
260

 The number of practitioner- scholar model clinical psychology programs has 
seen a dramatic increase since the 1970s. According to data obtained from the 
2010 APA annual report, 78% of the 73 accredited Psy.D. clinical programs are 
guided by this training model compared with only 3% of clinical Ph.D. programs 
(Annual Report, 2010). In this model, students are trained as scholars, consumers 
of research, and professional practitioners who apply scholarly findings to clini-
cal practice. With the advent of increasing numbers of such doctoral programs 
has come a number of challenges for both administrators and students based on 
the growing diversity of theoretical orientations in clinical psychology. This is 
especially true for a program that trains students in two different theoretical ori-
entations and is home to a faculty comprised of both cognitive- behavioral therapy 
(CBT) and psychodynamic (PD) professors. The clinical psychology doctoral 
(Psy.D.) program at Long Island University (LIU Post) has been a dual- orientation 
program since its inception in 1990. Interestingly, these challenges, which will be 
addressed in this chapter, can be traced back to their roots in the founding of the 
first practitioner- oriented clinical psychology doctoral programs. 

 As the birthplace of the scholar- practitioner model and impetus to the offi cial 
sanctioning of the doctor of psychology (Psy.D.) degree, the 1973 Vail Confer-
ence was a response to the evolving needs of both clinical psychology students 
and society at the time (Plante, 2011). In the wake of growing public interest in 
psychotherapy in the 1960s, the scholar- practitioner or Vail model was established 
by the Conference as an alternative path of training for those interested primarily 
in clinical service. It was proposed that different degrees should be used to distin-
guish the scientist role (Ph.D.) from the practitioner role (Psy.D.) For graduates 
of Vail- model professional programs, the focus would be primarily on clinical 
service and less on research (Stricker & Cummings, 1992). For the fi rst time, 
prospective graduate students were given the opportunity to choose an emphasis 
in either research or clinical practice. 
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 Nearly four decades later, the Vail model has spawned 73 Psy.D. programs cur-
rently accredited by the American Psychological Association (APA). Vail- model 
programs are housed in one of three organizational settings: within a psychology 
department; within a university- affi liated psychology school; or within an inde-
pendent, freestanding institution. Norcross, Castle, Sayette, and Mayne (2004) 
examined the variability of institutional settings among Psy.D. programs and 
found an equal distribution. With regard to theoretical orientations among Psy.D. 
programs, their review indicated that faculty were primarily cognitive- behavioral 
(33% on average), psychodynamic (29%), and systems (19%). Interestingly, the 
percentage of cognitive- behavioral faculty was substantially higher in the uni-
versity department programs (44%), as compared with university professional 
schools (28%) and freestanding programs (28%). These statistics regarding uni-
versity department programs might be expected in light of Morrow- Bradley and 
Elliot’s (1986) fi ndings, which show that CBT therapists utilize empirical research 
to a signifi cantly greater extent than other orientations. 

 Clinical training programs can still be identifi ed along a practice–research 
continuum (Norcross et al., 2004). On one end of the continuum are the Psy.D. 
programs, accounting for roughly 30% of APA- accredited clinical doctoral pro-
grams that are by defi nition practitioner oriented. In the middle of the continuum 
are the equal- emphasis Ph.D. programs that emphasize both research and prac-
tice. These programs account for about 40% of APA- accredited clinical programs. 
On the other end of the continuum are the research- oriented Ph.D. programs that 
account for approximately 30% of the accredited programs (Mayne, Norcross, & 
Sayette, 1994). Because the practice- oriented programs accept and graduate far 
larger numbers of students than research- oriented programs, the proportion of 
new doctorates in clinical psychology is almost equally divided between Boulder- 
model and Vail- model programs (Norcross et al., 2004). 

 Our Psy.D. program is housed within the psychology department of the Col-
lege of Liberal Arts and Sciences at LIU Post. We currently have 10 full- time core 
clinical faculty members who teach only in the doctoral program and there is an 
even distribution between CBT and psychodynamic orientations. Interestingly, all 
of our own faculty have Ph.D. degrees in psychology, while some of our adjuncts 
and community supervisors have the Psy.D. degree. 

 The term practitioner- scholar best describes the primary educational model of 
our professional psychology program founded in 1990 and APA accredited since 
1994. Our clinical Psy.D. program requirements are consistent with a defi nition of 
a science- practice relationship that includes “the productive interaction of theory 
and practice in a primarily practice based approach to inquiry” ( Hoshmand & 
Polkinghorne, 1992). In addition, because our program focuses on two theoretical 
orientations, psychodynamic and cognitive- behavioral, our students are pre-
sented with different models of clinical knowledge. Students are encouraged to 
use the scientifi c method in clinical thinking and to critically assess their clinical 
practice. The program also employs a developmental training approach, where 
expectations of competency gradually increase as students proceed through the 
sequence of coursework, supervised clinical practice, and the completion of other 
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requirements. Students assume increased responsibility and independence as they 
progress from the fi rst year to completion. 

 Upon completion of the program, graduates are expected to be able to func-
tion as competent and ethical psychologists providing psychological services 
to individuals, groups, and organizations. Graduates are also expected to have 
specialized knowledge and experience with at least one of three populations: indi-
viduals with serious mental illnesses, children in applied settings, and families 
with violence. These advanced concentration areas represent one facet of our 
overall public interest mission. 

 The competencies promoted in our program are based on a blended version 
of the National Council of Schools and Programs of Professional Psychol-
ogy (NCSPP) educational model proposed by Peterson, Peterson, Abrams, and 
Stricker (1997) and the Competencies in Professional Psychology model outlined 
by Kaslow (2004). This blended version refl ects the generally accepted competen-
cies in professional psychology training and the unique mission of our program 
to train psychologists to work with traditionally underserved populations. The 
goals and objectives determine the policies, curriculum, training experiences, and 
environment of the program and are designed to promote foundational competen-
cies, core competencies, and specialty competencies in developing services for 
underserved clinical populations. 

 The Origins of Our Dual- Orientation Program 
 Interviews with the remaining faculty members responsible for the design of 
our program revealed that original planning decisions concerning the theoretical 
underpinnings were based upon practical and perhaps political factors present in 
the psychology department at large. 

 At LIU, there was a growing interest in developing a doctoral program to add to 
the already functioning master’s degree programs in the late 1980s, during which 
time the Vail model or the Psy.D. approach was gaining momentum. Our program 
in fact was just the third Psy.D. program to be created in New York, and the only 
one that had a dual theoretical orientation design. The department had two dis-
tinct “camps” of faculty, psychodynamically oriented academic psychologists and 
applied behavior analytic psychologists. In order to have the faculty suffi ciency 
needed to develop a doctoral program, both “camps” needed to be included. 
A group of four faculty members, two from each “camp” worked together with 
the department chair to design a doctoral training model that would equally weight 
each of the orientations. As one faculty member recalled: 

 Unfortunately it was not that wise people sat down and decided how this 
dual orientation would work as a unifi ed clinical program. Each side had 
very strong feelings about the development of psychopathology and how 
to intervene effectively, and was not about to give that up. The long his-
tory of the dynamics of the department meant that we could not work on 
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an integrated model, but had to work side by side with two independent 
tracks. Basically the mission was to bring the various talents and per-
spectives that were already embraced by our faculty together to create a 
doctoral program. 

 The local competition was strong and there was one university with a dominant 
psychodynamic orientation and the other with a dominant cognitive- behavioral 
orientation. So, the LIU program was “designed to be both, to give students mini-
mal level of competency and exposure to both ways of thinking and contributing 
to the profession. We just hoped that there would be enough professionalism and 
‘respect’ for the other camp.” There seemed to be little dialogue about how best to 
guide students in the development of their own orientation in their clinical practice 
and there was no initial dialogue about the integration of the perspectives. 

 Paths Toward Theoretical Orientation 
 Clinicians typically define their practice in terms of an allegiance to a particu-
lar theory or therapeutic orientation. In almost every approach to psychotherapy 
there is a need for a blend of theory, technique, and experience. According to 
Stricker (2010), theory is the structure that guides understanding of the client, 
and technique is what is actually done in treatment. Experience facilitates the 
clinician’s ability to choose a technique and determine any deviations from what 
theory would dictate. Boswell, Castonguay, and Pincus (2009) define theoretical 
orientation as a pretreatment perspective that determines how therapists typically 
conceptualize clinical cases and approach treatment. 

 There is some agreement that the dominant theoretical orientations currently 
refl ected in clinical practice include psychodynamic, cognitive- behavioral, family/
systems, and humanistic schools of thought. In 2010, 2,200 psychotherapists com-
pleted a web- based survey about their theoretical orientation and results revealed 
CBT to be the most popular approach, followed by family/systems, psychody-
namic/psychoanalytic, and acceptance/mindfulness (Cook, Elhai, Biyanova, & 
Schmurr, 2010). However, only 2% (59) of participants identifi ed themselves 
completely with only one orientation. In terms of the training of clinical psy-
chologists, Norcross, Karpiak, and Lester (2005) indicated that Psy.D. faculty 
were primarily cognitive- behavioral (33% on average), psychodynamic (29%), 
and systems (19%) in orientation. 

 Buckman and Barker (2010b) suggest three possible models for the selection 
of orientation. First, they delimit the evidence- based practice (EBP) model as 
the selection of a treatment approach based solely on the empirical evidence of 
psychotherapy research. Second, the client- fi t model guides the therapist to select 
the approach he or she deemed as best suited to the client and their diffi culties. 
This assumes that the therapist is able to draw on a number of theoretical per-
spectives. Third, they propose a developmental model that characterizes trainees’ 
adoption of a theoretical orientation based on their experiences passing through 
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three distinct phases. According to this model, the development of theoretical 
orientations begins with the somewhat infl exible and narrow focus of novice 
therapists who focus solely on one approach directly following their graduation 
from doctoral- level training. As clinical experience accumulates, they consider 
other options but are unsure of when to pursue a particular orientation. Eventually 
they have a preferred or dominant orientation while being fl exible and enjoying 
dialogue about other orientations. 

 Shifting Theoretical Perspectives 
 Across time as a professional develops, accumulated clinical experiences may 
lead to a shift in theoretical perspective. Goldfried (2001) explores the roots of the 
theoretical transformations of expert therapists over time. He suggests that treat-
ment failures/impasses and life experiences give therapists pause to consider the 
limitations of their approaches and increase interest in other orientations. 

 While empirical research may be somewhat limited as to the processes clini-
cians go through in choosing their theoretical orientation, many have described 
their personal journeys of theoretical orientation (Castonguay, 2006; Mitchell, 
2004; Nuttall, 2008; Safran, 2003; Wachtel, 1977). For instance, Mitchell (2004) 
refl ected on the tortuous path through schools of psychoanalytic thought previ-
ously deemed incompatible that culminated in his theoretical perspective as a 
relational psychoanalyst. Interestingly, Safran (2003) regarded the infl uence of 
Mitchell and the relational turn in psychoanalysis as the impetus to his adopting 
the role of a mainstream psychotherapy researcher and writer of clinical theory in 
both psychodynamic and cognitive and behavioral traditions. Similarly, Wachtel 
(1977) tracked the transformation of his position as a psychoanalyst staunchly 
opposed to the principles of behavior therapy to one who embraced behavior ther-
apy as “crucial to the development of psychodynamic thought” (p. xix). 

 Operating counter to Wachtel’s path to integration, Castonguay (2006) described 
his initial pursuits of psychotherapy integration as a means to escape a deep sense 
of confusion and diffi culties tolerating a sense of lacking control. He asserted that 
his personal pathway to becoming a “cognitive- behaviorist thinking integratively” 
has been an effort to assimilate to “repeated confrontations with the complexity 
of human functioning, as revealed by the seductiveness of major intellectual tra-
ditions, the untamable nature of clinical reality, and the challenge of unexpected 
empirical fi ndings” (Castonguay, 2006, p. 36). 

 There has been a shift over the last two decades to therapists identifying with an 
integrative or eclectic orientation. In a survey by Orlinsky and Ronnenstad (2005), 
46% of their sample of therapists reported being saliently infl uenced by two or 
more theoretical orientations. In the web survey reported by Cook et al. (2010), the 
majority of respondents indicated identifi cation with more than one orientation. 
However identifying oneself as integrative fails to provide an understanding of 
what integration looks like. And simply identifying with more than one orientation 
does not clearly describe an integrative perspective. 
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 Thoma and Cecero (2009) investigated the extent to which therapists endorse 
techniques outside of their self- identifi ed orientation, and which techniques are 
endorsed across orientations. From a random sample of 1,500 doctoral- level 
licensed mental health practitioners, 267 (17.8%) completed the TTSQ (Therapist 
Techniques Survey Questionnaire) that included 127 items on specifi c psycho-
therapy techniques, relationship factors, and orientation. 

 Their results indicated a substantial endorsement of techniques outside of pri-
mary orientation. Thus, the repertoire of any therapist may be fairly diverse and is 
unlikely to look as much like theory- driven prototypes as might typically be imag-
ined. The 23 techniques positively endorsed by all theoretical orientations might 
be considered evidence of psychotherapy integration but seemed to describe com-
mon factors. Their research speaks to the simultaneous use of multiple change 
processes used in real world clinical practice and indicates some integration. For 
example both CBT and PD therapists endorsed “giving client feedback about 
their present tense body language or manner of speech.” Further, PD therapists 
endorsed “training the client to notice how thoughts, assumptions or beliefs cause 
different emotional reactions” (Thoma & Cecero, 2009, p. 415). 

 Examining this issue of what constitutes an orientation in actual clinical work, 
Hickman and colleagues thought it would be useful to learn from expert clinicians 
who are more likely to have developed their integrative approach and to have 
established its effectiveness in practice (Hickman, Arnkoff, Glass, & Schotten-
bauer, 2009). They examined psychotherapy process as reported by 24 experts in 
psychotherapy integration who were asked to choose a client and answer ques-
tions drawn from the Psychotherapy Process Q Sort (PQS). 

 Results indicated that the integrative/eclectic label encompasses a wide range 
of theoretical infl uences and combinations. Most therapists cited at least some 
infl uence of CBT, psychodynamic, family systems, and humanistic therapies. In 
fact, there were 20 different combinations of degrees of salience of the orienta-
tions, which points to the heterogeneity of this group of integration experts. Even 
though therapists practicing integrative therapy indicate that one orientation or 
theory plays a more prominent role, it would appear as though they draw from a 
wide range of approaches to their clinical work. 

 Training in Psychotherapy Integration 
 There are a number of fine volumes and articles devoted to the explication of dif-
ferent approaches to psychotherapy integration. Norcross and Halgin (2005) sum-
marize various models of psychotherapy integration and the issues and challenges 
inherent in clinical training. For instance, they define  technical eclecticism  as the 
selection of a particular treatment according to the clinician’s assessment of what 
is the best fit for the client and the problem(s) to be addressed. From early in train-
ing, this model proposes teaching multiple therapy methods as well as treatment 
selection heuristics. It has been suggested that it is easier to incorporate a model 
of technical eclecticism into faculty with disparate theories and goals (Norcross & 
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Halgin, 2005). Not surprisingly, this model can lead to tensions between senior 
faculty dedicated to one approach and a new faculty member who may be more 
likely to be receptive to and interested in integration. 

 Another approach is  theoretical integration . The emphasis here is on a blend of 
two or more theories, with a unifying conceptual framework. The goal is an emer-
gent theory that is more than a sum of the parts, more than a simple collection of 
therapeutic strategies. This model involves a commitment to conceptual creation 
beyond a technical blending of methods. 

  Assimilative integrationists  have a fi rm grounding in one theoretical orientation, 
but have the willingness to selectively incorporate practices and views from other 
systems. There is a clear rationale for the inclusion of additional techniques to the 
dominant theoretical orientation. Early on in training a single ideology, structure, 
and direction in one orientation helps trainees and reduces their anxieties. 

 The  common factors  model determines the core ingredients that different thera-
pies have in common, with the goal of creating more parsimonious and effi cacious 
treatments. Trans- theoretical skills such as creating positive alliance, mobilizing 
client resources, and providing new experiences within the context of therapy, 
have been identifi ed and are considered to be interwoven into the general prin-
ciples of change. 

 According to Boswell et al. (2010), the decision to integrate techniques from 
different theoretical orientations is based on the change process one is attempting 
to facilitate and the strengths and limitations of particular approaches. Ideally, 
the specifi c decision- making process of integration (i.e., when, what, and how) is 
guided by the best available evidence as well as theory and clinical observation. 
Further, although particular therapeutic approaches are associated with specifi c 
sets of techniques, many of these techniques refl ect principles of change that cut 
across different orientations (e.g., establishing a positive relationship, providing 
a new sense of self, facilitating positive experience, providing a continuous test 
with reality) (Castonguay, 2006). 

 Common Principles 
 Certainly most agree that the institution where psychologists are trained has an 
important impact on their adoption of a theoretical orientation. Nevertheless, 
factors leading to adopting a theoretical orientation also typically include clini-
cal experience and supervision, accumulated data in psychotherapy outcome 
research, therapist personality, personal therapy, and philosophical beliefs or 
worldviews. Furthermore, there are a number of common factors that have been 
identified as integral to the outcome and efficacy of treatment across theoretical 
orientations. 

 According to Norcross and Halgin (2005), the ideal clinical training  program 
should include training in fundamental relationship and communication skills 
(e.g., active listening, empathy, positive regard) and in the  common factors  
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incorporated into different therapies, with the goal of creating more parsimonious 
and effi cacious treatments. For example, the working alliance is a therapeutic 
common factor that consistently predicts psychotherapy outcome across all major 
approaches to psychotherapy. As such, it has been identifi ed as the fl agship inte-
grative variable (Boswell et al., 2010). Additional common factors suggested by 
DeFife and Hilsenroth (2011) include fostering realistic and positive expectations 
in the client, socializing the client to his or her role in treatment (role preparation), 
and engaging in a collaborative formulation regarding presenting problems and 
treatment goals independent of theoretical orientation. 

  Common principles of change  refer to a level of abstraction that is more specifi c 
than theory but more general than strategies or techniques (Castonguay & Beutler, 
2006), and has been delineated broadly (Goldfried, 1980). Goldfried and Davila 
(2005) describe the following as these general principles: 

 1.  The facilitation of expectations that therapy will help: hope + motivation. 
 2.  The establishment of an optimal therapeutic alliance: 

 a. The presence of a personal bond between the therapist and the client 
wherein the client views the therapist as caring, understanding, and 
knowledgeable; 

 b. An agreement between them about the goals of treatment; and 
 c. An agreement as to how these goals might be achieved. 

 3.  Offering feedback that can help clients increase their awareness about what is 
contributing to their life problems. 

 4.  The encouragement of corrective experiences: in psychodynamic therapy 
these corrective experiences occur through interactions with the therapist 
(a reparenting of sorts); in CBT these experiences occur between sessions in 
the form of exposure via homework. 

 5.  An emphasis on continued reality testing: the working through process for 
psychodynamic treatment versus repeated exposure for CBT treatment. 

 Another variation on commonality would be the recent focus on evidence- 
based practice in psychology (EBPP; Collins, Leffi ngwell, & Belar, 2007). 
Training in EBPP requires the integration of three basic components: research 
evidence, clinical expertise, and client values. According to Collins, Leffi ng-
well, and Belar (2007), to embrace such a focus students would need to learn to 
identify the best evidence available and to integrate that evidence into existing 
clinical practice. This would require a mastery of core knowledge and core clini-
cal competencies (building a therapeutic alliance, monitoring client progress, 
etc.), but all would be based on reliable and valid research evidence. Ideally, 
graduates from a dual- orientation training program would use empirical evi-
dence to determine which intervention strategies would be optimal for a given 
therapist and client. 



E VA  L .  F E I N D L E R  A N D  D U S T I N  K A H O U D

268

 However, EBPP is not without controversy in the fi eld as research would 
seem to take precedence over clinical experience. In a recent qualitative study, 
Stewart, Stirman, and Chambless (2012) interviewed 25 psychologists in inde-
pendent practice about their attitudes about treatment outcome research and 
empirically supported treatments (EST). Although the clinicians appreciated 
knowing that outcome research was available to know what might work, they 
had concerns about how to integrate the research into their practice and thought 
that carefully delineated or manualized treatments were too rigid to be embed-
ded in the therapeutic relationship. What seem to be missing are guidelines about 
 how  to integrate the research fi ndings into day- to- day practice. Most likely the 
next decade of research and perhaps controversy will focus on the adaptation 
of ESTs for the independent practitioner in private practice. In Psy.D. training 
programs, where most faculty were educated in scientist- practitioner programs 
(Ph.D.), the integration of evidence into clinical practice may be the best fi t. 
The practitioners interviewed in the study by Stewart et al. (2012) indicated 
an interest in ESTs but would need training in how to overcome the barriers 
to implementation and how to integrate the treatment methodology into their 
clinical approach. 

 Each clinician’s relationship to his or her theoretical orientation— like the rela-
tionship that unfolds between a therapist and client— presents as a unique and 
deeply personal process. As we will now illustrate, this has been no exception for 
many individuals in the academic setting of a dual- orientation psychology doc-
toral program— for both administrators and students alike. 

 A Personal Journey Challenges the “Status Quo” 
 Over the course of my 30 years as an academic psychologist, administrator, and 
practicing clinician, my (EF) own theoretical perspectives have been enriched 
and expanded by life- altering personal experiences. I was initially trained in a 
cognitive- behavioral doctoral program, where I developed an appreciation for the 
value of outcome measurement and working from evidence- based models where 
data could support interventions. At the time, research to support the efficacy 
of psychodynamic psychotherapy was scarce, and the theories of psychoanalysis 
were simply not on my radar. It was not until my world was shaken by crisis that 
I began my personal journey of exploring theoretical perspectives that had been 
somewhat foreign to me at the time. 

 The fi rst sparks that prompted an inkling of interest in expanding my theoreti-
cal approach began as an indirect response to the events of September 11, 2001. 
An international Aggression Replacement Training conference was planned for 
that day and I was packed and ready to go. For me, the conference represented an 
expansion of my clinical interests in anger management and a return to my earlier 
love of languages and European travel. Needless to say, my departure for Sweden 
on the afternoon of September 11th never happened. With the world shocked and 
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perspectives on life inalterably changed, I found my professional orientation also 
shifting. 

 CBT treatment plans arranged around behavioral goals and contingencies 
were suddenly overshadowed by individual and cultural experiences of rage, 
hate, terror, fear, despair and sorrow. Working with several families with links 
to the World Trade Center, my clinical skills seemed woefully inadequate to the 
tragedy they (and many others) experienced. I worked closely with a mother, 
her two very young children, and their paternal grandparents to process the dev-
astation subsequent to the death of a husband, father, and son. There were no 
available manuals for grief and family trauma, and my general approach incor-
porating problem solving and coping strategies seemed so superfi cial. Indeed as 
my own internal shock and horror unfolded, I needed to just be with all of them, 
to bear witness to the pain and walk with them through the seemingly endless 
tsunamis of sorrow. Somehow I needed to be a beacon of hope within a family 
thrust suddenly into deep despair! This was not exactly what I had been trained 
to do! Coaching Mom in the implementation of behavioral strategies in response 
to her 2- year- old’s intense temper tantrums hardly seemed relevant as this pre-
cious little girl screamed in my offi ce. I felt overwhelmed with sadness as her 
developmental trajectory was undeniably altered and her loss manifested so 
behaviorally. So, we all, New Yorkers— therapists and clients alike— stumbled 
through, trying to comfort those with individual losses and to understand the 
national grief and outrage. 

 For me, another parallel process began as well. My mother had been diag-
nosed with cancer and although I didn’t know it then, was in the last year of her 
life. I devoted myself to “managing”: managing my various jobs, her care, and 
my emotions using a predominantly CBT mode of coping. Five days after my 
49th birthday and one month after she began her last hospital stay, my mother 
died from metastasized breast cancer. An internal light had for me been extin-
guished and suddenly other losses, some current and some historical, became 
more prominent. My mother’s death in August of 2002 was a welcomed end to 
her suffering, and duly, and subsequently, I went about the “management” of 
my own grief. Nonetheless, I found the grieving process overwhelming logic 
and rational thinking— unresponsive to external efforts. The sadness seemed 
unremitting and I became disillusioned. As I refl ected back to the 9/11 families 
awash in tragic grief and assessed my own profound loss, I realized that I needed 
help for myself. 

 Precisely 9 months after my mother’s death, becoming increasingly disil-
lusioned by my unremitting grief, I began a therapeutic journey back toward 
my “self.” A chance referral to a therapist who “specialized” in grief led to an 
unplanned transformational experience. It never dawned on me to seek out a 
CBT therapist and in fact she turned out to be a compassionate and gifted rela-
tional analyst. And I begin what was a 6- year process of “repairing” a broken 
“self.” The sequence of losses in my life had plunged me into an unremitting 
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despair and I came to understand that a persistent childhood despair had been 
reawakened. 

 Never did I imagine that I would be in analysis multiple times per week seeking 
to unravel my deepest foundational structures and manage the accompanying affect. 
And thus, being opened to new ways of thinking in my personal therapy, I began to 
educate myself about more psychodynamic ways of theorizing and practicing. My 
plans were to learn about the theory and methods of relational psychoanalysis, as 
my own therapy had opened my eyes to the signifi cance of early experience, uncon-
scious processes, and the possibilities of reparation. Together, my therapist and I had 
deeply examined the relational aspects of my early development, the intrapsychic 
and interpersonal infl uences on me then and now, and the complex relational matri-
ces linked to my affective experiences. After my reparative therapeutic journey I 
came to a greater self- awareness and a more cohesive and integrated “self.” But I 
was undeniably different and my relationships, including those with my own clients, 
were changed. A theoretical transformation, although not planned, had begun and I 
was energized. Seminars and clinical supervision enabled me to better understand 
the theories of object relations, self- psychology, and attachment as infl uential in the 
relational practices of my therapist and countless others. 

 During a subsequent sabbatical, I fi nished a volume,  Anger- Related Disorders , 
which included invited chapters from practitioners of varying theoretical orientations 
(Feindler, 2006). This project presented an opportunity to learn more about how the 
disparate perspectives therapists of varying orientations took on one topic. In fact the 
very last chapter compares and contrasts proposed treatments for the case study from 
psychoanalytic, Dialectical Behavior Theory (DBT), CBT, assimilative integrative, 
and even Buddhist perspectives. When I returned to teaching and eventually became 
the director of the program, it was with my newly minted integrative lens afforded 
me through my own personal and professional transformation. It seemed far more 
possible for me to be the chief administrator of a dual-orientation program. 

 Alumni Perspectives on Theoretical Orientation at LIU 
 In order to examine the theoretical “outcomes” of our dual- orientation doctoral 
program here at LIU Post, the following research was conducted during 2011. All 
graduates from the inception of our program in 1990 to 2011 were sent an anony-
mous SurveyMonkey request for participation. After several months, 59 former 
students out of a total program cohort of 181 graduates had responded. This rep-
resents a 33% response rate. 

 Respondents ranged in age from 27 to 63 with a mean age of 35.7 years. The 
respondent sample was 83% female and 70% of the sample had graduated during 
the last 10 years. The number of years of clinical experience ranged from 2 to 18 
with a mean of 9.9 years. Only 26% of the sample had completed a formal post-
doctoral fellowship and 83% were licensed. Almost 91% of the sample had been 
in their own personal therapy and 75% found it to be very benefi cial. 
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 Survey responses included items from the 28 item: Therapeutic Orientation and 
Experiences Survey (TOES) (Buckman & Barker, 2010a), all rated on a 5- point 
Likert scale from “not at all (1)” to “very much (5).” For purposes of this study, 
items from the original measure that referred to “systemic therapy” were changed 
to read instead “psychotherapy integration.” 

 In answer to the survey item: “Please state your preferred orientation(s) and 
describe what the main infl uences were in the development of your preferred 
standpoint,” thirty- eight percent of respondents indicated Psychodynamic Ther-
apy, 36% indicated Cognitive-Behavioral Therapy, and 26% indicated either 
Eclectic or Integrative Therapy. 

 Sources of infl uence in the development of the preferred standpoint were 
grouped according to the following themes (percent indicating infl uence out of 
50 responses to this item) 

 1. Graduate program 12% 
 2. Clinical training: externships and internship 16% 
 3. Particular professors or supervisors 16% 
 4. Best fi t for respondent personally/personality 12% 
 5. Own therapy or therapist 10% 
 6. Evidence of outcome effectiveness 22% 
 7. Presentation of client 10% 

 The following charts represent data concerning the appeal and implementation 
of the three main orientations included in the modifi ed TOES questionnaire. 

 Our respondents were pretty evenly split in terms of their agreement to the 
principles of each orientation and their implementation of that orientation in 
their clinical work. This is in contrast to the item tapping into the appeal of an 
orientation: A greater number of respondents indicated that the psychodynamic 
orientation had a strong appeal to them (38%), much more so than cognitive- 
behavioral therapy (16%). 
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 Additional data analyses on questions related to factors in decisions about clini-
cal interventions and infl uences on therapeutic choice indicated that for a large 
number (76%) of respondents, the selection of therapeutic interventions was based 
on the “fi t” for the client, whereas only 24% said that their work was clearly based 
on available empirical evidence. In terms of personal preference for an orienta-
tion, 80% of the sample indicated either moderate or higher agreement that the 
choice was based upon who they are and the experiences they have had. 

 An overall unexpected fi nding was the number of responses on the endorse-
ment of theory and practice of an integrative approach, although the doctoral 
program never formally considered this. It may be that because students received 
both training and clinical supervision from both theoretical perspectives, they 
can consider clinical issues and interventions from both perspectives. In a recent 
dissertation, one of our program graduates examined the quality of mental rep-
resentations in Internet samples of therapists grouped by theoretical orientation. 
It was shown that therapists with an integrative orientation scored signifi cantly 
higher than therapists who identifi ed as CBT or behavioral (Buscaino, 2012) on 
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the Conceptual Level scale when measuring mental representations. There was 
no signifi cant difference found between therapists who identifi ed as integrative 
and those who identifi ed as psychodynamic. Interestingly, behaviorally oriented 
therapists scored signifi cantly higher than psychodynamic therapists and other 
orientations on a measure of  range of emotion.  These fi ndings raise further ques-
tions about how psychodynamic and behaviorally oriented therapists might learn 
from each other and benefi t from the sharing of ideas. 

 Although it is quite common now for doctoral programs to have coursework and 
supervision in integration, we seemed to have left it up to each of our  graduates 
to fi gure out this process on their own. From the data collected, we also cannot 
articulate the nature of setting infl uences: there may be signifi cant variations in the 
settings in which these psychologists practice and thus variations in the theoretical 
orientation they espouse. For those working in a private practice setting, personal 
choice might be better accommodated. For those working in public institutions 
or agencies, adherence to CBT protocols and treatment plans might be expected 
and necessary. 

 The empirical data related to the individual processes is limited, but we were 
able to gather anecdotal evidence from interviews conducted with alumni, current 
students, and faculty of our program. Several alumni have stated in interviews 
that they attribute their fl exibility and openness to new approaches to receiving 
supervision in both psychodynamic and cognitive- behavioral psychotherapies. A 
fourth- year student who identifi es primarily with cognitive- behavioral traditions 
reported that her ability to conceptualize cases from multiple perspectives has 
bolstered her clinical acumen. She added that when applying and interviewing 
for internship programs, this advantage of training in a dual- orientation program 
seemed to set her apart from candidates who were trained solely in one approach. 

 A number of alumni also reported that they initially entered the doctoral program 
with an appreciation for either psychodynamic or CBT as well as preconceptions 
or biases against the orientation less familiar to them. However, many of these 
individuals found themselves expanding their perspectives after encountering tal-
ented professors who worked diligently to communicate the strengths of their 
respective theoretical preferences. 

 While alumni and students have paid much heed to the advantages of attend-
ing a dual- orientation program, many of the same individuals also pointed out 
the interpersonal and political implications of working in such an environment. 
One alumnus stated that while excited to learn both psychodynamic and CBT 
approaches, she was shocked to fi nd how sharply the lines were drawn between 
faculty of differing theoretical backgrounds. Of course, such disdain for the 
“ otherness” of foreign psychotherapy approaches is not limited to the combat 
zone separating psychoanalysis and CBT. Students and alumni have also made 
reference to the contentions that ensue from within the ranks of the two broad 
umbrella orientations. Such theoretical tensions can seem just as fi erce— if not 
more so— among faculty members who declare loyalty to different factions  within  
the same overarching theoretical schools of thought. From this perspective, the 
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confl ict between theoretical camps in a dual- oriented program can seem not so dif-
ferent from the prejudices and stereotyping that surfaces between various ethnic 
and religious groups. 

 Faculty members have expressed their own appreciation for attitudes of open-
ness and curiosity toward unfamiliar theoretical premises. One professor asserted 
that such a stance would foster a safer learning environment where students can 
enjoy the freedom to authentically express their impressions, reactions, criticisms, 
and ideas regarding their psychotherapy coursework. 

 We believe the voices of alumni, students, and faculty regarding their personal 
experiences in doctoral training is critical for the evolution of a program. The 
atmosphere of any one program may be viewed as a microcosm of the larger sys-
tem of education and training in clinical psychology. From such a perspective, the 
value of remaining open to the diverse landscape of ideas and practices that serves 
as the foundation for our ever- changing profession becomes increasingly clear. 

 One Graduate Student’s Theoretical Journey 
 Entering my fourth year as a graduate student in a dual- oriented clinical psychol-
ogy doctoral program, I (DK) have felt an increasingly pronounced pull toward 
psychotherapy integration. Over the course of my clinical training, there have been 
a number of phases in my theoretical development that have culminated in this 
inclination. This process has not only been a professional one, but also a highly 
personal one. As a result, I have come to feel rather strongly about the importance 
of theoretical integration. In reflecting on my coming to feel most comfortable in 
an environment open to psychotherapy integration, I would compare the journey 
to that of the “curative factors” of a number of distinctive psychotherapy orienta-
tions themselves. 

 Upon entering the doctoral program at LIU Post, I often experienced subtle urg-
ings from my professors to declare loyalty to one orientation or another. Although 
I never experienced explicit directions to do so, I think it is somewhat inevitable 
that the implications seep through in the teachings of any professor with a strong 
devotion to one theoretical approach. For instance, it is understandable that both 
psychodynamic and CBT professors would underline the techniques and theo-
retical premises that set the approaches being taught apart from other dominant 
schools of thought. Nonetheless, in doing so, it is implied that therapists using 
alternative modalities don’t do  this  or  that , and therefore, are not really doing what 
 really  works for their clients. Although there were exceptions, it was uncommon to 
hear a professor acknowledge that an alternative orientation may achieve similar 
objectives through different technical means. I would not chalk this up to purpose-
ful withholding of knowledge, but rather a lack of open dialogue between CBT 
and psychodynamic faculty members. It was not uncommon for professors to con-
fess total unfamiliarity with the approaches of psychodynamic or CBT premises. 
I have often found myself wondering what drives this tendency to cling vehe-
mently to the perspective with which one is most familiar. I was often surprised by 
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the lack of appreciation or openness expressed by psychologists toward different 
approaches, especially those falling into the same broadly categorized theoretical 
umbrella. After taking a variety of courses by professors who waxed poetic about 
the superiority or pragmatism of one approach over another, I grew increasingly 
uncomfortable with the idea that I would one day have to navigate the split that 
divides psychologists into two very neatly defi ned categories. I quickly found 
myself wondering what was so diffi cult about choosing my orientation. I was 
walking out of lectures on CBT or psychoanalysis with a greater appreciation for 
the utility and value of the respective approaches and yet feeling more confused 
than ever about the confl icting information I was receiving on each end. I often 
felt as though by declaring an interest in one orientation, I would be losing the 
support of professors from the opposing camp. On the other hand, I also wondered 
whether my attempts to remain open to both my psychodynamic and CBT orienta-
tions might ultimately end up alienating me from those clinicians who are strong 
advocates of a purist approach to either CBT or psychodynamic psychotherapy. 

 Through my refl ections on these inner confl icts, it occurred to me that choos-
ing between two different theoretical orientations in a dual- oriented psychology 
program is somewhat like having to choose one parent’s side in the midst of a 
bitter divorce. It was not until my third year as a graduate student that I came to 
see the relevance of my feeling torn in opposing directions to what I had been 
learning from both my CBT and dynamic professors— as well as the journey of 
my personal experiences in psychotherapy. What I was experiencing psycho-
logically in response to the format of my dual- orientation doctoral program was 
not so different from the clinical techniques I was learning in both my CBT and 
psychoanalytic coursework. A psychoanalyst might interpret my need to declare 
allegiance to one orientation or another as defensive splitting— perhaps I was 
seeking control or a form of protection from the inherent ambivalence of remain-
ing open. A CBT or DBT therapist might suggest that black- and- white thinking or 
the oscillation between extreme opposing poles is at the root of this ambivalence. 
Whether looking through the issue through a psychoanalytic or CBT lens, I found 
myself reaching the same conclusion: integration. 

 In this particular instance, I am not referring to theoretical psychotherapy inte-
gration; I am referring to that type of integration that is highly relevant to my 
process of becoming interested in psychotherapy integration. A psychoanalyst 
might call it integration of “good and bad objects,” or tolerating ambiguity. A 
DBT therapist might identify the process as a dialectical synthesis of the polar 
extremes. Notwithstanding the theoretical technicalities behind my resolution of 
this confl ict, I came to regard the problem as a reformulation of the way I was 
conceptualizing the world and my signifi cant relationships. Although I was learn-
ing in both CBT and dynamic classes and training in clinical settings to help my 
clients understand the world in terms of “and/both” rather than “either/or,” I was 
failing to apply this approach to my own biases toward theoretical orientations. 

 I began to question the assumptions under which I originally entered the pro-
gram. Did I actually have to choose between CBT and psychodynamic for my 
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orientation, or would I be able to tolerate remaining open to both CBT and psy-
chodynamic approaches? Were all psychoanalysts doing good therapy while CBT 
therapists were doing bad therapy? And vice versa, do all CBT therapists know the 
 right  approach to treating psychopathology, leaving all psychodynamic therapists 
in the  wrong ? 

 It has occurred to me that it all may come down to a simple phrase: It depends! 
The success of one theoretical orientation likely depends on who the therapist 
is, as well as who the client is! All therapists are human beings, and human 
beings are fallible. There are many dreadfully unethical psychoanalysts and many 
brilliant psychoanalysts. There are many poorly attuned and mechanical CBT 
therapists, and many talented and empathic CBT therapists. And of course, there 
are plenty— if not a majority— of therapists who are sometimes great, and other 
times not so great; sometimes brilliant, and other times not so brilliant; sometimes 
insightful and eloquent, and other times dull and unclear. I think it would be fair 
to make the assumption that therapists are most often helpful for some people and 
not others— regardless of orientation or technique or personality. 

 I fear that in developing more of a bond with my theoretical affi liation than 
with my attunement to my clients themselves, I am risking ignoring some of the 
most powerful principles I try— in whatever shape or form it may take— to instill 
in my clients regularly. If I can succeed in helping my clients to tolerate ambigu-
ity or integrate good and bad objects, then why should it be so hard for me to do 
so when it comes to my own career? The question of why one is pulled to feel 
one approach is right and the others wrong involves great complexity. I think it 
is essential to state here that I realize that not unlike CBT and psychodynamic, 
integrationist is yet just another theoretical orientation when it comes down to it. 
By proposing that all therapists embrace integration, I would be taking part in the 
very confl ict I am wishing to resolve. I still believe it is important for clinicians to 
be passionate about their personal interests, careers, livelihoods, and the traditions 
they are invested in. 

 Administrative Challenges 
 The administration of a clinical training program with a commitment to a dual 
theoretical orientation has varied challenges in the current academic environment. 
Although training directors in internship settings endorse the importance of plural-
istic theoretical training over the adequacy of single orientation training (Lampro-
poulos & Dixon, 2007), there are few formal training programs or guidelines in the 
implementation of an integrative training program. Eubanks- Carter, Burckell, and 
Goldfried (2005) state that a continued disagreement surrounding when integration 
should be introduced, what the content should be, and whether trainees should mas-
ter one approach first. In fact, most educators continue to train their students in much 
the same way that they were trained, in a single dominant orientation. 

 Our commitment to both CBT and psychodynamic orientations creates a kind of 
equity vigilance, such that students continue to be equally exposed to theoretical 
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conceptualization and intervention strategies from both. Ideally this would result in 
both clinical theory and application courses given equal weight, along with super-
vision in both orientations while in the fi rst practicum. Although this might be the 
plan, our traditionally trained, single- orientation faculty has had substantial infl u-
ence on a host of other courses that some might consider more atheoretical. Indeed, 
courses in psychopathology, assessment/interviewing, cultural issues, group ther-
apy, and development can seem grounded in a particular theory depending on who 
is teaching. Further, our concentrations in family violence, serious mental illness, 
and applied child psychology are sometimes theoretically driven, again by the fac-
ulty dedicated to those components. The administrative challenge is to both support 
the strengths and interests of each faculty member, while at the same time offering 
students equal exposure to both orientations. Training programs with a smaller 
faculty, such as ours, tend to favor training in a single psychotherapy system (Nor-
cross & Halgin, 2005), so perhaps we have taken on too great a task. 

 One of the greatest challenges is guiding the process in which program deci-
sions are made such that the orientation balance continues to be equitable. Program 
resources, such as funding for speakers and training opportunities, student- led 
groups, research initiatives, faculty replacements, elective course offerings, and 
future program expansion are all components that demand equal orientation con-
sideration. Sometimes this alone can seem insurmountable. Administratively, 
every standing committee is made up of equal faculty representation, and currently 
there are two separate curriculum review committees (one CBT & one Psycho-
dynamic) charged with reviewing the theoretical orientation training across the 
curriculum from the fi rst through the fourth year of training. Hopefully their work 
will indicate that we are successful in our balance. 

 What is clearly absent and a delicate issue for a program of two separate but 
equal theoretical orientations is the examination of how students select an orien-
tation and how they might seek to adopt an integrative perspective. Our survey 
results indicate that many of our alumni identify themselves as integrationists, yet 
we have no course or faculty member that emphasizes integration. In their review 
of then current training in psychotherapy integration, Norcross and Halgin (2005) 
informed pluralism addresses the needs of clinical practice and cite growing 
research evidence that different clients benefi t from different interventions. Yet, 
the processes used by students trained in both orientations to conceptualize clini-
cal cases and decide on which theoretical approach will be most effective have yet 
to be articulated. In fact, when attempting to adhere to a particular approach, thera-
pists in training tend to think of incorporating exogenous techniques as strange 
or even “bad” (Boswell et al., 2010). Much more needs to be done in order to 
teach novice therapists about both the benefi ts and limitations of combining dif-
ferent strategies of intervention and how to do so in an effective way (Castonguay, 
2006). Integrative psychotherapy training rests upon the assumption that students 
have the time and talent to acquire some competence in more than one orienta-
tion, the understanding of the processes of change within and between theoretical 
orientations, and a diverse clinical repertoire (Boswell et al., 2010). 
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 How students select a theoretical perspective depends on a number of factors. 
What is hoped for as clinical competencies in a dual-orientation program is respect 
for both orientations and an emphasis on common change processes suggested 
by Boswell et al. (2010): positive working relationship, expectations for positive 
change, corrective experience, new perspective on self and other, and continued 
reality testing. Further, we hope to use a curriculum that encourages our students 
to consume and produce applied research and to integrate this information into an 
evidence- based or at least an evidence- informed clinical practice (Hershenberg, 
Drabik, & Vivian, 2012). What might be an eventual model shift is best described 
by Stricker (2010) as an approach rather than a solution to issues related to train-
ing in multiple models. He suggests that we teach novice clinicians to adopt the 
role of local clinical scientist wherein the practitioner functions as a scientist with 
each client in the consulting room. According to Stricker (2010), no commitment 
is necessary to any particular theory; that will vary according to the presenting 
problems, the preference of the clinician, the research and evidence base, and the 
clinician’s relevant experience. Thus, the scientifi c approach will remain constant, 
but the application will vary from case to case. 

 The future of our Psy.D. training program will be based upon the collaboration 
of the faculty, the identifi cation of commonalities, the commitment to training in 
evidence- based therapies as well as the multitude of contextual issues existing 
in every academic institution. There are many educational, political, and organiza-
tional changes that are needed to implement even a modestly integrative program 
(Norcross & Halgin, 2005). It may be that the long- standing loyalty to the original 
dual- orientation model will continue to dominate, and students lucky enough to 
have integrative supervision during their professional development will fi gure out 
the best way to integrate the orientations in their own practice. 

 In a creative two- person dialogue, Wolfe (2012) discusses the major issues that 
separate the researcher and the clinician. Continued debate is certainly needed, 
but he suggests that solutions to the divide would include a broadening of the 
defi nition of clinically useful and valid research evidence; researcher- clinician 
collaboration; fi nding ways of translating research fi ndings into clinically use-
ful therapeutic strategies, processes, and actions; and providing opportunities for 
practitioners to study cases and videos of empirically supported therapies and 
therapeutic processes of change. 

 Conclusion 
 There are some aspects of clinical training that remain constant across the theo-
retical orientations in our dual- orientation program. For instance, both students 
and faculty are encouraged to apply the scientific method to clinical thinking and 
to critically assess their clinical approaches, and most accept common factors 
and change strategies. With the increased pressure on psychodynamic psycho-
therapists to conduct research and demonstrate empirical efficacy, the empiri-
cal emphasis has become increasingly relevant to therapists of all theoretical 
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orientations. Perhaps the commonalities in the practitioner- scholar programs of 
clinical training and the more recent growth of the psychotherapy integration field 
will help to build bridges across previous theoretical chasms. 

 Whenever there are groups of individuals split by differing sets of beliefs, 
needs, and personal investments, there is often a lack of understanding of the 
others and their “otherness” that moves individuals to draw such sharp lines in 
the sand between one another. Perhaps it is innately human to feel protective of 
one’s way of thinking when its validity is called into question. Perhaps it is also 
instinctive to dismiss schemas that question one’s own way of seeing the world. 

 Nevertheless, it seems less surprising when political parties see the world in black 
or white. It is certainly not a shock when religious groups defame one another. The 
difference, we suggest, is that it is disappointing for professionals whose job it is 
to consider the mind and think critically about thoughts, beliefs, and schemas not 
to consider their own cognitive distortions or splitting or other perspectives. This is 
especially true when in the “business” of training young clinicians. 

 We believe that clinging rigidly to such binaries as right and wrong, a common 
feeling among graduate students, may impede progress rather than facilitate it. A 
more appropriate binary might be: helpful or not helpful— effective or not effec-
tive. But the pull to choose one orientation over another can often seem to be more 
of an investment in one’s success as a graduate student, one’s eventual career, self- 
esteem, and confi dence in their work than about what might be most helpful for 
the client. As a result of our refl ections, the inner workings of a dual- orientation 
doctoral program highlights the value of remaining open to multiple perspectives 
and resisting psychotherapy tunnel vision. Although it may be somewhat comfort-
ing for psychologists and students to get behind the “cause” of one orientation or 
another and feel part of a larger, unifi ed group, it can be just as empowering at 
times to remain open and curious. As Paul Wachtel (2010) puts it: 

 All of us, almost inevitably, are focused on, even enchanted by, our 
favorite trees. It can take effort to remember the forest, to remind our-
selves that it is larger than the patch of land we have explored in depth, 
from whatever vantage point we have undertaken that exploration. But it 
is an effort worth making. When our ideas are protected by the intellec-
tual equivalent of high tariffs that keep out foreign goods, they lose their 
vigor. When they are continually challenged by new perspectives and 
new observations, they may take us in directions we had never imagined. 

 (p. 415) 

 As our dual- orientation clinical training program continues to evolve, the 
faculty, administrators, and students will also evolve, in step with changes and 
challenges in the fi eld and in the larger sociocultural context of clinical work. Our 
hope is that we have stimulated thoughts about theoretical approaches to clinical 
training and that this encourages continued curiosity and discussion about integra-
tion issues such that our intervention methods move toward greater effi cacy. 
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