board are then permitted to add it to their list of areas 
of competence. In this regard, the credentialing licensing boards have 
some control over who calls themselves clinical health psychologists 
once they are licensed to practice.

Although licensing boards play a role in regulating specialty areas 
of practice in every state, there are no uniform guidelines that they can 
use to distinguish those who are competent clinical health psycholo-
gists from those who are not. To complicate matters, because boards 
of psychology are typically comprised of individuals appointed by gov-
ernmental agencies and/or elected officials, there is no guarantee that 
any board member will possess knowledge of the requisite competen-
cies to practice in each specialty area, including in clinical health psy-
chology. In this regard, the list of competencies depicted in the form in 
the Appendix could provide credentialing bodies, like licensing boards, 
with important knowledge to help them make these determinations. 
Furthermore, they could use the form as an evaluation tool to determine 
whether applicants who profess to have competence in clinical health 
psychology actually do so. Presumably, applicants for licensure would 
need to obtain ratings of “competent” in all of the general and specialty 
competency areas listed.
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The ultimate credential for documenting professional identification 
as a clinical health psychologist is receipt of board certification from 
the American Board of Professional Psychology (ABPP) in the area of 
clinical health psychology. Technically, it is the only credential avail-
able to distinguish oneself as a clinical health psychologist. Presumably, 
the ABPP evaluation of a candidate’s record of distinction could also 
make use of the evaluation tool depicted in the Appendix. Of course, 
some ratings higher than “competent” would be expected in some of 
the specialty competency areas at the time of application for board 
certification.

In sum, through adoption of a uniform assessment tool, 
self-assessment of clinical health psychologists-in-training, educators 
of training programs in clinical health psychology, and bodies that cre-
dential clinical health psychologists can provide reasonable assurance 
to the public that those who call themselves clinical health psycholo-
gists have acquired the competencies to do so. By establishing this stan-
dard, the future of clinical health psychology has considerable promise, 
particularly as the nation’s health care system, and the world health 
care system beyond, emphasizes the importance of behavioral exper-
tise in solving the major leading causes of death, disease, and disability 
that afflict us. Through careful consideration of the competencies that 
distinguish the specialty area of clinical health psychology, we have 
provided a blueprint in this volume that outlines the steps we need to 
take individually and collectively to help solve our biggest health care 
problems.



APPENDIX: COMPETENCY TRACKING 
FORM FOR SPECIALTY COMPETENCIES 

IN CLINICAL HEALTH PSYCHOLOGY

 



C l u s t e r  1:   S c i e n c e
Rating: N = Novice; AB = Advanced Beginner; C = Competent; P = Proficient; E = Expert

BENCHMARKS COMPETENCIES RATING CLINICAL HEALTH COMPETENCIES RATING

1. Scientific Knowledge and Methods 1. Scientific Knowledge and Methods of Clinical Health Psychology
1A. Scientific Mindedness
Independently applies scientific methods to practice
1B. Scientific Foundation of Psychology
Demonstrates advanced-level knowledge of core science (i.e., scientific bases of behavior) Knowledge of pathophysiology of disease and biomedical treatments specific to medical 

specialty or environment in which the practice will occur
Knowledge of the pathways and reciprocal interactions among psychosocial (cognitive/

affective/behavioral) and biological phenomena as they relate to health promotion, 
illness prevention, and disease progression

Knowledge of life span developmental and social-environmental factors associated with 
health behavior, illness, and disease

Knowledge of the interactions among populations and contextual variations (e.g., age, 
gender, ethnicity, culture, religion, etc.) and the impact on health behavior and health 
outcomes

Knowledge of the scientific foundations and research methods of other health disciplines 
(e.g., epidemiology, biostatistics)

1C. Scientific Foundation of Professional Practice
Independently applies knowledge and understanding of scientific foundations 

independently applied to practice
Knowledge of relevant scientific literatures as they bear on health care and the ability 

to conceptualize and generate new issues, concerns, and questions based on that 
knowledge

 



2. Research/Evaluation 2. Research/Evaluation
2A. Scientific Approach to Knowledge Generation
Generates knowledge Application of diverse methodologies to scientifically examine psychosocial and biological 

processes as they relate to health promotion, illness prevention, and disease progression
Selection, application, and interpretation of quantitative and qualitative data analytic 

strategies that are best suited to the diverse research questions and levels of analysis 
characteristic of health psychology

Formulation and implementation of health-related research using interdisciplinary research teams
Accurate and efficient communication of research findings in ways that can be understood 

by fellow psychologists, professionals from other disciplines, and lay audiences
2B. Application of Scientific Method to Practice
Applies scientific methods of evaluating practices, interventions, and programs Use of research skills to evaluate the effectiveness and quality of clinical health psychology 

services within health care settings, including participation in quality improvement efforts

C l us te r  2 :   P r o f e s s i o n a l i s m

1. Professional Values and Attitudes 1. Professionalism
1A. Integrity
Monitors and independently resolves situations that challenge professional values and 

integrity
1B. Deportment
Conducts self in a professional manner across settings and situations
1C. Accountability
Independently accepts personal responsibility across settings and contexts
1D. Concern for the Welfare of Others
Independently acts to safeguard the welfare of others
1E. Professional Identity



BENCHMARKS COMPETENCIES RATING CLINICAL HEALTH COMPETENCIES RATING

Displays consolidation of professional identity as a psychologist; demonstrates knowledge 
about issues central to the field; integrates science and practice

Professional identity as a clinical health psychologist
Flexibility in approaching problems and issues encountered in the health care setting
Knowledge to address issues and challenges unique to working in health care settings

2. Individual and Cultural Diversity 2. Individual and Cultural Diversity
2A. Self as Shaped by Individual and Cultural Diversity
Independently monitors and applies knowledge of self as a cultural being in assessment, 

treatment, and consultation
Knowledge of self and others as cultural beings in health care settings, including knowledge 

of health disparities across a number of different diversity-related characteristics
2B. Others as Shaped by Individual and Cultural Diversity and Context
Independently monitors and applies knowledge of others as cultural beings in assessment, 

treatment, and consultation
2C. Interaction of Self and Others as Shaped by Individual and Cultural Diversity 

and Context
Independently monitors and applies knowledge of diversity in others as cultural beings in 

assessment, treatment, and consultation
2D. Applications Based on Individual and Cultural Context
Applies knowledge, skills, and attitudes regarding dimensions of diversity to professional 

work
Application of knowledge of the relations between social and cultural factors and the 

development of health problems to patient care, including access to health care
3. Ethical Legal Standards and Policy 3. Ethical Standards in Health Care Settings
3A. Knowledge of Ethical and Legal Standards and Guidelines
Demonstrates advanced knowledge and application of the APA Ethical Principles and Code 

of Conduct and other relevant ethical, legal, and professional standards and guidelines
Knowledge of ethical and legal ramifications of biopsychosocial assessment, intervention, and 

research/quality improvement strategies in addressing health conditions seen in health care 
settings3B. Awareness and Application of Ethical Decision Making

Independently utilizes an ethical decision-making model in professional work
3C. Ethical Conduct
Independently integrates ethical and legal standards with all competencies Identification and ability to address the distinctive ethical issues encountered in clinical 

health practice, particularly if these are in conflict with the ethical code of other 
members of the health care team

Knowledge of policies that regulate the delivery of services in health care systems



4. Reflective Practice/Self-Assessment/Self-Care 4. Reflective Practice/Self-Assessment/Self-Care
4A. Reflective Practice
Demonstrates reflectivity both during and after professional activity; acts upon reflection; 

uses self as a therapeutic tool
4B. Self-Assessment
Accurately self-assesses competence in all competency domains; integrates self-assessment 

in practice; recognizes limits of knowledge/skills and acts to address them; has 
extended plan to enhance knowledge/skills

Knowledge of importance of self-assessment in clinical health settings

4C. Self-Care
Self-monitors issues related to self-care and promptly intervenes when disruptions occur Facilitation of self-care, including healthy lifestyles, of health professionals in clinical health 

settings
4D. Participation in Supervision Process
Independently seeks supervision when needed

C l u s t e r  3 :   R e l a t i o n s h i p s

1. Relationships 1. Relationships
1A. Interpersonal Relationships
Develops and maintains effective relationships with a wide range of clients, colleagues, 

organizations, and communities
1B. Affective Skills
Manages difficult communication; possesses advanced interpersonal skills
1C. Expressive Skills
Verbal, nonverbal, and written communications are informative, articulate, succinct, 

sophisticated, and well integrated; demonstrates thorough grasp of professional 
language and concepts



BENCHMARKS COMPETENCIES RATING CLINICAL HEALTH COMPETENCIES RATING

2. Interprofessionalism
2A. Values/Ethics
Values and appreciates the interprofessional team approach to care
Encouragement of behavior that demonstrates appropriate respect for the professional 

autonomy of other health care professionals
2B. Interprofessional Roles/Responsibilities
Knowledge of strengths and potential pitfalls of role relationships that characterize 

interdisciplinary collaborative activities (e.g., research, education, clinical care, 
administration)

Knowledge and appreciation of the role and primary responsibilities of other health care 
professionals (e.g., physicians, nurses, social workers) in providing care both in general 
and specific medical settings

Ability to access, evaluate, and utilize information from other health care providers, including 
use of methods that include new and emerging health technologies (e.g., EHR)

2C. Interprofessional Communication
Development of facilitative and collaborative relationships with professionals from a variety of 

health care disciplines, including medicine, nursing, physical therapy, social work, etc.
Ability to interact with fellow health care professionals in ways that facilitate improved 

treatment implementation based on the unique contributions that clinical health 
psychology can make in the health care setting

Communication that cultivates mutual understanding regarding problems among individuals 
from diverse disciplines, including those that involve research and patient care

2D. Team and Teamwork
Ability to assess team dynamics and coach teams to improve functioning
Implementation of empirically supported health promotion, prevention, treatment, and 

rehabilitation in the context of the interdisciplinary team



C l u s t e r  4 :   A p p l i c a t i o n s

1. Evidence-Based Practice 1. Evidence-Based Practice
1A. Knowledge and Application of Evidence-Based Practice
Independently applies knowledge of evidence-based practice, including empirical bases of 

assessment, intervention, and other psychological applications, clinical expertise, and 
client preferences

2. Assessment 2. Assessment
2A. Knowledge of Measurement and Psychometrics
Independently selects and implements multiple methods and means of evaluation in ways 

that are responsive to and respectful of diverse individuals, couples, families, and 
groups and context

Ability to evaluate the presenting problem and to select and administer empirically 
supported biopsychosocial assessments appropriate for the patient’s physical illness, 
injury, or disability

2B. Knowledge of Assessment Methods
Independently understands the strengths and limitations of diagnostic approaches and 

interpretation of results from multiple measures for diagnosis and treatment planning
Knowledge and understanding of biological assessment strategies and their results used in 

health care settings
Knowledge and understanding of psychological assessment strategies used in health care settings
Knowledge and understanding of social and environmental assessment strategies used in 

health care settings
2C. Application of Assessment Methods
Independently selects and administers a variety of assessment tools and integrates results 

to accurately evaluate presenting questions appropriate to the practice site and broad 
area of practice

Ability to conduct a comprehensive biopsychosocial interview and evaluate objective 
biological and psychosocial findings related to physical health or illness, injury, or 
disability

Ability to assess biopsychosocial and behavioral risk factors for the development of physical 
illness, injury, or disability

Ability to assess environmental factors that facilitate or inhibit patient knowledge, values, 
attitudes, and/or behaviors affecting health functioning and health care utilization

Ability to assess biopsychosocial factors affecting adherence to recommendations for 
medical and psychological care
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Ability to assess the biopsychosocial impact of medical procedures (including screening, 
diagnostic, and intervention/prevention procedures)

Ability to solicit input of significant others in the assessment process as indicated
2D. Diagnosis
Utilizes case formulation and diagnosis for intervention planning in the context of stages of 

human development and diversity
2E. Conceptualization and Recommendations
Independently and accurately conceptualizes the multiple dimensions of the case based on 

the results of assessment
2F. Communication of Assessment Findings
Communicates results in written and verbal form clearly, constructively, and accurately in a 

conceptually appropriate manner
Ability to communicate the results of assessments to both professional and lay audiences in 

the health care setting
3. Intervention 3. Intervention
3A. Intervention Planning
Independently plans interventions; case conceptualizations and intervention plans are 

specific to case and context
Ability to access, evaluate, and utilize information in designing and implementing 

treatment, health promotion, and prevention interventions using new and emerging 
health technologies

3B. Skills
Displays clinical skills with a wide variety of clients and uses good judgment even in 

unexpected or difficult situations
Implementation of individual- or family-level evidence-based treatment interventions to 

treat health and mental health–related issues
3C. Intervention Implementation
Implements interventions with fidelity to empirical models and flexibility to adapt where 

appropriate
Implementation of evidence-based interventions for individuals and populations along a 

continuum from acute clinical need to subclinical problems to prevention and wellness
3D. Progress Evaluation
Independently evaluates treatment progress and modifies planning as indicated, even in 

the absence of established outcome measures
Ability to evaluate, select, and administer appropriate assessments for the purpose of monitoring 

and evaluating the process and outcomes of treatment and rehabilitative services



4. Consultation 4. Consultation
4A. Role of Consultant
Determines situations that require different role functions and shifts roles accordingly to 

meet referral needs
Knowledge of own and others’ professional roles and expectations within the context of 

intradisciplinary and interdisciplinary consultation in the health care setting
4B. Addressing Referral Question
Demonstrates knowledge of and ability to select appropriate and contextually sensitive 

means of assessment/data gathering that answers consultation referral question
Conceptualization of referral questions that bear on human behavior (including an 

understanding of the client’s, other providers’, or the health system’s role)
4C. Communication of Consultation Findings
Applies knowledge to provide effective assessment feedback and to articulate appropriate 

recommendations
Translation and communication of relevant scientific findings as they bear on the health care 

consultation/liaison questions
4D. Application of Consultation Methods
Applies literature to provide effective consultative services (assessment and intervention) in 

most routine and some complex cases
Ability to work with professionals from other disciplines to increase the likelihood of 

appropriate early referral for consultation with clinical health psychologists as opposed to 
“last resort” referrals

C l u s t e r  5 :   E d u c a t i o n

1. Teaching 1. Teaching
1A. Knowledge
Demonstrates knowledge of didactic learning strategies and how to accommodate 

developmental and individual differences
Recognition of the range and type of students/trainees learning in health care settings, the 

potential skills they possess, and their necessary competencies
1B. Skills
Applies teaching methods in multiple settings Instruction in clinical health psychology to psychologists and psychology trainees

Instruction in clinical health psychology or methods and procedures for conducting 
health-related research to other health care professions (interprofessional education)



BENCHMARKS COMPETENCIES RATING CLINICAL HEALTH COMPETENCIES RATING

2. Supervision 2. Supervision
2A. Expectations and Roles
Understands the ethical, legal, and contextual issues of the supervisor role
2B. Processes and Procedures
Demonstrates knowledge of supervision models and practices; demonstrates knowledge of 

and effectively addresses limits of competency to supervise
2C. Skills Development
Engages in professional reflection about one’s clinical relationships with supervisees, as 

well as supervisees’ relationships with their clients
2D. Supervisory Practices
Provides effective supervised supervision to less advanced students, peers, or other service 

providers in typical cases appropriate to the service setting
Supervision of clinical health psychology skills, conceptualizations, and interventions for 

psychologists, psychology trainees, and behavioral health providers from other health 
professions

Awareness of conflicts between training and service in health care settings and negotiation for 
the optimal integration and reimbursement of these activities

C l u s t e r  6 :   Sy s t e m s

1. Interdisciplinary Systems 1. Interdisciplinary/Interprofessional Systems (see Interprofessionalism 
Competencies in Cluster 3)1A. Knowledge of the shared and distinctive contributions of other professions

Demonstrates awareness of multiple and differing worldviews, roles, professional standards, and 
contributions across contexts and systems; demonstrates intermediate-level knowledge of 
common and distinctive roles of other professionals

1B. Functioning in multidisciplinary and interdisciplinary contexts
Demonstrates beginning, basic knowledge of and ability to display the skills that support effective 

interdisciplinary team functioning



1C. Understands how participation in interdisciplinary collaboration/consultation 
enhances outcomes

Participates in and initiates interdisciplinary collaboration/ consultation directed toward 
shared goals

1D. Respectful and productive relationships with individuals from other 
professions

Develops and maintains collaborative relationships over time despite differences
2. Management/Administration 2. Management/Administration/Leadership
2A. Appraisal of Management and Leadership
Develops and offers constructive criticism and suggestions regarding management and 

leadership of organization
Knowledge of mission and organizational structure, relevant historical factors, and position 

of psychology in the health care organization and system
2B. Management
Participates in management of direct delivery of professional services; responds 

appropriately in management hierarchy
Knowledge of appropriate methods to develop a clinical health psychology practice, 

educational program, and/or program of research
Able to conduct the business of health psychology practice, educational program, and/or 

research management
2C. Administration
Demonstrates emerging ability to participate in administration of service delivery programs
2D. Leadership
Participates in system change and management structure Leadership within an interprofessional team or organization in the health care setting
3. Advocacy 3. Advocacy
3A. Empowerment
Intervenes with client to promote action on factors impacting development and functioning
3B. Systems Change



BENCHMARKS COMPETENCIES RATING CLINICAL HEALTH COMPETENCIES RATING

Promotes change at the level of institutions, community, or society Recognition that advocacy to improve population health involves interacting with a number 
of systems (e.g., the health care system, local funders, federal funders, etc.)

Advocates for increased resources for research and training in clinical health psychology at 
local, state, and federal levels

Sources: Revised Competency Benchmarks for Professional Psychology (2011). American Psychological Association (adapted from Fouad et al., 2009). Available at http://www.apa.org/ed/graduate/competency.aspx. Clinical Health 

Psychology Competencies (2013). Council of Clinical Health Psychology Training Programs. Available at http://www.cchptp.org/.
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Affordable Care Act:  federal legislation that is the foundation of a new health care sys-
tem that provides coverage for all Americans and controls health care costs.

American Board of Professional Clinical Health Psychology: national professional 
organization charged with evaluating competencies of clinical health psychologists 
for purposes of board certification. To be board certified, applicants must possess 
adequate credentials in clinical health psychology, demonstrate work samples of com-
petence, and pass an oral examination.

Arden House Conference: location of the National Working Conference on Education 
and Training in Health Psychology, held in 1983, with funding by the Carnegie 
Foundation, the MacArthur Foundation, and the Kaiser Family Foundation. It was 
a hallmark meeting that defined the education of health psychologists as occurring 
in either science (health psychology) or scientist-practitioner (clinical health psychol-
ogy) tracks.

Behavioral medicine: the interdisciplinary field concerned with the development and 
integration of behavioral, psychosocial, and biomedical science knowledge and tech-
niques relevant to the understanding of health and illness, and the application of this 
knowledge and these techniques to prevention, diagnosis, treatment, and rehabilita-
tion (Schwartz & Weiss, 1978b).

Biopsychosocial interview: comprehensive patient assessment that involves an evalua-
tion of how the patient’s physical condition (e.g., body mass index, HbA1c, out-of-
range lab values), thoughts, emotions, behaviors, habits, interpersonal relationships, 
and environment influence the identified problem and current level of functioning.

Biopsychosocial model: the conceptual foundation of health psychology and clinical 
health psychology that involves consideration of biological, psychological (behav-
ioral, cognitive, and emotional), and social factors in understanding health and 
health behaviors. It was initially articulated by Engel in 1977 in an effort to expand 
our understanding of factors contributing to the primary causes of death and dis-
ability beyond the biomedical model. The biopsychosocial model includes having a 
“broad understanding of biology, pharmacology, anatomy, human physiology and 
pathophysiology, and psychoneuroimmunology,” “how learning, memory, percep-
tion, cognition, and motivation influence health behaviors; are affected by physical 
illness/injury/disability; and can affect response to and recovery from illness/injury/
disability,” and “the impact of social support, culture, physician-patient relationships, 
health policy, and the organization of health care delivery systems on health and help-
seeking” (American Psychological Association, 2011, p. 10).

Clinical health psychology: the application of the scientific foundations of health psy-
chology with patients diagnosed with medical and other health-related problems.
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Collaborative behavioral health care: behavioral health and primary medical providers 
collaborate in providing care for patients with regular communication between clini-
cians (Peek, 2011).

Co-located behavioral health care: behavioral health provider accepts referral from pri-
mary medical provider and provides services within the primary care facility with 
minimal contact with primary medical provider (Peek, 2011).

Commission on Accreditation (CoA): body of psychologists recognized by the US 
Department of Education that is responsible for the review of doctoral programs, 
internships, and postdoctoral fellowship programs for purposes of accreditation.

Competencies: the essential knowledge, skills, and attitudes required for practice of a 
profession.

Competency Assessment Toolkit: a compendium of strategies for assessing knowledge- 
and skill-based competencies (Kaslow et al., 2009).

Competency Benchmarks Work Group: an assembly of educators representing all levels 
of the entire training community that outlined the foundational and functional com-
petencies for all professional psychologists. The group sought extensive feedback from 
the training community and published the benchmarks competency list in 2009 (see 
Fouad et al., 2009).

Coordinated behavioral health care: behavioral health and primary medical providers 
practice separately within their respective systems (not necessarily in the same sys-
tem). Information on mutual patients is shared as needed, but collaboration is limited 
following the initial referral (Blount, 2003; Peek, 2011).

Council of Chairs of Training Councils (CCTC): a group comprised of the chairs of all of 
the training councils that meets twice yearly to address issues common across all areas 
of training and all levels of training. This group receives support from the Education 
Directorate of the American Psychological Association and has been instrumental in sup-
porting efforts to disseminate the lists of benchmarks competencies, addressing the intern-
ship imbalance, and advocating for the highest standards for the practice of psychology.

Council of Clinical Health Psychology Training Programs (CCHPTP): a nonprofit 
training council organized at the Tempe Summit in 2007 with the purpose of devel-
oping and maintaining training standards and guidelines for training programs in 
clinical health psychology.

Council of Health Psychology: the original training council established at the Arden 
House Conference that included both health and clinical health psychology train-
ing programs. This council conducted very little business since the 1980s and was 
replaced by CCHPTP in 2007.

Deportment:  professional conduct, including appropriate attire and personal hygiene as 
well as appropriate communication and use of language.

Division 38 (Health Psychology): a division of the American Psychological Association 
that was founded in 1978 devoted to the research and practice of health psychology. 
Members include both psychologists who conduct health psychology research and 
who practice the application of evidence-based practice in medical and health care 
settings. The Division publishes the journal Health Psychology and the newsletter The 
Health Psychologist.

Electronic health record (EHR): the health record accessible to and shared by all provid-
ers in a given health care system via a secure, encrypted network.
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Ethical Principles and Standards of Conduct: a set of ethical guidelines that gov-
ern psychologists. It was first published in 1958 by the American Psychological 
Association.

European Health Psychology Society (EHPS): the European complement to Division 38 
of the American Psychological Association. EHPS publishes Psychology and Health as 
well as Health Psychology Review.

Evidence-based practice: making decisions on the best available evidence in the context 
of patient characteristics and desires and the clinical setting.

Examination for Professional Practice of Psychology (EPPP): standardized examina-
tion used to test knowledge of the field of psychology and the ethical standards that 
govern it. The examination is administered during application for licensure as a psy-
chologist, and receiving a passing score is required for licensure in all states in the 
United States and provinces in Canada.

Health disparities: differences in the incidence, prevalence, access, treatment, morbid-
ity, and mortality of illness, disease, and symptoms associated with belonging to one 
group versus another (Truman et al., 2011).

Health Insurance Portability and Accountability Act (HIPAA): a federal law that sets 
standards regarding access, security, and release of protected health information (PHI).

Health psychology: the scientific discipline aimed at examining the relation between 
behavior and health. “Health psychology is the aggregate of the specific educational, 
scientific, and professional contributions of the discipline of psychology to the pro-
motion and maintenance of health, the prevention and treatment of illness, and the 
identification of etiologic and diagnostic correlates of health, illness and related dys-
function and to the analysis and improvement of the health care system and health 
policy formation” (Wallston, 1996, p. 10).

Health service psychologist: psychologists who historically have characterized them-
selves as clinical, counseling, or school psychologists, and who have sought licensure 
to practice in the health care environment.

Health Service Psychology Education Collaborative (HSPEC): group of professional 
psychologists that developed A Blueprint for Health Service Psychology Education and 
Training to guide the future of psychology as a health profession (2013; Washington, 
DC: American Psychological Association).

Integrated behavioral health care: tightly integrated onsite teamwork including both 
behavioral health and medical providers with a unified care plan for shared patients 
(Blount, 2003). Because most patients arrive at primary care settings with both behav-
ioral and medical problems, or their medical problem is influenced by behavioral fac-
tors (e.g., stress, health behaviors, psychological disorders), cost-effective treatments 
require access to providers with expertise in both behavioral and medical health pro-
vision (Peek, 2011).

Interdisciplinary treatment team: health care teams in which treatment involves care 
provided by professionals from several disciplines. In contrast to multidisciplinary 
teams, aspects of the treatment plan can be shared by various team members (e.g., 
clinical health psychologists may treat depression to both improve mood and adher-
ence to a medical regimen).

Inter-Organizational Work Group on Competencies for Primary Care Psychology 
Practice: a group of psychologists with expertise in the practice of psychology in 
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primary care settings were invited by Suzanne Bennett-Johnson, president of the 
American Psychological Association, to articulate competencies for practice in pri-
mary care settings. The resulting list of competencies was published in the American 
Psychologist in 2014.

Interprofessional Education Collaborative (IPEC): a collaborative group with repre-
sentatives from numerous health care professions with the purpose of articulating 
interprofessionalism competences that are shared across fields of nursing, pharmacy, 
medicine, dentistry, public health, psychology, physician’s assistants, and physical 
therapy.

Institute of Medicine: nonprofit organization founded in 1970 by the National Academy 
of Sciences to provide advice on health and medical sciences and promote the overall 
health of the United States.

Interprofessionalism: knowledge of other health care professions, understanding the 
importance of each health professional’s roles and boundaries of competence, and 
skills in interacting with health professionals trained in other disciplines, including 
medicine, nursing, physical and occupational therapy, social work, dentistry, and so 
on.

Mind-body dichotomy: suggested by Descartes in the 17th century, the mind and the 
body represent separate systems. Although the functioning of the body was mechanis-
tic, the workings of the mind could not be explained by the laws of nature.

Multidisciplinary treatment team: health care teams in which professionals from dif-
ferent disciplines jointly treat patients in health care environments. In contrast to 
an interdisciplinary team, various professionals provide care to the patient indepen-
dently only on elements of the treatment plan in their area of expertise (e.g., clinical 
health psychologists may treat depression without monitoring how it impacts adher-
ence to a medical regimen).

Precepting: the teaching/supervision that occurs when a beginning student is permit-
ted to observe and participate in the clinical activities of an experienced professional 
health care provider. Precepting is primarily a teaching activity, and students in these 
roles are closely supervised and only assigned activities that are very limited in scope.

Profession: “an occupation whose core element is work based upon the mastery of a 
complex body of knowledge and skills . . . used in the service of others. Its members 
are governed by codes of ethics and profess a commitment to competence, integrity 
and morality, altruism, and the promotion of the public good within their domain” 
(Cruess, Johnston, & Cruess, 2004, p. 74).

Psychosomatic medicine: A subfield of medicine that focused on understanding the 
causes and treatments of mind-body disorders. It was initially based on psychoana-
lytic conceptualizations of illness but later embraced the biopsychosocial model more 
broadly.

Quality improvement (QI): Ongoing evaluations conducted in all modern health care 
facilities aimed at evaluating clinical practices and procedures with the goal of mak-
ing ongoing improvements.

Reflection-in-action: cognitive processing or review of one’s functioning in the moment, 
characterized as “thinking on one’s feet” (Schön, 1983).

Reflection-on-action: cognitive processing or review of one’s functioning following an 
encounter with a patient, student, or colleague (Schön, 1983).
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Riverfront Conference: a small meeting held in Jacksonville, Florida, in 2010 for the 
purposes of preparing clinical health psychology’s petition to maintain clinical health 
psychology as a specialty by APA’s Commission for the Recognition of Specialties and 
Proficiencies in Professional Psychology. Meeting participants reaffirmed the model 
of training for clinical health psychology that was established at the Arden House 
Conference.

Scientific mindedness: a way of knowing that involves an appreciation for the scientific 
method and conclusions derived from empirical data.

Scientist-practitioner model of training:  the model of training that serves as the founda-
tion for clinical health psychology. It involves training clinical health psychologists as 
competent researchers and competent health service providers. It was initially stated 
at the Arden House conference in 1983 and reaffirmed at the Riverfront Conference 
in 2010.

Self-assessment template: a tool for clinical health psychologists to assist in evaluating 
one’s strengths and weaknesses in order to establish the boundaries of one’s area of 
practice (Belar et al., 2001).

SOAP (Subjective, Objective, Assessment, Plan) format: the typical format used for 
writing progress notes in health care settings. Subjective information is what the 
patient states; Objective information is based on the observations of the care provider; 
Assessment provides results of any assessment, including diagnostic information; and 
Plan focuses on future steps in patient care.

Society of Behavioral Medicine: an interdisciplinary professional organization that 
dates back to the Yale Conference on Behavioral Medicine in 1977. Members include a 
variety of health professionals, including medicine, nursing, pharmacy, dentistry, and 
public health to name a few. The Society of Behavioral Medicine publishes the journal 
Annals of Behavioral Medicine and a newsletter the Outlook.

Society of Pediatric Psychology: an American Psychological Association division 
(Division 54) that is comprised of psychologists who conduct research and practice 
with patients in pediatric settings.

Tempe Summit: the Tempe Summit on Education and Training in Clinical Health 
Psychology was held in 2007 with funding by Division 38 (Health Psychology) of the 
American Psychological Association.

Transdisciplinary treatment team: health care teams in which professionals from dif-
ferent disciplines not only jointly treat patients in health care environments but train 
and/or supervise those from other health care disciplines (including trainees).

Translational research: programs of research that extend empirical effort from “bench” 
findings in the laboratory to the “bedside” of actual patients with diagnosed health 
problems.

Wellness model: an extension of the typical disease model that includes methods of 
maintaining health as well as prevention of disease.

Yale Conference on Behavioral Medicine:  a conference held in 1977 that defined the 
interdisciplinary field of behavioral medicine, distinguished it from existing men-
tal health–related disciplines of clinical and counseling psychology, and defined the 
scope of problems of concern to behavioral medicine. The foundation of the Society 
of Behavioral Medicine and the Journal of Behavioral Medicine can be traced back to 
this conference.
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