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Clinical psychology is an amazing area of psychology. It can improve lives, transform them and save people for the better, and it can decrease psychological distress too. That’s why I love this great area of psychology.

However, the problem with how clinical psychology is taught in lecture theatres and formal education is that there are only so many topics you can teach, only so many debates you can talk about and there is only so much research in the world so you cannot have lively, heated debates at university.

I wanted somewhere to address this issue.

Therefore, I decided to write these clinical psychology reflection books where I can use evidence and research and my own fact-based opinions to explore some of the hottest debates in clinical psychology. As well as explore other topics from a clinical psychology perspective.

All these books are extremely fun to write and are fascinating so I know you’re going to enjoy them as well. Also, this has to be the best book in the series so far, because it explores topics in a lot more depth and we tackle some truly thought-provoking topics that impact the highest levels of clinical psychology practice and research.

If you’re looking for an engaging, fascinating and easy-to-understand book exploring the edges of clinical psychology as well as other topics that you would never be taught at university, then this is the book for you.

You won’t regret buying this book.

Who Am I?

Personally, I always love to know who the author is of the nonfiction I read so I know the information is coming from a good source. In case you’re like me, I’m Connor Whiteley, the internationally bestselling author of over 40 psychology books.

In addition, I am the host of The Psychology World Podcast, a weekly show exploring a new psychology topic each week and delivering the latest psychology news. Available on all major podcast apps and YouTube. 

Finally, I am a psychology graduate studying a Clinical Psychology Masters at the University of Kent, England.

So now we know more about each other, let’s dive into some great clinical psychology reflections.
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“People have to decide between heating homes and eating. That isn’t good for mental health,”


-  Paraphrased words of Dr Joshua Nice, Clinical Psychologist


Normally, whenever I start writing these clinical psychology reflection books, I always try to start off nice and easy. I try to start with interesting but not very challenging topics to lure in readers, but in this reflection book I am flat out not doing that.

Due to I’m writing this in 2023 and we’re in the middle of a cost of living crisis but hopefully towards the end of it. Therefore, I’m sure you know that all the prices are going on, mortgages are increasing and disposable income is decreasing. I actually went to the shops earlier and four pints of milk now costs £2.50 so over 3 USD. I still remember when I was a child in the early 2000s when four pints of milk cost less than a pound or dollar for our international audience. 

In addition, I know UK mortgage rates are decreasing but after the very interesting and non-political Mini-Budget done by the UK Government in late 2022, mortgages in the South East where I live went from 2% to 10% but now they are about 5%.

Anyway, as you can see everything is getting more expensive and I didn’t even touch on how energy bills have increased 100s% over the past two years in the UK.

This is bad enough for everything but when we consider that out of all the factors that cause mental health conditions and difficulties to develop, poverty is the single factor we know the most about and it causes the most mental health difficulties.

Therefore, it sadly isn’t surprising that mental health difficulties and conditions have only increased over the course of the COVID-19 pandemic and the global cost of living crisis meaning that mental health services are getting even more overwhelmed than they were pre-COVID.

The reason why I wanted to reflect on this is because there are three main areas we need to discuss so we can at least be aware of how this affects mental health, and how our current or future clients might feel. We need to reflect on the debate itself about whether a client should heat their home or eat, I want to reflect on poverty at both an individual level and then at a society level without getting political.

Firstly, if a client comes into the therapy room in the UK (where healthcare is thankfully free as of 2023 but who knows how much longer), then it’s great that they don’t have to pay for their mental health therapy. I know this is a major concern for other countries.

Yet if clients have depression, for example, because they’re constantly worried or have Negative Automatic Thoughts surrounding their poverty and paying the bills. Then this is a massive societal-level factor causing or maintaining their depression.

And let’s face it, this is very hard for all therapists to deal with. Especially if you’re a Cognitive Behavioural Therapist because you can (sort of) only deal with a person’s negative and biased cognitions about themselves, the world and others. You cannot help them with their poverty.

Unless you can.

Whilst I refuse to believe the whole debate between should a client should eat, pay for therapy or heat their homes is a debate that should exist in the first place, there is still a lot of clinical psychologists can do to help these people affected by poverty.

A clinical psychologist could recommend resources and support for the client to engage with to help them. Then this might help lessen the psychological distress caused by the poverty and living situation, and going forward this might help the client focus more on the therapy and have less evidence to confirm their Negative Automatic Thoughts.

That’s why one point of this reflection is to help you realise that psychology will always be a powerful force for good, even if you’re dealing with societal-level factors, therapies like CBT and the other cognitive waves of psychotherapy can still be a powerful force for good. 

Also, in this situation you would possibly draw on other therapeutic models as well depending on what you’re trained in and what would best meet the client’s needs. 

For example, just two random examples here, would be that systemic therapy might be needed if the client’s difficulties around poverty has something to do with their partner’s negative reaction to stress causing other issues in the family system. That’s one example. Or narrative therapy concepts might be effective if the therapist felt the need to want to change the client’s narrative around poverty and what it means about them as a person.

This is a useful idea that I’ll reflect on later on getting creative in the concept of “therapy”.

Then lastly, I want to reflect on poverty at an individual-level and societal level because this does have very important mental health implications.

Firstly, and this really connects to Negative Automatic Thoughts and beliefs about the self, if you’re in poverty and you have a family that you cannot feed, heat and go to therapy. Then you will feel like a failure of a parent, you will feel immensely guilty and worse because you’re in a situation that ultimately isn’t your fault.

Yet because you feel guilty, sad and a failure then you will probably start to develop a mental health condition, like depression or anxiety or something else depending on other factors.

My point is poverty does a lot of damage and harm to innocent people that are struggling and that’s why therapists are so important. Since despite what various rich people believe, people rarely make decisions that make them end up in poverty. Most of the time, it is societal, generational and other social inequalities that make people end up or continue a cycle of poverty.

If you doubt me or are interested then definitely look into the research on those reasons because it is really interesting.

This is why, at a societal level, it’s so important that we focus on reducing poverty, helping innocent people and stopping the worse mental health outcomes from happening to these people. 

The United Nations and other groups are firm in wiping out poverty as it is in their Global Development Goals and I agree with them. For the sake of our mental health and the mental health of the most vulnerable in society, we need to take very firm action against poverty.

No one should be in poverty so let’s start walking towards a future where poverty is a thing of the past. We can all donate a tiny amount of money to a charity, we can donate to a food bank and we can all make sure our friends and family members are okay.

Those are just some of the simple things we can do to create a better future for everyone in society no matter how poor they are. And maybe, just maybe this will be the difference between them developing a mental health condition and them not. 
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Personally, I am absolutely fascinated by our next reflection because I forget the academic paper on Incel and misogamy research I was reading, but there was a single line or comment that hooked me. It is the fact that there isn’t enough support for researchers.

Now I completely agree with this and I do need to give a trigger warning before I give you more details.

Trigger Warning

The following reflection will refer to Incel and misogamy ideology and how these far-right groups want to legalise rape, beatings and violence against women. 

Please do not continue reading if this is a triggering topic for you and PLEASE make sure you look after yourself if anything in this reflection is emotionally distressing for you. Talk to someone or talk to a mental health charity.

Back To The Reflection

The reason why I completely agree that there needs to be more mental health support for researchers is because when you’re researching topics like Incel and misogamy and far-right ideology, you’re going to go across from messed-up stuff.

The month before this is published in April 2024, I have my Applied Psychology book being published and a large section of that book is dedicated to the psychological theories and interventions applied to Incel and misogamy ideology.

I feel so sorry for these Incel researchers because they have to hear first hand how young and older men truly belief that women are evil, plotting, scheming bitches that are ruling the world and are actively plotting against men, and they’re sole focus is enslaving men to do their evil, twisted bidding.

Of course that is complete rubbish.

Yet if you then add in the fact that these researchers have to listen to these people advocating in person or online that women need to be raped, beaten and killed for the safety of the male future. As well as how these idiots create memes to spread their hate and outrageous beliefs online, then this is a hell of a lot to handle.

I found it distressing and I was only reading the research and writing chapters of my book, I wasn’t the one researching it first hand.

Just imagine about depressing, upsetting and angry that would make you have to research every single day of your working life, and you were constantly exposed to the darkness corners of humanity.

That would kill your mental health overtime. Even more so if you were a female researcher.

That’s why it is absolutely critical that there is more mental health support put in place for academic researchers, because to the best of my knowledge, there isn’t any. I suppose there might be some at certain universities but if my lecturers had a mental health crisis then I have no clue who they would turn too.

I suppose there’s always the university’s mental health resources, but not to be too dismissive, they are honestly useless in this situation. How the hell would a counsellor (not a fully trained clinical psychologist because in my experience they don’t work at universities) that are used to working with students possibly help a researcher seeing such graphic stuff online.

I honestly doubt they would be much help, and that isn’t a criticism of them personally. I’ve heard from tons of students that university mental health support teams are brilliant for students but Incel and misogamy researchers, I doubt it.

Therefore, I do strongly believe that we need to create mental health resources and teams for researchers. These may come in the form of other researchers on similar topics, just like how clinical psychologists have meetings with other clinical psychologists to make sure everyone’s mental health is okay.

Yet there are problems with this approach.

The problem with reporting or talking to other researchers is the simple fact there’s a chance the researcher you’re talking to might steal your idea, research or data if you reveal that to them. Hence, the researcher needing support will not be able to talk freely out of want to protect their career to this other researcher and this will greatly limit the effectiveness of this approach.

I suppose universities could create specialist teams employing people that used to belong to these extremist communities as mental health supporters. This might be a cheaper option for the university as these people aren’t highly trained professionals, like clinical psychologists, and because these people have gone through the whole Incel ideology process they can relate to the researchers.

Although, I suppose you could debate two main things. Firstly, do these people actually have any experience, training or useful resources to support researchers if they develop a form of PTSD, anxiety or depression because of the research material? 

The answer is no.

Secondly, you could easily argue that if a researcher is feeling down, depressed and annoyed by something they see or hear in their Incel research, would they really want to talk to a former Incel member?

I’m not sure. Maybe. Maybe not.

Furthermore, you could have clinical psychologists with some kind of research background or practical experience with this sort of topic. This is the ideal goal I think because you have the clinical expertise, you have the knowledge about Incels or whatever extreme group they’re researching and you have the academic background. So the clinical psychologist would be aware of the annoying university politics that could be playing a factor too in the researcher’s distress.

Then again, how many clinical psychologists in the world have had a past career or focus in academia and specialist in extremism research?

Not a lot.

Overall, I’ll fully admit that whatever happens next in research, psychology and university. We absolutely have to make sure that our researchers are protected as well as there is good psychological support available to them regardless of their research area.

It is all well and good us focusing on extremism, negativity and disgusting ideology, but this is all for nothing if we lose are bright, amazing and passionate researchers in the first place.

More must always be done to support these amazing people.
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One of the things that I love about clinical psychology is that you truly hear some weird golden nuggets and it isn’t until you come to write a reflection like this, or until you suddenly remember it that you realise just how brilliant it is. 

I was in a clinical psychology lecture a while ago and I think it was on Brief Psychological Interventions when my lecturer mentioned something that I utterly loved, and I really wanted to explore it in these pages.

It was something along the lines of, you need an experimental attitude in our job.

And that single sentence was so fascinating to me that I want to reflect on it now in different ways. I want to reflect on it in the therapy sense (the way she actually intended) but also how having an experimental attitude is important in any stage of your psychology journey. Since I know a good chunk of you wonderful readers will be psychology students.

Why You Need An Experimental Attitude In Your Degree?

Whilst I’m talking about your undergraduate degree here, I cannot see why these points wouldn’t apply in later degrees. Therefore, having an experimental attitude is so, so critical in your undergraduate degree because it really helps you make the most of it.

For example, you really need to have an experimental attitude when it comes to choosing the type of degree you actually want. In this context, I mean of course want a psychology degree, but if you’re looking at a university that offers different types of psychology degrees. Then you need to ask yourself what type? Do you want a placement? A year abroad? A degree specialising in clinical or forensic psychology?

Those are just some of the psychology degrees that my university offered and if I didn’t want to be experimental and open to new possibilities then I never would have been on my Clinical Psychology degree with a placement year. 

And honestly, me being open to doing a more specialised degree has had a few benefits. Firstly, it has made me so much more knowledgeable about clinical psychology compared to people only taking clinical optional modules. Secondly, it has reaffirmed that I want clinical psychology to be my career path and thirdly, I have met a great lecturer that has given me a lot of opportunities that I never ever would have had otherwise.

Another reason why you need to be experimental in your degree is it allows you to pick optional modules that you love, and know what ones you hate.

I know I’ve written about this before but I had such a nightmare with my final year optional modules because I wanted to take certain mental health ones, they didn’t let me so I was stuck with a module called Cognition in Action.

Now I have no problem with cognitive psychology as you’ll see later on in the book, but oh the heavens did I not want to do advanced cognitive psychology. But I had to.

Then the other optional module that I was allowed to pick was a mental health one that had been moved from Third Year to Second Year, but because this module was promised to us in First Year as a Third year one they were allowing us to take it.

I heard a lot of people not interested in doing a module with the Second Years but I didn’t care. I just wanted the information and to learn.

Furthermore, I was rather “upset” in my final year that I wasn’t allowed to take an optional module in Entertainment Law because I know a lot about that, I love the topic and I have a heavy interest in that topic. But I wasn’t allowed to take it sadly and even now I haven’t forgive the university. Evil people.

Moreover, a little note on finding a Final Year Project or dissertation, you would have imagined me because my interest is in clinical psychology, I would have taken a clinical Project. But I didn’t because I wanted to stay with my Placement Supervisor and work with him on his projects.

And I don’t regret it for a single second.

Since he’s a cognitive researcher by trade and I had said to him openly, I would never ever work on a cognitive project, I thought to myself that I was firm in that opinion. It turned out that I wasn’t and I wasn’t as closed off to the idea of cognitive psychology as I thought.

As well as when it comes to your degree being closed off to any idea, any topic, any opportunity, I think it is fatal mistake.

You’re only at university for three years of your life and they honestly do go so fast, so please don’t waste them, don’t miss out on opportunities and enjoy it.

There have been a few opportunities in my first and second year that I do regret not taking because they would have helped me and made me get even more out of my degree. But then again, I wouldn’t change anything about my life so you really need to see what’s right for your situation and the degree that you want. 

Overall, when it comes to choosing your optional modules and your final year project, you need to be experimental. Don’t limit yourself to only doing certain things because it seems the “right” choice. If a module or project sounds interesting then check it out.

I always, always say that university is a time to experiment and look at different options. I never would do a cognitive psychology Final Year Project outside of university, so I wanted to have fun with my supervisor and continue to work with him, so I took a chance. I don’t regret it. I took a chance with the type of degree I was going, and I seriously don’t regret it. 

Just go into your degree or go back into your degree mind (if you’re already doing one) after reading this with an experimental attitude because you’ll be amazed at what you discover.

And because this turned out to be a longer reflection than I intended, let’s look at how having an experimental attitude benefits you in a psychotherapy sense.
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I was rather surprised the length of the last reflection but I still know that it was filled with useful and interesting points, and this one will be no different.

Since when it comes to psychotherapy, whether you’re a clinical psychologist now or in the future, you will always encounter different people with different mental health difficulties with different needs.

When I talk about needs, I mean they will have different maintaining factors and emotional or psychological needs that will make you need to change your approach to treatment. This shouldn’t really come as a surprise given individual differences and the different information that goes into a formulation, but it all links to having an experimental attitude.

For example, if we take depression. If you look at the literature as a whole, listen to clinical psychologists as a whole and listen to clients as a whole then Cognitive Behavioural Therapy is the first point of call. And I have no problems at all with that because CBT is brilliant and it is really well supported in the literature.

However, Cognitive Behavioural Therapy just doesn’t work for everyone and even in the good chunk of people that CBT does work for, there are different differences in treatment.

For instance, if we take two people with depression but they have two different major maintaining factors, and I know I am seriously oversimplifying the mental health conditions for writing and teaching purposes. Therefore, one person might have the main maintaining factor being they live in a very negative household and the other person might have a lot of toxic working relationships.

Both of these fictional examples show how standard CBT that is exactly the same for both people wouldn’t work, because both people have different psychological needs to help them develop more adaptive coping mechanisms for them and their situation.

Hence, you need an experimental attitude in psychotherapy so you can realise that no two clients will ever have the same factors that can be solved by the exact same intervention. Every intervention needs to be adapted to the client but that is the point of formulation after all.

In addition, the main reason why you need an experimental attitude builds upon the last point. Since if therapy you need to be experimental in your approach so you’re open to exploring a wide range of possible interventions or parts of interventions to see what is best for your client.

For instance, at least in the UK, every psychotherapist is trained in 2 or more psychological therapies and this helps them to mix and match what they want to bring in with each client. 

Some therapists are trained in cognitive behavioural therapy and narrative therapy or maybe systemic therapy. All these different therapies give you as a therapist different tools to use and pull out whenever you think it might be useful.

Personally, this is why I love integrative therapy. These are therapies that merge and combine different components from different therapies, because it gives therapists the freedom to explore and experiment with different therapies that will help their client.

And something I have touched in the past year and a bit is that in the clinical psychology literature, there is now a move towards understanding what individual components of different therapies are the most effective parts.

Due to cognitive behavioural therapy is amazing but if you look at the therapy when it’s broken down into its different parts. The research shows that certain aspects, like behavioural activation if memory serves me right, is the most important aspect and the others are less so.

As a result without an experimental attitude a clinical psychologist would basically be tying one hand behind their back, because they would only be reading from the therapy manual, without even wanting to try and experiment with aspects or tools or techniques from other therapies that might help with their client’s mental health difficulties.

I’ll talk more about this in the next reflection but that’s one of the great things about CBT. It gives you a great foundation that you can use to explore and experiment with other aspects as long as you keep using that CBT foundation.

I know one of my lecturers finds merging cognitive behavioural therapy with narrative therapy elements very useful. Since the basic idea of narrative therapy is people have narratives about themselves that are maladaptive and not helpful at all, so by rewriting these narratives and developing a new narrative about the client. This helps them to reduce their psychological distress.

This can work well with CBT if you think about it, because the basic idea of CBT is that it is our perceptions about events and beliefs that lead to mental health difficulties. Not the events themselves.

Therefore, CBT and narrative therapy can be merged together so the client can rewrite the narratives and cognitive beliefs they have about themselves. And I suppose (and don’t quote me on this) but I think when you’re explaining things to a client, I think talking about narratives and the personal “stories” we have about ourselves is certainly easier for them to understand. Compared to us talking about abstract mental processes, how these are negatively biased and we have faulty thinking patterns.

So I suppose there are other benefits to merging or at the very least using different forms of therapy to introduce concepts to clients. 

Overall, clinical psychologists are scientists first and foremost and all scientists conduct experiments, ask questions and enjoy the process along the way. Therefore, maybe we all need to bring that playful, experimental attitude into the therapy room more so we can experiment with different models, concepts and tools so we can work out best how to help our client.

Not a single psychotherapy model has all the answers, but I truly believe that when we combine models then we are truly on the path to greatness. Each model targets something different so if we bring them together in a way that helps our client then we can cover a lot of interesting ground that ultimately decreases our client’s psychological distress and improve their lives.

And if the key to those two things is having an experimental attitude then we absolutely have to do it, enjoy it and learn about it at the same time. 
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At least in the UK, because our healthcare is thankfully free at the time of writing, whenever a person with a mental health condition goes to the National Health Service, the only real opportunity (or at least the most common one) they have is Cognitive Behavioural Therapy. That’s because it’s effective, easy to implement and it doesn’t “really” take as long as some of the other psychotherapies do. Like psychodynamic therapy and it is very much “one size fits all”.

Making it cheap or cheaper than other therapies to deliver.

However, I know from a lot of service users and people in my clinical lectures who have been given therapy that it’s annoying, because sometimes they don’t need CBT, the need another form of psychotherapy but it isn’t automatically offered.

Therefore, for the purpose of this reflection, I want to focus in on the response to this point from my lecturer because I really like it, as well as it is certainly thought provoking. Because she said something along the lines of:

“CBT is good because it gives you a structure to follow and it gives you a foothold to use with clients,”

Personally, I completely understand that and this is the rather good thing about manualised psychotherapies because they do provide clinical psychologists with a lot of structure and then a therapist can apply their structure to the client to help them formulate.

Also, that’s a great aspect about CBT, there are so many formulations and models that come with CBT that helps a clinical psychologist to understand the client better.

For instance, if we take the 5P model and focus on certain aspects for a moment. If a client comes in with a diagnosis of depression and they want to start treatment then this is perfect for CBT because their presenting factors and the other five Ps will really lent itself to the model. Hence, allowing the therapist to easily work with the client using this model to formulate an intervention.

But what if the client’s representation isn’t as straight forward?

Let’s say a clinical psychologist is working with a client with depression but they start presenting and tell the psychologist about their attachment styles, trauma and other life experiences that suggest they don’t have textbook depression.

What would happen then?

This is only a fact-based fictional example then the client could have a Complex Emotional Need (or personality “disorder” if we’re using dated language) and these models don’t really lend themselves to Cognitive Behavioural Therapy very well.

Yet all isn’t lost because the clinical psychologist can still use CBT as a basis for the intervention or the investigating of the client’s mental health difficulties so they can understand more about the client’s experiences, difficulties and what they want to achieve with therapy.

Because let’s face it, CBT is very comprehensive and that is why it gives therapists such a good foothold.

For example, whatever you think of CBT as a whole I think we all have to admit that the 5P model is super useful when it comes to talking to clients and getting information out of them. I’m not particularly aware of another form of psychotherapy that makes it so easy to explain the factors and extract information related to these factors out of clients.

Since if we want to understand the client’s presenting factors (the maladaptive coping mechanism’s they’re showing) therapists can use a hot-cross bun or another visible formulation explain it to them and ask them. The exact same happens for the other four factors: precipitating, perpetuating, predisposing and protective factors. 

Then once a therapist has gotten all the information from the client then they can work with them using their clinical expertise to determine whether or not CBT is the best course of action for them. Yet CBT is very useful for starting and structuring the therapy work at first with the client before then maybe determining CBT isn’t right for them.

Another benefit of CBT is its visual nature and this makes it very useful in psychoeducation, because charts, timelines and all the very visual formulations you can do are great ways to introduce psychological concepts to clients, even as soon as that assessment interview.

Especially when we consider what if we want to find how maintaining or perpetuating factors cause their mental health condition to continue, this is a weird concept at first. And it might be difficult for clients to understand how their pushy mother (maintaining factor) is related to grandad dying (precipitating factor). Hence using a visual CBT chart of some sort is a good way to explain this visually to a client.

That’s how CBT is useful as a foothold and structure.

However, I do understand that this is annoying for service users in the UK because they might have already researched the best form of therapy for people with their condition. Therefore, the fact that they have to go through a long, boring process of starting with another therapy is annoying and it hardly does anything good for motivation.

In this case, I think the solution to this is two-fold and it requires something from both the client and the therapist as a whole.

Firstly, if a client is aware of the psychotherapy they actually need then the therapist needs to be open with them from the start. Either explaining that they will most probably get the form of therapy they want but it is easier and better for them to experience a little CBT first because of its structure and its other benefits, or the therapist explaining to the client that it is too expensive and it isn’t offered by the NHS.

Secondly, when it comes to the client, as annoying as this is, they need to be patient and at least aware at a surface-level that clinical psychologists in the NHS are under immense amounts of pressure and they are seriously doing every single thing they can to help people. But it will never be enough and things aren’t ideal.

That is sadly the way of the world but it doesn’t mean the NHS and the clinical psychologists working in it aren’t amazing.

Overall, CBT is brilliant and whilst there are problems with it, it is arguably the best therapy we have at the moment for a large range of conditions. 

And even if CBT itself isn’t useful for everyone, then its individual components definitely are and that is something that should excite everyone, therapist or not. 
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WHY YOU KNOW MORE THAN YOU THINK?
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This is certainly a reflection that I’ve been wanting to write for a long, long time because it is so brilliant and useful for university students (and maybe professionals too) to know. Since at university, I think all students can back me up here but we are full of self-doubt and imposter syndrome.

Whilst we think this goes away after a while, and of course this self-doubt does decrease after our first year at university, it is still there and it can flare up at any moment.

I know that I was definitely filled with self-doubt during my final year last year because I was convinced that I would fail my exams and that my dissertation would be awful because I didn’t know what I was talking about, but it turned out that I did do everything that I needed to do to succeed.

Therefore, I want to mention this for two reasons. A general reason and a clinical psychology reason, and I firmly believe that both reasons are critical things to reflect on.

Firstly, as university students, as long as you do the reading, go to your lecturers and try to be the best student you possibly can, whilst having fun at the same time. Then you will be a lot better off than other students, as well as if you’re struggling then please seek out help at your university. For example, I know my university has the Student Learning Advisory service that is very useful at supporting students.

And you will be very pleasantly surprised at what you do and don’t know about your topics when it comes to your dissertation, essays and other assignments. These are all scary things but once you get over the fear, anxiety and the self-doubt you’ll realise that you are a lot better than you could ever hope to realise.

Then it is up to you to keep learning, asking for help when needed and hoping to improve your knowledge.

Additionally, whilst this isn’t the big and important clinical psychology point I wanted to make, this will or could set you up very nice in the future because as a clinical psychology or another professional working within mental health, you will need to keep learning, exploring and developing your knowledge constantly in light of new literature and interventions.

If you can start to develop those skills now then you’ll be set up to develop them and use these valuable skills in the professional working environment.

How Does This Apply To Clinical Psychology?

This next part of the reflection is aimed at inspiring you, encouraging you and making you realise exactly how much extra knowledge you have about clinical psychology compared to other students.

The idea for this reflection actually came from a Prospectus Evening that I attended with some friends after a long day of testing on participants, and as much as the university wanted us to believe otherwise, this entire event was the university just marketing itself and wanting to keep us on.

They had a forensic psychologist, social psychologists, cognitive people and a bunch of clinical psychologists there, and after helping myself to the free pizza and catching up with my Final Year Project supervisor socially, I went back over to my friends to see they were talking to a lecturer of mine, a clinical psychologist.

And what really struck me were the questions they were asking. They weren’t dumb questions, they weren’t ignorant questions (well that ignorant) and they weren’t questions that made me question why the hell they wanted to go into clinical psychology (well slightly). They were simply basic questions that they would have known the answers to if they had taken clinical psychology modules.

Now I am not disrespecting my friends because they are great people, always up for a laugh and they’re very supportive. But I was surprised that for people who have said repeatedly that they want to go into clinical psychology for a career, they haven’t taken any “real” clinical psychology modules.

By “real”, I mean at my university there are modules of the neuroscience of cognitive disorders and learning about people with learning disabilities. Granted they were modules that hadn’t started when this Prospectus evening was, but those modules are still highly problematic, especially the first one.

The Neuroscience of Cognitive Disorders is a cognitive psychology module that looks at the neuroscience and theory behind a clinical psychology issue.

I have no problem whatsoever with the module itself because clinical psychology needs brilliant, amazing and intelligent cognitive people to work on clinical issues to help us understand them.

However, I cannot understand why people who want to work in clinical psychology don’t choose clinical modules. Since this cognitive psychology module doesn’t look at neurological assessments, how you would go about doing it, how the NHS works, what your job as a clinical psychologist would involve and all the millions of other clinical psychology concepts that I’ve written about in my books or spoken about on my podcast.

It is that real clinical psychology that students need. Students need to know how our profession works, the difficulties we face and the support that is available to them if they do decide to go into clinical psychology.

Because let’s face it, you could be an expert in the cognitive theory of depression and dementia, but you would be next to useless if a person walks through the door to your therapy room and you have no idea what to do next. 

Of course if the person lacked that knowledge completely they wouldn’t get the job anyway.

But my point is that if you read clinical psychology books, listen to podcasts (like The Psychology World Podcast) and take clinical psychology modules at university then you are in such a better, stronger position compared to so many other people that want to be clinical psychologists.

If you’re a person that does want to become a clinical psychologist but aren’t doing these things yet, then I honestly don’t mean to offend you. And to be honest, you’re reading this book and that is a massive step in the right direction because the entire point of these reflections is to reflect on clinical psychology issues.

You’ll learn something just by reading this.

Clinical psychology is an amazing journey but all journeys have to start somewhere and it is up to the people themselves when and how they start. But they have to start learning the ins and outs of clinical psychology at some point.

And personally, I think it should certainly be sooner rather than later.

What do you think?
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WHY EACH PSYCHOLOGY SUBFIELD IS AN ECHO CHAMBER?
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I should probably say up front that the applied psychology subfields, like forensic psychology, clinical psychology and developmental psychology, are probably the exceptions to this rule, but I want to explore my point first of all. And I want to mention the limits and drawbacks of this question about clinical psychology at the end. 

I’ll start off by explaining this generally before I explain the flat out weird inspiration that kicked off the idea behind this reflection.

If we take a step outside clinical psychology for a moment and look at the three “main” approaches to behaviour. We have biological, cognitive and social psychology and all of these are fairly divorced from the others and this is great, but bad at the same time. 

For example, it is brilliant that biological psychology only looks at our biology and how these processes impact our behaviour. It gives biological psychology researchers the freedom to explore our biology without getting mixed up with cognitive and social psychology.

The same goes for cognitive psychology. It’s great that cognitive researchers can investigate our mental health and occasionally tap into biological or neuropsychology without worrying about social psychology variables.

Equally, it is so freeing that social psychologists can focus on how social situations and factors impact our own individual and group behaviour without having messy biological or cognitive factors interfering with the social behaviour.

And yes I know there is some overlap between these three disciplines as seen in social cognition, brain wave activity
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