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Prior to beginning wark on this week’s discussion, please review Standard 3: Human
Relations (Links to an external site.) in the APA’s Ethical Principles of Psychologists and
Code of Conduct. Please also read the Asay and Lal (2014) "Who's Googled Whom?
Trainees’ Internet and Online Social Networking Experiences, Behaviors, and Attitudes
with Clients and Supervisors,” Harris and Robinson Kurpius {(2014) “Social Networking
and Professional Ethics: Client Searches, Informed Consent, and Disclosure,” and
Taylor, McMinn, Bufford, and Chang (2010) “Psychologists’ Attitudes and Ethical
Concerns Regarding the Use of Social Networking Web Sites” articies.

For this discussion, you will examine ethical issues encountered by clinical and
counseling psychologists in the digital age. Begin by reviewing the cases of Dr. Amold
and Dr. Washington listed below and selecting one of these ethical dilemmas for -
analysis.

Case 1

Dr. Armnold is a clinical psychologist who specializes in child and adolescent issues.
From time to time, she provides consultation on high lethality cases within the juvenile
court system. Recently, she was referred a case involving a 15-year-old male who has a
history of aggression, angry outburst, destructive behavior, and

cyberstalking. Concerned for her safety and well-being, Dr. Arnold input the client’s
name into a search engine, which yielded the client's social network page. Dr. Amold is
“uncertain whether or not to look at the client’s social network page.

Case 2

Dr. Washington is a counseling psychologist who specializes in trauma and self-
harming behavior. Recently, he received a "friend request” from a former client who he
provided individual therapy to six months ago. Dr. Washington opted not to accept the
“friend request,” but considered sending a private message to the client with the social
networking policy from his informed consent. Dr. Washington is uncertain whether or
not to send the private message to the client.

In your initial post, assume the role of a colleague to the doctor named and analyze the
ethical issues encountered in your chosen case. Given the situation described in the
case study, recommend how your colleague should proceed. Provide support for your
response by citing the required articles for this discussion. Consider the current and
potential actions of your colleague and explain whether or not he or she is currently, or
potentiaily will be, in viclation of the APA’s Ethical Principles of Psychologists and Code
of Conduct. Provide support for your explanation by citing Standard 3: Human
Relations (Links to an externai site.) in the APA’s Ethical Principles of Psychologists and
Code of Conduct. Explain how your colleague might avoid this type of ethical dilemma
in the future. Describe what policy or policies you might put in place if you were your
colleague.
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Introduction and Applicability

FPreamble

General Principles

Section 1. Resolving Ethical Issues

Section 2: Competence

¥ Section 3: Human Relations

3.01 Unfair Discrimination

In their work-related activities, psychologists do noi engage in unfair discrimination based on age, gender, gender identity, race, ethnicity,
culture, national origin, religion, sexual orientation, disability, socioeconomic status, or any basis proscribed by law.

3.02 Sexual Harassment

Psychelogists do not engage in sexual harassment. Sexual harassment s sexual solicitation, physical advances, or verbal or nenverbal
cenduct that is sexual in nature, that occurs in connection with the psychoiogist's activities or rales as a psychologist, and that either (1} is
unwelcome, is offensive, or creates a hostile workplace or educational environment, and the psychologist knows or is told this or (2} is
sufficiently severe or intense to be abusive to a reasonabile person in the context. Sexual harassment can consist of a single intense or
severe act or of multiple persistent or pervasive acts. (See also Standard 1.08, Unfair Discrimination Against Cemplainants and Respone’

itemn=4#108) .)
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3.03 Other Harassment

Psychologists do not knowingly engage in behavior that is harassing or demeaning to persons with whom they interact in their work based on
factors such as those persons' age, gender, gender identity, race, ethnicity, culture, national origin, religion, sexual crientation, disability,
language, or socioeconomic status.

3.04 Avoiding Harm .
{a) Psychologists take reasonable steps to aveid harming their clients/patients, students, supervisees, research participants, organizational
clients, and others with whom they work, and to minimize harm where it is foreseeable and unavoidable,

{b} Psychclogists do not participate in, facilitate, assist, or otherwise engage in torture, defined as any act by which severe pain or suffering,
whether physical or mental, is intentionally inflicted on a parson, or in any other cruel, inhuman, or degrading behavior that violates 3.04(a}.

3.05 Multiple Relationships

{a) A multiple relationship cccurs when a psychologist is in a professional rele with & person and (1) at the same time is in another role with the
same persen, (2) at the same time is in a relationship with a person closely associated with or related to the person with whom the
psychologist has the professicnal relationship, or {3) premises to enter irto another relationship in the future with the persen or a persen
closely assoclated with or related to the person.

A psychologist refrains from entering into a multiple relationship if the multiple relationship could reasonably be expected to impair the
psycheologist's objectivity, competence, or effectiveness in performing his or her functions as a psychologist, or otherwise risks exploitation or
harm to the perscn with whom the professicnal relationship exists.

Multiple relaticnships that would not reasonably be expected to cause impairment or risk exploitation or harm are not unethical.

(b) If a psychologist finds that, due to unforeseen factors, a potentially harmful multiple relationship has arisen, the psychologist takes
reasonable steps to resoive it with due regard for the best interests of the affected person and maximal compliance with the Ethics Code.

{c) When psychologists are required by law, institutional policy, or extraordinary circumstances to serve in more than one role in judicial or
administrative proceedings, at the ouiset they clarify role expectations and the extent of confidentiality and thereafter as changes occur. {See
also Standards 3.04, Avoiding Harm {#304), and 3.07, Third-Party Requests for Services (#307) )

3.06 Conflict of Interest

Psychologists refrain from taking on a professional rofe when persaonal, scientific, professional, legal, financial, or other interests or
relationships could reasonably be expected to (1} impair their cbjectivity, competence, or effectiveness in performing their functions as
psychologists or (2} expose the persen or organization with whom the professional relationship exists to harm or exploitation.

3.07 Third-Party Requests for Services

When psychclogists agree to provide services to a person or entity at the request of a third party, psychologists attempt to clarify at the
outset of the service the nature of the relationship with all individuals or organizations invalved. This clarfication includes the role of the
psychologist (e.g., therapst, consultant, disgnostician, or expert witness), an identification of who is the client, the probable uses of the
services provided or the information obtained, and the fact that there may be limits to confidentiality. {See also Standards 3.05, Multiple
relationships (#305), and 4.02, Discussing the Limits of Confidentiality.)

3.08 Exploitative Relationships

Psychologists do not exploit persons over whom they have supervisory, evaluative or other authority such as clients/patients, students,
supervisees, research participants, and employees. (See also Standards 3.05, Multiple Relationships (#3085 ; 6.04, Fees and Financial
Arrangements (7item=3#604) ; 6.05, Barter with Clients/Patients {?item=9#605) ; 7.07, Sexual Relationships with Students and Supervisees (?
item=10#707} ; 10.05, Sexual Intimacies with Current Therapy Clients/Patients (fitem=13£1005) ; 10.06, Sexual Intimacies with Relatives or
Significant Others of Current Therapy Clients/Patients (?item=13#10086) ; 10.07, Therapy with Former Sexual Partners (?item=13#1007) ; and 10.08,
Sexual Intimacies with Former Therapy Clients/Patients (?item=13#1008) )

3.09 Cooperation with Other Professionals
When indicated and professionally appropriate, psychologists cooperate with other professionals in crder to serve their clients/patients
effectively and appropriately. (See alsc Standard (javascriptgoToltem(7)) 4.05, Disclosures Pitem=74#40%) )

3.10 Informed Consent

{a) When psychologists conduct research or provide assessment, therapy, ceunseling, or consuiting services in persen or via electrenic
transmission or other forms of communication, they obstain the informed consent of the individual or individuals using language that is
reasonably understandable to that person or persons except when conducting such activities without consent is mandated by law or
governmental regulation or as otherwise provided in this Ethics Code. (See also Standards 8.02, Informed Consent to Research {Fitem=11#802)
; 203, Informed Consent in Assessments (7item=12#903} ; and 10.0, Informed Censent to Therapy (?item=13#1007 .}

(b} For persons who are legally incapable of giving informed consent, psychologists nevertheless (1) provide an appropriate explanation, (2)
seek the individual's assent, (3) consider such persons’ preferences and best interests, and (4) obtaln appropriate permission from a legally
authorized person, if such substitute consent is permitted or required by law, When consent by a legally authorized person is not permitted or
required by law, psychologists take reasonable steps to protect the individual's rights and welfare.

{c} When psychological services are court ordered or otherwise mandated, psychologists inform the individual of the nature of the antit
services, including whether the services are court ordered or mandated and any limits of confidentiality, before proceeding.
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{d) Psychologists appropriately document writien or oral consent, permission, and assent. (See also Standards 8.02, Informed Consent to
Research (?item=11#802)

; 9.03, Informed Consent in Assessments (Pitem=124903) ; and 10.07, Informed Consent to Therapy {Fitam=13#1001) }

3.1 Psychological Services Delivered to or Through Organizations

{a} Psychologists delivering services to or through organizations provide information beforehand to clients and when appropriate those
directly affected by the services about {1} the nature and objeciives of the services, (2) the intended recipients, {3) which of the individuals are
clients, {4) the relationship the psychologist will have with each person and the organization, (5) the probable uses of services provided and
information obtained, (6) who will have access to the information, and (7) limits of confidentiality. As soon as feasible, they provide information
about the results and conclusions of such services to appropriate persons.

() If psychologists will be precluded by law or by organizational roles from providing such infermation to particular individuals or groups, they
so inform those individuals or groups at the outset of the service.

3.12 Interruption of Psychological Services

Unless otherwise cavered by contract, psychologists make reasonable efforts to plan for facilitating services in the event that psychological
services are interrupted by factors such as the psychologist's iliness, death, unavailability, relocation, or retirement or by the client's/patient's
relocation or financiat limitations. {See alsc Standard 6.02¢, Maintenance, Dissemination, and Disposal of Confidential Records of Professional
and Scientific Work (?item=9#502¢) .)

Section 4: Privacy and Confidentiality

Section 5: Advertising and Other Public Statements

Section 6: Record Keeping and Fees

Section 7: Education and Training

Section 8: Research and Publication

>  Section 9: Assessment

Section 10: Therapy

History and Effective Date

Amendments to the 2002 “Ethical Principles of Psychologists and Code of Conduct” in 2010 and 2016
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2016 APA Ethics Committee Rules and
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Caonduct” {PDF, 39KB)
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Who’s Googled Whom? Trainees’ Internet and Online Social Networking
Experiences, Behaviors, and Attitudes With Clients and Supervisors

Ashwini Lal

Penelope A. Asay ,
California State Polytechnic University

Iltinois School of Professional Psychology

The ubicuity of the Internet and online social networking creates rapidly developing opportunities and
challenges for psychologists and trainees in the domains of relationships, privacy, and connection, As trainees
increasingly are natives of an Internet culture, questions arise about the ways in which developing psychol-
ogists may view Internet issues and the guidance they receive from professicnal psychologists for whom the
Internet is a significant cultural shift. A national survey of graduate students (n = 407) assessed student
Internet behaviors (e.g., “Googling” clients, online social networking), training about online issues, attitudes
toward online social networking and client or supervisor contact via these networks, and fears and comfort
about making decisions regarding these networks. The survey also assessed what students reported they would
do and what they would think if clients and supervisors contacted them via social networks. Results indicate
that most trainees have changed and monitored their online presence since beginning graduate school, A
quarter of respondents had “Googled” clients, and almost half had “Googled™ supervisors. A small number
indicated that both clients and supervisors had reported “Googling” the trainee. Students expressed concerns
about making ethical decisions about online social networks. Half reported discussing Internet issues in their
graduate training programs, whereas a quarter indicated they had discussed Internet issnes at their training
sites. Implications for training are discussed, with recommendations of program disclesure of Internet policies
to students, discussion of Internet issues before trainee clinical work, role plays of ethical issues, and
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supervisor-initiated discussions of Internet issues.

Keywords: ethics, Internet, privacy, supervision, training

The social shifts occurring as a result of the rise of the Internet
have naturally attracted much popular and scholarly aitention. The
implications for personal and professional lives, for what it means

and Widseth (2012) wrote about the “erosion of aloneness.” Pri-
vaie moments are captured, posted, and sometimes only en-
joyed—or experienced—afier public recognition and feedback.

to be social, relational beings and how and what people both know For the new generation, they wrote, “everything is instantaneous;
o and kunow abowt each other are substantial. A New York Times everything is public and immediate” (Webb & Widseth, 2012, p.
= article (Rosen, 2010) proclaimed that the Internet means “the end 165). '
o of forgetting.” Traumas, trivmphs, missteps, and mundane mo- Relationally, the Internet and online social netwerking sites like
k2 ments no longer exist merely in personal pasts; rather, they may Facebook are changing how people interact and how people ex-
_f exist for all to see, for all time. In a world in which people can now perience self and the world. Work has investigated the implications
z be—and are expected to be—constantly connected, it may be of technology and online social networking for conceptions of
E increasingly difficult to carve out what is uniquely personal. Webb personal privacy, in-person and online relationships (Turkle,
- 2010), and even changing experiences with death {Kasket, 2012).

s
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Recent work suggests that online relationships and interactions
have very real impacts on mood and mental health. These impacts
can be positive, facilitating interaction and feelings of connected-
ness and comfort (Alloway & Alloway, 2012; Baker & Oswald,
2012), and negative, especially in increasing instances of cyber-
bullying (Sengupta & Chaudhuri, 2011; Siegel, 2012). Though
some studies have shown an increase in depressive symptoms, for
example, with greater use of the Internet (ICraut et al, 2002;
Selfhout, Branje, Delsing, Ter Bogt, & Meeus, 200%), others have
shown there to be benefits of general Internet use and online social
networking (Morgan & Cotton, 2003).

Use of Internet Information

The individual responsibility of what and how people share on
the Internet presents a novel realm of choice. Deciding what to
post or a blog or social networking site may be momentary



2

fid

! wasur

e

&

wr e

PR

A

BIOR

166 ASAY AND LAL

decisions with long-term consequences. Employers conduct Inter-
net searches of potential and current employees. Patients seek out
information before meeting physicians and psychotherapists. In-
deed, Gibbs, Ellison, and Lai (2011) regarded “Googling” {e.g.,
conducting online searches) those encountered in online dating
activities as one example of an “uncertainty reduction strategy™
(. 72).

A suivey by the Society for Human Resource Management in
2011 reported that 26% of organizations were using search engines
and 18% of organizations were using social networking sites to
screen job candidates (Society for Human Resource Management,
2011). Results also may have suggested a trend involving a change
from “Googling” potential employees to searching omline social
networking sites. An article in the New England Journal of Med-
icine (Gorrindo & Groves, 2008) emphasized various issues sur-
rounding the use of the Internet and the ease with which physician
information can be obtained. These authors discussed and explored
the problems associated with the information the Internet has made
available to patients and described methods by which a physician
can protect him or herself. The various methods of self-protection
included increasing privacy setiings on social networking sites,
removing slanderous information, talking with patients about how
they use the Internet, and creating a professional Web page that
allows for specific content to be posted.

At the same time, opportunities for utilizing the Intemnet for
professional practice have blossomed. The APA Practice Direc-
torate (2009) advised, “Since you don’t know by which online
channel someone will find your practice, connecting all the places
where you appear on the Web is important” (p. 8). Psychologist
Keely Kolmes developed a Private Practice Social Media Policy
that she shares on her Web site (Kolmes, 2013). The policy
addresses specifically the issues of “Friending,” “Use of Search
Engines,” “Following” {Twitter, blogs), and the almost quaint by
comparison “E-mail.” It has rapidly become common practice for
clients/patients to conduct Internet searches for health information
(Fox, 2011; Lehavot, 2009; Zur, Williams, Lehavot, Knapp, 2009).
In light of the new “consumer” mentality, Gottleib (2012) sug-
gested that Internet presence is essential for professional practice
and psychotherapists should consider how to utilize Web sites,
blogs, and social networking to “brand” themselves.

Privacy

Kaslow, Patterson, and Gottlieb (2011) asserted that although
people know nothing on the Internet is private, “many people
willingly post personal information based on a mistaken assurp-
tion of privacy” {p. 3). Yet, the very concept of privacy is shifting,
authors argued, for new generations. This “new privacy” is “about
controlling how many people know-not if anyone knows” (Melber,
2008, p. 22). As the concept of privacy in psychotherapy is integral
to its practice and addressed in the Ethical Principles of Psychei-
ogists and Code of Conduct {American Psychological Association,
2002), refining or redefining “privacy” is no small feat.

Realistically, individuals can only control so much of what is
kept private. Once on the Internet, it is ugually impossible to
remove information, true or false. Being a deeply relational en-
deavor involving (almest exclusively one-way) personal informa-
tion disclosure, psychotherapy is particularly impacted by these
rapid changes in knowledge acquisition. Psychotherapy literature

emplasizes the establishment of trust and the importance and
meaningfulness of timing and intention in disclosure. Yet, with
information available to both client and psychotherapist outside of
psychotherapy, such dimensions are less controllabie. Curious
clients (and psychotherapists) can find information about political
contributions, home purchases, and whereabouts (Gabbard, Kas-
saw, & Perez-Garcia, 2011). Taylor, McMinn, Bufford, and Chang
(2010} referred to this as the “demise of inientionality,” and
suggested, “full intentionality is a thing of the past” (p. 157).
Psychotherapists (and clients) can also unintentionally find infor-
mation online or inadvertently have online interaction (e.g., Face-
book suggestions for “People You May Know™). The relational
and ethical implications for seeking out online information, inad-
vertently finding information, and requesting contact via social
networking are quite different. Considerations of intention, impact,
and self-disclosure are crucial factors in deciding what a psycho-
therapist does with this information. '

Ethics

Much of the literature has explored concerns about ethical
issues, training, and clinical implications of “e-professionalism”
(Barneti & Russo, 2009; DiLillo & Gale, 2011; Kaslow et al.,
2011; Lehavot, 2009; Lehavot, Bamett, & Powers, 2010; Merdian,
2012). A few empirical studies have investigated both graduate
students’ and psychologists’ online experience and attitudes (Dil-
illo & Gale, 2011; Lehavot et al., 2010; Tunick, Mednick &
Conroy, 2011). In general, results indicated that psychologists and
frainees are experiencing these online interactions with some reg-
ularity. In a sample of child psychologists and trainees, 32%
reported reading blogs and social networking sites of their clients
for a variety of reasons, including curiosity and concern (Tunick,
Mednick & Conroy, 2011}, “Googling” clients is not uhcomenon,
with 32% of that sample reporting doing so, 27% of a sample of
graduate students (Lehavoi et al., 2010), and almost the entirety of
a sample of psychology doctoral students (97.8%), despite the
majority of these believing it was unacceptable to do so (DiLillo &
Gale, 2011}, Yet, in a sample of graduate students and psycholo-
gists, participants reported almost never discussing aspects of
online behavior with clients (Taylor et al., 2010). These issues
clearly exist in psychotherapy and raise concerns and questions
that evolve more rapidly than the answers.

Training and Supervision

Students are being trained in the midsi of these rapidly
evolving technologies and emerging issues. A real gap in the
literature appears te be attention to the critical realm of supet-
vision. The supervisory relationship is integral not only to
providing effective service to clients, but also to developing the
trainee’s competence and professionalism. The ways in which
supervisors model behavier in the realm of ¢-professionalism and
their ability to discuss these issues with trainees are important,
Information seeking on the part of supervisors may be a part of
hiring, of monitoring professional development, or of simple cu-
riogity. Supervisors, of course, are just as susceptible to being
“Googled” by their supervisees and of having the “small world”
problems that supervisees may have with their clients. Similar
implications arise in terms of what is known by whom, how, and
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how (or whether) that knowledge is shared in the supetvisory
relationship.

Just as between trainee and client, cohort differences may be
important between supervisee and supervisor. Supervisors may be
less knowledgeable than frainees about constantly changing Inter-
net issues, making professional guidance in this realm difficult
(Kolmes, 2012). Prensky (2001) identified “digital immigrants,”
those who have seen the development of the Internet in their
lifetimes, and “digital natives,” the cohort of people who have
grown up with the Internet. In a survey of practicing psychologists
and graduate students, not one participant over the age of 54
reported having social networking site profile (Taylor et al., 2010).
Other work appears to refute this finding (Hogeboom, McDermott,
Perrin, Osman, Bell-Ellison, 2010; Wayne, 2010). At the same
time, supervisors may have more expertise and sophisticated ways
of thinking about implications of Internet issues in therapy. Still,
with technology emerging rapidly, it is likely that “digital natives”
have a new cultural expetrience.

Internet Issues as Cultural Competence

As literature has discussed the new Internet culture (Schirm-
acher, 2007), with its “inhabitants” described as “digital natives”
(Prensky, 2001), “Gen-i"(for “Generation i) (Yip, 2010) who are
“bilingual” in verbal and digital communication (Lehavot, Barnett,
& Powers, 2010), it may be helpful to frame dealing with issues of
the Internet as a new realm of cultural competence. As with
trainees who are more multiculturally competent than their super-
visors, trainees who are more Internet savvy may feel at a loss.
Trainees may be actively or passively discouraged from addressing
Internet issues in supervision, or they may find supervisor re-
sponses unhelpful or minimizing (Ancis & Ladany, 2001; Burkard
¢t al., 2006). Authors have suggested this “generation gap” should
not preclude rich discussions and encourage supervisors to educate
themselves via the litersture and their trainees (Myers, Endres,
Ruddy, & Zalikovsky, 2012). Graduate programs have also been
encouraged to create and communicate clear Internet boundaries
and policies (Kaslow et al., 2011; Kolmes, 2012; Myers et al.,
2012). ‘

Thus, the current study was designed to investigate graduate
student trainees’ experiences with, comfort with, and concerns
about Internet issues in their iraining. The study assessed not only
trainees’ own behaviors, but aiso their knowledge of behaviors and
feelings about the behaviors of their clients and their supervisors.
Because there is no current liferature addressing the prevalence of
these behaviors in supervision, the authors thought this dimension
crucial to add to the discussion. The study also assessed what
trainees reported they would do, think, and feel in reaction to
social networking contact by both clients and supervisors.

Method

"Participants

A total of 407 participants completed the survey. The respon-
dents were 80.6% white, 5.7% African Amencan/black, 3.8%
Asian, 4.6% Hispanic, and 5.2% other. Participants identified
themselves as 84.4% female, 15.3% male, and $.3% other. Most
participants were aftending a clinical psychology program

(86.6%), 12% were attending a counseling psychology program,
and 1.4% indicated other. Of the participants, 6.5% were enrolled
in an M.A. program, 27 8% were enrolled in a Ph.ID. program, and
67.6% were enrolled in a Psy.D. program. Participants identified
as humanistic/existential {14%), psychodynamic/analytic (30.8%),
client-centered (23.8%), cognitive-behavioral (50.1%), ferninist/
mutticultural (8.7%), and other (15.7%). Participants’ training sites
included counseling center (39%), hospital {43%), community
health center {59.9%), middle/high school (18%), VA hospital
(6.7%), and other (36.9%).

Procedure

After obtaining IRB approval, data were collected in two waves:
in the first wave, the primary investigator sent an e-mail invitation
to comtacts in Clinical Psychology PsyD programs at several
campuses of a national university. In the second wave, the primary
investigator sent an e-mail invitation to contacts listed on the APA
Web site for all APA-accredited doctoral programs in counseling,
clinical, and combined psychology. In both waves, contacts were
agked to distribute the invitation to students in their doctoral
program. Participants clicked on a link that took them to an
informed consent page. Upon clicking “Next,” they went to the
survey.

Measure

The researchers created a survey instrument for the purposes of
exploring online social networking habits, experiences, and con-
cemns. The survey consisted of yes/no and Likert-scale questions in
addition to having blank space for any additional comments from
participants. The survey included questions about habits and atti-
tudes, ethical concerns, and level of comfort. The survey included
questions regarding thoughts about and experiences with clients
and with supervisors. A scale that was created to assess trainees’
professional self-disclosure attitudes and behaviors did not have
adequate internal consistency, and was thus dropped from analysis.

Results

Personal and Training Behavior Prevalence

Of the 407 participants, 93% (378) indicated they have a social
networking account. Most thought social networking accounts
were a good way to stay in touch with friends (88.4%), and only
6.9% reported they were a waste of time (these two responses were
not mutnally exclusive). Since stariing graduaie school, 74% in-
dicated they had changed the content of their social networking
accounts: 89.7% changed privacy settings, 61.1% moodified pic-
tures, and 56.8% changed personal information. Since starting
graduate school, 74% of participants reported “Googling” them-
selves. Two thirds (64.4%) indicated they had discussed Internet
issues in their graduate programs. Most often, these discussions
were in ethics classes (51.5%), followed by professional orienta-
tion classes (44.6%), special discussions (24.8%), and other
(25.6%). In confrast, only a fourth of students (25.6%) indicated
they had discussed these issues at training sites.
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Table 1
Professional Behavior Prevalence
Statements Yes (%)
1 have had other professional colleagues contact me via my social networking account 56.2
I have discussed social networking accounts with my clients 259
I have had my supervisors contact me via my social netwerking account 8.5
I have had clients contact me via my social netwarking account 6.5
I have searched the Internet for other professional colleagues 63.7
I have searched the Internet for my supervisor 44.5
I have searched the Internet for my clients 256
Other professional colleagues have told me they searched the Internet for me 24.1
"My clients have told me they searched the Internet for me 114
My supervisor has told me he/she searched the Internet for me 2.7

Professional Behavior Prevalence

Responses suggest that, overall, most trainees are neither seek-
ing out nformation or contact nor are they aware of being the
subject of searches or online contact (see Table 1). Still, more than
a fourth (25.6%) indicated they had “Googled” clients, almost half
(44.6%) indicaied they had “Googled” supervisors, and almost two
thirds (63.7%) had “Googled” other professional colleagues. Some
reported that clients had disclosed to them that they had “Googled”
the trainee (11.4%), whereas almest none indicated their supervi-
sors had {2.7%). As for social networking sites, 6.5% indicated
clients had contacted them via these sites, 8.5% indicated super-
visors had contacted them, and 56.2% indicated other colleagues
contacted them. In psychotherapy, the majority (74.1%) of partic-
ipants indicated they had not discussed secial networking at all
with clients. Of those who had, the client brought up the issue the
majority of the time (61.6%).

Cencerns and Comfort

In terms of ethical concerns, 72.5% of respondents indicated
they were either “concerned”™ or “very concerned” about the ethical
implications of contacting their clients on social networking sites.
Forty-three percent indicated concern about the ethical implica~
tions of contacting their supervisors while engaged in a supervi-
gsory relationship; however, once the relationship had concluded,
only 21% indicated concern.

In terms of comfort, 90.8% of respondents reported they would
be “uncomfortabie” or “very uncomfortable” if their clients con-
tacted them via social networking while they were engaged in
psychotherapy. Similarly, 87.1% reported discomfort with contact
after the psychotherapy had concluded. If a supervisor contacted
them while in an ongoing supervisory relationship, 58.1% indi-
cated they would be “uncomfortable” or “very uncomfortable.”
Once the relationship had concluded, only 30.5% angicipated dis-
comfort with a supervisor’s comntact.

More than half (54.5%) indicated they would be concerned
about making an ethical decision about contact via their social
networking account, and fewer than half (40.3%) indicated they
would feel comfortable making an ethical decision about such
contact. Tables 2 and 3 indicate what studeats would do and think
if clients and supervisors contacted them. It seems notable that
whereas almost all (96.3%) report they would discuss social net-
work account contact with clients, fewer (72.1%) would bring up
the issue with their supervisors. Interestingly, & minority indicated

they viewed such contact as an invasion of privacy (24.1% for
client coniact; 17.4% for supervisor contact).

Discussion

The cwrrent study suggests that most trainees seem aware and
concerned about their own personal and professional Infernet
presence. They reported monitoring their Internet presence since
beginning graduate training and modifying their social networking
site(s). These behaviors suggest that graduate students are aware
that their Internet presence is relevant to their training and profes-
sional development, as the literature recommended (Bamett &
Russo, 2009), and as previous findings have suggested (Taylor et
al., 2010). Respondents also reporied attention to these issues in
about two thirds of their graduate programs, but only a quarter of
their training sites. They are concerned about their ability to make
an ethical decision involving social networking contact, and fewer
than half were comfortable about making such a decision. Such
concerns seem to be increasingly likely to be realized: 11.4%
reported they have had clients tell them they had “Googled” the
trainee, shightly higher than findings in previous studies (7%;
Lehavot et al,, 2010), Perhaps these results suggest students are
aware of some lack of guidance and training in this area and zeflect
an appropriate response to a developing professional issue. Nota-
bly, trainees distinguish that during or after psychotherapy, online
social networking contact from clients is uncomfortable, whereas
they are more comfortable with supervisor contact, especially after
the conclusion of the relationship.

The current study supports previous findings about “Googling”
clients: a fourth of the current sample reported having done so.
This is a similar number to findings by Lehavot et al. (2010}, who

Table 2
Hypothetical Responses to Client Contact via Online Social
Networlking Site

ITwould . . . Percent %
Discuss it with my client 96.3
Tell my supervisor 94.5
Tell other professional colleagues 30.2
Consider it an invasion of my privacy 24.1
Consider it a sign of some client psychopathology 6.6
Consider it a sign of the strength of the relationship 5.8
Not think too much of if at all 2.1
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Table 3
Hypothetical Responses to Supervisor Contact via Social
Networking Site

I would . . . Percent %
Discuss it with my supervisor 72.1
Not think too much of it at all 229
Tell other professional colleagues 21.9
Tell my training departmentt/member of my school 203
Consider it an invasion of my privacy 174
Consider it a sign of the strength of the relationship 2.1
Consider it a sign of some supervisor psychopatholegy 29

reported 27% of graduate students had “Googled” clients. Inter-
estingly, a recent study by DiLillo and Gale {2011) reported that
almost their entire sample of graduate students (97.8%) reported
searching for at least one client’s information in the past year. At
the same time, their sample reported clients were aware of over-
whelming majority of these searches (Internet: 82.1%,; social net-
working site: 82.5%), although it is unclear whether this was a
priori or after the fact. The current study (and previous studies) did
not ascertain the client’s knowledge about these searches, and this
discrepancy does raise interesting questions. Possibly, such
searches are rapidly becoming a more common occurrence within
the psychotherapy hour, or at the request of the client, especially
with minors (Tunick, Mednick, & Conroy, 2011). In any case,
more detail about how such searches are conducted is warranted,
especially when they are at the express request or in collaboration
with the client. Internet searches can be used and used well
therapeutically. Clinton, Silverman, and Brende! (2010) addressed
this very notion. They proposed a model of “patient-targeted
Googling” that considered the “intention of searching, the antici-
pated offect of gaining information online, and its potential value
and risk for treatment” (p. 105). Their model addressed 6 gues-
tions: reason for conducting the search, search benefit or harm to
the treatment, addressing whether informed consent should be
obtained, determining whether to share the results with the patient,
deciding whether to document the findings in the patient’s record,
and continually monitoring one’s own metivations for and the
risks versus benefits of searching. Discussion of the impact of such
a practice on the therapeutic relationship in psychotherapy practice
warrants continued attention,

The current study appears to be the first to ask trainees what
they would do and think in respense to hypothetical client and
supervisor contact via social networking sites. Interestingly, most
would not see such contacts as an invasion of privacy by client or
supervisor, although they would still feel uncomfortable about
such contacts. Despite deep concerns being raised about privacy
(Kaslow et al., 2011; Lebhavot, 2009a; Lehavot, 2009b; Lehavot et
al., 2010;}, perhaps, as Melber (2008) suggested, people’s notion
of privacy is evolving with the Internet. Indeed, as trainees and
clients are increasingly “digital natives,” such notions may change
even more. Respondents in the current study may consider social
network sites as a risk worth managing and contact via these sites
from clients and supervisors as inevitable (or at least unsurprising}.
Interesting questions arise about the applicability of the Efhics
Code principles on privacy when the very notion of what is private
for supervisors, irainees, and clients may be very different. In the
current study, one respondent commented, :

It would be difficult to tell a supervisor I did not want to add them (o
a social networking site) because [ do not want them to think T have
something to hide, but at the same time { want to keep my private life
separate from my professional life. I'm not sure who T would talk to
about it.

Another reported,

I have found that it is not unusual for supervisors/supervisees to be
“fiiends™ on Facebook. Most people I know, depending on the level of
comfort, will allow limited access to supervisors or other individuals
that are considered “awthority™ (faculty). It just depends on the levet
of friendliness between supervisor and trainee.

The power dimension in supervision is significant, just as it is in
psychotherapy. If a supervisor asks a traince to be a Facebook
friend or asks to “Google” the trainee while sitting in a supervision
session, the trainee may be in a difficult position of feeling coerced
to consent.

Kaslow et al. (2011) wrote about the difficulty that arises when
trainees may expect a “zone of privacy,” when supervisors and
trainers see online information as “fair game.” The current study
suggests, at least regarding social networking, such a zone may not
be generally expected by students. Intrigningly, if contacted via a
social networking site by a supervisor, 22.9% would “think noth-
ing of it at all,” and 12.1% actually report seeing it as “a sign of the
strength of the relationship.” When it comes to seeking informna-
tion actively, almost half of the cwrrent respondents have
“Googled” their supervisors, whereas only 2.7% report that their
supervisors have disclosed “Googling” them. It seems likely that
most of these students have not told their supervisors of their
activities, Research (Ladany & Hill, 1996) has found supervisees
choose not to disclose a range of feelings and experiences to their
supervisors, mosily by simply aveiding the topics. Similarly, su-
pervisors may have “Googled” supervisees without disclosing.
One participant in the current study cormmented, “A supervisor and
professor have commented on my profile picture . . . so T know
they searched for my name; however, they did not teli me that they
searched for me.” Another participant wrote, “1 was searched for
by the supervisor of a practicum site I applied to. It made me
uncomfortable and I was faced with whether or not to accept, and
if T accepted, what information I should change.” Indeed, it seems
the entire supervisory relationship may be impacted by the ele-
phant in the room of who has “Googled” whom, with various
permutations of the triadic relationship (supervisor, frainee, and
client) in the mix.

Limitations

The above results and discussion should be considered in light
of the study’s limitations. Ascertaining response rates or charac-
teristics of those who chose to respond to the study invitation or to
whom the invitation was ultimately sent is impossible. This limi-
tation is significant in online research in general, as it is impossible
to generalize results to a population given so many unknowns
about the sample. Several results are consistent with previous
findings, which may suggest a generalizable phenomenon. Other
results may perhaps be best interpreted with caution, especially
those results asking novel questions {(e.g, supervision). The
study’s two-wave approach may have had implications for the
generalizability, as the majority of participants were from PsyD
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programs. A major oversight of the current study was an inadver-
tent omission of age in the demographic section of the survey.
Thus, the possibility exists of a skewed age range. A question
about the year in training yielded results not easily categotized
(with some including master’s training, previous graduate training,
etc.), leaving questions about the impact of training unanswered.
The survey itself was created for this study and its psychometric
properties are unknown. Finally, this study failed to assess why
participants “Googled” their clients and whether clients consented
to Internet searches. This dimension of consent seems crucial, as
the act of “Googling” itself may not necessarily be antitherapautic
or an invasion of privacy.

Implications for Training and Future Research

As Iniernet issues become wbiguitous, it is likely that the issues
raised in ihis study—and more—will become regular part of
personal life and professional practice. The practice of, as one
peychotherapist put it, “social network abstinence” may becorne
less desirable or feasible for psychologists (Scarton, 2010). Thus,
training programs and supervisors have the responsibility to dis-
cuss emerging Internet issues with students, a practice that seems
facking from the current study’s results. The focus of these dis-
cussions should be on both the process and the content of training
and psychotherapy and consider Internet discussions from the very
beginning, prior to engagement in any clinical work. For example,
we recommend that training programs and sites make their utili-
zation of online information clear to applicants and trainees, per-
haps like the modet recently developed by Wester, Danforth, and
Ollie (2013). Such clear delineation of policy not oaly commumi-
cates professional expectations to trainees, but it also models clear
disclosure of such policies to clients as trainces meet with them.
We also recomemend that supervisors broach Internet issues at the
start of the supervisory relationship, making it a routine part of
initiation into the relationship and past of the supervisory contract.
Again, much as with issues of multicultural compeience, supervi-
sors should utilize their ascribed power to medel transparency,
openness, and to communicate the importance of the issue.

As for clinical work, Internet issues may beceme increasingly
part of the conlent of clients’ presenting distress: bullying on
Facehook, blog attacks, having misinformation widely available
and ever present may bring new experiences of distress. One of the
authors (PA) worked with a client who had a video of him posted
online without his permission and was unable to have it removed.
Knowing this was “out there” for all to see was deeply distressing
and reminiscent of previous experiences of indignation, pewer-
lessness, and violation. A quarter of the participants in the current
study reported discussing social networking site issues with cli-
ents, with the ¢lients’ initiating these discussions most of the time.
Being more open to discussing these issues, asking routinely about
Internet presence and problems with clients, and initiating discus-
sions may help clients feel their psychotherapists have an Internet
cultural eompetence regardless of their perception of digital savvy.
We suggest that programs address trainees’ lack of comfort in
making ethical decisions in this realm in the form of recurming
ethical discussions and role plays. Again, we encourage supervi-
sors to ask trainees routinely about Internet issues that may emerge
in the course of psychotherapy. Programs and sites could add
Internet issues to intake forms as well, communicating to clients

their importance. Dr. Kolmes' Internet consent form may also be
4 good guide for informed consent issues.

Future work should build on the current study’s investigation of
how students would react and think about social network contact to
how they actually do and have reacted. Researchers could inves-
tigate whether ways of handling the issue are related to age, level
of training, or other factors, and whether they change over time
(especially with changing online privacy policies). Certainly the
questions of supervisor behavior and attitudes need to be explored
more thoroughly. At this point, it is unclear how often supervisors
engage in online searches or comtact, for what purposes, and
whether trainees are informed before or after the fact. Also inclear
is what supervisors are telling their trainees about such issues and
how they are advising them to proceed in their professional and
personal lives. Also, a next natural step would be assessing clients’
perceptions of privacy, the Internet, and online social networking
in psychotherapy.

Finally, it bears mentioning that as society is in the midst of
significant and potentialty revolutionary changes to the way people
see and understand social interaction, definitions of personal and
private, and ways of connecting with others, it is natural that the art
and science of psychotherapy struggle with how to understand
these changes. It will be important for training programs and sites
to Tevisit regularly the potential benefits and potential downfalls of
such rapidly evolving ways of interacting for novice and experi-
encex psychotherapists alike.
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Social Networking and Professional Ethics:
Client Searches, Informed Consent, and Disclosure

Sara E. Harris
Marguette University
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As mental health professionals are increasingly using technology in their clinical work, it is important
that research examines the ethical implications of online behaviors, This study examined the online
behaviors of 315 counseling and psychology graduate students. Hierarchical multiple regression was used
to examine online client searches, informed consent, and disclosures. Increased disclosure of client
infermation was related to lower scores on ethical decision-making and to program type {(counseling,
clinical, or school). Ethical decision-making moderated online disclosure for participants in school
psychology programs. OF those with supervised clinical experience, a thivd had used the Internet to find
infermation about a client. Progress in the participants’ academic program, as measured by academic
credits, and years of social networking experience were positively related to increased online client
o= searches. The majority who conducted an online search did not obtain client informed consent before
Dz conducting the search. Reported therapeutic concern about client welfare and gathering information for
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intervention were significant predictors of obtaining informed consent.

Keywords: social networking, disclosure, informed consent, online client search

Social networking sites, such as Facebook, Twitter,
Google+, Myspace, Classmates.com, Linkedin, and Livelour-
nal, provide a new medium for people to meet, reconnect, find
others with similar interests, network with professionals, share
information, and even find love. Social networking is increas-
ingly interwoven inte today’s social and business world. When
one peruses social networking sites, universities, Fortune 500
compauies, advocacy groups, and even charches can be found.
Facebook has more than 500 million active users, half of whom
access their account daily (Statistics, Facebook.com, 2010). Te
track the growth of social networking use in the United States,
the Pew Research Center has collected yearly data since 2005.
The meost recent data on more than 2000 individuals over the
age of 18 revealed that the percent of adults who participated in
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social networking vose from 61% in 2010 to 65% in 2011, with
43% accessing their account daily (Madden & Zickuhr, 2011).
The majority of users are females between the ages of 18 and
29, Although membership for the 18- to 29.year-olds has re-
mained relatively stcady, between 83% and 86%, it is increas-
ing for older individuals (Madden & Zickuhr, 2011}). For ex-
ample, online membership rose from 61% in 2010 to 70% in
2011 for 50 to 64-year-olds and from 26% to 33% for those
older than 635. That online membership is becoming a cultural
norm rather than an exception underscores the importance of
research related to this new medinm.

Mental health professionals are no exception to the trend of
social networking use. Studying student members of Divisions
29 (Psychotherapy) and 42 (Psychologists in Independent Prac-
tice) of the American Psychological Association (APA), Le-
havot, Barnett, and Powers (2010) found that 81% had a social
networking site. Focusing on counseling, clinical, and school
psychology graduate students, DiLillo and Gale (201 1) reported
that 71.8% of the 854 students had a social networking site,
Another study of 695 mental health students and professionals
found that 77% reported maintaining a social networking page
(Taylor, McMinn, Bufford, & Chang, 2010). Of the 528 who
were under the age of 30, 85% participated in social network-
ing; however, ne one over the age of 54 did. A survey of APA
Council of Representatives and division presidents conducted
by McMinn, Hathaway, Woods, and Snew (2009} also revealed
that no one over the age of 54 maintained a social networking
site. It is evident that younger mental health professionals are
the active members of social networking sites. Additionaliy,
social networking is relatively new and may not be an area in
which students and new professionals can turn to their super-
visors or university faculty for advice.
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Aithough the APA Ethical Principles (2010) does not specifi-
cally address standards for sociai networking sites, it does assert
that the “application of an Ethicai Standard may vary depending on
the context” {(p. 1} and that “The fact that a given conduct is not
specifically addressed by an Ethical Standard does not mean that it
is necessarily either ethical or unethical” {p. 1). Taylor et al. {2010)
found a slight negative correlation between age and favoring APA
involvement in providing set standards, with younger participants
more likely to favor APA invelvement.

Any hesitancy, however, related to developing ethical guide-
lines for social networking may be coming to an end. APA ethics
director Stephen Behnke stated “with a very high degree of con-
fidence that when APA does draft the next code, the drafters will
be very mindful of many issues being raised by social media”
(Martin, 2010, p. 32). The widespread use of social networking is
also cited as a catalyst for revision of the American Counseling
Association {ACA, 2005) Code of Ethics (Rollins, 2011}, The
concern of the APA and ACA highlights the need to study pro-
fessional behaviors related to social networking, particularty be-
haviors that might be unethical,

Social networking creates many complex ethical dilemmas,
particufarly those related to privacy, confidentiality, and informed
consent, which often do not have clear-cut answers. It is critical
that psychologists and counselors have an understanding of ethical
concepts and subsequent boundaries and transfer this understand-
ing to their professional online behaviors.

Privacy refers to the clients’ right to decide how much of their
behaviors, thoughts, and feelings they share with others (Koocher
& Keith-Spiegel, 2008). APA (2010) Principie E states, psychol-
ogists should “respect the dignity and worth of all people, and the
rights of individuals to privacy, confidentiality, and self-
determination.” Mental health professionals respect the client’s
choice to disclose information and do not engage in activities that
bias their work. For example, learning about a facet of the client’s
identity through a social networking site without processing this
new information with the client could iniroduce bias into the
therapeutic relationship, compromise the client's fundamental
right to privacy, and place the counselor in a position of knowing
something the client has not directly shared.

Some have argued that certain instances may warrant examina-
tion of a client’s social networking page (DiLillo & Gale, 2011,
Martin, 2010), For example, viewing a social networking page of
a suicidal client who has missed recent sessions may provide some
ingight into the client’s whereabouts and state of mind. Information
obtained, however, could be inaccurate or be out of context. For
example, if a client was being treated for severe alcohol depen-
dence, pictures of him/her “partying” could cause the therapist to
be alarmed. The clinician’s interpretation could change drastically
if it was revealed that the pictures were taken years ago. Behnke
{(2008) warned that, “There is a “slippery slope” to seeking and
relying on such information that risks turning psychologists into
private investigators”™ (p. 73).

Despite ethical guidelines, confidentiality creates some of the
most challenging and confusing ethical dilemmas (Koocher &
Keith-Spiegel, 2008). Social networking adds a unigue layer to the
already compiex construct; the public or private nature of infor-
mation posted online is ambiguous. The APA (2010) Ethical
Principles state “Psychologists have a primary obligation and take
reasonable precautions to protect confidential information ob-

taired through or stored in any medinm” (p. 7). It could be argued
that social networking is a new mediem through which mental
health professionals can obtain information and that the standards
for confidentiality still apply.

The importance of clients being informed consumers of thera-
peutic services is captured in the ethical standards involving in-
formed consent. The APA (2010) emphasizes that informed con-
sent should be readdressed as new circumstances warrant.
Somberg, Stone, and Claibern (1993) examined a variety of con-
texts in which informed consent should be obtained {e.g., limits of
confidentiality, potential risks of therapy) and reasons for not
obtaining this consent. Some of the most common reasons in-
cluded the belief that the issue was not relevant or necessary and
that the risk of not obtaining consent was perceived as being low
or none. This highlights the role of the clinician’s own personal
attribution of importance plays in the informed consent process.
The reason for online searches (¢.g., verification of information,
treatment planning), therefore, may predict whether the clinician
obtains informed consent.

Despite ethical risks, between 27% and 97.8% of student
psychotherapists report seeking client information through the
Internet (DiLillo & Gale, 2011; Lehavot et al., 2010}. Factors
that predict these searches are unclear. A positive correlation
between trainge year in program and acceptability of searching
for client information using a secarch engine was noted in one
study (DiLillo & Gale, 2011). Explanations of this finding were
not provided by the researchers. Could the finding be the result
of the passage of time or the result of a third variable such as
increased exposure to clients? Another factor that likely con-
tributes to online client searches is years of social networking
experience. Individuals who have been members of social net-
working sites for many years may be more familiar with how to
navigate these websites and feel more comfortable conducting a
search through this medium.

Few studies have examined online disclosures, particularty
disclosures related to clients. Frye and Dornish (2010) found
that experience with social networking communication tools
was related to increased comfort in self-disclosing, regardless
of the perceived level of privacy, and speculated that the link
between privacy concerns and online disclosure may be atirib-
uted to individuals” perceived level of knowledge stuwrounding
privacy settings and the belief that others would be vnlikely to
intercept the communication. In contrast, Zur, Williams, Le-
havot, and Knapp (2009) argued that young professionals have
grown up with the Internet and personal disclosures on this
medium have become ingrained as a part of life. They warned
that students might need support in examining their disclosures
from a clinical perspective, Instruction on ethical standards may
vary by program type (school, counseling, clinical) and by
individual institation. For example, some programs require a
formal ethics class while others have ethics embedded into their
coursework and practicurn classes. Interest and expertise in
ethics, as reflected by major areas of research interest alsc
varies by program, with 18% of counseling psychology pro-
grams and 6% of clinical psychology programs citing profes-
sional ethics as a focal area (Norcross, Savette, Mayne, Karg, &
Turkson, 1998). Pope and Vetter (1992) studied a random
sampie of current APA members and found that confidentiality
was the most frequently encountered ethical dilemma (18%).
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Similarly, Datlor and Jacobs (2011) conducted a survey of
practitioner members of the National Association of School
Psychologists and found that 33% had witnessed an ethical
transgression regarding confidentiality. This suggests that is-
sues surrounding confidentiality may pose additional compli-
cations for school psychologists compared with those in coun-
seling or clinical psychelogy programs. This may be attributed
to the complexities of disclosure (e.g., balancing student con-
fidentiality with parental rights) within a school seiting. Issues
surrounding confidentiality and disclosure are also cited as the
most common and challenging ethical concerns among coun-
selors in a school setting (Bodenhorn, 2006). Although these
behaviors are obsetved in person, they may also transfer to the
online environment. It is important to note that individuals who
share information about their clients (evertly or covertly) online
may also be at greater risk of violating other professional
boundaries. However, individuals with better ethical decision-
making may be less likely to engage in unethical behaviors
despite program affiliation/training.

Although sharing personally identifying information about a
client without the client’s consent is a clear violation of APA
{2010} Ethical Principles, other disclosures may not be as
clear-cut. For example, would it be acceptable to casually
express displeasure online by stating that an unnamed client
missed an appointment? Issues surrounding disclosures have
already caused lawsuits in the field of medicine. A recent court
case, Doe v, Green, involved a paramedic who disclosed details
on a social networking site that he thought did not overtly
identify (e.g., name} the victim of a rape (Clark, 2010). Al-
though Green’s intentions may have been to warn other poten-
tial victims, he provided information on his Web site that the
survivor thought was identifiable and that resulted in a lawsuit.
Such risk exists for all professionals who have an ethical and
legal obligation surrounding client confidentiality. It is impor-
tant to increase awareness of the possible damage that can be
caused by a metaphorical slip of the finger. Even with adequate
consent, Koocher and Keith-Spiegel (2008) recommended that
professional caution be used before sharing any information
through a news outlet and identified "inadequate anticipation”
of consequences as one of the “risky conditions” that can lead
to ethical dilemmas (p. 16). Thus, it is important that potential
ethical dilemmas related to social networking sites are ad-
dressed in gradvate training and current professional behaviors
and beliefs surrounding social networking participation are
explored.

The current study examined the online practices of counsel-
ing and psychology graduate students and generated hierarchi-
cal regression models for online client searches, best practices
in informed consent, and disclosure, Two specific hypotheses
were addressed: (1) Lower scores on ethical decision-making,
greater experience with social networking, more perceived
knowledge of privacy settings, enroliment in a school psychol-
ogy or school counseling program, and the interaction of ethical
decision making and program type will be related to more
disclosure of client information on social networking; and (2)
Credits, direct client hours, and vears of social networking
experience will be positively related to online searches of client
information. Additionally, one exploratory analysis was con-

ducted to examine whether reason for online search would
predict obtaining informed consent.

Method

Participants and Procedures

After Institutional Review Board approval was obtained, grad-
nate students in counseling and in psychology programs were
recruited by sending emails to liaisons of Council of Counseling
and Related Educational Programs (CACREP) programs and to
Directors of Clinical Training (DCT) for psychology programs.
Interested students were directed to the Survey Gizmo Web site
where they gave consent to participate before completing the
survey. Approximately 77.5% of those who opened the survey
completed it. As incentive for completing the questionnaire, par-
ticipants were offered the opportunity to win one of four $20 Visa
gift cards. G"Analyses indicated that a sample size of at least 85
was needed to achieve statistical significance with an alpha of .05,
a power level of .80, and a .15 effect size.

The 315 graduate students (264 females; 49 males; 2 not iden-
tified) who completed the survey resided in 35 states and had an
average age of 28.4 years (§D = 6.21). Most identified as Cau-
casian/Euro American (n = 248; 78.5%), with 20 (6.3%) identi-
fying as Asian/Pacific Islander, 17 (5.4%) as Black/African Amer-
ican, 18 (5.7%) as Hispanic/Latino/a, 2 (.6%) as Native American/
Alaska Native, and 11 (3.4.%) as Other/Multi-Racial. Over half
(57.4%) were enrolled in a doctoral program. Programs surveyed
included counseling (n = 95; 30.2%), counseling psychology (n =
76; 24.1%), clinical psychology masters programs (# = 11; 3.5%),
school counseling (r = 28; 8.9%), school psychology (n = 39;
18.7%), and clinical psychology doctoral programs (n = 46;
14.6%).

Cnly 19 {(6%) did not belong to a social networking site. Of the
297 who did, 292 (98.6%) had social networking pages on Face-
book, 96 (32.8%) on LinkedIn, 91 (30.6%) on YouTube, 87
(29.3%) on Google+, 76 (25.5%) on Twitter, 25 (8.4%) on My-
space, 20 (6.7%) on Yelp, and 32 (10.8%) on other social net-
working sites. On average, students had 2.43 (8D = 1.5) social
network memberships and had maintained their networking page
for 5.8 years (SD = 2.0). More than two thirds (79.7%) accessed
at least one of their accounis daily, although the vast majority
(92.9%) had accessed at least one of their accounts by the end of
the week.

Measures

Multiple ontcomie variables were assessed. These included on-
line client searches, informed consent, online disclosures, ethical
decision making, and privacy knowledge.

Online client searches. Frequency of online client searches
was measured by two items: I have conducted a Google Search
to find out or verify information about my client” and *T have
conducted a social networking search to find out or verify
information about my client.” Each item was responded to on a
6-point Likert-type scale, with anchors ranging from Never {1)
to Verv Frequently (6), Responses were summed to form a total
score that could range from 2 to 12, with higher scores indi-
cating greater frequency of client online searches. For the study
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sample, the coefficient alpha was .73 and scale mean was 2.86
(SD = 1.57).

Informed consent. Five iterms, derived from the APA (2010)
and ACA (2005) ethical standards to assess best practices in
informed consent and identified by Somberg st al. (1993) as
important elements of informed consent (i.e., limits of confiden-
tiality, potential risks of therapy, length of treatment, possible
procedures used, and alternatives to therapy), were used to mea-
sure Informed Consent, Each item was rated on a scale from 1
(Never) to 6 (Very Frequently). Sample items include the follow-
ing: “1 obtained informed consent from my clients before conduct-
ing an online search {e.g., Social networking, Google)” and “1
discussed with my client the benefits and drawbacks of conducting
an online search about them.” Responses were summed to form a
total score, with higher scores indicating more use of informed
consent practices. Total scores could range from 5 to 30. For the
current sample, the scale mean was 7.23 (5D = 5.33), and the
coefficient alpha was .93.

Ouline disclosures. The extent to which participants dis-
closed client information online was assessed by eight items rated
on a 6-point Likert-type scale (1 = Neverto 6 = Very F¥ requently).
Sample items inciude the following: “T have expressed positive
thoughts/feelings (e.g., happiness, optimism, hopefulness, etc.}
online about a client but did not provide information that I believe
could readily identify the client”; "I have posted an update online
that indirectly referenced negative thoughts/feelings (e.g., disap-
pointment, frustration, sadness, etc.) T was having about a client”;
and “I would warn my online friends about a client who is
dangerous.” Total scores, which could range from 8 to 48, were
calculated by summing responses across the items.

Higher scores reflect more disclosure. For the current sample,
the scale mean was 9.81 (SD = 3.68), and the coefficient alpha
was .84,

Ethical decision-making, The ethical decision-making sub-
scale of Kendall et al. (2011) Boundaries in Practice measure,
which includes 10 scenarios to assess ethical decision-making, was
used. A sample scenario was “You have been under a ot of
personal stress and the client asks you what is wrong. You find
yourself telling the client about your problems.” For each scenario
the participant was asked, “How ethical is this decision?” Deci-
sions were rated on a 4-point Likert-type scale, with anchors
ranging from Never Eihical (4) to Always Ethical (1). In addition,
another item, “You begin therapy with a client and you find that
you are aftracted to each other” was presented for the sexual
attraction scenario. This resulted in an l-item scale with re-
sponses sammed across items. Scores could range from 11 to 44.
Higher total scores reflect belief that scenarios were not ethical and
indicate good-decision making. Kendall st al. (2011) established
content and face validity through use of expert panel ratings. They
reported a coefficient alpha of .86, For the current study, the
coefficient alpha was .75, and the scale mean was 38.87 (5D =
2.99).

Privacy knowledge. Four items assessed perceived knowl-
edge of privacy settings. These items included: “I feel confident
about my knowledge of privacy setiings on my social networking
sites™ “T am aware of what information is viewable by the public
(i.e., nonfriends) on my social networking site”; “There may be

- information on my social networking page that can be viewed by

the public that I did not intend to be publicly viewable”; and “T do

not know what informaiion the public can view on my social
networking site.” Items were responded to on a 6-point Likert-type
scale, with anchors ranging from Strongly Disagree (1) to Strongly
Agree {6). After reverse coding the last two items, responses were
summed to form a total score, which could range from 3 to 24.
Higher total scores indicated more reported knowledge of privacy
settings. For the current study, the Coefficient alpha was 81, and
the scale mean was 17.90 (SD = 3.78).

Resuits

Descriptive Analyses

Before analyzing the research hypotheses, descriptive sumima-
ries were calculated for online behaviors. Of the 226 participants
who endorsed having clinical experience, 73 {33.2%) had used the
Tnternet to find out information about a client, with 44 {19.5%)
using social networking Web sites (e.g.. Facebook) to obtain
information and 66 (29.2%) using a search engines (e.g., Google)
to obtain information, Of those who conducted an online search,
16 (21.3%) did so occasionally to very frequently. Of those who
conduciad a social network search, 11 (25%) did so occasionally to
very frequently. It is important to note that participants with
clinical experience who conducted these searches on more than a
periodic basis reflected less than 1% of the sample. Of the 75
participants who indicated that they had condncted an online client
search, 74 provided information regarding their informed consent
practices. The majority, 62 (83.8%), reported that they did not
discuss how they would handle information that required a breach
of confidentiality with the client, 62 (83.8%) reported never ob-
taining informed consent prior to online ¢lient search, and 64
(86.5%) indicated that they did not document the online search in
the client’s file.

Participants’ responses to the disclosure items were analyzed for
the 226 graduate students who had clinical experience. Two par-
ticipants did not respond to every question. Twenty (8.9%) of the
participants endorsed expressing positive thoughts/feelings online
about something a client said in session in comparison to 12
(5.3%) who endorsed expressing negative thoughts/feelings online
about something a client said in session. Forty-one (18.2%) en-
dorsed posting an update online that indirectly referenced positive
thoughts/feclings (e.g., happiness, optimism, hopefulness, etc.)
they were having about a client.

Hypothesis Testing

Missing data exceeded 5% (n = 14) for the online client search
prediction model (H2); thus multiple impuiation was used to
account for missing data. All variables in the analysis and auxiliary
variables that correlated to variables that were missing were in-
cluded in the imputation model. Missing data were less than 5%
for the disclosure (H1) prediction model and for the informed
consent exploratory analysis. The missing value analyses did not
reveal patterns for missingness; thus, these cases were not in-
ciuded. Because the dependent measures were positively skewed
and displayed high levels of kurtosis, the plots of the observed and
predicted residuals were examined for each analysis. To reduce
heteroscedasticity and non-normality in residual distributions, the
dependent variables were transformed using a log transformation.
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This improved the distribution of the residuals and linearization of
the relationships. Because online use differs across age and gender,
the first and second hypotheses controlled for these variables by
adding them into the first level of the analyses. Program type {e.g.,
school psychology, counseling psychology) was controlled for in
the second hypothesis and the exploratory analysis to rule out
possible confounds. Masters students in clinical psychology pro-
grams were collapsed into one group with doctoral clinical psy-
chology programs becaunse separating them had no predictive value
and provided little information becanse of low sample size (r =
11).

Results from the analysis for discliosure of client information
online (H1} are summarized in Table |. The demographics level
(age, sex, program) was significantly related to online discio-
sure, F(6, 212) = 3,12, p = .006, The individuai differences
level (ethical decision making, years of social networking ex-
perience, and knowledge of privacy settings) accounted for
significant additional variance, F(9, 209) = 4.84, p < .001. The
full model that included the interaction of program and ethical
decision-making was explored in the third level to test for a
moderator effect, which was significant, F(£3, 205} = 4.53, p <
001. Disclosure of client information was related to lower
scores on ethical decision-making, ¢ = —2.10, p = .037. En-
rollment in a school psychology program as opposed to a

“clinical or counseling program was positively related to disclo-

sure of client information, ¢ = 2.87, p = .004. However, status
in a school psychology program was moderated by ethical
decision-making, t = —2.67, p = .008. In other words, although
participants in school psychology group had highest scores
overall on disclosure items, they had lower levels of disclosure
when ethical decision-making scores were high in comparison
with the clinical and counseling groups.

Resnlts from the analysis for online search of client information
{H2) are summarized in Table 2. Possible confounding from age,
sex, and program type was controlled in the demographics level.
The individual differences level {credits, years of social network-
ing experience, and direct client hours) was a significant predictor
of online client searches, F{(9, 216) = 2.52, p < .001. Online client
searches were positively related to years of social networking, t =
2.64, p = 008 and to credit hours, + = 3.01, p = .003. In other
words, years of social networking experience and longer presence
in a graduate program were related to increased searching for
client information.

Exploratory Analysis

The results from the analysis for obtaining informed consent before
an enline search are summarized in Table 3. Possible confounding

Table 1
Hierarchical Mulriple Regression for Disclosure of Client Information Online (n = 219}
Model R? AR? B SE, p s
1. Demographics 082
Age —001 001 275 -7
Sex — 004 021 862 —.01
Program, —.026 (021 .233 —.08
Program, —013 030 664 —.03
Program 041 022 063 12
Program, —.048" 024 047 —.14
2. Individual differences 1730 0627
Ethics, -010* .0o2 <001 —.29
Years SNW 006 004 142 10
Privacy knowledge <001 002 790 02
3. Full model with
interactions 223 049"
Age -.00% £01 - 364 06
Sex -.002 020 815 01
Program, 064 116 581 03
Program, 204 235 211 .08
Prograni, 309™ 107 004 18
Program, 029 152 .847 0t
Ethics, —.006* 003 .037 —.13
Years SNW 006 004 .160 .09
Privacy knowledge <001 002 770 02
Program, X Ethics, —.006 008 407 —.05
Program, X Ethics, —.020 015 134 —.08
Program, X Ethics, —.019* 007 .008 -.17
Program, X Bthics, —~006 010 577 -.03

Note. Dummy coding was used for Sex in which male is coded 1 and female is ceded C. The notation Program,
refers to the dummy code for program type in which counseling psychology is coded “1” and all other groups
are coded “0.” The notation Program,, refers to the dummy code for program type in which School Counseling
is coded “1” and all other groups are coded “0.” The notation Program, refers to the dummy code for program
type in which School Psychology is coded “1” and sl other groups are coded “0." The notatdon Program, refers
to the dummy code for program type in which Clinical Psychology is coded 17 and all other groups are coded
“0." The notation Ethics, refers to ethical decision-making. The notation SNW refers te social networking.

Independent measures are centered,
*p<l 05 Yp< 01 "p < 001
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Table 2
Hierarchical Multiple Regression for Online Search of Client Information (n = 226}
Model R AR? B SEq P srt
1. Demographics 018
Age <001 0oz 948 <.01
Sex 049 033 135 10
Program, —.025 034 A67 —.05
Program, —.016 048 742 -.02
Program, 025 038 A72 05
Program, —.009 038 .806 =02
2. Full mode! with individual
. differences oo™ L0777
Age 001 002 490 .05
Sex 057 032 078 12
Program, —.065 033 062 -.12
Program,, —.023 047 628 -03
Program;, —-.0l5 037 679 —.03
Program, =030 .038 424 —.03
Credits —.002* <<.00) 003 20
Direct client hours <001 <.001 276 -.07
Years SNW 014 .005 008 17

Note, Dummy coding was used for Sex in which male is coded | and female is coded 0. The notation Program,
refers to the dummy code for program type in which counseling psychology is coded “i” and all other groups
are coded “0.” The notation Program,, refers to the dummy code for program type in which School Counseling
i3 coded “1” and all other groups are coded “0.” The rotation Program, refers to the dummy cede for program
type in which School Psychology is coded “1” and all other groups are coded “0.” The notation Program, refers
to the dummy code for program type in which Clinical Psychology is coded “1” and all other groups are coded
“0.” The notation SNW refers to social networking,

"p< 05 Mp< .0l "p< .00l

from program type was controlied in the demographics level. Because was the most common reason for conducting an online search about
the hypothesis was nondirectional, the alpba was set at .025. The a client and was used as the reference group. Endorsements of
individual differences level (reason for search) approached signifi- therapeutic concem about client welfare, + = 2.04, p = .045, and

cance for online client searches F(8, 63) = 230, p = .031. Curiosity gathering information for intervention, ¢ = 346, p = 001, were

Table 3
Hierarchical Multiple Regression for Informed Consent (n = 74)
Model R? AR? B SEg P 5
1. Demographics 047
Program, —.115 068 094 =20
Program., —.081 114 A79 —.08
Program, —.025 067 706 .04
Program, —.062 073 407 -.10
2. Full model with individual
differences 2207 174
Program, -.112 063 089 ~-.19
Program, -.087 107 420 —.09
Program, —.044 063 A88 -.08
Program, —.027 071 707 —.04
Reason; Therapeutic
concern 141" 069 043 22
Reason., Information for
intervention 248" 072 004 .38
Reason, Verify what client
told me 111 0358 061 21
Reason, Other 0i4 093 883 .02

Note. The notation Program, refers to the dummy code for programa type in which counseling psychelogy is
coded “1” and all other groups are coded “0.” The notation Program, refers to the dummy code for program type
in which School Counseling is coded “1” and all other groups are coded “0.” The notation Program; refers to
the dummy code for program type in which School Psychelogy is coded “1” and all other groups are coded “G.”
The notation Program, refers to the dummy code for program type in which Clinical Psychology is coded “17
and all other groups are coded “0.” The notation Reasony refers to the dummy code for reason for search (e.g.,
therapeutic cencern for client welfare) is coded “1” and all other groups are coded “0.”

“p< 5 p< Ol
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related to obtaining informed consent. Verifying what the client said
and reasons endorsed as “other” were not significant predictors of
obtaining informed consent.

Discussion

The Internet has made information increasingly easier to obtain.
In response to an inquiry, search engines such as Google can
generate thousands of results within seconds, This ease may well
account for the fact that a third of the study sample who had
clinical experience sought client information online. This finding
is consistent with Lehavot et al.’s (2010) findings that approxi-
mately a fourth of student psychotherapists seek out client infor-
mation online.

The current smdy explored possible correlates to online searches
of client information, including number of credit hours, direct
client hours, number of chients seen, and years of social network-
ing experience. Credits and years of social networking were sig-
nificantly related to online client searches. DiLille and Gale (2011)
reported a positive partiai correlation between year in program and
endorsement of obtaining information using a search engine and
social networking website. The current study had a similar finding.
Credit hours, a measure of progress in ones’ program, was posi-
tively related to online client searches. A possible reason for this
finding could be that the more advanced individuals are in their
graduate program the greater likelihood that they will have en-
gaged in online client searches. Interestingly, although credit hours
was correlated to online searches, direct client hours was not. This
suggests that clinical experience does not appear to have a signif-
icant relationship to ounline searches of client information. How-
ever, the sample consisted of graduate students and the range of
variability in direct client hours was likely limited compared to
those in clinical practice. Of those students with supervised clinical
experience, most had completed or were currently enrolled in only
one clinical experience {(e.g., practicam), which limits the time-
frame to only one or two semesters.

Years of social networling experience was also positively re-
lated to online client searches. Perhaps familiarity or a comfort
with technological mediums is related to a greater likelihood of
utilizing these mediums in clinical practice. Although online client
searches are not inherently unethical, it is important that counsel-
ing and psychology graduate students evaluate how any search for
client information affects their client’s right to privacy and ensure
client informed consent.

Of the participants who conducted an online client search, more
than 80% indicated that they rever obtained client consent, did not
document the search in the client’s file, did not consider the
possibility of having to breach confidentiality, and never discussed
the benefits and drawbacks of the search with their client. Both the
APA (2010} and the ACA (2005) conceptualize informed consent
as a fluid rather than static element that should be readdressed as
new circumstances warrant. The finding related to obtaining in-
formed consent and documenting this consent is alarming in that it
suggests potential ethical violations are occurring.

When reasons for online searches of clients were examined,
curiosity was the most endorsed reason, Conducting an online
client search to satisfy personal curiosity could be considered
unethical because it violates clients’ fundamental right to privacy.
Not surprisingly, conducting an online search of client information

for an intervention or out of therapeutic concern was positively
related to obtaining informed consent, further underscoring the
importance of examining purpose of mental health professionals’
online searches. The second most reported reason was to verify
what the client said in session. This could indicate a lack of trust
in the client’s truthfulness ot ability to convey information accu-
rately. Additionally, if informed consent was not obtained before
the search and a discrepancy was found in client's in-session
reports and information obtained online, potential damage to the
therapeutic alliance could result.

Some have argued that information online is public; therefore,
clients cannot expect their online behaviors to be private. Whether
or not the client has an expectation of privacy, the intentionality of
the clinician needs to be considered. Although it would be con-
sidered reasonable to discuss a chance in-person encounter in
therapy where the client was observed doing behaviors related to
their treatment (e.g., see client who is being treated for substance
abuse at a bar drinking), it would generally be considered unethical
to observe clienis without their knowledge and consent. This also
holds true for the online environment. Even though mental health
professionals may unintentionally encounter information about
their clients online (e.g., client is featured in a prominently dis-
played online news article), purposefully searching out informa-
tion without client consent could be considered a violation of a
chient’s rights.

There were significant differences among participants who com-
pleted their clinicai experience in a school psychology program
and those in clinical or counseling programs, with those in school
psychology programs endorsing higher levels of disclosure of
client information. This difference may be related to differences in
norms for clinical sites. For example, school psychologists may be
part of a school’s multidisciplinary team (i.e., member of a group
for child’s individualized education plan) and be respensible for
conveying test results to parents and appropriate school personnel.
Level of interaction and interconnectedness among personrel in a
school setting versus a community clinic or hospital may influence
perceptions of acceptability of disclosure, Furthermore, school
psychologists are working with minors on behalf of the school;
therefore, they are expected to share information with relevant
school personnel as well as with parents. It is possible that this
results in having more lax boundaties with respect to sharing client
information, both in person and online. The moderating role of
ethical decision-making in school psychology programs suggests
that additional training in ethics might improve inappropriate
disclosure levels,

As predicted, lower scores en the ethical decision-making scale
correlated with higher levels of disclosure. Although some of the
questions in the ethical boundaries scale were blatantly unethical
{c.g., planning a relationship with a current client), others involved
scenarios that were not as clear-cut (e.g., coming back after your
shift is over to check on a client who recently shared distressing
information in session). Individuals who rated the ethically ques-
tionable in-person scenarios as unethical were also more likely to
rate online disclosures of client information under a variety of
circumstances as unethical. This suggests that participants who
drew a firm line (1.c., endorsed never ethical) for the hypothetical
in-person scenarios may be more likely to transfer this stringent
practice to their online behaviors. These are sell-reporied behav-
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iors and beliefs, however, and may not be accurate reflections of
participants’ actual online behaviors.

Limitations of the Present Study

Several limitations need to be noted, including the following:
method of survey administration; scale construction; observed
effect sizes; and use of a graduate student sample. Although it has
become increasingly common to administer surveys online, there
is inherent bias in deing so. To complete the survey, the participant
had to have a basic Familiarity with navigating the Internet, which
may have introduced bias given that this study was about social
networking use on the Internet. Additionally, the use of survey
methods and self-report data can be subject to under reporting as
a result of social desirability. It is also impottant to note that with
the exception of the boundaries in practice scale, the senior re-
searcher created measures for online behavior. Although the co-
efficient alphas indicated adequate internal consistencies for the
measures, the construct validity could be strengthened by use of
expert raters and having an external sample of practitioners rather
than onty students. Observed effect sizes were also a limitation.
The models accounted for 10% of the variance (for online search
of client information) to 22% of the variance (for online disclosure
of client information) snggesting that other important variables are
still unaccounted for and should be explored in future research.
Finally, because the sample consisted of graduate students, results
cannot be generalized to professionals in clinical practice.

Conclusions

In light of the findings of this study, it is clear that mental health
graduate students are engaging in activities that are ethically
questionable {¢.g., conducting an online search withot informed
consent). OFf the 315 participants, more than half reported that they
did not believe that their graduate program adequately addressed
professional social networking guidelines, and slightly less than
half did not believe their professional organization adequately
addressed professional social networking gnidelines. It is clear that
many graduate stadents are looking for guidance on how to nav-
igate ethical dilemmas created by social networking.

Surprisingly, of those who indicated searching for clients online
or disclosing client information, a quarter reported that they never
discussed social networking use that related to their clinical work
with their clinical supervisor. To minimize or avoid ethical and
legal infractions regarding online behaviors, mental health gradu-
ate students should seek professional consultation from clinical
supervisors, keep careful documentation, and thoughtfully con-
sider alternatives. Results of this study indicate that mental health
graduate students’ use of social networking in their clinical work
warrants further attention from professional organizations and
training programs. Discussing technology use in clinical practice
and encouraging critical thinking regarding ethically questionable
behaviors may reduce potential harm to clients and maintain
the publics’ trust in the confidential and nonmaleficent nature of
the mental health professional-client relationship. Ethical training
could be potentially augmented by including scenarios that encour-
age the application of the ethical code in cases that are less clearly
defined legally or by respective ethical standards {e.g., APA, 2010)
as “right” or “wrong.”

Even though participants may not believe that the information
they share online could reveal client identity, it is difficult to
distinguish what degree of disclosure wouid cross the boundary as
identifiable. As previously noted, malpractice suits have been
brought against members of the medical field for releasing infor-
mation that the patient felt could identify them. Furthermore, it is
becoming increasingly common for clients to conduct an online
search of their mental health professional. Lehavot et al. {2010)
found that the majority (70%) of mental health trainees seeing
clients were informed by a client thai he or she had obtained
information about the trainee through the Internet. Imagine the
potential damage a therapeutic alliance could suffer if a client
found information posted online by their clinician that they be-
lieved referenced him/her. Any level of disclosure, even disclosure
that the professional does not think is identifiable, runs the risk of
violating ethical boundaries. Graduate students need to examine
what purpose an online disclosure is serving and whether there is
a potential to cause harm to the client. Professional organizations
and graduate programs need to address the question of what, if
any, client information is acceptable to disclose online.

The responsibility for information that is indirectly obtained
through social networking is ambiguous, which underscores the
importance of openly discussing with the client the intended ther-
apeutic use of social networking. If viewing a client’s social
neeworking page is deemed appropriate by both clinician and
client, it is important that mental health professionals are familiar
with the state laws regarding when to breach confidentiality.
Additionally, the rationale for the search, the potential benefits and
anticipatcﬂ consequences, and discussions with the client need to
be documented carefully in the client’s file before conducting any
online search. Following these suggested recommendations and
generating open discussion among members of the mental health
field can help reduce or avoid serious ethical infractions,
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Psychologists’ Attitudes and Ethical Concerns Regarding the Use of Social
Networking Web Sites

Laura Taylor, Mark R. McMinn, Rodger K. Bufford, and Kelly B. T. Chang
George Fox University

Most psychologists seek to control self-disclosures they meke to patients, but the Internet’s rapid
development and widespread use over the past decade have introduced new problems for psychologists
trying to avoid inappropriate disclosures. A total of 695 psychology graduate students and psychologists
were surveyed about their curent use of social networking Web sites (SN'WSs), opinions regarding
tegulation of online activities by the American Psychological Association (APA), and interacticns in
clinical work as a result of omline activities. Established psychologists seldom use SNWs and may lack
the experience to provide relevant supervisory guidance. No consensus zbout the need for APA
guidelines emerged. Historically, APA has not issued guidelines in technological areas of rapid change.
Thus, graduate training and continuing education should address the ethics of SNWs.

Keywords: social netwarking, MySpace, Facebook, self-disclosure, Internet

During an intake interview, a male client asks a female psychol-
ogist if she is married. Should the psychologist provide a direct
answer, or would it be better to focus on the client’s feelings and
motives in asking such a question? It would be a much simpler
matter if the client were to ask the psychologist for sexual favors—
the answer to such a question is mo and is clearly mandated by
ethics and practice standards. Similarly, it would be relatively
simple if the client were to ask for a glass of water. The answer
would be yes, supported by human civility, compassion, and
common sense. But the question about a psychologist’s marital
status is not a simple matter. Is this as innocuous as asking for a

LAURA TavLOR received a PsyD in clinical psychology from George Fox
University, Her primary research interests are graduate education in clin-
ical psychotogy and impacts of technology on clinical practice.

Manx R. MCMINN received a PhD in clinical psychology from Vanderbilt
University. He is currently a professor of psychology at George Fox
University. His primary research interests pertain to spiritual and religious
issues in psychotherapy.

Ropcer K. BUFFORD is professor of psychology and former chair in the
Graduate School of Clinical Psychology at George Fox University. He
earned his BA in psycholegy from The King’s College and master’s and
doctoral degrees from the University of Illincis at Urbana—Champaign.
Research interests include spiritual well-being, spiritual maturity, and
spiritual practices; religious/spiritual concerns, interventions, and out-
comes in psychotherapy; assessment of mental health freatment outcomes
in managed care settings; and clinical supervision ethics, process, and
outcomes. A licensed psychologist, he also practices part time at Western
Psychological and Counseling Services in Tigard, OR.

KELLY B. T. CHANG received a PhD in psychology: teaching, learning, and
cognition from the University of Hawai’i at Manoa. She is currently an
assistant professor of psychology at George Fox University. Her primary
research interests include positive psychology, emotional intelligence, di-
versity, and resilience.

CORRESPONDENCE CONCERNING THIS ARTICLE should be addressed to Laura
Taylor, 3240 SW 180th Pl, Beaverton, OR 97006, E-mail: haydonla@
hotmail.com

glass of water, or could it be a precursor to sexual innuendo or
flirtation?

Whereas some professional practice behaviors are simple mat-
ters of adhering to well-defined practice standards, self~disclosure
is a more difficult matter because practice standards are not highly
prescriptive, and because both advantages and disadvantages
abound when it comes to revealing personal informatien to clients.
Not surprisingly, different psychologists come to different conclu-
sions, but virtually all psychologists affirm the importance of being
thoughtful and intentional about how they handle issues of self-
disclosure (Schwartz, 1993).

Professional distatce helps maintain safety for clients. Psychol-
ogists who fail to maintain personal boundaries can emotionally
harm clients. Appropriate boundaries can aid in focusing thera-
peutic work on the issues of clients. Self-disclosures of an intimate
nature by the psychotherapist can be especially damaging when a
strong therapeutic relationship has not been previously established.
There are many instances when self-disclosure is contraindicated,
such as when clients have poor boundaries and when the psycho-
therapist is especially vulnerable to potential boundary violations
becaunse of life circumstances (Goldstein, 1994).

Although there are many possibie problems with psychother-
apist self-disclosure, there are reasons it is used in some clinical
situations when the content of and reasons for the disclosures
are carefully considered (Bridges, 2001). For sxample, disclo-
sures about how a psychotherapist experiences the therapeutic
relationship are sometimes used to help the client see patierns
that may occur in other relationships (Maroda, 1599). Appro-
priate disclosures may help psychotherapists improve therapeu-
tic rapport with clients (Lundeen & Schuldt, 1989 ; Zur, 2009).
These findings should not be used to justify indiscriminate
self-disclosure in psychotherapy. Disclosures of psychothera-
pists’ counteriransference feelings have been found to damage
therapeutic relationships (Myers & Hayes, 2006). Psychother-
apists must be thoughtful and cauticus about the information
they share with clients, as it seems that subtle differences in
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clients and situations may determine whether an action is help-
ful versus harmful to the client.

Zur proposed three different types of self-disclosures in a recent
article: deliberate, unavoidable, and accidental disclosures, Delib-
erate disclosures are made intentionally. Unavoidable disclosures
can be intentional or unintentional. They are disclosures made
through the course of the psychotherapist participating in his or her
normal daily activities. Accidental disclosures often involve un-
planned encounters with clients in public places or other uninten-
tional revelations of information (Zur, 2009).

Although self-disclosure practices vary among psychothera-
pists, all psychologists weigh several factors, or ought to, when
making decisions about self-disclosure. These factors include, but
ate not limited to, theoretical orientation, established research, and
ethical guidelines of practice. The implications for the client of any
self-disclosure made by the psychotherapist must always be con-
gidered to stay within the minimal ethical guidelines of benevo-
lence and nonmalfeasance. Because of the potential consequences
of these decisions, psychologists avoid self-disclosures of 2 hap-
hazard or unintentional nature. At the same time, psychotherapists
frequently disclose information to clients without the conscious
intention to do so (Bridges, 2001; Ehrenberg, 1995). Information
can be disclosed through the décor in psychologists” offices, their
styles of dress, the holidays they observe, their physical appear-
ance, and many other subtle characteristics (Wilkinson & Gabbard,
1993). These are relatively innocuous examples, but unintentional
disclosures can cause problems in psychotherapy if the disclosure
involves something inapproptiate according to professional bound-
aries, if it interferes with the treatment process, or if it damages the
client’s view of the psychotherapist as a competent and trustwor-
thy individual.

The American Psychological Association’s (APA} “Ethical
Principles of Psychelogists and Cods of Conduct” does not speak
directly to self-disclosure. It does advise against multiple relation-
ships with clients that could result in exploitation or harm to the
client (APA, 2002, Section 3.05). Contact with clients via the
Internet, whether intentional or not, can change the nature of a
client-psychotherapist relationship. It is casy for a client to begin
to view the psychotherapist as a friend rather than a hired profes-
sional or expert once the client has knowledge of the psychother-
apist’s personal life. Koocher and Keith-Spiegel (1998) stated,
“Careful consideration should be given prior to softening a strictly
professional relationship” (p. 173}, It is difficult to establish firm
ethical standards around self-disclosure because different types of
gelf-disclosure have different implications for the psychotherapy
relationship (Hill & Knox, 2001; Peterson, 2002). Most psychol-
ogists agree that disclosures about current stressors, personal fan-
tasies or dreams, and sexual or financial circumsiances are almost
never considered to be ethical or helpful (Gutheil & Gabbard,
1993). Information disclosed about a psychotherapist’s family,
hobbies, life strugg]es, political opinions, and other topics might be
perfectly appropriate if shared with friends, but this kind of infor-
mation can be a cause of conflict and can blur boundaries within
a therapeutic relationship.

Given the rapid technological changes of the past several de-
cades, for today's psychologists, unintentional scif-disclosure is
not limited to the art on one’s office wall. A curious client may
conduct an Internet search to discover any available information
about a particular psychologist’'s life. Self-disclosures that take

place over the Internet could alse be seen as what cthics experts
sometimes describe as “small-world hazards” (Campbeil & Gor-
don, 1993) or “everyday life hazards” (Zur, 2009), These disclo-
sures are thought to be largely unavoidable and should be dealt
with in a direct manner as soon as they are recognized. But when
small-world hazards involve the very large world of the Internet, it
is often difficult to know that any disclosure has been made;
therefore, it is difficult to deal with the disclosure in a direct
MHaBer.

Many psychotherapists maintain Web sites describing their pro-
fessional activities and services. Other psychologists are featured
on the Web sites of organizations for which they are employed.
Some psychotherapists allow clients to contact them via e-mail,
and a few are even conducting therapy over the Internet (Rosen &
Weil, 1996). One of the primary ethical concerns regarding use of
e-mail and other online communications in clinical psychology is
privacy and confidentiality for the client (Jerome et al, 2000).
Clients may believe that the Internet is secure or that their e-mails
are confidential and private when this is not always the case.
Becayuse of these risks to confidentiality, informed consent before
a client participates in such activities becomes extremely impor-
tant.

Numerous different social networking Web sites (SNWs) have
become popular for entertainment and communication in recent
years. Popular sites include MySpace, Flickr, YouTube, Facebook,
Second Life, Classmates.com, Friendster, Twitter, and Yahoo!
360. A personal Web page on one of these sites can contain a wide
array of personal information about the subject of the page, in-
cluding names of family members, group and club memberships,
or substance use behaviors. A subscriber can pest almost any
information he or she chooses, and anyone listed as a “friend” can
also post information to somecne’s Web page. This often means
that potentially embarrassing stories, photographs, and information
are posted to the site by someone other than the subject of the page.
Some of the information typically featured on SNWs might be
considered taboo for sharing within therapeutic relationships; how-
ever, clients can freely access the SNWs of anyone they choose
unless the privacy settings prohibit access. Even if privacy settings
do not allow visitors to view a psychologist’s SNW, anyone can
send a “friend request” to the psychologist, asking to be accepted
as a “friend.” If a client were to do this, then the psychologist is left
with a difficult choice of ignoring or rejecting the {Tiend request on
the one hand or accepting the friend request and allowing the client
access to the psychologist’s personal information on the other
hand,

It is not clear how psychologists currently use SNWs, and how
they handle the issues of self-disclosure that naturally arise for
those who subscribe to SNWs. To gain information about psychol-
ogists’ and psychology graduate students’ behaviot, we conducted
a national survey.

Social Networking Survey

Students enrolled in doctoral-level psychology training pro-
grams and currently licensed psychologists were contacted through
e-mail and asked to compiete an online questionnaire. The names
and e-mail addresses of potential participants were obtained
through two different means. First, psychologists’ names were
obtained through the online membership directory of the APA.




This article is intended solely for the persenal use of the individual user and is not to be disseminated broadly.

SOCIAL NETWORKING WEB SITES : 155

Through random selection, 400 APA members’ vames and e-mail
addresses were obtained. Of these 400 e-mail addresses, 358 were
still active or able to receive the message. Second, we contacted
205 training directors and faculty from selected APA-accredited
doctoral programs in clinical and counseling psychology and re-
quested that a link to the survey and an e-mail explaining the study
be forwarded to students. In total, 929 individuals visited the site,
and 695 participants completed the survey. Because of the snow-
ball sampling method used, it is impossible to know the exact
response rate, but the completion rate of 67% was respectable.

Of the 695 participants, 114 (16%) were men and 580 (84%)
were women. One participant declined to report a gender. With
respect to ethnicity, 562 {81%) identified themselves as European
American, 25 (4%) as Latino American, 24 (4%) as African
American, 19 {2%) as Asian American, 18 (2%) as multiracial, 4
(19%) as Native American, 35 (5%) as other, and 8 (1%) did not
teport ethnicity. The mean age of participants was 29 years {(SD =
7.6). The ages of participants ranged from 22 to 79 vears. The
majority of participants (55%) reported their highest degree to be
a master’s degree, 31% a bachelor’s degree, 9% a PhD, 3% a
PsyD, and 2% had earned another degree. Only 63 (9%) partici-
pants were licensed psychologists, indicating that the majority of
the sample (632 or 91%) comprised graduate students. An addi-
tional 36 respondents (5%) possessed a doctoral-level degree in
psychology but were not yet licensed. The limited number of
licensed psychologists included in the study means that findings
cannot be generalized to the larger populations of psychologists or
APA members.

The online questionnaire was developed specifically for the
purposes of this descriptive study, although the format is similar to
ethics questionnaires used in past research on the beliefs and
behaviors of psychologists (e.g., McMinn, Buchanan, Ellens, &
Ryan, 1999; Pope, Tabachnick, & Keith-Spiegel, 1987). 1t featured
i4 questions intended to gather information about patticipants’
current use of SNWs and other online activities, beliefs about
possible regulation of online activities by the APA, and interesting
or difficult encounters participants have had with clients as a result
of online activities. Nine of the 14 guestions were rated on two
separate S-point Likert-type rating scales—one scale based on

Table 1
Behaviors Ovdered by Frequency of Reported Occurrence

whether the respondent engages in this practice (3 = neverto 5 =
very often) and one scale based on whether the respondent believes
the behavior to be ethical (from 1 = unguestionably not to 5 =
unguestionably yes). An additional item asked respendents
whether they maintained a SNW (yes or no) and then asked
respondents to rank the ethics of doing so on the same 5-point
Likert-type scale used for other ethics ratings. For those respon-

- dents who did maintain 2 SNW, they were asked if the page was

set to “private.” Respondents were also asked whether they
thought APA should create ethical standards around the use of
Web resources, rated .on a Likert-type scale ranging from I (def
initely no) 1o 5 {definitely yes). They were alsc asked whether they
had thought about possible ethics and safety ramifications of
SNWs, rated on a Likert-type scale ranging from 1 (not af all) to
5 (a great deal). The survey also featured a short demographics
section and an open-ended question asking respondents to describe
a challenging or interesting interaction with a client regarding
online activities,

The majority of participants (77%} reported maintaining a page
on an SNW. Of those who do have an SNW, most (85%) reported
they were using privacy settings to protect their personal informa-
tion. As expected, there was a significant negative correlation (r =
—A43, p < .01), indicating that younger respondents were more
likely to maintain an SNW than older respondents. Although there
were only 15 respondents over the age of 54 in the sample, none
of them reported that they maintained an SNW. In contrast, 86% of
the 528 respondents under the age of 30 did.

Participants ranked nine behaviors (shown in Table 1) according
to how often they had engaged in the particular behavior. The
behaviors are listed in order from those most frequently engaged in
to those least frequently engaged in by survey participants. A
repeated measures multivariate analysis of variance (MANOVA)
indicated overall differences in the ratings, Wilks’s A(8, 508} =
26, p << .05, Adjacent items were then compared using a profile
analyses with paired sample ¢ tests to determine which items on the
list were rated significanily differently from the items preceding
them. Significant differences were observed for all but one of the
adjacent means. In particular, participants stated that they would
reject or ignore atternpted client contact by SN'Ws {(a rating of 3.4)

Comparison with
previcus item

Item M 5D (3} d

Rejecting or ignoring a client when they aitempt to make contact through a social networking website 34 1.8

Posting photos or video of self on a website for private use 2.9 1.3 54 0.28
Posting photos or video clips of fiiends or family members online 28 13 13" .07
Allowing clents to e-mail you 1.8 1.1 15.8* 0.88
Using phony names or photos when engaging in online activities in order to disguise identity 1.5 11 3.8™ 0.21
Searching for a client on a social networking website 13 0.6 6.3 0.28
Posting photos or video clips of self on a website for professional use 1.2 0.6 2.6 0.18
Working with clients who learned of you through an Internet search 12 0.6 L6

Discussing aspects of onling activities with clienis 1.1 0.3 2.9% 0.17

Note. Ratings were provided on a Likert-type rating scate based on whether the respondent engaged in this practice, ranging from 1 = never to 5 = very
often. The ¢ values are reported for paired samples 7 tests, and o values are reported for effect size using Cohen’s 4.

“p< 0l *p < .00l
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but often posted photos or videos of themselves {a rating of 2.9)
and family or friends (a rating of 2.8); all of these behaviors were
much more likely than the other behaviors investigated (Cohen’s
d > 0.88). These same nine items—plus an item about a psychol-
ogist having an SNW—were also rated on the basis of how ethical
they were perceived to be and are reported in Table 2. A repeated
measures MANOVA demonstrated overall differences among the
ethics ratings, Wilks’s A(9, 656) = .18, p < .05, Adjacent ethics
ratings were then compared using a profile analyses with paired
sample ¢ tests.

When asked to rate the amount of thought they had given to the
ramifications of using SNWs, most participants {n = 407} reported
that they have thought about this issue either samewhar (a rating of
3} or quite a lot (2 rating of 4), with an overall mean rating of 3.6
on the 5-point Likert-type scale. Only 56 people reported that they
had not thought about the ramifications of using SNWs at all. A
negative correlation was found between ape and the degree io
which a person reported having thought about the ramifications of
using SNWs (v = —.23, p < .01).

Respondents were also asked whether they would like APA to
impose specific rules and guidelines regarding the use of Web
sites, including SNWs. There was no clear consensus on this
matter, with a mean rating near the midpoint of 3 on the S-point
Likert-type scale (M = 3.2, 8D = 1.2). A small but significant
negative correlation was found with age (» = —16, p < .01). This
correlation indicated that the younger a respondent was, the more
likely he or she was to favor APA involvement in these issues,

A total of 100 individuals also provided qualitative information
about challenges they have faced regarding use of SN'Ws or other
online activities. Several different themes came up in numerous
responses. Many respondents provided personal stories about dis-
covering that they shared common friends or acquaintances with
their clients through SN'Ws. Most of these respondents stated that
they promptly removed their pages entirely or altered the content
of their pages after discovering the connections. Many other re-
spondents reported that they maintain SNWs, but that they try to
avoid ethical problems by keeping their pages set to the highest

Table 2
Ethics of Behaviors Ordered by Degree of Endorsement

privacy seftings available. Some of these people stated that they do
not use their real names on pages or that they use only a first name.

Several respondents drew a distinction between issues that arise
when they are working as a professor as oppesed to working as a
psychotherapist. Of these participants, many expressed the opinion
that students were more likelly to try to contact ithem through an
SNW than clients were. Most stated that they maintain the same
personal policy toward students that they use for clients, which is
no contact with students via SNWs,

Many respondents made a point of stating that they feel it is very
important for the strength of the psychotherapy relationship to
discuss attemnpts by clients to contact their psychotherapist online
in the next face-to-face session. Other concerns mentioried in-
cluded inadvertently coming into contact with clients or relatives
of clients on dating Web sites, clients mentioning suicidal or
lomicidal ideation on blogs or Web sites, and clients who want to
be contacted via e-mail because they do not have a telephone.

Professional Implications

MySpace was launched in August 2003 and Facebook in Feb-
ruary 2004. Since the introduction of these sites, milliens of people
worldwide have joined SNWas by posting their own pages. These
sites provide entertainment and communication oppertunities, but
they also present unique ethical and safety issues for psychologists
who must be vigilant about issues of self-disclosure, client confi-
dentiality, and safety.

Early Career Psychologists, Graduate Students,
and SNWs

Of the mostly early career psychologists and doctoral-level
psychology students who participated in this study, 77.3% reported
that they communicate with friends and family through SNWs. On
the basis of this survey, it seems that respondents with SNWs are
aware of the clinical and sthical implications, but it also seems

Comparison with
previcus item

Item M SD HEH d

Posting photos or video of self on a website for ptivate use 4.1 0.8

Posiing photos or video clips of friends or family members online 4.0 0.9 6.3% 0.18
Maintaining a page or a social networking website 3.9 08 1.6

Working with clients who learned of you through an Intemnet search 37 1.0 5.6% 0.28
Rejecting or ignoring a client when they attempt to make contact through a social networking website 3.7 1.2 6.6

Posting photos or video clips of self on a website for professional use 36 1.1 1.5

Using phony names or photos when engaging in online activities in order to disguise identity 33 1.2 5.5 0.27
Allowing clients to e-mail you 32 1.1 1.7

Discussing aspects of online activities with clients 2.1 0.9 23.3™ 1.05
Searching for a client on a social networking website 2.0 1.0 34" G.14

Note. Ratings were provided on a Likeri-type rating scale based on whether the respendent believes the practice to be ethical, ranging from 1 =
unguestionably not to 5 = unquestionably ves. The t values are reported for paired samples / tests, and d values are reported for effect size using

Cohen’s 4.
p< .0l "™p < 001
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evident that SNWs amplify the possibilities of unintentional dis-
closures fo and encounters with clients.

The relationship of age to SNW use is intriguing for at least
three reasons. First, psychologists with the least amount of pro-
fessional experience will be facing some of the most complex
situations regarding the distinction between professional and pri-
vate information. Normally, early career psychologists could look
to more experienced psychologists in situations such as this, but if
the more experienced psychologists do not undesstand the muances
of SNWs, they are not likely to be able to provide helpful consul-
tation on this matter. Students may avoid seeking guidance on
these issues because of a perceived lack of knowledge regarding
these issues on the part of supervisors. Techriology could create
a threat to usual patterns of supervision that occur in professional
psychology. These early career psychologists were also more
likely than their more experienced colleagues to express a desire
for APA involvement in these issues. It seems that these early
career psychologists want more guidance and supervision en these
difficult issues. In addition, there may be ethical issues about the
use of SNWs in investigating students for placement decisions
because training directors of doctoral programs, practicum sites,
and internships can access the information on these sites, just as
anyone else can (Lehavot, 2009). In some cases, students or
employees may be reluctant to bring up issues related to SNWs or
the Internet out of a fear that their supervisors will then decide to
search for information about the supervisees online.

Because SN'Ws are most prevalently used by young early career
psychologists and graduate students, it would not be difficult to
predict that this social phenomenen could be underestimated or
overlooked by APA leaders, who tend to be older, more estab-
lished psychologists, and are thus less likely io use these technol-
ogies. McMinn, Hathaway, Woods, and Snow (2009) recently
surveyed APA council representatives and division presidents and
reported an average age of 58.5 years, which is notable because not
a gingle respondent over the age of 54 in the current study main-
tained an SN'W. [t is encouraging that APA Ethics Director Ste-
phen Behnke has recently devoted two APA Monitor or Psychol-
ogv celumns to the complexity of ethics situations that arise
because of the Internet (Behnke, 2007, 2008).

Third, it seerns likely that technological changes may drastically
affect the way clients and psychologists associate in the future.
Youthful clients may use SNW and other online resources as &
point of conpection with their psychotherapists. Schwartz (1993)
discussed psychotherapist self-disclosure as a means of achieving
a better match between client and psychotherapist, He agserted that
closeness, match, and relationship are so important to the success
of psychotherapy that some sharing on the part of the psychother-
apist may be necessary for the client to be able to make an
informed choice when selecting a psychotherapist and to continue
to feel bonded to that psychotherapist over the course of their work
together. It seems that clients and psychotherapists in their 20s and
30s are using SNWs as one possible way to make these connec-
tions. Clients may seek the match Schwartz discussed by learning
more about potential psychotherapists online. In the present study,
respondents reported very little online communication with clients,
and they saw this as ethically problematic. Never was the most
common response for participants in this study when asked how
often they allow clients to e-mail them, search for a client-on an
SNW, or work with a client who leamed of them through an

Internet search. But as culture changes and computers and wireless
technology become increasingly prominent means of communicat-
ing, it seems possible that psychologists will become more accept-
ing of this as a way to communicate and cennect with clients and
potentiai clients. If so, this raises interesting professional and
ethical challenges as the disiinctions between private and public
blur {Behnke, 2008). Online communications can also be more
casual and spontaneous than other types of interactions, often
leading people to disclose information online that they would have
otherwise withheld (Gutheil & Simon, 2005).

The Demise of Intentionality

The greater concern about Internet communications may not be
the ubiquity of communication but the diminishing of intentional-
ity. All psychologists make disclosures to clients. For example, it
would be inconceivable for a psychologist not to disclose his or her
office location or fee structure. Some make more personal disclo-
sures, such as marital status, the number of children they have,
their religious affiliation, and so on. These disclosures may help
establish rapport by helping the psychologist be perceived as
honest, accessible, and genuine {Maroda, 1999), whereas exces-
sive or unintentional disclosures may easily shift the focus of
therapy away from the client and damage the psychotherapeutic
relationship (Bridges, 2001). Regardless of how much a psychol-
ogist disclioses, it is important to have personal guidelines around
self-disclosure. Myers and Hayes (2006) emphasize the impor-
tance that all self-disclosure decisions made by psychotherapists
be grounded in an underlying rationale. They stated that making
decisions about self-disclasure is unavoidable in therapeutic work,
but that psychotherapists must structure personal guidelines
around theory and ethics and be able to explain their decisions if
called on to do so. Even when a psychologist creates concrete
guidelines {or himself or herself around the area of self-disclosure,
the Internet can potentially counteract even the best of intentions
on the part of an ethical psychologist.

This is not to say that some intentionality is no longer possible,
but full intentionality is a thing of the past. Psychologists can be
cautious in their privacy settings on SNWs, and many in the
present study were. Alternatively, psychologists may choose not to
have an SNW at all. But even with this choice, the widespread
availability of search engines makes virtually any psychologist
easy to research. Clients with an Internet conmection have free
access 1o some public records, and for a small fee many sites make
other records available. Intentionality about self-disclosure is an
important issue, but full intentionality may be impossible. How
can psychologists manage professional work in a time when in-
formation can no longer be kept from inquiring clients? This is 2
professional issue that needs to be discussed in various venues.

The Dilemma of Regulatior and Need for Training

Respondens in the present study expressed uncettainty, or per-
haps ambivalence, as to whether the APA should be involved in
establishing guidelines or regulations regarding Internet commu-
nications with clients. This uncertainty is reasonable considering
the situation in which psychologists find themselves. On one hand,
psychologists and graduate students in this survey-—most of them
young and relatively inexperienced in professional psychology—
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couid benefit from having clear guidelines for how to manage
technology advances. On the other hand, technological change is
too rapid and ubiquitous to maintain any expectation that the APA
Ethics Committee could possibly keep up and publish relevant
standards on each new technology that has implications for pro-
fessional psychology. Other than two iterations of a statement on
services by telephone, teleconferencing, and the Internet (APA
Ethics Committee, 1997), the committee has tended to avoid
efforts to offer advisory or regulatory statements perfaining to
technological advances. Rather, it has attempted to coordinate the
development of the APA “Ethical Principles of Psychologists and
Code of Conduct” (e.g., APA, 2002) in a way that provides
guidance for psychologists who will inevitably need to respond to
changes in the field, including fechnological changes.

Thus, it seems unlikely that the APA Ethics Committee will set
any formal guidelines on the use of SNWs in the near future, and
this lack of aciion is likely the most reasonable response given the
accelerating rate of technological change. The APA “Ethical Prin-
ciples of Psychologists and Code of Conduct” (APA, 2002) states:

In those emerging areas in which generally recognized standards for
preparatory training do not yet exist, psychologists nevertheless take
reasonable steps fo ensure the competence of their work and io protect
clients/patients, students, supervisees, research participants, organiza-
tional clients, and others from harm. (Principle 2.01e)

What are the reasonable steps that psychologists can take in
response to the bhuring of public and private information resulting
from Internet technology? We recommend that graduate programs
consider adding some discussion of Internet technologies o their
ethics training. Also, continuing education in ethics should address
issues created by the growth of Internet communications. Early
career psychologists must be asked to consider problems and
situations that can arise from their use of the Internet. Many ethics
courses and trainings feature the use of vignettes and ask partici-
pants to consider what the mast ethical course of action would be
if they found themselves in a similar situation. These same tactics
could be applied to situations involving SNWs and the Internet.
The primary guidelines for such training would likely involve
maintaining appropriate boundaries with clients, keeping psycho-
therapy focused on the needs and issues of the clients, and avoid-
ing actions that could cause psychological or emotional harm to
clients.

Self-Monitoring

One of the primary implications of this study, for psychologists
and graduate students, is that individual practitioners must estab-
lish their own self-monitoring strategies regarding online behavior.
Peer consultation, documentation, and thoughtfulness may be the
best methods psychologists have to protect themselves. The qual-
itative data provided by study participants provide some sugges-
tions for prevention of online disclosures. Several participants
reparted that they announce to students that all attempis to contact
them via SNWs will be ignored or rejected. Other study partici-
pants recommended that psychologists “Google” themselves to see
what comes up through the search. This could be helpful not
because one can contrel the information that circulates on the
Internet, but rather so the practitioner would be informed if a client
ever brought such information up in psychotherapy. Many respon-

dents emphasized the importance of having open discussions in the
next session following any enline contact with a client. Most stated
that they believe being open and honest about such contact can
repair any damage to the relationship and can help correct any
false interpretations of information obtained online. Also, a num-
ber of participants reported that their Web pages are set to the
highest allowable levels of security; others stated that they use
psendonyms onling for the specific purpose of making it difficult
for clients to iocate thern.

Although these suggestions are probabty helpful in most cases,
other reports served as reminders of the dire possibilities that
emerge because of online networking. Some respondents noted
that they occasionally found pictures of clients on the Web sites of
their friends or famnily members, and that they had no prior
knowledge of these relationships. A few participants even reported
that they had been matched to current or former clients through
anonymous dating Web sites.

It seems clear that psychologisis must consider the potential
risks and consequences associated with maintaining SNWs. For
psychologists who choose to maintain a page on one of these sites,
a mimber of important decisions must be made regarding whether
or not the site wilk be set to private, how they will handle attemnpts
by clients to make contact with them, and what specific content
they will post on their page. Considering the “small-world haz-
ards” that rural psycholegists often face, and how they manage
these hazards, may serve as a helpful point of comparison for
psychologists with SNWs (Campbell & Gordon, 1993). Rural
psychologists almost inevitably have unplanned encounters with
some of their clients because of the size of the communities in
which they live and practice. The Internet harbors similar hazards
because psychologists have little control over when, where, and
how their clients may encounter information about them online.
Psychologists must take reasonable actions to avoid foreseeable
problems with online information, and they must be prepared to de
damage control after clients seek their information through the
Internet.

Conclusion

This article provides an initial look at the professional and
ethical implications of SNWs, but much more research and pro-
fessional discussion are needed. There are a number of limitations
to this study, including the preponderance of graduate student
respondents as compared with a small number of psychologist
respondents, the relative homogeneity of the sample with regard to
age and ethnicity, the exclusive use of electronics to distribute the
survey, the limited number of questions posed to respondents, and
the possible selection bias among those who chose to respond to
the survey.

More research and professional conversation are needed to
explore further the topic of SNWs and related topics. We have
focused on the beliefs and behaviors of psychologisis regarding
SNWs, but it would also be interesting to find out more about the
online behavior of psychotherapy clients. It would be helpful to
know the types of information clients seek when searching for a
psychotherapist online, and which information has the greatest
impact on the client’s ability to work effectively with the psycho-
therapist. It seems reasonable to hypothesize that self-disclosures
made through SNWs might affect the therapeutic relationship in
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ways similar to other forms of self~disclosure, but further research
could test this hypothesis. Currently, the percentage of clients who
participate in SNWs and the frequency with which they search or
try to interact with psychotherapists through this venue are un-
lenown. Future research could examine these questions.

In the meantime, we hope this article helps promote conversa-
tions among psychologists and those who train psychologists.
Technological change is nothing new to psychologists, and more
change is certain to come in the future. The challenge facing us
now is a familiar one as we attend to the professional and cthical
implications of contemporary change.
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Prior to beginning work on this assignment, read the PSY650 Week Three Treatment
Plan & and Case 9: Bulimia Nervosa in Gorenstein and Comer (2014). Please also
read the Waller, Gray, Hinrichsen, Mounford, Lawson, and Patient (2014) “Cognitive-
Behavioral Therapy for Bulimia Nervosa and Atypical Bulimic Nervosa: Effectiveness in
Clinical Settings,”Halmi (2013) “Perplexities of Treatment Resistance in Eating
Disorders,” and DelJesse and Zelman (2013) “Prometing Optimal Collaboration Between
Mental Health Providers and Nutritionists in the Treatment of Eating Disorders” articles.

Assess the evidence-based practices implemented in this case study. In your paper,
please include the following.

« Explain the connection between each theoretical orientation used by Dr. Heston and
the treatment intervention plans utilized in the case.

» Describe the cognitive-behavioral model of the maintenance of bulimia nervosa.

« Explain why Rita was reluctant to participate in Dr. Heston’s request for her to keep
a record of her eating behaviors. Use information from the Halmi (2013) article
“Perplexities of Treatment Resistance in Eating Disorders” to help support your
statements.

« Recommend outside providers (psychiatrists, medical doctors, nutritionists, social
workers, holistic practitioners, etc.) to the assist Rita in achieving her treatment
goals. Use information from the DeJesse and Zelman (2013) “Promoting Optimal
Collaboration between Mental Health Providers and Nutritionists in the Treatment of
Eating Disorders” article to help support your recommendations.

« Describe some of the challenges and ethical issues that Dr. Heston may encounter
when working collaboratively with the professionals that you recommended. Apply
ethical principles and standards of psychology relevant to your description of Dr.
Heston's potential collaboration with outside providers.

» Evaluate the effectiveness of the treatment interventions implemented by Dr.
Heston, supporting your statements with information from the case and two to three
peer-reviewed articles from the Ashford University Library.

+ Recommend three additional treatment interventions that would be appropriate in
this case. The recommended articles for this week may be useful in generating your
response to this criterion. Justify your selections with information from the case.

The Case Analysis ~ Collaborating with Outside Providers

« Must be 4 to 5 double-spaced pages in length (not including title and references
pages) and formatted according to APA style as outlined in the Ashford Writing
Center (Links to an external site.).

» Must include a separate title page with the following:

o Title of paper

o Student's name

o Course name and number

o Instructor's name

c Date submitted

Must use at least two peer-reviewed sources from in the Ashford University Library.




« Must document all sources in APA style as outlined in the Ashford Writing Center.
+ Mustinclude a separate references page that is formatted according to APA style as
outiined in the Ashford Writing Center.



PSY650 Week Three Treatment Plan

Behaviorally Defined Symptoms:' Rita attempts to control her weight by fasting or consuming large
quantities of foed (e.g., multiple slices of pizza, gallons of ice cream) followed by purging (vomiting).

Rita binges two to three times per week, and reports feeling “guilty” after each episode.
Diagnostic Impression: Bulimia Nervosa

Long-Term Goal: Reduce bingeing and compensatory behaviors by changing distorted attitudes about
weight and any other thinking patterns.
Short-Term Goal: Establish regular eating patterns by eating in regular intervals and consuming 2,000

calories per day.

Intervention 1: Dr. Heston will educate Rita about the etiology of cating disorders.

Intervention 2: Rita will read psychoeducational handouts and treatment manuals for homework.
Intervention 3: Rita will monitor her food consumption using a nutritional journal.

Intervention 4: Dr. Heston will teach Rita how to identify dysfunctional thinking and develop

more healthy cognitions and coping skills.

For additional information regarding Rita’s case history and the outcome of the treatment interventions,
please see Dr. Heston’s session notes under Case 9 in Gorenstein and Comer’s (2015), Case Studies in

Abnormal Psychology.
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CASE 9

Bulimia Nervosa

Dx Checklist

Bulimia Nervosa

1. Repeated binge-eating episodes.

Y

Repeated performance of ill-advised compensatery behaviors {e.g., forced vomiting) to prevent weight
gain.

3. Symptoms take place at least weekly for a period of 3 months.
4. Inappropriate influence of weight and shape on appraisal of oneself.
{Based on APA, 2013.)

Rita was a 26-year-cold manager of a local Italian restaurant and lived in the same city as her parents. Her
childhood was not a happy one. Her parents divorced when she was about 5 vears of age. She and her three
older brothers remained with their mother, who often seemed overwhelmed with her situation and unable to
run the household effectively. Rita would often refer to her childhood as utterly chaotic, as if no one were in
charge.

Within a 12-month period, 1 percent to 1.5 percent of individuals will meet the diagnostic criteria for bulimia nervosa; at least
90 percent of cases occur in females (APA, 2013).

=]
She nevertheless muddled through. When her brothers were finally all off to college or beyond, Rita|£
entered high school, and the household seemed more manageable. Ultimately, she developed a close
relationship with her mother, indeed too close, Rita suspected. Her mother seemed like her closest friend, at
times the entire focus of her social life. They were both women alone, so to speak, and relied heavily on one
another for comfort and support, preventing Rita from developing serious friendships. The two often went
shopping together. Rita would give her mother an update on the most recent fashion trends, and her mother
would talk to Rita about “how important it is to look good and be put together in this day and age.” Rita
didn’t mind the advice, but sometimes she did wonder if her mother kept saying that as a way of telling her
that she didn’t think she looked good.

Rita later attended a local public college, majoring in business. However, she quit after 3 years to take a
job at the restaurant. She had begun working in the restaurant part-time while a sophomore and after 2 years
was offered the position of daytime manager. It was a well-paying job, and since her interest was business
anyway, Rita figured it made sense to seize an attractive business opportunity. Her mother was not very
supportive of her decision to leave college, but Rita reassured her that she intended to go back and finish up
after she had worked for a while and saved some money.

- Just before leaving college, Rita began a serious relationship with a man whom she met at school. Their
interest in each other erew. and thev eventuallv got engaved. Evervthine seemed to he coine well when out
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of the blue, her fiancé’s mental state began to deteriorate. Ultimately he manifested a pattern of
schizophrenia and had to be hospitalized. As his impairment extended from days to months and then to more
than a year, Rita finally had to end the engagement; she had to pick up the pieces and go on without him.
She felt as if he had died.

A period of psychotherapy helped ease her grief and her adjustment following this tragedy, and
eventually she was able to move on with her life and to resume dating again. However, serious relationships
eluded her. Rita knew that she was a moody person—she judged people harshly and displayed irritation
casily—and she believed this discouraged potential suitors. She suspected that her employees didn’t like her
for more reasons than the fact that she was the boss, and she found it hard to make close friends.

Rita Fundamental Concerns About Weight and Appearance

Throughout her adolescence and young adulthood, Rita had always been sensitive to people’s opinions
about her appearance and weight, particularly the opinions of other women. She recognized that this
sensitivity likely came from the not-so-subtle messages from her mother about her appearance. She can still
remember the day they went to a local pool with friends when she was 12 years old. She overheard her
mother talking to the other mothers, telling them that she wondered if Rita was going to have “hormonal
problems” because she seemed to be chubbier than all of the other girls. Rita didn’t initially think of herself
as chubby, but socially she always seemed to fall in with a group of women who were equally preoccupied|
with dieting and weight control. To Rita, their preoccupation seemed to be based not on vanity but on|g
anxiety. They lived under a cloud of concern that their weight and eating might somehow grow out of
control. Typically, her acquaintances did not have significant weight problems, nor were they unusually vain
or intent on being popular. In fact, most of them had serious academic interests and career goals. Thus she
found it almost ironic that they in particular were so focused on their physical image. But focused they were,
and Rita became no exception.

Body dissatisfaction, depression, and self-reported dieting are important risk factors in the development of eating disorders
(Stice, Marti, & Durant, 2011).

From age 14 to 25 she always tried to keep her weight between 121 pounds and 123 pounds, a standard
that began in the ninth grade, after she had a slightly overweight period. She would rigidiy follow what she
called her weight watcher plan, although she had never actually gone to the program of the same name. The
eating plan consisted, when she was being “good,” of a breakfast of dry toast and juice, a lunch of turkey or
dry tuna on diet bread, and a low-fat frozen meal at dinnertime. On some days, when she was being “bad,” it
also included a couple of candy bars or two large gourmet chocolate chip cookies. She tried to keep “bad”
days to a minimum, but there were probably three or four of them each weck. Rita felt she could tolerate
such days, however, as she was a regular exerciser, attending spinning classes at the gym or doing Pilates at
home at Ieast 3 nights per week. During a particularly bad week, however, she might go to the gym a couple
of extra times to exercise on her own.

In addition, she developed the habit of weighing herself several times a day to reassure herself that the
reading did not exceed 123 pounds. When the scale showed that her weight was at or below 121, the young
woman felt enormous satisfaction, similar to what other people might feel if their bank statement showed a
comfortable balance. Rita saw her 121 pounds as the well-earned reward for sustained and concentrated
effort. And like a miser who counts her money over and over, she would get on the scale frequently to
recapture that feeling of satisfaction, especially when other aspects of her life felt less than satisfying. One
evening at home, when she saw that her weight was 119, she returned to the scale a dozen times to
experience the pleasure at seeing that number.

At the same time, the frequent weighing had its downside. Sometimes she would weigh 124 or 125
pounds and have a very negative reaction: She would feel fat and bloated and would resolve to limit her
eating to a much stricter version of her weight watcher plan. In addition, she might throw in extra exercise
sessions for good measure. In the meantime, to avoid anyone seeing her “fat” body, she would hide it under
bulky sweaters and other concealing clothing. This way, at least other people would not gossip about her.

The more she felt upset about her body, the more she tended to check her body shape and size. She would
try on different-sized clothes from her closet to see how they fit. She had one pair of “skinny jeans™ that she |
fit into a few vears nrior. but onlv for a short time. She zaved them. swearing that she wonld fit hack intal &
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those again one day. She would stand in front of the mirror and suck her stomach in as far as she could and =
see if that made her feel any better. It tended to make her feel worse, but it did give her more motivation to
have a really “good” day the next day.

Repeatedly engaging in body-checking behaviors {e.g., weighing self, checking in the mirror, comparing body to others,
measuring body size with clothes or other instruments) has been found to be a maintaining factor of eating disorders
{Shafran, Fairburn, Robinson, & Lask, 2004).

Rita: Caught in a Binge-Purge Cycle

Shortly after her 26th birthday, Rita’s eating habits became much more troubled. First she began to have
eating binges, perhaps two to three times per week. Typically she would become aware of the urge to binge
sometime in the afternoon while at work. Because she restricted her food intake during the day as much as
she could, she was hungry, and the food smelled so good. As the afternoon progressed, the urge would build
into a sense of inevitability, and by the end of the workday, she knew she would be spending her evening on
a food binge. She would then start to fantasize about the foods she would be buying on the way home.

A binge is defined as consuming an objectively large amount of food during a relatively short time (less than 2 hours) and is
accompanied by a feeling of loss of control (APA, 2013).

The foods that figured in Rita’s binges were items that she had labeled as “bad”—foods that in her mind
should never be eaten if she had any hopes of maintaining proper weight. On one binge day, for example,
the young woman made three stops on the way home from work. The first was a fast food drive-through,
where she ordered an extra-large combo cheeseburger meal. The next stop was a gourmet cookie shop,
where she bought three large super chunk chocolate chip cookies. The final stop was the grocery store,
where she bought half a gallon of ice cream, which, as usual, was heavily laden with chocolate chips and
nuts.

Once home, Rita locked the door behind her and put her phone on silent. Something about the secrecy,
the single-mindedness, and what Rita called the depraved indifference of her binges made her feel as if she
were committing a crime. Yet once the eating began, she felt powerless to stop it. After the first mouthful,
the binge was destined to run its course.

On this particular evening, Rita tore into the cheeseburger first while she sat in her kitchen checking
Facebook, Instagram, and Twitter on her iPad. She ate rapidly, without pause, taking little notice of the
stories or photos. After the cheeseburger came the cookics; these were gone in a matter of minutes. After
about a 20-minute break, during which Rita changed out of her work clothes, she proceeded to the ice
cream. This she ate in her living room at a slower, more leisurely pace while she watched the food network
on TV. Within about an hour and a half she was scraping the bottom of the carton. Spoonful by spoontul,
she had devoured all of it. In fact, within a 3-hour period, Rita had consumed more than 4,000 calories.

The young woman often felt as though she were in a changed state of consciousness during such binges.
Nothing else in the world seemed to matter when she was eating like this. She would avoid answering the
phone or doorbell.

Although Rita viewed the binge overall with disgust, she couldn’t deny there was some pleasure in it. It
was the only situation in which she could eat foods that appealed to her. Under normal conditions, eating
was not a source of pleasure, because she would restrict herself to unappetizing foods. For her, normal
eating meant dieting—avoiding all foods that she enjoyed. She was convinced that if she regularly ate foods
that she did like, she would set in motion a process that she couldn’t stop. And now, indeed, her binges
seemed to be bearing this theory out.

Once the binge was over, the next step, in Rita’s mind, was to repair the damage. By the time she was
through, she was left with feelings of both physical and psychological revulsion. Physically she would feel
bloated. The blow to her self-esteem was even more pronounced. Binge cating was so inconsistent with her
usual style of behavior that she wondered if she was developing some sort of split personality: the
competent, striving Rita versus the irresponsible, out-of-control Rita. She was becoming concerned for her
mental health.
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being discovered (APA, 2013) ' ' '

Most important, the binge posed a severe threat to the one area of life by which she measured most of her
success and worth as a human being; her weight. After a binge, she felt that if she didn’t do something about
it, she might see a S-pound weight gain on the scale the next moming. During her first 2 or 3 months of
binge eating, she would attempt to avoid weight gains by trying to fast for a day or two. Then she came
across a documentary on YouTube featuring women with bulimia that examined purging behavior at length.
The message of the documentary was to avoid this fate at all costs. However, with her binges becoming
more exireme and her weight reaching an all-time high of 127 pounds, Rita saw purging as the solution to
her problem: a way of eating what she wanted while avoiding undesirable consequences.

She started to purge at home several times a week. She would stand over the toilet, touch her finger to the
back of her throat, and throw up as much of the binge food as she could. The first time Rita tried this, it was
not so easy. Indeed, she was surprised at how hard it was to stimulate a gag reflex strong enough to bring up
the food. Eventually, however, she often didn’t have to use her finger at all; the food would seem to come up
almost automatically as she bent over the toilet.

In the early stages of her disorder, Rita’s purging felt gratifying. It typically brought an immediate sense
of release, as though some terrible wrong had been set right. The bloated feeling would go away, and Rita
would avoid seeing a weight gain the next day. But over the next few months, the need to purge grew and
grew. Even after eating normal meals, Rita would feel fat, and she couldn’t get the thought of purging out of
her mind.

Beyond purging, the young woman would try additional practices to undo the effects of binge eating. For
example, she tried hitting the gym to exercise each day. Before going, however, she had to follow a
particular ritual in front of the mirror. She had to convince herself that she looked thin enough to appear in a
gym environment. She put on her workout clothes and inspected herself in the mirror from every angle.
Rita’s weight was within the normal range: she was 5 feet 5 inches tall and weighed 125 pounds. Her body
mass index (BMI} was 20.8, which was at the lower end of the normal range of 18.5 to 24.9. Anyone would
have described her as slim. However, there were aspects of her body that caused her repeated concern. She
feit that her center of gravity was too low, meaning she was heavy in her hips and thighs. If, after surveying
herself n the mirror, she believed that she looked dumpy, she would abandon her plan to go to the gym. She
just couldn’t face going there “looking fat.”

People with bulimia nervosa often have numerous inaccurate and disturbed attitudes toward their body size and shape.
Compared to individuals without an eating disorder, people with bulimia have a tendency to overestimate their body size in a
laboratory setting (Delinsky, 2011; Farrell, Lee, & Shafran, 2005).

Usually, however, if Rita spent enough time in front of the mirror, she was able to convince herself that
her appearance was not entirely repulsive. Sometimes to do this she had to change outfits, moving to more
concealing clothing. She would spend at least 2 hours at the gym, alternating between jogging on the
treadmill and baking in the sauna. Going to the gym achieved two things in her mind. It burned calories and
it kept her away from food. When she returned home, usually at about 9:30 PM., she drank a couple of cans
of diet soda and tried going to bed. Unfortunately, the long workout often left her ravenous, and frequently
she found herself getting up again to binge and purge.

When she was not bingeing or skipping meals, Rita would try to follow her diet plan: a breakfast of dry
toast and juice, a lunch of half a sandwich of dry turkey or tuna on diet bread, and a dinner of a low-calorie
frozen meal. Sometimes she would allow herself a snack of fat-free cookies or vanilla frozen yogurt. When
cating in this way, she felt she was in an odd harmony with the universe. The restrictive eating gave her a
sense of control, competence, and success. She felt more worthy as a human being, and more at peace.

Unfortunately, the controlled feeling could not be sustained. Eventually, she would give in to periodic
binges. And after bingeing she felt compelled to begin the cycle all over again.

A Coworker’s Perspective: Piecing Things Together

Even as Rita’s pattern of bingeing and purging at home was increasing month after month, she was able to
keep 1t under control at her job. She sensed that allowing the pattem to enter her work life would mark the
beginning of the end of her promising career. To be sure, there had been some slips. One afternoon, for
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example, she ate a whole order of lasagna in the break room. The tull feeling that resuited was so intolerable
that Rita went to the employees’ bathroom and purged. However, afterward, she felt horrified at the idea of
someone observing or finding out about her purging, and she promised herself that she would try with all
her might to limit the practice to home. It was not easy to do, but for the most part, she was able to keep her
bingeing and purging out of the workplace.

That 1s not to say that Rita’s problems totally escaped the notice of people at work. Coworkers were
increasingly able to tell that something was amiss, and some began to piece things together. Kate, a 22-year-
old server and friend, was one such individual.

Working under Rita in the restaurant for the past year, Kate had developed a cordial relationship with her
manager. Although the two of them were not close friends outside of work, they had gone to an occasional
movie or out to a bar together. In recent months, however, Kate noticed that Rita had become more distant
and withdrawn at work, and she became concemed for her coworker’s well-being. “I always knew that she
wasn’t the happiest person in the world and that she was certainly unhappy about not having any
boyfriends,” Kate later told another manager at the restaurant.

People with bulimia nervosa are more likely than other people to be diagnosed with comorbid depressive disorders and/or
anxiety disorders. Approximately 30 percent of people with bulimia struggie with a problem with substance use (particularly
alcohaol or stimulant use) (APA, 2013).

Of course, that was true of a lot of people, so at first I didn’t give it much thought. However, after a while I
started to notice a troubling pattern in Rita. She would be very cheerful and friendly—for her—when I’d first
arrive for my shift around 11:30 AM,, but as the day wore on her mood would turn distant and sour. From about
3:00 onward, she would hardly talk to me or anyone ¢lse, and she often seemed to be staring into space as though
she was thinking about something far away.

Not long after this started Rita stopped making plans to see me ocutside of work. Since we didn’t get together
all that often, at first it didn’t seem that unusual. She was always “busy,” too busy to spend time with me outside
of the restaurant. A couple of times, I asked her what she was so busy with, Not that T was prying, but T was
curious about what she was up to, since I really didn’t think she had anything going on besides work. But when T
would ask her, she would suddenly seem nervous and say something like, “Oh, just a few things I’m working on.
Stuff for friends, you know.”

I didn’t know, but her tone made it clear to me that T shouldn’t pry further, After about 2 months of this, it was
apparent that she didn’t want to spend any time with me outside of work. She never had any time to get together.
And if I said, “Well, we really should find time to get together soon,” she would brush the whole issue aside. Her
moodiness at work was getting worse, too, and T wasn’t the only one who noticed it. Of course, we all knew that
she’s not the most jovial of managers, but now she seemed totally distant and nervous at work. And she always
was in a tremendous hurry to get out of the restaurant at the end of the day. I kept wondering what was going on
in her personal life—what was she so desperate to get to after work—and why she wanted to shut me out of her
life altogether.

Her appearance was also suffering. She seemed to be gaining some weight, nothing too alarming. But the way
she carried the extra weight was a bit disturbing. Her face, especially around the eyes, seemed kind of puffy, like
she wasn’t getting enough sleep. Her eyes were also red. It looked as if some extreme upset or unhappiness was
showing in her face. She also seemed very tired at work. I knew something was wrong, but [ was afraid of asking
her what was going on,

Finally, I decided that I was worried enough about her to go ahead and ask what was going wrong, regardless
of what her reaction was. It seemed more important than maintaining our friendship. So T just asked one day,
“Rita, I can tell that you’re very upset about something. You seem like you’re very unhappy and secretive all the
time, and frankly you don’t look very healthy. Is there something that I should know about? Or something you’d
like to get off your chest? You know, I do consider you a friend, whatever you think of me, and I do care about
you.”

She just looked at me very coldly and said, “I don’t know what you’re talking about. You have some tables to
bus.” But her coldness led me to believe that she knew very well what I was talking about. Then I noticed that
her weight, while generally on the increase, seemed to be going up and down every few days. [ started to suspect
that there was some kind of eating disorder going on. Of course, I'm no expert, but I had a feeling that maybe she
was so depressed about something that she’d taken to binge eating or something. I knew that this was dangerous,
but what could T do? She was uninterested in pursuing our friendship or in responding appreciatively to any
offers of support. Eventually, her responses to me became downright nasty. So finally I decided that I had no
choice but to wash my hands of the whole situation and stop trying to lend my hand. I had done what I could.
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Americans spend maore than $60 billion each year on weight-reduction products and services (Marketdata Enterprises Inc.,
2011).

Rita in Treatment: Gaining Real Control

After 6 months of bingeing, Rita found that she was falling further and further behind. As the binges and
snacking had become more regular, she gradually gained 10 pounds, ballooning, as she called it, from 123
pounds to 133 pounds. She had never been this heavy before, and she felt desperate to lose the weight. All
the purging, dieting, and exercise were adding up to nothing.

Rita was also becoming increasingly worried that she might resort to more extreme measures, such as
purging at work, to lose weight. Ironically, her only temporary relief from these anxieties was achieved
through bingeing. But after the binge and purge were over, Rita would often find herself sobbing.
Overwhelmed, she contacted a behavior therapy program for weight management at a nearby medical
center. There she was directed to Dr. Francine Heston, a psychologist with expertise in the treatment of
cating disorders.

During her first interview with Rita, Dr. Heston concluded that the 26-year-old woman’s eating behavior
and related attitudes about food and weight fit the DSM-5 criteria for a diagnosis of bulimia nervosa. First,
the client had recurrent episodes of binge eating, over which she felt little or no control. Second, she
engaged in inappropriate compensatory behavior in response to the binges—mainly purging and occasional
fasting, but some inappropriate exercising as well. Finally, Rita’s self-concept was largely influenced by her
body shape and weight.

Most therapists tend to use a combination of approaches—primarily cognitive and behavioral—to treat
persons with this disorder, and Dr. Heston was no exception. Her treatment program had two main
components: (a) changing the patient’s bingeing and compensatory behaviors; and (b) changing the patient’s
distorted attitudes about weight and shape and any other thinking patterns that might cause distress and
hence lead to bingeing. Her techniques included educating patients about their eating disorder; helping them
perform more appropriate weighing and eating behaviors; teaching them how to control binges and
eliminate purges; and leading them, through cognitive therapy, to identify dysfunctional ways of thinking
and to develop more accurate cognitions.

Dr. Heston's combination of cognitive and behavioral therapies for bulimia nervosa is similar to the successful approach
developed by Fairburn (2008).

Session 1 Rita framed her problem mainly in terms of the bingeing. She stated that the binges were
increasing in frequency and were causing her to gain weight. What was most upsetting, she didn’t seem to
have any control over the binges at this point. Her weight was inching up and she felt helpless to stop it.

Dr. Heston listened sympathetically and expressed optimism that Rita’s problem could be solved. She
then showed the client a diagram that depicted a model of bulimia nervosa (Figure 9-1), explaining to Rita
that although bingeing was her main complaint, it was really just one element in a system of interconnected
parts. That is, the bingeing was the result of such elements as unpleasant emotions, concerns about shape
and weight, and strict dieting. Furthermore, in a vicious cycle, the bingeing was also helping to intensify
these other parts of the system. Similarly, it was both causing and being caused by purging, another element
in the system. To stop a bingeing pattern, treatment had to bring about changes in all of the system’s
elements. It could not focus on bingeing alone.

Dr. Heston then outlined the treatment approach. First, she explained that certain steps usually help to
reduce the urge to binge. Chief among these is structuring eating in a manner that keeps physical and
behavioral deprivation to a minimum. In addition, the therapist noted, it is usually helpful to develop certain
measures for heading off binges should the urge arise. Finally—and this is where Dr, Heston felt it advisable
to tread lightly initially—it is usually helpful with this kind of problem to become less preoccupied with
eating and weight matters. She explained that when people have a problem with binges, it is sometimes
because such matters have assumed a greater role in the person’s thinking than is desirable.
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Figure 9-1
Cognitive-behavioral theory of the maintenance of bulimia nervosa

The psychologist also told Rita that she would like her to start keeping track of her eating and related
stresses. Dr. Heston allowed Rita to choose whichever method felt most comfortable to her: using one of the
apps that she recommended, keeping detailed notes in her phone, or writing everything down on a record
form which she could then scan and email to her. Rita expressed some reluctance about such record keeping.
She explained that she had tried keeping records of her eating in the past and had not found it helpful. If
anything, it had increased her focus on her eating. Dr. Heston acknowledged that Rita’s past record keeping
might not have been helpful, but suggested that it would be used more constructively now. Now the record
keeping would be part of an overall strategy, and clinical experience showed that it was quite important. It
would allow the therapist to understand Rita’s eating better and help the young woman make appropriate
changes.

Dr. Heston did acknowledge that, as Rita suspected, the record keeping might initially increase her
preoccupation with her eating and weight but said that such increases would be temporary. Over time the
client would become less focused on the whole problem. Rita agreed to download the recommended app
and give it a try for the coming week.

Session 2 Rata’s food records indicated that during the week, she had binged on 3 evenings after work.
Each consisted of a cheeseburger meal followed by some cookies or cake; then, later in the evening, a pint
or two of ice cream. Rita always purged afterward. During the day, her eating was severely restricted; on(s
one of the days she was virtually fasting, consuming only no-calorie beverages (coffee, tea, diet soda) before| 5
surrendening to several large cookies in the late afternoon. On the 3 postbinge days, Rita reported skipping
lunch and later having an apple and a couple of rice cakes before once again surrendering to high-calorie
snacks. On days when she followed her “normal” weight-watching diet, her total calorie intake was around
800, about half the requirement for someone of Rita’s weight and activity level. In contrast, on binge days,
Rita was consuming 4,000 to 5,000 calories.

Dr. Heston did not discuss the specific calorie values with Rita, knowing that it can be counterproductive
for patients with bulimia to monitor calories too closely. It creates a dieting mentality that the treatment is
trying to discourage. Instead, the psychologist simply noted that soon they would begin the process of trying
to fashion a more regular eating pattern for Rita, one that might lower some of her urges to binge.

They spent most of the session reviewing basic facts about weight and eating. Dr. Heston explained that
it would be important for Rita to recognize first that her current weight of 133 was not considered excessive
according to standard criteria and second that the deprivation needed to maintain the very low weight of
121, her “ideal” weight, could in fact lead to physically overpowering food cravings.

The weight of people with bulimia nervosa is typically within a normal to overweight range (i.e., body mass index [BMI]
between 18.5 and 29.9) (APA, 2013).

Rita said she understood that 121 was on the low side but voiced strong reservations about accepting
anything higher, particularly 133, as a weight for her. Dr. Heston suggested that there was no need to decide

on an annronriate hodv weicht for Rita now  onlv ta recneonize that her assiimntinne ahant nroner hodv
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~weight might call for some reexamination sooner or later.

The psychologist then recommended that the client stop weighing herself more than once per week,
explaining that frequent weighing was fueling Rita’s preoccupation with her weight. Moreover, frequent
weighing gives false feedback, as day-to-day scale fluctuations often reflect water retention or a particular
state of the excretion cycle, rather than true weight gain or loss based on body fat. Rita replied that this
would be a big change for her, but on the other hand, she liked the idea of not being a slave to the scale.

Dr. Heston made one additional recommendation, that Rita stop skipping lunch at work, a habit that she

had developed. The therapist said she understood Rita’s motivation—concern about weight gain—but
explained that skipping meals ultimately produces overeating.

Research has found that normal subjects on very restrictive diets develop a tendency to binge. For example, after
participating in a very low calorie weight loss program, 62 percent of the subjects, who had not previously been binge
eaters, reported binge-eating episodes (Teich & Agras, 1993). Similar results have been found in animal studies; they
appear to be related to increased stress as a result of caloric restriction (Pankevich, Teegarden, Hedin, Jensen, & Bale,
2010).

Rita: | just don’t see how | can do what you're proposing. If | don’t skip some meals, I'll turn into a blimp. As it is,
I've gained 10 pounds in the past 6 months. The only thing that is keeping me from gaining another 10 is
skipping lunch now and then, Wouldn't it make more sense for you to tell me to stop bingeing?

Dr. Heston: Yes, | could tell you to stop bingeing. But bingeing is probably the thing that you have the least control over
right now. Instead, it's better to focus on something that you have mare control over, such as whether you
eat lunch or not. | know you feel that skipping lunch is helping you to maintain your weight, but skipping
meals actually produces the urge to snack or binge. Not skipping meals wilt eventually help you to stop

overeating.

Rita: It makes me nervous to think of eating lunch every day.

Dr. Heston: | know this will take some getting used to. But let's try it out this week, and we'll review how you feel about
it next time.

Rita: OK, Ik try it.

Dr. Heston closed by giving Rita three main instructions for the week: (a) continue to keep the food
records, (b) weigh herself only once, and (¢} eat lunch every day.

Session 3 Rita’s records indicated that she had had two binge nights during the preceding week. As
instructed, she had made an effort to eat a lunch every day, which for her, was still the “diet” meal: for
example, half a sandwich of dry tuna on diet bread. In addition, the client had limited weighing herself to
only once during the week. Dr. Heston asked how Rita felt making these changes.

Rita: To tell you the truth, it's making me very nervous. | feel | must be gaining weight. Not only am | still
snacking and bingeing, but I've added regular lunches.

Dr. Heston: What does the scale say?

Rita: 132 pounds.

Dr. Heston: So your weight is basically the same. Even if it were higher, it wouldn’t mean that you were necessarily
gaining weight. As we've discussed, one week’s weight reading doesn't tell much about the overall trend.

Rita: Well, it just feels wrong not to skip lunch occasionally.

Dr. Heston: | know how difficult this must have been, and | appreciate the effort you've made. However, you will

eventually benefit from this change. I'm afraid, though, that what I'm gaing to ask you to do next will not be
any easier. However, | think you're ready for it, and it's important that we keep moving forward.

Rita: Don't tell me you want me to start eating even more!

Dr. Heston: Yes. That's exactly it. As we discussed in the beginning, your calorie intake on your so-called normal days
is too restricted and is therefore producing binges. You need to start consuming more calories in the course
of your regular meals.

Rita: But how do | do it? | have no idea what else to eat. I've been eating this way for so long.

Dr. Heston: One way is to match your eating to what others eat, perhaps even take your cue from friends, coworkers,
or even recipe books. Right now you seem to be having haif a sandwich for lunch. As you probably know,
maost people eat the whole sandwich; therefore, I'd encourage you to do the same. For breakfast, most
people have some cereal, fruit, or eggs in addition to toast and juice, so you could add that as weli.

Rita: _ I guess | could fry it.

—
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| Most cases of bulimia nervosa begin after a period of dieting.

Session 4 Rita reported having made the suggested meal changes, adding cereal to her breakfast and eating
a whole sandwich for lunch, although complaining that eating the whole sandwich made her feel fat for the
rest of the afternoon. Dr. Heston praised the client for these changes and reminded her that there was a
difference between feeling fat and actually gaining body fat. The psychologist suggested that Rita relabel
the fecling that she got after a regular meal as feeling full, which has nothing to do with a true weight gain.

Rita’s food records during the week indicated two episodes that the client labeled as binges, each
consisting of two slices of pizza and a pint of ice cream. This amount of food was less than in her past
binges, yet she still described them this way because of the frame of mind she had been in at the time: She
was focused only on the eating and afterward felt the usual guilt and shame. And she purged afterward. Dr.
Heston observed that nevertheless, eating somewhat more during the day had seemed to promote less
ravenous eating in the evening.

Individuals with bulimia nervosa are more likely than other people to have symptoms of depression, including sadness, low
self-esteem, shame, pessimism, and errors in logic (Burney & Irwin, 2000; Paxton & Diggens, 1997).

The psychologist now suggested a two-pronged approach, in which Rita would further normalize her
meals and would also develop some strategies for eliminating binges at night. With respect to meals, Dr.
Heston observed that Rita was still limiting herself to a diet frozen dinner in the evening. She suggested that
instead she start to have a regular dinner: meat with rice or potatoes, plus a vegetable. It had been a while
since Rita had prepared a regular dinner, and so the client was concerned that the sheer effort might force
her back to the frozen meals. Thus the therapist suggested that she at least cat conventional frozen dinners,
rather than the dietetic ones.

Next, Rita and Dr. Heston discussed some measures for avoiding binges, should the urge arise. First, the
psychologist advised that she plan an evening activity at least 3 nights a week: a movie, a dinner out, or a
moderate exercise class. Second, Rita should buy all of the food for the week in one or two shopping trips,
preferably on the weekend; she should shop from a list and go to the store on a full stomach. Third, Rita

;
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should change her route home from work so as to bypass the stores in which her binge foods were usually
purchased.

Finally, Dr. Heston said she thought the time was right for Rita to start refraining from purging. The
client’s better eating habits had already reduced the severity of her binges, and so she was better off just
accepting the full caloric consequences of those binges, as opposed to purging. The psychologist
emphasized that purging was actually helping to produce bingeing by making Rita feel that she could
protect herself from the consequences of a binge. In other words, knowing she could purge, she was feeling
freer to binge. Rejecting purging, on the other hand, would help Rita to try to control her bingeing. Dr.
Heston also pointed out that if Rita retained the calorics from the binge, she would be less likely to feel
deprived afterward, thus reducing the need to binge later.

Vomiting fails to prevent the absorption of at least half the calories consumed during a binge {Garner et al., 1985; Wooley &
Wooley, 1985).

Rita expressed agreement with the goal of not purging, saying it made her feel disgusting. But once again
she was concerned about gaining weight. Dr. Heston reminded the client that the proposed measures did not,
according to experience, cause people to gain weight. That is, the increased calories that might result
occasionally from not purging would be offset over time by a reduction in overeating. This could be verified
by keeping track of Rita’s weight. Rita said she would do her best not to purge.

Session 5 Rita reported that she had followed the new meal plan, eating a regular breakfast, a whole
sandwich for lunch, and on most nights, a complete dinner—sometimes frozen, sometimes a meal she
prepared. Snacks consisted of fruit and rice cakes. Also, as advised, the client had scheduled activities for
herself on several nights.

Still, there were two episodes that Rita described as binges: a pint of ice cream on one night and a couple
of large chocolate doughnuts on another night. The quantities of these “binges” were not really
extraordinary—it now appeared that her more regular meals were holding down her cravings—but Rita
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considered them intolerabie, and she purged on both occasions.

She said that she had decided to purge because she just felt so fat after eating those foods. Still, she
asserted, “I really want to stop purging,” and she asked for another chance to try during the coming week.
Dr. Heston encouraged the client to try again but asked that she bring some so-called bad foods to the next
session. The psychologist explained that they could do a practice exercise in which Rita would eat the foods
with Dr. Heston and then practice tolerating the feeling of fullness.

Session 6 Rita reported having purged after two episodes of “overeating” at home in the evening. In one[g
case, she purged two large chocolate chip cookies that she had bought in a gourmet shop; in another, she(®
purged two pieces of chocolate cake. She had intended not to do any purging this week, but once she ate
those foods and felt as if she had gained weight, she couldn’t stand it.

Most cases of bulimia nervosa begin in adolescence or young adulthood {most often at age 15 to 19 years) (Smink, van
Hoeken, & Hoek, 2012).

Dr. Heston asked the client whether she had brought any “bad” foods, as advised. Rita at first stated that
she had forgotten, but then admitted that she had deliberately not brought the foods in the hope of avoiding
the eating exercise. The psychologist, having anticipated this complication, informed Rita that she had
brought some chocolate doughnuts to the session herself. The client reluctantly agreed to do the eating-
without-purging exercise during the session. She said she might as well get it over with, as it appeared she
could not do the exercise on her own right now.

Dr. Heston brought out two large chocolate doughnuts and suggested that they each eat one. Rita balked,
saying she hadn’t expected the doughnuts to be so large, and she asked whether she could just eat half. The
psychologist explained that the exercise would be of no value if Rita restricted her eating to an amount that
felt safe. “I know,” Rita replied, “but I’'m afraid of gaining weight.”

Dr. Heston then asked Rita to estimate how much weight she would gain by eating the doughnut. “I don’t
know; 2 pounds?” she guessed. In response, the psychologist gave Rita some facts on eating and weight
gain. First, the doughnuts themselves did not weigh more than 3 ounces each; so ingesting one of them
could not increase her weight by more than 3 ounces. Moreover, like all foods, some of the doughnuts’
weight reflected their water content, which would be excreted eventually; most of the rest would be burned
off in the natural course of events. Dr. Heston suggested they conduct an experiment in which the client
would weigh herself on the office scale just prior to eating the doughnut and then immediately afterward.

Rita agreed to eat the doughnut, first weighing herself on the office scale; her weight was 132, She then
ate her doughnut slowly, as if taking a bitter herb, but at the same time she admitted that she liked it. After
finishing, the young woman remarked that she felt really fat and had a strong desire to purge. The
psychologist suggested that she return to the scale. Rita discovered that her weight did not show any
increase. Dr. Heston used the finding to make the point that feeling fat after eating and actually being fat or
gaining weight are not the same. The therapist also noted that sometimes eating a large quantity of food will
indeed produce a considerable weight gain immediately afterward, but most of this gain is water and will be
excreted eventually. In order to get used to this, however, Rita would have to stop purging.
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The hehavioral technique that requires clients to confront their fears by eating taboo foods to show that eating can be
harmless and even constructive is similar to the exposure and response prevention therapy used in cases of chsessive-
compulsive disorder (Steinglass et al., 2012).

For the remainder of the session, Rita and Dr. Heston focused on other matters, reviewing Rita’s mealE
plan, binge control strategies, and evening activities. All three areas seemed to be going smoothly. At the 3
end of the session, the psychologist asked Rita how she felt about having eaten the doughnut. The client
replied that she still felt fat, but not as much as before. She said it had been a long time since she had let
such a feeling stand without purging afterward. Dr. Heston repeated the importance of Rita’s not purging
after she left the office or undertaking any other compensatory measures. The young woman indicated she
thought she could comply.

Finally, the psychologist asked Rita what the prospects were of her refraining from all purging during the
coming week, should she get the “fat” feeling after eating. Rita replied that she thought the prospects were
better now. If she could keep this doughnut down for the rest of the night, she thought the experience would
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Session 7 Rita reported that she had gone the full week without purging. There were a couple of occasions
when she had been sorely tempted—once after she ate a whole pint of ice cream at night and another after
cating a couple of large chocolate chip cookies. When she first selected those foods, she had in fact planned
to purge afterward. However, she later willed herself not to do it, recalling her success in the therapist’s

office.

Dr. Heston praised Rita for this accomplishment and said she wanted to help the client lock in these gains
by once again eating some “bad” foods together. Today, the psychologist explained, she had brought some
large chocolate chip cookies. “I was afraid of that,” Rita replied, but she was clearly more willing to conduct

the exercise this weel,

Once again, they ate together and Rita agreed not to purge either these cookies or any other foods in the
coming week. As usual, she was to continue eating regular meals, observing the binge control strategies, and

scheduling activities at night.

Sessions 8 to 11 During the next four sessions, Dr. Heston and Rita continued to eat foods that the young
woman would normally have avoided—potato chips, pizza, and cake—and again Rita refrained from
purging. In fact, she succeeded in not purging throughout the 3-week period, despite several occasions when

she ate “bad” foods at home.

Many individuals with bulimia nervosa have severe oral and dental problems, including dental erosions, dental cavities,
periodontal disease, and gum disease. Esophageal complications, some of which can be life-threatening, are fairly common

(Mehler, 2011).

During this period, the combination of regular meals plus the lack of purging seemed to be naturally
reducing the client’s desire to binge. By the 11th session, she reported bingeing only occasionally, and the

quantities were actually rather modest.

Also during this period, Dr. Heston had Rita add some taboo foods to her diet. By the 11th session, the
client was deliberately eating such items as pizza or a sausage-and-peppers hero for hunch, chips or candy

bars for afternoon snacks, and barbecued chicken for dinner.

Throughout this whole period, Rita worried about gaining weight, but the scale indicated that her weight
was remaining the same—131 to 134 pounds. Still, she complained that this eating pattern made her feel fat.

Rita:

Dr. Heston:
Rita:
Dr. Heston:
Rita:
Dr. Heston:

Rita:
Dr. Heston:

Rita:

Dr. Heston:
Rita:
Dr. Heston:
Rita:
Dr. Heston:

Rita:
Dr. Heston:

| know the scale says my weight is the same. But when | eat such large meals during the day, | feel fat and
bloated. My clothes are tight, | feel that people can tell 'm fat. Before, | didn’t have this feeling. | miss that
feeling of being in control.

How were you in control before?

By dieting, by following my weight watcher plan.
But what about the binges?

Weli, except for the binges | was in control.

| don't think you can separate one from the other. Your dieting was causing binges. Besides, the term
control doesn’t really describe what you were doing when you dieted. You weren't controlling your food, you
were being controlled by a vicious cycle of dieting, bingeing, and purging.

Well, | had a fesling of control when | dieted. It made me feel good—like | was accomplishing something.

You seem to be equating control over food—or what you thought was control—with accomplishment. Does
that stand up?

Well, maybe it's not the control part. | mean, | can see that the idea of controlling food is sort of dumb by
itself. It doesn’t make you accomplished or anything. It's more my weight that matters. Maybe | wasn't
going about it in the best way, but 133 pounds is fat as far as I'm ¢oncerned, and nothing in the world is
going to convince me not to lose that weight.

What's wrong with 133 pounds?

It's more than | should be weighing.

But we've seen that 133 is normal for your height.
| don't care. | am fat at 133.

I'd like you to consider the possihility that your thinking on this matter is really groundless. For example,
what evidence do you have to support the idea that you're fat?

| feel fat.
That's just a feeling. We're trving to see if the feeling is justified, What evidence do vou have?

st d |
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Rita: Well, | used to weigh less—that's evidence—but | suppose you would say | used to be too thin. How about
the fact that my love life is nonexistent? | haven't had a date in months.

Dr. Heston: What was your love life like when you weighed 121 pounds?

Rita: Not that great either, | suppose. People don't want to go out with me because I'm so miserable more than
because I'm fat.

Dr. Heston: But vou still believe you're fat.

Rita: Well, | guess I'm not actually obese. | just look heavy at this weight.

As many as half of elementary scheol girls have tried to lose weight, and 61 percent of middle school girls are currently
dieting {Hill, 2006). ‘

This discussion seemed to shift Rita’s view of her weight slightly: She moved from declaring she was fat
to thinking that maybe she just looked heavy. Still, Dr. Heston felt that her client’s thoughts had not yet
shifted far enough. It was critical that she arrive at a more neutral view of her weight.

Thus, the psychologist asked Rita to consider all the ways in which her current behavior differed from
the way she had behaved at 121 pounds. Rita noted that at her current weight she tended to: (a) wear a bulky
sweater or jacket at the office, (b) check her body shape for extended periods in a full-length mirror before
leaving the apartment, (c) wear concealing clothing at her gym, (d) avoid swimming, () spend most of her
time alone in her office at work, and (f) rarely accept dates.

Dr. Heston explained that these actions were actually all serving to strengthen Rita’s belief that her
weight was terrible. The therapist thus suggested behavioral exercises to help Rita change such behaviors,
and they agreed to devise the first set of exercises at the next session.

Sessions 12 to 15 Rita and Dr. Heston devoted the next four sessions to planning and carrying out
behavioral exposure exercises and cognitive reinterpretation exercises to help eliminate Rita’s fear and
avoidance of various activities. In these exercises, Dr. Heston systematically guided her client to perform
and reinterpret those activities that, according to the previous week’s list, Rita had been avoiding or
eliminating from her life.

Research indicates that individuals with bulimia nervosa are extremely focused on weight matters and virtually define their
self-worth in these terms (Fairburn et al., 2003; Fairburn, 2008}.

The first exercise was for the young woman to remove her sweater at work and venture around the
restaurant for a minimum of I hour—later 2 hours—each day. When she carried out the plan initially, Rita
felt enormous anxiety. As instructed, the client recorded her negative thoughts and then tried to refute them
in writing. In one instance, for example, Terry, a “slim” coworker, had seen Rita and had given her a critical
look. Rita’s first impression was that Terry must be thinking that she had grown fat. As part of her written
exercise, Rita also considered contrary evidence—for example, that Terry had not actually said anything
about her appearance. Rita then produced an alternative interpretation of her interaction with the coworker
—namely, that Terry’s so-called critical look could just as easily have been a meaningless glance or a
reflection of some other concern.

At first, such counterarguments didn’t feel very convincing to Rita. But after continued written thought
exercises, coupled with the behavioral exposure, her thinking and feelings started to shift. In fact, after 2
weeks of not concealing her shape, Rita was no longer feeling self-conscious in this activity.

The client’s anxiety was also reduced following repeated exposure to other activities, coupled with the
thought exercise. By the 15th session, she no longer felt the need to wear concealing clothing at work or at
the gym, and she was leaving her apartment with just a quick glance at the mirror. Rita had even gone
swimming several times at her gym and felt pretty comfortable doing so by the fourth venture.

Rita: By doing these things over and over I'm getting used to them. I'm back to deing normal things in spite of my
weight. People don't really seem to view me any differently. More likely, they simply don't care one way or
the other. | guess | need to consider why | care so much.

Br. Heston: What thoughts do you have?

Rita: | guess 've been equating my weight with some sense of worthiness, like | don’t deserve anything unless
I'm thin. Where do you think | got that?

Dr, Heston: | don't know, but obviously our culture promotes that concept to some extent. In any case, the important

6vT d

37 A80)0YdAsd jBWIOUGY Ul S3IPMIS seD - (]19d elja8uy) 528697£000000000!

=

—
5]
<

000000000000SY - 020Z/60/¥0



4/9/202¢ Case Studies in Abnormal Psychology 2E

thing is to récognize that glou’ve fallen brey to that idea and need to counteract it. -

Rita: i think these exercises have helped to some extent. But | can’t help feeling that being successiful or
worthwhile is tied o being thinner.

Dr. Heston had Rita consider arguments both for and against the belief that thinness is a sign of success.
Rita concluded that being thinner might be desirable from an appearance standpoint but that it did not
represent any form of merit. To further this, the psychologist had Rita carry out a new exercise. The client
agreed to survey the appearance of women whom she considered attractive or successful, particularly at the
gym and the swimming pool. Rita was to attend specifically to the flaws in body shape they might each
possess. Such observations would help her recognize that she might have given her own flaws in body shape
unfair emphasis.

Sessions 16 and 17 By the 16th session, Rita had been almost binge-free and purge-free for 8 weeks. She
was continuing to eat regular meals, including formerly forbidden foods. And she had eliminated most of
the behaviors that had been inspired by anxiety over her weight and shape.

By the 17th session, the client had spent 2 weeks carrying out the exercise of noticing other women’s
body shapes. She noted that the cxercise was very different from the way she normally directed her attention
to other women. Usually, she would focus on their most flattering attributes. If one had a small waist, she
would focus on that; if another had toned legs, she would look at them, all the while making unfavorable
comparisons with herself. With this new exercise, she was forcing herself to do the opposite, and it was
quite an eye-opener. She learned, for example, that Terry, the coworker Rita had always considered the
epitome of thinness, was actually quite thick in the calves and had large feet. Similarly, she noted that a7
woman at the pool, one Rita had consistently admired, had dimpled thighs. These observations, in|<
combination with the ongoing behavioral exposure exercises, were helping her to see her own situation in a
different light. She was starting to consider that maybe her dissatisfaction with 132 pounds was overblown.
Although she still would prefer to weigh 120 to 125, she was now thinking of postponing any further weight
loss; the effort might not justify the result.

Dr. Heston was very supportive, suggesting that it would be best to put the whole weight loss question on
hold for at least several months. This would give Rita time to lock in her more realistic views on weight and
body shape. Then the client could consider the question of weight reduction objectively.

Sessions 18 to 22 The next five sessions were devoted to the consolidation of Rita’s behavior and attitude
changes and to relapse prevention. During this period, she had been instructed to stop her daily food records
and behavioral exercises. In addition, the sessions were spread more and more apart, to give the client
practice in functioning for longer periods without supervision. All continued to go very well, and treatment
ended after the 22nd session. In the final session, Dr. Heston advised Rita to keep on the lookout for any
signs of slipping into old habits: for example, skipping meals, avoiding many foods, excessive weighing,
and of course purging. If she were to detect any such signs, she was to counteract them right away; if this
proved too hard to do on her own, she was to contact Dr. Heston for booster sessions.

Cognitive-behavioral treatments for bulimia nervosa produce significant improvement in 40 percent to 60 percent of clients.
Differences in outcome statistics depend on when the treatment outcome is assessed and how it is defined (reduction in
symptoms versus complete remission) (Mitchell et al., 2011; Poulson et al., 2014).

Epilogue

Six months after the final session, Rita contacted Dr. Heston. She said that she had successfully maintained
her progress, although there had been one occasion, about a month after the treatment ended, when she
purged. Rita said she regretted the purging immediately afterward and had been purge-free for the past 5
months. She continued to follow a regular meal plan, aithough she had to admit that her old dieting habits
were often tempting. Her weight remained about the same throughout this period.

Her main reason for getting in touch, she told Dr. Heston, was that she was not doing well in her dating
relationships: on more than a few occasions, she had driven off guys by being too critical and moody. She
asked Dr. Heston for the name of a therapist who was experienced in interpersonal problems. The
psychologist suggested a colleague and asked Rita to continue to keep in touch. The therapist was of course
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not pleased that her tormer client was still struggling with relationships, but she was very pleased mndeed
with her continued success in the realm of eating and appearance. With those problems under control, Rita’s
chances of addressing her interpersonal problems, or any other problems for that matter, were greatly
improved.

One follow-up study indicated that patients who received either cognitive-behavioral therapy or exposure with response
prevention treatment for bulimia continued to improve over a 5-year period. By 5 years after treatment, 83 percent of
individuals no langer met the criteria for bulimia nervosa, but only 36 percent had been abstinent from bulimic behaviors for
the past year (Mclntosh, Carter, Bulik, Frampton, & Joyce, 2011},

Assessment Questions

1. What was the concern that Rita had, along with many others who have bulimia nervosa?

2. Describe Rita’s eating plan, including her “good” and “bad” eating habits. Do you think her diet plan
was reasonable?

3. When did Rita’s eating behaviors begin to become pathological?
4. What prompted Rita to decide to purge after her binges?
5. What was Rita’s nonpurging activity to lose weight?

6. According to the information provided in the text, how do individuals with bulimia generally perceive
their body size compared to control subjects?

7. How did Rita’s eating disorder affect her relationships with her coworkers?
8. Why did Rita finally decide to seek treatment?
9. Describe the cognitive-behavioral model of the maintenance of bulimia nervosa.

10. Dr. Heston asked Rita to keep a record of her cating behaviors. What did Dr. Heston see as advantages to
this exercise, and why was Rita reluctant to participate in this assignment?

11. At what age do most cases of bulimia begin? .
12. Describe at least two medical problems that may occur with continued bingeing and purging.

13. From reading about Rita, list all of the reasons you think were factored in to why she developed bulimia
nervosa.

14. For clients seeking treatment for bulimia, what are the statistics regarding improvement in behaviors?
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ABSTRACT

Objective: The efficacy of cognitive
behavioral therapy ((BT) for bulimic dis-
orders has been established in research
trials. This study examined whether that
efficacy can be translated into effective-
ness in routine clinical practice.

Method: Seventy-eight adult women
with bulimic disorders (bulimia nervosa
and atypical bulimia nervosa) under-
took individual CBT, with few exclusion
criteria and a treatment protocol based
on evidence-based approaches, utilizing
individualized formulations, Patients
completed measures of eating behav-
iors, eating attitudes, and depression
pre- and post-treatment. Eight patients
dropped out, The mean number of ses-
sions attended was 19.2.

Results: No pretreatment features pre-
dicted drop-out. Treatment outcome was
similar whether using treatment com-

pleter or intent to treat analyses. Approxi-
mately 50% of patients were in remission
hy the end of treatment. There were sig-
nificant improvements in moad, eating
attitudes, and eating behaviors. Reduc
ticns in bingeing and vomiting were
comparable to effiacy trials.

Discussion: The improvements in this
“real-world” trial of CBT for adults with
bulimic disorders mirrored those from
large, funded research trials, though
the condusions that can be reached
are inevitably limited by the nature of
the trial {e.g., lack of control group
and therapy validation). © 2013 Wiley
Periodicals, Inc.

Keywords: bulimia nervosa; atypical
bulimic disorders; cognitive-behav-
ioral therapy; effectiveness

{Int ] Eat Disord 2014; 47:13~17}

Introduction

There is substantial evidence that cognitive-
behavioral therapy (CBT} is efficacious in the treat-
ment of adult women with bulimia nervosa and
atypical bulimic disorders.!™ However, that evi-
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dence has come from funded research studies. Such
findings are not necessarily generalizable to the
wider range of clinical settings, due to factors such
as the exclusion of comorbidity or atypical cases,
treatment being delivered under highly stringent
conditions, and the need to adhere strictly to proto-
cols. Thus, such evidence of efficacy in the research
environment needs to be translated into evidence of
effectiveness in less specialized clinical practice, in
order to avoid clinicians ignoring the evidence as
being irrelevant to their client group.? This attitude
might explain the common omission of core techni-
ques when delivering CBT for adults with eating dis-
orders’ and the fact that only a minority of
clinicians report using manuals when working with
bulimia nervosa.'® There is evidence for the clinical
applicability of research-based CBT for anxiety and
depression.'''* However, that is not the case in the
eating disorders. Therefore, this study considered
whether the efficacy of CBT for bulimic disorders
{as shown by existing research trials) can be trans-
lated into clinical effectiveness in routine clinical
settings, where none of the exclusion- and protocol-
based constraints outlined above apply.
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Method

Participants

All patients were treated in a publically-funded outpa-
tient eating disorder service in the UK. The only exclu-
sion criteria were psychosis, learning difficultes, or an
inability to work in English. The participants in the trial
were a case series of those patients with bulimic disor-
ders who opted to undertake CBT when assessed and
when treatment options were discussed. A small number
of patients opted to undertake a psychodynamic therapy,
while another group attended for assessment but
declined or failed to attend for treatment. However, the
numbers in these groups were not recorded. Therefore,
this is a study of those who opted to begin CBT, rather
than all who attended the clinic or who had bulimic dis-
orders. None were excluded from the trial due to missing
data (see below).

The sample entering treatment were 78 adult women
with bulimic disorders: 55 with bulimia nervosa {52
purging subtype; three nonpurging subtype) and 23 with
EDNOS involving bulimic behaviors (nine with subthres-
hold bulimia nervosa, involving bingeing and purging at
least once per week over three months; 10 with binge
eating disorder; and four with purging in the absence of
bingeing). None were in the anorexic weight range. All
were assessed using a semistructured interview proto-
col,'® and diagnosed using DSM-IV criteria.'* The mean
age of the sample at assessment was 27.8 years (SD =
7.11) and their mean body mass index (BMD was 22.1
(SD = 3.26).

A minority of the bulimic sample (N = 9) were receiv-
ing SSRI antidepressants {stabilized prior to treatment
and maintained throughout the treatment period) and a
small number had occasional dietetic reviews, but none
were receiving any other form of treatment in parallel
with CBT. A high proportion had seme comorbidity
(major depressive disorder: 44% of cases; obsessive-
compulsive disorder; 26%; other anxiety disorders: 32%;
and substance misuse: 23%). The levels for anxiety and
depressive disorders are higher than in some efficacy
studies,® but comparable for substance misuse.

Measures

Height and weight were measured objeciively. Diaries
were used to assess frequency of bingeing and vomiting.
The women also completed measures of eating pathol-
ogy and depression at the beginning and end of
treatment.

Eating Disorders Inventory. The EDI' is a self-report
measure of eating and related attitudes. Scores are
responsive to changes over treatment. Scores on the
eating-related scales (Drive for thinness; Bulimia; Body
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dissatisfaction) were summed to provide an overall score
reflecting eating attitudes.

Beck Depression Inventory. The BDI' is a self-report

measure of depressive symptoms, with good psychomet-
ric properties.

Treatment. This version of CBT'? is based on techni-
ques employed in evidence-based approaches to bulimia
nervosa (1,2,4). In keeping with those approaches, this
programme includes: individualized formulation, taking
into account different maintaining factors across cases
(e.g., nutritional and/or emotional drivers for binging);
agenda setting; homework; change in diet (particularly to
improve carbohydrate intake); diary-keeping; exposure;
behavioral experiments; cognitive restructuring; and sur-
veys. Comorbidity was usually addressed once the core
eating disorder symptoms were substantially reduced,
unless there was evidence that the patient was not
changing eating behaviors in the early part of CBT.

The clinicians were all clinical psychologists with at
least four years of experience in delivering CBT for eating
disorders, and were supervised routinely on these cases
{individually and in groups). The usual assumpiion was
that there would be around 20 one-hour CBT sessions.
However, this was reduced if the patient improved rap-
idly, and was increased if the patient had substantial
comorbidity (such increases were reviewed by the team
afier each additional set of 10 sessions). Whatever the
duration, behavioral change was maintained as a focus,
along with changes in mood and cognitions. The mean
number of sessions delivered per patient was 19.2 (8D =
12.4; range = 7-80). Three follow-up sessions were
offered in addition.

Patients were regarded as in remission if they no lon-
ger had a diagnosis of any eating disorder by the end of
treatment (including being free of bulimic behaviors for
at least a month prior to the last session, and not having
pathological concerns about eating, weight, and shape).
This latter criterion was established through clinical
review. Drop-out was defined as the patient ending treat-
ment before the agreed termination point {defined by
paiient and clinician), whether early or late in treatment.

Data Analysis

Binary logistic regression was used to identify any pre-
treatment factors that predicted drop-out.'” Change was
measured in three ways—as the proportion of patients
ceasing Individual and all bulimic behaviors (objective
binge-eating, vomiting, and laxative abuse) by the end of
treatment; as the proportion of patients who changed or
no longer met diagnostic criteria at the end of treatment
(remission); and as the dimensional differences in fre-
quencies of behaviors, BMI level, eating attitudes, and
depression. As the data were not sufficiently normal,
changes in symptom levels were tested using Wilcoxon
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tests. This final analysis is done as both a treatment com-
pleter analysis and an intent-to-treat analysis (carrying
forward the most recent data to substitute for missing
data where a patlent dropped out). At the end of treat-
ment, there were nine missing EDI scores and 12 missing
BDI scores. These were treated as absent for the com-
pleter analysis.

Results

Predictors of Attrition

Eight of the 78 patients dropped out over the
course of treatment. This rate is similar to that
reported in protocol-driven research studies.
Binary logistic regression was used to determine
whether drop-out was related to pretreatment age,
BMI, frequency of bingeing or vomiting, EDI
scores, or BDI scores. The overall model was not
significant (X* = 11.5, df = 6, p = 0.075), and no
individual variable approached significance (p >
0.16 in all cases). Therefore, no identified pretreat-
ment variables predicted attrition from CBT.

Cessation of Bulimic Behaviors Following (BT

Among the completer group, 66 engaged in objec-
tive binging at the beginning of treatment, and 28 at
the end of treatment (abstinent = 58%), 51 engaged
in vomiting at the beginning and 25 at the end
(abstinent = 51%]}, and 17 engaged in laxative abuse
at the beginning and three at the end (abstinent =
82%). 56% were free of all binging and purging
behaviors by the end of treatment (all patients had
at least one of these behaviors at the start of treat-
ment). These reductions are comparable with those
reported across ireatment in clinical trials.®

Change in Diagnosis Following CBT

Table 1 shows shifts in diagnoses from beginning
to end of CBT. Overall, 37 (52.9%) of the 70 patients
who reached the end of treatment were diagnosis-
free by that point (no bulimic behaviors, alongside

TABLE 1.

34,15

CBT FOR BULIMIC DISORDERS

normalized eating attitudes}. Assuming no such
changes among the eight . patients who had
dropped out, this represents 47.4% of the 78
patients who started CBT. This remission rate is
similar to that found in comparable research.*™*

Diagnostic group at the outset of treatment was
not broadly predictive of change in diagnosis. How-
ever, those with purging disorder showed a mixture
of positive and negative outcomes, suggesting that
this form of CBT is more suitable for those who
binge-eat,

Dimensional Change in Symptoms Following
CBT

Table 2 shows changes across therapy in body
mass index, frequencies of bulimic behaviors, eat-
ing attitudes, and depression. This is done sepa-
rately for treatment completers (N = 70) and as an
intent to treat analysis (N = 78). Regardless of the
form of analysis, there were significant changes on
all of these measures, with a small increase in BMI
and larger reductions in objective binges, vomiting,
eating attitudes, and depressed mood. The effect
sizes {tau = Z//IN]} for these changes varied
between medium and large in both sets of analy-
ses. The frequency of objective bingeing fell by 59%
in the treatment completer analysis {intent to treat:
64%), and vomiting levels fell by 72% (intent to
treat: 65%). These findings are similar to levels of
change reported.’ :

Discussion

Research trials have demonstrated the efficacy of
CBT for bulimic disorders. However, clinicians
commonly regard such findings as irrelevant to
their practice.? Therefore, this study tested whether
those findings can be translated into evidence of
effectiveness in healthcare settings where there are
few exclusion criteria and where the implementa-
tion of the therapy is less intensively scrutinized. It

Diagnostic outcomes at end of treatment, among those completing CBT (N = 70)

Diagnostic Group at End of Treatment

Bulimia nervosa EDNOS
Diagnostic Group at No Fating Purging Noenpurging Atypical Bulimia Binge Eating Purging
Beginning of Treatment Disorder Subtype Subtype Nervosa Discrder Disorder
Bulimia nervosa
Purging subtype (N = 46) 22 {47.8%) 22 {47.8%) 0 2 (4.3%) 0 ¢
Nonpurging subtype (N = 1) 1{100%) 0 0O 0 0 o
EDNOS
Atypical bulimia nervosa (N = 9) 5 (35.6%) Q ¢ 4 (44.4%) 0 0
Binge eating disorder (N = 10) B (80.0%) 0 0 0 2 {20.0%) 0
Purging disorder (N = 4) 1{25.0%) il 1(25.0%) 1(25.0%) 0 1{25.0%)
international Journal of Eating Disorders 47:1 1317 2074 15
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TABLE 2. Symptom change across treatment among those completing CBT (N = 70} and using intent-to-treat analysis
N = 78}
Type of Analysis Treatment Completers Intent-to-Treat
Beginning of End of Wilcoxon Beginning of End of Wilcoxon
Treatment Treatment Test Effect Treatment Treatment Test Effect
Size Size
Point in Treatment Mean sD Mean sD z Tau Mean sD Mean sD z P Tau
Symptom™
Body mass index 228 (358 233 (3.80) 298 (003 036 227 {326 228 (367 381 001 0.4
Objedtive binges per week 445  (651) 184 (507 325 001 039 551 {963 198 (486 493 001 056
Vomiting per week 531 {7.96) 1.49 (3.28) 293 .003 0.35 688  (10.1) 24 (5.29) 283 005 032
Eating disorders inventory  46.0  (154) 263  (21.0) 239 .02 0.29 376 (21.8) 241 (223 258 . 0.29
Beck depression inventory 227 {2.95) 12.2 (11.0) 478 001 0.57 219 {9.46) 121 (105) 459 001 0.52

*No missing data for hody mass index, objective binges, or vomiting episodes, and no missing start of treatment data for other variables. Missing data
for eating disorders Inventory and beck depression inventory mean that completer N = 67 and 58, respectively.

also included atypical bulimic cases. The findings
were broadly comparable to those found in
research trials—the drop-out rate was low (10.3%),
the remission rate was ~50%, and there were sub-
stantial reductions in levels of pathological eating
attitudes and depression. In short, these findings
demonstrate that this form of CBT for bulimia
nervosa® is effective in treating the eating disor-
ders in “real-life” clinical settings. However, it is
important to note that these results were achieved
by clinicians within a specialist eating disorder
clinic, who had relatively high levels of training,
experience, and supervision. Its effectiveness in
other settings or as delivered by less experienced
clinicians remains to be demonstrated. It is also
necessary te nocte that this was an uncontrolled
trial, with no validation checks (beyond routine
supervision) to confirm that the therapy delivered
actually was CBT. While these features are inevita-
ble consequences of delivering treatments in real
life settings, they limit the sirength of any conclu-
sions that can be reached regarding the effective-
ness of CBT.

Several forms of CBT for adults with eating disor-
ders have been shown to be efficacious to a compa-
rable degree in research settings.'™ Fach shares
themes with the form used here—particularly the
foci on individualized formulation, exposure, behav-
ioral change, recording, and cognitive restructuring.
Therefore, these findings suggest that other
evidence-based forms of CBT for the bulimic disor-
ders might have similar levels of effectiveness in
purely clinical settings, although the lack of a con-
trol group in studies of this sort makes it impossible
to conclude definitively that it is elements of CBT
that are responsible for the positive outcomes seen.
Clinicians could be encouraged to use existing man-
ualized forms of CBT for bulimia nervosa more than
they currently do,'° on the grounds that these rela-
tively structured forms of treatment for the eating
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disorders can be as effective in everyday clinical set-
tings as they are efficacious in research settings.
Further work is needed to determine whether these
effects are maintained in the long term, as they are
in research trials. Such research would also benefit
from a wider range of measures of eating pathology
(e.g., body image, other purging behaviors), as the
measures used here were relatively crude, and might
have omitted key indices of change. It should also
consider the potential role of factors such as dura-
tion of disorder, previous treatment experiences,
and socio-economic status, to allow for comparison
with existing and future clinical trials. Finally, it will
be important to determine whether the efficacies of
other therapies for bulimic disorders (e.g., interper-
sonal psychotherapy; dialectical behavior therapy)
are matched by their effectiveness.
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Abstract

different eating disorders in adults.

incraase in guality of life were found by four studies.

EDNOS

Background: This systematic review evaluates the efficacy of internet-based interventions for the treatment of

Method: A search for peer reviewed journal articles detailing Randomised Controi Trials (RCT) and Controlled Trials
(CT) addressing participants with eating disorders aged at least 16 was completed in the electronic databases Web
of Science, Psycinfe and PubMed. The quality of the included articies was assessed. results were reviewed and effect
sizes and corresponding cenfidence intervals were calculated,

Results: Eight studies, including a total of N = &09 participants, fulfilled the selection criterla and were included.
The majority of treatments applied In these studies were based on CBT principles. Six studies described guided self-
help interventions that showed significant symptoem recuction in terms of primary and secondary cutcomes
regarding eating behaviour and abstinence rates. These studies produced significant medium to high effect sizes
both within and betwean the groups after utilisation of guided self-help programs or a self-help book backed up
with supportive e-maits. The two remaining studies utilised a specific writing task or e-mail therapy that did not
follow a structured treatment program. Here, no significant effects could be found. Treatment dropout rates ranged
from 9% to 47.2%. Furthermore, reductions in other symptoms, for example depression and anxiety, and an

Conclusions: Overal|, the results support the value of internet-based interventions that use guided self-help to
tackle eating disorders, but further research is needad due to the heterogeneity of the studies.

Keywords: Fating disorders, Internet-based intervention, Systematic review, Binge eating disorder, Bulimia nervosa,

Background

Eating disorders are associated with both high social and
personal costs for the person concerned. Most people
with eating disorders do not access effective treatment
[1] and show a preference for low-threshold interventions
rather than conventional health care provided for mental
health problems {2,3]. For this reason, an increasing num-
ber of internet-based interventions addressing eating
disorders have been developed to facilitate access to effect-
ive treatments for these individuals. Many of these
internet-based programs have been developed with the aim
of preventing eating disorders [3-11], but more recently

* Correspondence: ruth doelemeyer@medizinuni-elpzigde -
'Department of Psychosornatic Medicine and Psychotherapy, University of
Leipzig, Semmetweisstr. 10, Leipzig 04103, Germany

3 eipzig University Medical Center, IFB AdiposityDiseases, Leipzig, Germany

() BioMed Central

there has also been an increase in interest in imternet-
based interventions targeting people who already suffer
from a diagnosed eating disorder [12-19]. While internet-
based interventions addressing bulimia nervosa [14-19],
binge eating [12,13,16], EDNQOS (eating disorder not other-
wise specified) [17,19] and body dissatisfaction [20,21] have
been conducted, there is still a relatively low number of in-
vestigations into the application of internet-based interven-
tions for anorexia nervosa. It can be assumed that this is
due to the fact that the weight loss accompanying anorexia
nervosa can be life threatening, making it the eating dis-
order with the highest mortality rate [22].

In general, internet-based interventions have several
advantages, for example the lack of geographic boundar-
ies, enabling widespread dissemination of treatment [23].
Furthermore, internet-based interventions are cost-effective

@ 2013 Délemeyer et al,; licensee BioMed Central Ltd. This is an Open Access article distributed undler the terms of the
Creative Commons Attribution License (hitpy//creativecemmons.orglicensas/by/2.0), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly dted.
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[24] and provide greater user control, flexibility, open
access and anonymity [25]. They are therefore especially
relevant for patients who might not otherwise access treat-
ment for reasens such as fear of social stigma or lack of
easy access to a treatment centre.

While a number of reviews and meta-analyses of
internet-based interventions have been published, e.g.
for depression [26,27], depression and anxiety [28-31],
obesity [32] and the prevention of eating disorders [3],
there is, to our knowledge, no review examining the effi-
cacy of internet-based interventions for the treatment of
existing eating disorders. Thus, with this systematic re-
view we aim to give an overview of the different forms
of internet-based interventions that have been applied
for people suffering from an eating disorder.

The following key questions are addressed by this
systematic review:

1. What is the evidence for the value of internet-based
interventions for the treatment of eating disorders? To
answer this question, effect sizes and corresponding
confidence intervals were calculated for within and
between group analyses. Additionally, rates of
abstinence and dropout were taken into account.

2. What factors are associated with these treatment
effects (e.g. duration of treatment, degree of
therapist involvement)?

To answer these questions only analyses of quantita-
tive data were taken into account; qualitative data were
not considered at this time.

Methods

Before starting with literature search for the systematic
review, inclusion criteria and methods of analysis were
specified, These criteria have not been documented in
an official review protocol.

Study eligibility

Studies were selected and included in the present review
according to five criteria: (1) publication in a peer
reviewed journal, {2) presence of a controlled design, (3)
inclusion of the internet as at least one mode of delivery
for treatment or self-help, {4) inclusion of participants
aged at least 16 years and suffering from an eating dis-
order and (5) presence of changed eating behavicur as a
primary outcome. Studies were excluded if they (1)
addressed prevention of eating disorders, (2) addressed
weight loss programs, or (3) did not include subjects suf-
fering from a diagnosed eating disorder.

Study selection
For the selection of studies, Web of Science, Psyclnfo
and PubMed were electronically searched for asticles
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published or e-published before November 2012 by
combining the terms “random*’ OR “controlled” with
the terms “eating disorder”, “anarexia”, “bulimia”, “binge
eating” OR “EDNOS”, the terms “online”, “internet”,
“computer®”, “email” OR “web” and the terms “interven-
tion”, “therapy” “self-help”, “treatment” OR “program” in
titles or abstracts. No limitation was made regarding the
fanguage of articles, The titles and abstracts of the 460
articles identified by the initial search were screened to
determine their relevance to the review. Articles that did
not meet inclusion criteria were excluded at this stage,
whereas the full text of potentially relevant siudies was ex-
amined. Furthermore, the reference lists from retrieved ar-
ticles were checked for additional relevant literature, The
selection of articles was independently performed by the

primary and secondary author of this review.

Data extraction

Data extraction was conducted independently by two
authors, consulting a third reviewer in the case of dis-
crepancy in the documentation of study features. Vari-
ables extracted included the authors of the study, title
and publication vyear, information regarding number,
diagnosis, gender and age of participants, characteristics
of intervention and control groups {e.g. frequency of
contact, kind of control group), duration of treatments,
time points of assessment, and measures used for out-
come assessment. The rates of study dropouts (regarding
percent of missing post-treatment assessments over all
groups) and treatment dropouts (regarding percent of
participants not finishing treatment in the intervention
group) were also noted, as were rates of abstinence. Fur-
thermore, information necessary for evaluating meth-
odolegical quality was extracted.

Assessment of methodological quality

Methodological quality was assessed using an 1l-item
list oriented on a scale developed by van den Berg et al.
[33]. Studies were rated independently by the first au-
thor and checked by the second author. Disagreements
were discussed until consensus was reached. Each item
was rated as yes, no, or unknown, A total methodological
quality score {ranging from 0-11) was calculated by
summing up all yes items. Studies were rated as having
good methodological quality if they met at least two-
thirds of the criteria (eight or more items).

Assessing the effects of internet-based interventions for
eating disorders

To answer the key questions of this review, key eating
disorder-related symptoms (eg. bingeing and purging)
and rates of abstinence were considered as primary out-
comes. As secondary outcomes, results of key question-
naires were considered. Included were questionnaires
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that are commonly used for the assessment of symptoms
related to eating disorders, resulting in examination of
(1) EDE interview and the Eating Disorder Examination
Questionnaire (FDE-Q) [34], a semi-structured interview
and its self-report version, measuring the core psycho-
pathology of eating disorders; and {2) the Eating Dis-
order Inventory (EDI) and Eating Disorder Inventory 2
(EDI-2) [35-38], which were developed to assess psycho-
logical characteristics of patients with eating disorders.
In studies that did not include one of these question-
naires, (3) the Bulimia Investigatory Test Edinburgh
(BITE) [39], a self-rating measure assessing symptoms of
BN, was considered.

If a study measured outcomes across several time
points, the first time point after completion of the inter-
vention was selected for comparison of studies. For stud-
ies that included more than one control group, the one
with the least contact was selected for comparison. Since
statistical significance of t-tests depends upon sample
size, level of significance, tests used and other variables
of study design, effect sizes (ES, Hedges' g) were calcu-
Iated by the authors, according to Hedges [40]. For effect
size calculation, intention to treat (ITT) data was used.
Where ITT data were not available, ITT effects were es-
timated, assuming a zero effect for study dropouts. If no
data for calculating or estimating effect sizes were avail-
able, results of ANOVAs or effect sizes reported in the
studies were used. An ES of less than 0.5 was interpreted
as small, 0.5 to (.8 as medium and greater than 0.8 as
large [41]. Additionally, 95% confidence intervals (Cls)
were calculated according to Hedges and Olkin [40].
Furthermore, where follow-up data were available, stabil-
ity of the effects was reported and additional cutcomes
(e.g. depression, anxiety or quality of life} were consid-
ered. Here, the (1) Beck Depression Inventory (BDI)
[42], or BDI-II [43], (2) the Hospital Anxiety and De-
pression Scale (HADS) [44,45] or (3} the Montgomery
Asberg Depression Scale Self-assessment (MADRS) [46]
were used to assess symptoms of depression and anxiety.
To assess quality of life, {1) the short form of the Impact
of Weight on Quality of Life (IWQOL-Lite) [47], (2) the
Satisfaction with Life Scale {SWLS) [48] and (3} the
WHO Quality of Life Questionnaire {WHOQOL-Bref)
[49] were included in the review.

Because the studies differ in terms of the eating disor-
ders addressed, characteristics of participants and
internet-based programs applied, no meta-analysis was
performed but results will be presented for each study
and conclusion will be drawn.

Results

Study selection

The search and selection process for articles is illustrated
in Figure 1. A total of 651 articles were identified by the
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initial search. After removing duplicate articles (n = 191)
and irrelevant studies (n = 436), 24 articles were retained
for further consideration. Of these, 16 articles were ex-
cluded as they addressed prevention of eating disorders or
presented data from participants who did not fulfil a diag-
nosis of an eating disorder (n = 6), they did not use a
controlled design (n = 5), they were addressing relapse
prevention (n = 1) or they did not use internet-based ther-
apy as the mode of delivery (n = 4). Screening the refer-
ence lists from retrieved articles did not lead to the
inclusion of any additional relevant literature — Figure 1.

Methodological quality

In Table 1 the results of the methodological quality assess-
ment are described. Of the eight studies included, five
[12,16-19] were rated as having good methodological
quality, whereas two studies [13,15] just missed this rating
by meeting seven rather than eight out of the 11 criteria.
One study {14] failed to report the eligible criteria and
timing of outcome measurements between groups were
not comparable.

Methods

Tables 2 and 3 provide an overview of the methods used
in the studies, detailing the intervention, control group
and participant characteristics as well as the diagnosis
addressed by each study. Furthermore, the time points
of assessments are listed and rates of abstinence and
dropout are reported. The eight included studies all were
published in English and described different interven-
tions using the internet as a mode for delivery of
treatment or self-help support. Three of the studies fo-
cused on bulimia nervosa [14,15,18], two on full or sub-
threshold criteria for binge eating disorder [12,13], while
the remaining three studies addressed more than one
kind of eating disorder [16,17,19]. Eating disorders were
diagnosed according to DSM-IV criteria in all but two
studies [15,18]. While six of the studies were randomised
controlled trials [12,15-19], two studies were controlled
but not randomised [13,14]. Of the studies included in
this review, two did not assess the stability of effects
[14,17] while in the remaining studies the time frame for
follow-up ranged between 8 weeks [15] and 12 months
after end of the treatment [18].

Participants’ characteristics

The included studies involved a total of N = 609 partici-
pants suffering from serious eating issues or diagnosed
eating disorders, with sample sizes ranging from 42 [13]
to 97 [17]. About 97% of the total sample was female.
Five of the studies included both genders [15-19] while
three only addressed women [12-14]. The average age of
participants ranged between 23.7 and 44.6 years.
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Records identified through
database searching
{n= 651)

Additional records identified
through other sources
n=0j

Records after duplicates removed

{n = 460}
h 4
Records screened | Records excluded
{n =460} i In =436)

l

{n=24)

Full-text articles assessed
for eligibility

Fuli-text articles excluded,
with reasons
(n = 16)

- prevention/ inadequate

(n=8)

Studies included in the
present review

diagnosis {n = 6)

- no controlled design (n =
5}

- relapse prevention {n =1}

Figure 1 |dentifying studies for inclusion in systematic review.

no internet-hased therapy
n=4)

Intervention characteristics

Cognitive behavioural therapy (CBT} or modules of CBT
formed the basis of all but one intervention [15]. This
exception involved an expressive writing task that,
according to Pennebaker [50], incorporated exploration
of the patients’ thoughts and emotions, Most of the
approaches additionally implemented psychoeducational
elements. Treatment programs differed in length, ran-
ging from three days for the shortest [15] up to six
months for the two longest [12,13]. In brief, six studies
offered the patients a guided self-help intervention
[12-14,16,18,19], one utilised a specific writing task [15]
and one used e-mail therapy that did not follow a struc-
tured treatment program [17]. Five of the six studies that
used guided self-help interventions developed and used
structured treatment programs [12-14,18,19], while in
one study [16] the self-help intervention utilised a book
with accompanying tasks and homework. The extent of
therapist support or guidance in the various internet-
based interventions differed from no support at all [15]
to an average of two emails per week over the course of
the treatment period [17]. In most studies, an average of
one contact per week between coaches and participants
was planned.

Control group characteristics
Four studies utilised a comparison group that was a
waiting list control group with no professional contact

at all [13,17-19]. In three studies, waiting list control
groups received exercises to do while waiting [12,14,16]
and two of the studies included an additional control
group [17,18]. Finally, the study using the expressive
writing task as intervention program [15] did not use a
waiting list control group at all, but advised partici-
pants in the control group to write about superficial
topics, in a factual manner, without exploring thoughts
or feelings.

Qutcomes

Outcomes related to eating disorders

Table 4 illustrates the effect sizes for primary and sec-
ondary outcomes, as well as the corresponding Cls. In
two studies [12,18], means and standard deviations for
the calculation of effect sizes were available in the form
of ITT data, while four siudies {13,15,16,19] reported
these in terms of completers’ data. The remaining two
studies did not provide the information required for
calculating effect sizes. For one study (14], no standard
deviations or test-values were given. Here effect sizes
for between groups were taken from reported study
results and reported confidence intervals for mean dif-
ferences were considered. For the other study that did
not provide standard deviations [17], F-values were
reported but estimation of effect sizes were not possible
as the study design included three groups, Here, results
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Robinson & Johnston

Serfaty [17]

Ljotsson
etal, [16]

Items Study

Methodological quality

Carrard
et al. [15] etal. [12]

Ruwaard
et al. [18]

Carrard
et al. [13]

Sanchez-Crtiz Fernandez-Aranda
et al. [19] et al. [14]

Were the eligible

criteria specified? yes ¥es yes

yes yes no yes yas

Was the method of
randorization yes YES no
described?

yes yes yes yes yes

Were the groups
similar at baseline
regarding important
prognastic indicators?

yes yes unknown

yas yes yes ves VEsS

Were the index and
the control interventions yes yes yes
explicitly described?

yes yes yes yes yes

Was the ocutcome
assessor blinded to
the interventions?

Unknown yes Unknown

Unknewn no Unknown

Was the dropout rate

described and were the

characteristics of yes yes yes
dropouts compared

with the completers?

No {no

yes yes yes comparison)

Was long-term foliow-
up in the groups no no yes
comparable?

yes no no yes yes

Was the timing of the
outcome measurements yes yes yes
in the groups comparable?

yes yes no yes yes

Was the sample size of
each group described
by means of a power
calculation?

no yes yes

yes yes no no yes

Did the analysis include

h . . n
intention-to-treat analysis? yas yes °

yes yes Unknawn no yes

Were point estimates and
measures of variability
presented for the primary
outcome measures?

Mean but no
standard deviation

Mean but no

yes yes standard deviation

yes yes

of analyses of variance reported in the study were
considered instead.

Primary outcomes

Figure 2 shows effect sizes and corresponding confi-
dence intervals for bingeing and purging. Six of the stud-
ies assessed bingeing or purging, while in two studies
[15,17] these hehaviours were not assessed, Medium to
large effect sizes from pre- to post-treatment were found
in the intervention group for both bingeing and purging
episodes, ranging from 0.75 to 1.05 for binge episodes
and from 0.41 to 0.77 for purging. When effect sizes
were calculated between groups, however, a significant
reduction in the number of binge episodes in the inter-
vention group as compared to the control group was
only found in two studies {12,16], with moderate effect
sizes. In studies that assessed purging behaviour, no

significant differences in reduction of purging between
groups were found, with one exception. One study [16]
found a significant reduction in purging behaviour in the
intervention group compared to the control group, with
a considerably high effect size of 1.63. Sanchez-Ortiz
and colleagues [19] additionally assessed frequency of
vomiting and found medium-sized effects within the treat-
ment group, while effects were only small when the two
groups were compared. In contrast to this, Fernandez-
Aranda et al. [14] assessed frequency of vomiting and
reported high effect sizes after comparing the two groups.

The definition of abstinence differed between studies
and the rates of abstinence in the intervention groups
were found to vary widely in the different studies be-
tween 22.6% [14] and 45% [13]. While in most studies,
abstinence was defined as absence of the relevant eating
disorder behaviour {e.g. bingeing or purging) over a
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Figure 2 Effect sizes and corresponding confidence intervals for Bingeing, Purging and the EDE-Q Total Score.
.

defined time period, in two studies abstinence was de-
fined as no longer falling within the clinical range of the
BITE [15] or no longer fulfilling criteria for an eating
disorder according to the DSM-IV [17]. All of the
studies found a higher rate of abstinence in the interven-
tion group compared to the control group with lowest
contact, but this difference was only tested for signifi-
cance in four studies [12,13,17,18). All of these analyses
reached statistical significance.

Secondary outcomes

Figure 2 also shows effect sizes and corresponding confi-
dence intervals for EDE-Q total. Regarding secondary
outcomes, as assessed with the questionnaires described
above, the included studies found high effects from pre-
to post-treatment in the EDE-Q total, as assessed in five
studies 112,13,16,18,19]. Positive results of the interven-
tion were also found for the subscales of the EDE-Q,
where assessed. When groups were compared for EDE-
Q total, moderate to high effect sizes were found in
three studies [16,18,19], while in the two studies of
Carrard and colleagues [12,13] these effect sizes were
only small to moderate, as were the results of the EDE-
Q subscales. In the remaining two studies assessing EDE-
Q subscales [16,19], effect sizes between groups were high
with the one exception in the “Restraint” subscale, that
was only significant in the study conducted by Sanchez-
Ortiz et al. [19]. In two studies [12,16] the EDI-2 was
implemented in addition to the EDE-Q to aid treatment
outcome assessment. In both studies medium to high
effects of the intervention were found from pre- to post-
treatment for most of the subscales, reinforcing the results
reported for the EDE-Q. These studies also showed
medium to high effect sizes on some subseales of the EDI-
2 when groups were compared. Additionally, in the study
by Fernandez-Aranda [14], the effect sizes reported were
small to medium. In two of the studies — those conducted

by Robinson and Serfaty [17] and Johnston et al. [15] -
eating disorder symptoms were not assessed with either
the EDE-Q or the EDI but with the Bulimia Investigatory
Test Edinburgh (BITE) [39]. No significant treatment ef-
fects either within or between the treatment groups could
be shown in the study of Johnston et al. [15]. In the study
of Robinson and Serfaty [17], only changes within the
whole group of participants were examined. For this sam-
ple, no significant changes in questionnaire scores were
found.

Dropout rates

As authors defined dropout differently between studies,
treatment dropouts were considered separately from study
dropouts and rates are displayed in Table 3. Treatment
dropouts were intervention group participants who did
not complete the treatment, whereas study dropouts were
participants from either group who did not fill out the
post-treatment assessment. While treatment dropout rates
were between 9% (13] and 47.2% [17], study dropouts
ranged between 2,9% [16] and 37.1% [17]. In this study,
no information was given about whether the number of
participants, who did not complete treatment, differed
from the number of participants, who did not fill out
post-assessment, meaning that the treatment dropout we
report here is identical to study dropout in the treatment
group. In two studies [12,19] treatment dropouts referred
to participants who did not use treatment at all or did not
finish the first module of treatment.

Stability of results

Of the six studies that included follow-up measures
[12,13,15,16,18,19], the one with the 8-week follow-
up failed to find stable treatment effects [15]. The
remaining five studies found that the results achieved
al post-treatment were stable or even improved over
the follow-up period.
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Additional outcomes

Table 5 gives an overview of the additional results, In
two studies {14,18], neither depression nor any other
additional outcome was explicitly assessed. All of the
remaining studies assessed depression; three [12,13,17]
utilising the Beck Depression Inventory (BDI} [42], or
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BDI-II [43], two studies [15,19] making use of the Hos-

Table 5 Effect sizes and confidence intervals of questionnaires regarding additional outcomes

pital Anxiety and Depression Scale (HADS) [44,45] and
one study [16] using the Montgomery Asberg Depres-
sion Scale Self-assessment (MADRS) [46]. Divergent
results were found between the studies. Again, in the
study by Robinson and Serfaty {17}, no information for

Ljotsson et al. [16]

Johnston et al. [15]

Carrard et al. [12]

Sanchez-Ortiz
et al. [19]

Carrard et al. [13]

Depression

BDI (-1

ESwithin (CI 95%)
ESberween (Cl 95%)

0.61 (0.26-0.96)
037 (:009-083)

0.61 (0.15-1.07)
0.80 (0.17-1.43}

HADS

ESwithin (Cl 95%)
Esbetween (CI 95%)

0.08 (-0.20-0.36)
0.18 (-0.23-059)

2.18 (1.59-2.77)
0.97 (0.49-1.45)

MADRS

ESwitnin (C1 95%)
EStetwaen (Cl 95%)

0.78 {0.40-1.16}
0.76 {0.27-1.14)

Anxiety

HADS

ESuitnin (CI 95%)
EShetween (1 55%)

0.27 (-0.02-0.56)
002 (-038-042)

1.01 (0.62-1.40}
0.82 (0.33-1.31)

Quality of life

WQOL-Lite

Physical functicning

ESywithin (C1 95%)
Esbetween (CI 95%)

0.44 (0.00-0.88)
0.37 (-0.24-098)

Self-esteem

ESwitnin (0 95%)
ESbEthEn (CI 95%)

0.55 (0.10-1.00)
059 (-003-1.21)

Sexual life

ESwithin (C 95%)
ESbEMEEn (CI 95%)

0.49 (0.05-0.93)
0.84 {0.21-1.47}

Public distress

ESwitpin (C1 95%)
ESbetween .l 95%)

0.52 {0.07-0.97}
0.73 (0.10-1.36)

Work

ESuwitnin (C1 95%)
ESketween (C 95%)

043 (-0.01-0.87}
0.94 (0.30-1.58)

Total score

ESyithin (€1 95%)
ESbetween (Tl 53%)

(.30 (-0.03-0.63)
G.01 (0.45-047)

0.68 (0.21-1.15)
0.78 (0.15-1.41)

WHOQOL-Bref

Physical health

Eswithin @ 95%)
ESbetween (€1 95%)

1.01 (0.62-1.40)
1.03 {0.55-1. 51}

Psychalogical healih

ESW[th\n (G 95%)
Esberween (CI 95%)

0.77 (0.41-1.13)
0.80 (0.33-1.27)

Soctal

ESwithin (Cl 55%)
Esherween (Cl 95%)

0.67 (0.32-1.02)
0.65 (0.19-1.17)

Enviromenital

ESwnhin (CI 95%)
ESpetwasn(Cl 95%)

015 {-017-047)
019 (-026-064

SWLS

Total

ESyitnin (Cl 95%)
Esbewveen (C‘ 95%)

0.41 {0.06-0.76)
031 -017-079)

ES Effect Sizes calculated according to Hedges (40, {f Confidence intervals were calculated using formulas according to Hedges and Olkin [40). Boldface data
show Cls nat cavering zero.
BD! (-II) Beck Depression Inventory, HADS Hospital Anxiety and Depression Scale, MADRS Montgomery Asberg Depression Scale Self-assessment, SWES Satisfaction
with Life Scale; IWQOL-Lite, Impact of Weight on Quality of Lifs, WHOQOL-8ref WHO Quality of Life Questionnaire (shart form).
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calculating effect sizes was available and no significant
differences were found for the analysis of variance
performed. In terms of effect sizes within the interven-
tion group, four studies found medium to high effect
sizes for depression [12,13,16,19], while no effects were
found for the three day writing task study by Johnston
et al. [15]. For three of the studies [13,16,19], significant
differences were also found between the groups. As they
applied the HADS, two studies [15,19] were additionally
able to assess anxiety as an outcome variable, The study
conducted by Johnston et al. [15] did not find effects
within or between groups, but in the study by Sanchez-
Ortiz et al. [19], reduction of anxiety resulted in high
effect sizes both within and between the groups. Quality
of life or satisfaction with life were assessed in four studies
[12,13,16,19]. Here, medium- to high-sized effects were
seen for the intervention group, with exception of one
study [12]. These results did not translate te a medium to
high between-group effect for the study by Ljotsson et al,
[16], however.

Discussion

This review systematically evaluated the efficacy of
internet-based treatment programs for different eating
disorders in participants aged at least 16, based upon evi-
dence from controlled studies. An article focusing on the
effectiveness of cognitive-behavioural guided self help for
eating disorders has recently been published [51], but to
our knowledge this study is the first review examining the
standardized effects of interventions delivered through the
internet on participants suffering from different kinds of
eating disorders, All studies included in this review were
published in the last six years, since 2007, highlighting
that this research field is relatively novel. For five of the
eight studies included in this review, good methodological
quality was noted [12,16-19].

All but one intervention [15] were based on CBT,
which emphasizes the suitability of cognitive behavioural
methods as a basis for the development of internet-based
treatments for eating disorders. Of the seven studies based
on CBT, six offered patients a guided self-help interven-
tion [12-14,16,18,19]. Of these, one delivered the self-help
intervention by book, with accompanying tasks and
homework [16], while the other studies developed and
used a structured treatment program. The remaining
CBT-based study used e-mail therapy without following a
structured treatment program [17]. All studies that were
based on CBT principles and provided relevant informa-
tion to calculate effect sizes found significant reductions
of eating disordered behaviour within the intervention
groups from pre- to post-treatment for primary outcomes
(e.g. bingeing and purging) as well as secondary outcomes.
These interventions were also found to be beneficial in
comparison to being placed on a waiting list. The findings
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applied to the self-help programs implemented over the
internet, but also for the self help book intervention with
e-mail support and for e-mail-therapy. In summary, the
results suggest that a variety of treatments, based on CBT
and using the internet, can help to reduce symptoms re-
lated to eating disorders such as bulimia nervosa, binge
eating and EDNOS.

There was high variance in the rates of abstinence
between studies. Interestingly, the three studies with the
highest rates of abstinence had the most conservative
time criteria. Since these studies included patients suf-
fering from binge eating disorder [12,13,16] results are
in line with previous meta-analysis findings from two
other studies, In one study, the odds ratios for abstin-
ence rates in a RCT addressing binge eating disorder
significantly improved after psychotherapy and struc-
tured self-help [52]. A second study compared guided
and unguided self-help for binge eating [53], where rela-
tively high remission rates were found for OBEs. These
findings can be interpreted with respect to the high spon-
taneous remission found for binge eating [54]. In this
review, benefits of the guided self-help interventions based
on CBT were superior to those elicited by the e-mail
therapy [17] or the three day writing task [15].

Additionally, effects on secondary outcomes, as assessed
by questionnaires, were comparable with those produced
by face-to-face therapies. For example, a meta-analysis
examining the effects of different treatments for binge eat-
ing [52] found medium to high effect sizes for psychother-
apy as well as structured self-help, both mainly based on
CBT. These results are in line with significant medium to
high effect sizes found in the studies included in this
review that addressed patients suffering from BED
[12,13,16]. Furthermore, a meta-analysis of studies that
used CBT in face-to-face treatment for bulimia nervosa
found effect sizes ranging from -0.03 to 1.00 for behav-
ioural measures and from 0.26 to 0.98 for cognitive mea-
sures [55]. Again, these results are in line with results
found in the CBT-based intervention for BN of studies in-
cluded in the review. Additionally, follow-up examination
results indicated that the effects of the treatments did not
decrease over time, implying long-term stability of these
positive effects of CBT-based guided self-help interven-
tions for eating disorders delivered over the internet.
The two studies that did not find significant effects or
stable treatment results either within or between groups
were those by Johnston et al. [15] and Robinson and
Serfaty [17]. Neither study utilized structured self-help
based upon CBT principles, instead using e-mail ther-
apy [17] or a writing task [15]. Furthermore, the study
by Johnston et al. [15] differed from the other studies in
terms of lengths and therapeutic contact, and one could
argue that the focus was not the internet as a tool, but
rather evaluation of an intervention paradigm which



Ditemeyer et al, BMC Psychiatry 2013, 13:207
http://Awww.biomedecentral.com/1471-244X/13/207

had not previously been assessed for the treatment of
eating disorders.

To further evaluate internet-based interventions for
the treatment of eating disorders, dropout rates should
be taken into account. The relative numbers of partici-
pants who did not finish treatment (treatment dropout)
differed between the studies included and were higher in
studies that included participants suffering from symp-
toms of BN [14,16,18,19]. This matches results from
face-to-face therapies, where high treatment dropout
rates have also been documented. While Garner [56]
reported a mean dropout rate of 15.3% in their review of
CBT for the treatment of bulimia nervosa, the dropout
rates reported in controlled studies are assumed to be an
underestimate of the rates in a general clinical setting
[57-61]. One possible explanation for the different drop-
out rates that were found in internet-based interventions
of depression and anxiety [62] is the level of anonymity.
But, contrary to this finding, no clear connection be-
tween anonymity and treatment dropout was seen in the
present review. The studies providing anonymity were
not necessarily those where high treatment dropout
rates were reported. Instead of anonmymity, diagnosis
seems {0 be more relevant to dropout rates. So, dropout
rates found in the studies addressing exclusively partici-
pants who showed (sub-threshold) binge eating behav-
iour [12,13] were relatively low, at 24.3% and 9%. These
dropout rates are in accordance with studies of non-
internet-based self-help techniques for those patients
[63]. It is hypothesized that patients suffering from binge
cating are highly motivated to work on their eating
problems due to the association of binge eating with
high psychological impairment and related health prob-
lems [64,65]. Apart from anonymity and diagnosis, it is
worth noting that dropout rates for internet-based inter-
ventions in other psychiatric disorders generally differ
widely. For instance, Titov and colleagues [66] found a
dropout rate of 11% in a trial of clinician-assisted internet-
delivered CBT for depression, while Spek et al. [31]
reported a dropout rate of 66% for internet-delivered CBT
for sub-threshold depression.

In the literature, several different factors (e.g. duration
of treatment and amount of contact) have been found to
be associated with differences in treatment effects. For
example, the influence of therapist support on treatment
outcomes for depression was found to be strong [26,27].
Furthermore, guided self-help has been shown to pro-
duce larger treatment effects than pure self-help in BED
[53,67] and providing guidance might increase both
adherence to and the benefits of computerized interven-
tions [68]. Unfortunately, it was not possible to draw
conclusions in this review about how much influence
the duration of an internet-based intervention or the
amount of contact with the coaches has on its efficacy,
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since variability of these two factors was limited between
studies. When combined with the different kinds of treat-
ments and participants addressed, no clear conclusion can
be drawn.

Although the internet-based interventions discussed in
this review were not specifically aimed at reducing comor-
bid symptoms such as depression, anxiety or at increasing
quality of life, these can be assumed to be relevant factors
for eating disorder patients. Overall results of the present
review indicate that depressive symptoms and anxiety can
be reduced by internet-based interventions, This is in line
with previous data from face-to-face studies [52]. For ex-
ample in their meta-analysis, Vocks and colleagues found
significant but small mean effect sizes for depression after
psychotherapy and structured self-help when comparing
experimental and control groups. It can be assumed that
improvement of eating disorder symptoms might influ-
ence depressiveness and symptoms of anxiety. Further-
more, significant treatment effects found in this review
indicate that quality of life and satisfaction with life are re-
[ated to a reduction of eating disorder symptoms.

Limitations

Several limitations of this review have to be addressed.
For example, only a limited number of studies could be
included. The fact that these studies used different kinds
of interventions and addressed different eating disorders
complicated the process of reaching reliable conclusions.
To include more articles, eligibility criteria would have
had to be broader, but increasing the variability of the
analysed treatment programs, for instance by including
prevention programs, would have lead to even less com-
parability of results, One recommendation would be to
carry out the literature search in more databases to as-
sure the inclusion of all velevant articles. But as internet-
based interventions for eating disorders are a relatively
novel treatment option still undergoing research, we sus-
pect that the electronic search and the subsequent screen-
ing of the reference lists described above should lead to
the inclusion of all articles relevant for the review.

Finally, the absence of a CBT-based program, the short
duration of the intervention and the lack of post-
treatment assessment made the study conducted by
Johnston et al. [15] difficult to compare with the other
studies in the review, Nonetheless, this study fulfilled all
selection criteria and therefore needed to be included in
this review. Furthermore, although effect sizes of
internet-based interventions can be considered medium
to high, comparing them to face-to-face inferventions
will always be difficult, especially with regard to various
sample characteristics (e.g. inpatient vs. outpatient).
Generally, further research should evaluate the charac-
teristics of samples recruited for internet-based inter-
ventions for eating disorders.
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Conclusions

In summary, internet-based interventions based upon
CBT principles can be assumned to be a good alternative to
face-to-face therapies for the treatment of eating disor-
ders. Especially internet-based guided self-help programs
and self-help books supported by e-mail contact showed
promising results. This conclusion is supported by the fact
that effect sizes of these interventions are comparable ta
face-to-face treatments for eating disorders and the appar-
ent stability of the treatment outcomes. Furthermore,
treatments delivered via the internet are especially rele-
vant for patients who do not have access to conventional
therapy programs due to different reasons.

Unfortunately, due to the small number of studies, the
differences in disorders addressed and assessment methods
used in each study, these conclusions must be interpreted
as promising but net definitive. Further research investigat-
ing different treatments and self-help programs is needed
to analyze the different components of CBT and to identify

-the most effective strategies. Additionally, predictors of
treatment outcome should be identified and examined in
order to better deduce which treatment program fits best
for each patient.

In conclusion, despite promising effects which internet-
based interventions utilizing structured self-help based
upon CBT principles seem to have on patients suffering
from different kinds of eating disorders, further research is
needed to identify factors that lead to these positive resuits.

Abbreviations :

RCT: Randomized controlled trial; CT: Contralled trial; CBT: Cognitive
behavioural therapy; BN: Bulimia nervosa; BED: Binge eating discrder;
EDNOS: Fating disorder not other specified; EDI: Eating Disorder Inventory;
EDE-C: £ating Discrder Examination Questicnnalre; BITE: Bullmia Investigatory
Test Edinburgh; BDI: Beck Depression nventory; HADS: Hospital Anxiety and
Depression Scale; MADRS: MantgomeryAsherg Depression Scale Self-
assessment (MADRS); SWLS: Satisfaction with Life Scale; WQOL-Lite; Impact
of Weight on Quality of Life; WHOQOL-Bref: WHC Quallty of Life
Questionnaire (short form).

Competing interests
The authors declare that they have no competing interests,

Authors’ contributions

Manuscript concept and design: RD, AK, BW. Acquisition of data: RD, AT.
Analysis and interpretation of data: RD, BW. Drafting of manuscript: RD, AT,
AK, BW. Revision of manuscript: RD, AT, AK, BW, All authors read and
approved, :

Acknowledgements
This work was supported by the Federal Ministry of Education and Research
{BMBF), Germany, FKZ: 01EC1001.

Received: 16 August 2012 Acceptad: 17 July 2013
Published: 6 August 2013

References )

1. Hoek HW, Van Hoeken D: Review of the prevalence and incidence of
eating disorders. Int J Eat Disord 2003, 34(4):383-356,

2. Oliver M, Pearson N, Coe N, Gunnell D: Help-seeking behavicur in men
and women with common mental health problems: cross-sectional
study. Br J Psychiatry 2005, 186:297-301.

20,

21,

22.

23

Page 15 of 16

Beintner |, Jacobi C, Taylor CB: Effects of an internet-based prevention
programme for eating disorders in the USA and garmany-a meta-
analytic review, Eur Eat Disord Rey 2012, 20(1)1-8.

Bruning Brown J, Winzelberg AJ, Abascal LB, Taylor CB: An evaluation of an
internet-delivered eating discrder prevention program for adolescents
and their parents. } Adolesc Health 2004, 35{4):290-296.

Jacobi C, Morris L, Beckers C, Bronisch-Holtze J, Winter J, Winzelberg AJ,
Taylor CB: Maintenance of internet-based prevention: a randomized
controlled trial. int f Eat Disord 2007, 46{2):114-11%,

Jacobi C, Volker U, Trockel MT, Taylor CB: Effects of an Internet-based
intervention for subthreshald eating disorders: a randomized controlled
trial. Behav Res Ther 2012, 50(2).93-99.

Jones M, Luce KH, Osbome MI, Taylor K, Cunning [, Doyle AC, Wilfley DE,
Taylor CB: Randomized, controlled trial of an internet-facilitated
intervention for reducing binge eating and overweight in adolescents.
Pediatrics 2008, 121(3):453-462.

Stice £, Rohde P, Durant §, Shaw H: A preliminary trial of a prototype internet
dissonance-hased eating disorder prevention program for young wamen
with body image concerns. J Consuft Clin Psychol 2012, 80(5)507-916,

Taylor CB, Bryson S, Luce KH, Cunning O, Doyle AC, Abascal LB, Rockwell R,
Dev P, Winzelberg AJ, Wilfley DE: Prevention of eating disorders in at-risk
college-age women. Arch Gen Psychiairy 2006, 63(8).881-888.

Valker U, Jacoki C, Barr Taylor C Adaptation and evaluation of an
Internet-based prevention program for eating discrders in a sample of
women with subclinical eating disorder symptoms: a pifot study.

Eat Weight Disord 2011, 16(4)e270-2273.

Zabinski MF, Wilfley DE, Calfes KJ, Winzelberg AJ, Taylor CB: An interactive
psychoeducational intervention for women at risk of developing an
eating disorder. J Consult Clin Psychol 2004, 72(5)914-519,

Carrard |, Crepin C, Rouget P, Lam T, Golay A, Van der Linden M:
Randomised controtled trial of a quided self-help treatment on the
internet for binge eating disorder. Szhav Res Ther 2011, 49(8)482-491.
Carrard {, Crepin C, Rouget P, Lam T, Van der Linden M, Golay A:
Acceptance and efficacy of a guided internet self-hefp treatment
program for cbese patients with binge eating disorder. Clin Pract
Epidemiol Ment Health 2011, 7:8-18.

Fernéndez-Aranda F, Nufiez A, Martinez C, Krug 1, Cappozzo M, Carrard |,
Rouget P, Jiménez-Murcia 5, Granero R, Penelo E, et of. Internet-based
cognitive-behavioral therapy for bulimia nervosa; a controlled study.
Cyberpsychol Behav 2000, 12{1):37-41.

Johnston O, Startup H, Lavender A, Godfrey E, Schmidt U: Therapeutic
writing as an intervention for symptorns of bulimia nervosa: effects and
mechanism of change. Int J Eat Disord 2010, 43(5:405-415.

Ljotsson B, Lundin C, Mitsell K, Carlbring P, Ramklint M, Ghaderi A: Remote
treatment of bulimia nervosa and binge eating disorder: a randomized
trial of internet-assisted cognitive behavioural therapy. Behav Res Ther
2007, 45(4):649-661.

Robinson P, Serfaty M: Getting better byte by byte: a pilot randomised
cantrolled trial of email therapy for bulimia nervesa and binge eating
disorder. Eur Eat Disord Rev 2008, 16{2):84-63,

Ruwaard J, Lange A, Broeksteeg J, Renteria-Agirre A, Schrieken B, Dolan CV,
Emrnetkamp P: Online cognitive-behavioural treatment of bulimic
symptoms: a randomized controlled trial. Ciin Psychof Psychother 2012,
20(4):308~318.

Sanchez-Ortiz ¥C, Munro C, Staht D, House J, Stariup H, Treasure J, Williams
C, Schmidt U: A randemized controiled trial of internat-based cognitive-
behavioural therapy for bulimia nervosa or related disorders in a
student population. Psychol Med 2011, 41(25:407-417.

Heinicke BE, Paxton SJ, McLean SA, Wertheim EH; Internet-delivered
targeted group intervention for body dissatisfaction and disordered
eating in adolescent girls: a randomized controlled trial, J Abnorm Child
Psychol 2007, 35(3):379-391.

Causineay TM, Franko DL, Trant M, Rancourt D, Ainscough J, Chaudhur! A,
Brevard J: Teaching adolescents about changing bodies: randomized
controlled trial of an internet puberty education and bady
dissatisfaction prevention program, Body image 2010, 7(43:296-300.
Arcelus 4, Mitchell AJ, Wales J, Nielsen S: Mortality rates in patients with
anorexia nervosa and other eating disorders. A meta-analysis of 36
studies. Arch Gen Psychiatry 2011, 68(7):724-731.

Kersting A, Schilcht 5, Kroker K Internet therapy. Opportunities and
boundaries. Nervenarzt 2009, 80(7):797-804,



Ddlemeyer et al. BMC Psychiatry 2013, 13:207
http:/fwww biomedcentral.com/1471-244X/13/207

24,

25

26,

27,

28

29.

30

3.

32

33.

34

35

36.

37,

38

39,

40.

41,

42.

43,

45.

46.

47.

48.

49,

50.

51

Squires DD, Hester RK: Development of a computer-based, brief
intervention for drinkers: the increasing role of computers in the
assessment and treatment of addictive behaviors, the Behavior Therapist
2002, 25{33:59-65,

Bosworth ¥, Espelage O, DuBay T: A computer-based violence prevention
intervention for young adolescents: pilot study. Adolescence 1998,
33(132):785-795.

Andersson G, Cuijpers P: Internet-based and other computerized
psychological treatments for adult depression: a meta-analysis.

Cogn Behay Ther 2009, 38{4).196-205.

Johansson R, Andersson G: Internet-based psychological treatments for
depression. Expert Rev Neurather 2012, 12(7):861-865. quiz 870.

Calear AL, Christensen H: Review of internet-based prevention and
treatment programs for anxiety and depression in children and
adolescents. Med J Aust 2010, 192(11 Suppl):S12-514,

Griffiths KM, Farrer L, Christensen H: The efficacy of internet interventions
for depression and anxiety disorders: a review of randomised controlled
trials. Med J Aust 2018, 192011 Suppl):54-511.

Mayo-Wilson E: Internet-based coanitive behaviour therapy for
symptoms of depression and anxiety: a meta-analysis. Psychof Med 2007,
378112111212, 1211; author reply,

Spek V, Cuijpers P, Nyklicek |, Riper H, Keyzer J, Pop V: Internet-based
cognitive behaviour therapy for symptoms of depression and anxiety: a
meta-analysis. Psychol Med 2007, 37(3¥315-328,

Manzoni GM, Pagnini F, Corti S, Molinari E, Castelnuovo G Internet-based
behavioral interventions for abesity: an updated systematic review.

Ciin Pract Epidemiol Ment Health 2011, 7:19-28,

Van den Berg MH, Schoones JW, Viiet Viieland TP: Internet-based physical
activity interventions: a systematic review of the literature,

I Med Internet Res 2007, 9(3)e26.

Fairburn CG, Beglin S): Assessment of eating disorders - interview or
self-report questionnaire. Int J Eat Disord 1994, 16(4):363-370.

Gamer DM, Olmstead MP, Polivy I: Davelopment and validation of a
multidimensicnal eating disorder inventory for anorexfa-nervosa and
bulimia. int J Eat Disord 1983, 2(20:15-34.

Garner DM: Fating disorder inventery-2 manual, Odessa, FL: Psychological
Assessment Resources; 1991,

Nevonen L, Broberg AG: Validating the Eating Disorder Inventory-2
(EDI-2) in Sweden. Eat Weight Disord 2001, 6(2):59-67.

Norring C, Sohlberg S: Eating disorder inventory in sweden - description,
cross-cuitural-comparisen, and clinical utility. Acta Psychiatr Scand 1988,
7B(5):567-575.

Henderson M, Freemnan CPL: A self-rating scale for bulimia: “the BITE".
Br J Psychiatry 1987, 150:18-24.

Hedges LV, Olkin | Statistical methods for meta-anaiysis. Orlande FL:
Acadernic Press; 1985,

Cohen J; Statistical power analysis for the behavicral sciences, Hillsdale,
NJ: L Erlbaum Associates; 1988

Beck AT, Ward CH, Mendelsen M, Mock J, Erbaugh J: An inventory for
measuring depression. Arch Gen Psychiatry 1961, 4:561-571.

Beck AT, Steer RA, Brown GK; BD! I, inventaire de dépression de Beck. 2nd
edition. Paris: Editicns du Centre de Psychologie Appliguée; 1996
Zigraond AS, Snalth RP: The hospital anxiety and depression scale.

Acta Psychiatr Scand 1983, 67{6):361-370,

Snaith RP, Zigmond AS: Hospital anxiety ond depression scale. Windsor: NFER
Nelson; 1964,

Svanbarg P, Asherg M: A new selfrating scale for depression and anxiety
states based on the comprehensive psychopathological rating scafe.
Acta Psychiatr Scand 1994, 89(1):21-28.

Kolotkin RL, Croshy RD, Kosloski KD, Williams GR: Development of a brief
measure to assess quality of life in obesity. Obes Res 2001, 9(2):102-111.
Diener E, Emmons RA, Larsen RJ, Griffin 5: The satisfaction with life scale,
J Pers Assess 1985, 49(1):71-75.

Group TW: Development of the World Health Qrganization WHOQOL-
BREF quality of iife assessment, The WHOQOL Group. Psycho! Med 1998,
28(3):551-558.

Pennebaker JW: Writing about emotional experiences as a therapeutic
process. Psychol Sci 1997, 8(3):162-166.

Wilson GT, Zandberg Li: Cognitive-behavioral guided self-help for
eating disorders: effectiveness and scalability, Cin Psycho! Rev 2012,
32(4%:343-357,

52.

53.

54,

55,

6.

57.

58.

59,

60.

61.

62,

63.

65.

66.

67,

68.

Page 16 of 16

Vacks S, Tuschen-Caffier B, Pietrowsky R, Rustenbach $J, Kersting A, Herpertz
S: Meta-analysis of the effectivenass of psychological and
pharmacclogical treatments for binge eating disorder. Int J £at Disord
2010, 43(3):205-217.

Loeb KL, Wilson GT, Gilbert JS, Labouvie £ Guided and unguided self-help
for binge eating. Sehav Res Ther 2000, 38(3):259-272.

Fairburn CG, Caoper Z, Doll HA, Norman P, O'Connor M: The natural
course of bulimia nervosa and binge eating disorder in young women.
Arch Gen Psychiatry 2000, 57(7):659-665.

Lewandowskl LM, Gebing TA, Anthony JL, O'Brien WH: Meta-analysis of
cognitive-behavioral freatment studies for bulimia, Clin Psychol Rev 1997,
1H7)703-718,

Garner DM: Psychotherapy outcome research with bulimia nervosa,
Psychother Psychosom 1987, 48(1-45:129-140.

Griffiths RA: Characteristics of dropouts and completers from
hypnobehavicral treatment for bulimia nervosa. it J Ear Disord 1990,
$(2):217-219.

Coker 5, Vize C, Wade T, Coaper PJ; Patients with bufimia nervosa who fail to
engage in cognitive behavior therapy. int J Eat Disord 1993, 13(1):35-40.
Blouin J, Schnarre K, Carter J, Blouin A, Tener L, Zuro C, Barlow J: Factors
affecting dropout rate from cognitive-behavioral group treatment for
hulimia nervosa. Int J Eat Disord 1995, 17{4):323-329,

McKisack C, Wailer G: Why is attendance variable at groups for women
with bulimia nervosa? The role of gating psychopathology and other
characteristics. Int f Fat Disord 1996, 20(2):205-209.

Waller G: Drop-out and failure to engage in individual outpatient cognitive
behavior therapy for bulimic disorders. int J/ Fat Disord 1997, 22(1)35-41.
Christensen H, Griffiths KM, Farrer L Adherence in intarnet interventions for
anxiety and depressicn: systematic review. J Med Internet Res 2009, 11(2)e13.
Grilo CM, Masheb RM: A randomized controlled comparison of guided
self-help cognitive behavioral therapy and behavioral weight loss for
binge eating disorder. Befiav Res Ther 205, 43(11):1509-1525.

Glasofer DR, Tanofsky-Kraff M, Eddy KT, Yanovski SZ, Theim KR, Mirch MC,
Ghorkani 5, Ranzenhofer LM, Haaga D, Yanovski JA: Binge eating in overweight
treatment-seeking adolescents. J Pediatr Psychol 2007, 32(13:95-105.

Grucza RA, Przybeck TR, Cloninger CR: Prevaience and correlates of binge
eating disorder in a community sample, Compr Psychiatry 2007, 48(2):124-131.
Titov N, Andrews G, Davies M, Mclntyre K, Robinson E, Solley K: Internet
treatment for depression: a randomized controlied trial comparing
clinician vs. technician assistance. PLoS One 2010, 5(6):210939.

Carter JC, Fairburn CG: Cognitive-behaviorat self-help for binge eating
disorder: a controlled effectiveness study. J Consult Ciin Psychiol 1958,
66(4):616-623.

Schmidt U, Andiappan M, Grover M, Robinson S, Perkins S, Dugrmore O,
Landau S, Treasure J, Eisler |, Williams C: Randomised controlled trial of
CD-ROM-based cognitive-behavioural self-care for bulimia nervosa.

Br J Psychiatry 2008, 193(6):493-500.

doir10.1186/1471-244%-13-207

Cite this article as: Dolemever et gl internet-based interventions for
eating disorders in adults: a systematic review. BMC Psychiiry

20713 13:207.

Submit your next manuscript to BioMed Central
and take full advantage of:

» Convepiant online sulbmission

« Thorough peer raviaw

“* Mo spacs constraints or coier Agura charges

» Immediate publication on acceptance

o inclusion in Pubied, CA3, Scopus and Google Scholay

* Researth which is lreely avaiiable for radistribution

Submit your manuscript at
www.biomedcentral.com/submit

() Biohed Central




BioMed Central publishes under the Creative Commons Attribution License (CCAL). Under
the CCAL, authors retain copyright to the article but users are allowed to download, reprint,
distribute and /or copy articles in BioMed Central journals, as long as the original work is
properly cited.



