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Psychology is the science of human behavior. Thus, service providers in the area of mental health should
have a foundational knowledge of psychological science; but do they? To investigate this question
university calendars and websites were systematically reviewed to ascertain how many psychology
courses and related training is required by entry level degrees for nursing, social work, medicine,
counselling psychology, and clinical psychology. Results clearly show that clinical psychology graduates
take more courses in psychology and related training than any other group, followed by counselling
psychology. It is possible to graduate without any exposure to psychology or mental health issues in some
of the other professions including medicine, yet many people’s first choice for many mental health issues
is a family physician. The discussion focuses on the significant implications for an increasingly
interprofessional field with the emergence of primary care networks and other forms of interprofessional
collaboration.
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At least 20% of Canadians will have a mental health problem
(Health Canada, 2002) at significant cost to the Canadian economy
in lost (Stephens & Joubert, 2001) and impaired productivity
(Dewa & Lin, 2000) and with many people not receiving treatment
(Bijl et al., 2003; Cox, 2014; Drapeau, 2014; Kohn, Saxena,
Levav, & Saraceno, 2004; Mojtabai & Olfson, 2006; Roberge,
Fournier, Menear, & Duhoux, 2014) Yet public funding for mental
health services (Block et al., 2008; Jacobs et al., 2008; Romanow
& Marchildon, 2003) as well as private insurance coverage (Ekos,
2011; Hunsley, Lee, & Aubry, 1999; Nunes et al., 2014) remains
an issue in Canada, so much so that it has been called a silent crisis
(Cohen & Peachey, 2014).
Mental health services are provided by a wide array of individ-

uals, regulated and unregulated; so why should consumers choose
a psychologist? Most members of the public do not recognize the
differences between psychosocial health service providers (Bray,
2010). In fact, their first choice is usually a physician (Ekos, 2011;
Janda, England, Lovejoy, & Drury, 1998), yet physicians often
report that they have insufficient time to deal with mental health
issues (Horwitz et al., 2007; Takhar, Haslam, Hobbs, & McAuley,
2010) as well as discomfort and lack of confidence (Boulé &

McSherry, 2002; Clarke & Polimeni-Walker, 2004; Gordon, 2012;
Hodges, Inch, & Silver, 2001; Lindberg, Vergara, Wild-Wesley, &
Gruman, 2006; Menahem, 2009; Takhar et al., 2010; Wilkinson,
Dreyfus, Cerreto, & Bokhour, 2012).
It also is questionable whether health care managers and poli-

cymakers recognize or value the differences between the disci-
plines providing mental health services. There have been calls for
health care systems to have more duties performed by less quali-
fied (and lower paid) staff and thus blur lines between disciplines
(Duckett, 2005; Duckett, 2009). Generic job descriptions such as
“mental health therapist”—which list as qualifications “social
worker, psychologist, registered nurse, registered psychiatric nurse
or occupational therapist” (Alberta Health Services, n.d.) and
“behavioural health consultants” who “have a variety of back-
grounds including nursing, social work, and psychology” (Calgary
Foothills Primary Care Network, 2007) fail to recognize differ-
ences in training and expertise. Generic terms like mental health
worker (e.g.Whyte, 2008) or psychosocial rehabilitation (e.g.,
Bachrach, 1996) also blur the lines in professional journals.
We know that psychological interventions are both effective

(Chambless & Ollendick, 2001) and cost-effective (Hunsley,
Elliott, & Therrien, 2014; Luborsky et al., 2004; Myhr & Payne,
2006; Patrick, 2005), but other professions are free to use psycho-
logical therapies. Everything psychologists do overlaps with at
least one other profession. Thus, identifying what is unique about
psychology—what is psychology’s brand—is an issue that has
been identified at the provincial (Murdoch, Johnson, Barva, &
Moses, 2009), national (D’Eon, 2012), and international level
(Bray, 2010; Brown & Roberts, 2000).
We believe at least three characteristics distinguish psycholo-

gists from other health care providers in the mental health field.
First and foremost is the ability to think scientifically. The scien-
tific method has been considered a major part of psychology’s
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uniqueness and a prime reason for significant success in academic
and applied fields (Bray, 2010; Drapeau, 2014; Drapeau & Hun-
sley, 2014; Peterson, 2003; Stricker, Widiger, & Weiner, 2003).
Psychologists are trained to think scientifically in their approach to
the people they assist. Stricker and Trierweiler (1995) noted that
the scientific method needed to be brought to bear precisely when
there was no established scientific knowledge available for a
particular set of circumstances. Psychologists observe and mea-
sure, formulate and hypothesize, intervene, collect more informa-
tion and revise their hypotheses, and repeat until the problem at
hand is resolved. As well, the training of psychologists in research
methods and scientific procedure make them the most qualified of
all the health care professions to design, carry out, and interpret
program evaluation efforts.
The second unique characteristic of psychology is the breadth and

depth of psychological literacy. Psychology has been identified as a
major field of scientific study with strong connections to other fields
(Boyack, Klavans, & Börner, 2005; Klavans & Boyack, 2009). Psy-
chological literacy, a specific form of scientific literacy, is an emerg-
ing concept that is gaining in popularity (Beins, Landrum, & Posey,
2011). Psychologists are trained first in the entire field of psychology
and only second as professionals. This basic training in the biopsy-
chosocial foundations of human functioning defines professional psy-
chology, sets it apart, and provides a “value added” component.
The third characteristic is psychologists’ unique combination of

skills and knowledge, which optimally positions them to integrate
multiple sources of information to make mental health diagnoses
and formulations (Dozois & Firestone, 2010). Furthermore, the
validity of psychological testing is strong, compelling, and com-
parable to medical test validity (Meyer et al., 2001).
We believe that training in the scientific method produces an

inherent development of skills in analysis and synthesis that,
combined with acquired foundational psychological literacy, en-
ables psychologists to provide a more comprehensive, contextually
sensitive, and integrated/holistic understanding of a person than
does any other health profession. In the experience of the first
author, psychologists usually perform the case integration on mul-
tidisciplinary teams because psychologists’ knowledge and skill
sets overlap with all the other disciplines. This combination of
biopsychosocial literacy and scientific methodology is one of the
things that psychology can market. However, to do this, we need
to document systematically that we do have more depth and
breadth of training in psychology and mental health.
To our knowledge there is no existing systematic study docu-

menting training in foundational psychological knowledge across
mental health professions in Canada. This study investigated the
minimum mandatory training in psychological knowledge required
by professional mental health service providers to complete their
university training utilizing publicly available data sources—uni-
versity calendars, handbooks, and web pages. In particular, we
investigated five research questions: “Is there a difference in how
many psychology or mental health related credits are required as a
condition of entry into the degree programs?”; “Is there a differ-
ence in how many psychology or mental health related credits are
required by the degree programs in order to graduate?”; “In com-
bination, entry and program requirements, how much coursework
in psychology is required to graduate?”; and “How much practical
experience have students acquired by the time they graduate?”
This question was particularly important because it was essential

to reflect different training models accurately as well as to distin-
guish classroom learning from practical training. Some programs,
particularly in medicine, use hands-on learning in the field (rota-
tions) as a primary focus. The fifth question was: “How many total
hours in psychological and/or mental health training are students
required to have in order to graduate?”
We focused on bachelors degrees in nursing (BN), and social

work (BSW) and the medicinae doctor (MD) in medicine as these
are the entry level degrees for professional practice in those
professions across Canada. In psychology, the entry level degree
for independent practice varies from province to province between
master’s degrees and doctoral degrees (Canadian Psychological
Association, 2013); thus it was important to identify the mandatory
training elements in both master’s level and doctoral programs in
psychology. Collectively, these are the professions most often
identified in the Ekos (2011) survey as consumer choices or that
are equated in career advertisements.

Method

Programs

All graduate programs in counselling or clinical psychology and
all undergraduate degree programs in nursing, medicine, and social
work in universities listed on the Association of Universities
Colleges of Canada (AUCC; n.d.) website comprised the data pool
for this study. There were 68 nursing (BN)1, 37 social work
(BSW), 18 medical (MD)2, 23 master’s of counselling psychol-
ogy,3 20 master’s of clinical psychology, six doctoral counselling
psychology,4 and 24 doctoral clinical psychology programs5 ana-
lyzed in this study.

Exclusions

Any university not having at least one of these degree programs
was excluded from study. Also excluded were nondegree programs
such as diplomas, upgrading, or international transfer programs. Sev-
eral unique programs were found, such as a bachelor of science in
mental health (a postdiploma upgrade program for registered psychi-
atric nurses) and a master’s of marriage and family therapy. These
were not included in the analysis as their very uniqueness made
statistical comparison impossible. Likewise, bachelor of psychiatric
nursing (BPN) programs were not included in the analysis as only
three such programs were found in the search. Furthermore, the
standards of entry for psychiatric nurses varied across the country; a
BPN required in all provinces east of Manitoba, whereas only a
diploma in psychiatric nursing was required in Manitoba and all
provinces west. Also excluded were postdegree upgrade programs as
we wanted to focus on entry level degrees. One counselling doctoral
program was excluded as it was impossible to quantify the content of
the program.

1 BN is used generically for Bachelor’s of Nursing; the precise nomen-
clature varies from program to program.
2 This includes degrees in general medicine and family practice.
3 This includes MA, MEd, and MSc.
4 This includes PhD and EdD.
5 This includes PhD and PsyD.
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Procedures

Data collection occurred between December 1, 2012 and May
30, 2013. Using the AUCC (n.d.) website to identify universities
for this study, the most currently available calendar for each
university was systematically reviewed for training programs for
clinical psychology, counselling psychology, general medicine,
family medicine, social work, nursing, and psychiatric nursing.
Some universities offered multiple streams. Each of these streams
was counted as a separate program if the requirements were
different. For example, some BN and BSW programs offered a
different stream for students who had a bachelor’s degree in
another discipline and some counselling programs allowed stu-
dents to choose between thesis based and nonthesis based streams.
An initial analysis of MD programs showed no differences in the
required training in psychology or mental health between general
medicine and family medicine so all were grouped under MD.
Universities not offering any of these programs were noted in the
database.
If one or more of these programs was offered by the university,

a research assistant (RA) reviewed the calendar to determine: (i)
how many psychology or mental health credits were required for
entry to the training program, (ii) the psychology or mental health
courses required for graduation from the program, (iii) the optional
psychology or mental health credits available, and (iv) the number
of practicum and residency/internship hours in a mental health
setting that were required to graduate. When necessary, additional
information was obtained from relevant websites of the various
programs (e.g., program specific handbooks).
We developed the following operational definition of a psychol-

ogy course, based on the American Psychological Association
(2013) definition of psychology: “Courses taught within a Depart-
ment of Psychology regarding the study of behavior including the
methods of studying human behavior.”
Our operational definition of a mental health course was:

Courses taught outside of a Department of Psychology regarding the
study of behaviour specific to mental health, illness or development.
If they closely resemble the course content of a psychology course,
but are taught by another department or discipline, count as a mental
health course.

This operational definition was based on the definition of mental
health used by the World Health Organization (2013).
The operational definition of a practicum was:

A course designed especially for the preparation of student health
professionals that involves the supervised practical application of
previously studied theory on a part time or short term basis (less than
10 months) that specifies placement in a mental health related setting.

This was based on the Merriam Webster (2012) online dictionary
definition of an practicum.
It was deemed important that the placement specify a mental
health setting because only 4% of nursing students take a place-
ment in a mental health setting (Hartigan-Rogers, Cobbett, Ami-
rault, & Muise-Davis, 2007). In particular, a field placement that
specified a mental health related population, such as addictions,
was counted whereas a practicum in a general medical ward would
not based on the rationale that in the first instance we knew that
mental health related training was occurring whereas in the second

instance we had no way of knowing if training in mental health
was occurring. A laboratory portion of a course that provided
initial skill training—often in a role play situation with fellow
students—did not qualify, as it was judged to be part of the credit
course.
The operational definition of an internship that we used was:

A field placement designed especially for the preparation of student
health professionals that involves the supervised practical application
at an advanced level of previously studied theory and occurs at the end
of the training period. It will be at least 10 months of full time work
or the equivalent over two years on a part time basis and must specify
placement in a mental health related setting.6

This definition was developed from the Merriam Webster (2012)
definition of an intern.
Admission requirements for psychology graduate programs

were often stated in terms of degrees required rather than specific
courses or numbers of courses. An examination of Canadian un-
dergraduate programs in psychology indicated that a psychology
major typically required between 16 and 18 courses. However, a
few programs required as few as 14. Therefore, if a graduate
program in psychology indicated that the minimum requirement
for admission was a bachelor degree with a psychology major, 14
courses (42 credits) was used as the mandatory psychology credits
required for admission because this was all that could be guaran-
teed. In cases in which an honors degree in psychology was
required, the minimum number of courses required in Canadian
undergraduate programs in psychology was found to be 18 (54
credits), therefore this was used as the standard number of credits
required for entry.
Some clinical psychology doctoral programs had direct entry

from undergraduate studies. Others accepted students into the
master’s program but fast tracked them to the doctoral stream
without the need to complete a master’s degree. If a clear master’s
component was present, it was separately coded. If there was no
clear and separate master’s step, then the doctoral program was
analyzed as a single program. In cases where a master’s degree
was required for entry into a clinical psychology doctoral program,
we used the minimum number of courses required for admission
into a clinical psychology master’s program (14 courses, 42 cred-
its) plus the minimum number of courses required to complete a
master’s degree in clinical psychology (six courses, 18 credits) to
arrive at an entry requirement of 60 credits, the minimum number
of credits a student would have accumulated in obtaining a mas-
ter’s level degree. The same was done for counselling psychology
where the value of entry credits required was 27. Calendar and/or
program information made it clear that most psychology master’s
programs were considered to be steps in the process of obtaining
a doctoral degree. However, we did not presume that all psychol-
ogy master’s graduates went on to complete the doctorate nor that
all doctoral students had obtained a master’s degree at the same
university even though this would usually be the case.
Once the entire list of universities on the AUCC (n.d.) website

had been systematically examined, a second RA reviewed all the
coding decisions of the first RA (! " .960, p # .001). If there was
complete agreement, the second RA indicated that the data had

6 Residency is used interchangeably with internship in this context.
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been verified. Where a discrepancy existed, the second RA posted
a note in the relevant cell of the database. The original RA would
then respond to the inquiry of the checker. If agreement was
reached then the consensus coding was used. If consensus could
not be reached, the principle investigator (PI) facilitated a consen-
sus decision.
As it turned out very few programs (3%) required courses fitting

the description of a mental health course so these required mental
health credits were added to required psychology credits to create
a new variable, “entry credits,” which was the total number of
psychology and mental health courses required to be considered
for the program. To be consistent, we combined mandatory psy-
chology course credits with mandatory mental health credits to
create a new variable, “program credits,” the number of credits in
psychology and similar courses required while in program to
graduate. The number of hours of mandatory field placements,
practicum and internship hours in mental health settings was
combined to create the variable “practical hours” to reflect the time
spent acquiring hands-on clinical experience.

Ethical Considerations

This study relied entirely on publicly available printed written
material or on publicly accessible university Internet sites; that is,
it is material intended for public consumption. As such, it falls
outside the scope of Human Research and Ethics Boards (Cana-
dian Institutes of Health Research, 2010). This research was dis-
cussed with the chair of the Human Research and Ethics Board of
Mount Royal University (as recommended by the Tri-Council
ethical guidelines) who concurred that our study utilized publicly
accessible information.

Results

Table 1 summarizes the findings. Results show that it is
possible to attend at least one nursing, medical, or social work
program in Canada and never take a single course or have a
single placement related to mental health issues. As can be seen
by the total hours, 50% of all nursing programs and social work
programs have fewer than 80 mandated hours dedicated to
foundational psychological knowledge or to gaining mental
health care experience. Fifty percent of medical schools re-
quired less than 275 hr of training in mental health (psychiatry)
or psychology. By comparison, 50% of counselling master’s
programs required more than 1,000 hr. Clinical psychology
master’s programs started at a minimum of 1,000 total hr of
training. Counselling psychology doctoral programs started at a
minimum of 1,500 hr. Clinical psychology doctoral programs
started at over 2,000 total hr and 50% require over 3,000 total
hr of training.
Entry credits, program credits, and practical hours were an-

alyzed together in a multivariate analysis of variance because
the variables were conceptually independent. The overall mul-
tivariate test was statistically significant, F(18, 188) " 54.98,
p # .001. The between-subjects test for type of degree was also
highly significant for all three variables: entry credit: F(6,
190) " 273.72, p # .001; program credits: F(6, 190) " 70.31,
p # .001; practice hours; F(6, 190) " 375.93, p # .001. Post
hoc comparisons on each of these variables were conducted

using a Bonferroni correction for multiple comparisons and
significant differences are noted in Table 1 with subscript
notation.
To summarize the entry credits variable, nursing, medicine,

and social work did not differ from one another and all three
require fewer entry credits than do psychology professional
programs. Clinical psychology programs required significantly
more entry credits than did counselling programs. Clinical
psychology master’s programs did not differ from the doctoral
level programs in the number of prerequisite credits needed.
Summarizing the program credits, all the psychology curric-

ulums required more program credits than did nursing, medi-
cine, or social work. The course load in program credits was
similar between counselling and clinical psychology programs
and between the master’s stage and the doctoral stage, with the
exception that the clinical doctoral programs had more course
work than the counselling doctorate.
Summarizing the practice hours findings, social work re-

quires similar numbers of practice hours as nursing, but fewer
mandatory practice hours than medicine or any level of psy-
chology training. Medical programs were on a par with coun-
selling and clinical psychology master’s level programs in
practice hours. Counselling psychology doctoral programs had
more practical hours than all other programs except clinical
psychology doctoral programs, in which students had the most
mandatory practical hours of any degree program.
To answer the fourth question regarding how many credits

are required to graduate, we combined entry credits with pro-
gram credits to create a new variable: total credits. This was
analyzed by an analysis of variance (ANOVA) separately be-
cause it was a combination of two variables from the first
analysis. The analyses was significant, F(6, 190) " 70.3, p #
.001. Post hoc analysis with Bonferroni correction for multiple
comparisons resulted in the pattern of significant differences
noted by subscripts in Table 1.
It appears there are two clusters. Nursing, social work, and

medicine programs were on a par with one another and required
fewer total credits than any of the psychology programs. The
psychology programs tended to be equal in their coursework
requirements regardless of the type of psychology or the level
of training, with the exception that clinical psychology doctoral
programs required more coursework than the counselling doc-
toral programs.
To answer the fifth question—total hours of instruction and

experience combined required to graduate—we multiplied total
credits by 13 (assuming a 13-week semester for actual class time,
not counting exams) to calculate an estimate of the direct class-
room instruction hours that was then added to the practical hours
to yield a new variable: total hours. As total hours was a combi-
nation of variables used in other analyses, we again used ANOVA
with total hours the dependent variable and degree program the
independent variable. The results were significant, F(6, 190)
568.43, p # .001. Post hoc analysis with a Bonferroni correction
for multiple comparisons resulted in the pattern of significant
differences shown in Table 1 noted by subscripts. Nursing, med-
icine, and social work were on a par, and all required significantly
fewer total hours than any of the psychology degrees. Within
psychology the clinical doctorate had the most hour requirements,
followed by the counselling doctorate, the clinical master’s and the
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counselling master’s in that order. These differences are also
highlighted in Figure 1, which shows a plot of the total hours by
degree, with each dot representing a separate program.
Several findings are clear in Figure 1. One is the tight clustering

of nursing, social work, and medicine programs close to 0 hr, with
very few approaching 500 hr. Master’s of counselling psychology
programs had a wide range of expectations from 200 hr to almost
2,000 hr (with the biggest cluster being in the 1,000–1,500 hr
range). Clinical psychology master’s programs minimum require-
ments started at the 1,000-hr mark and ranged to just over the

2,000-hr mark, with the biggest cluster around the 1,400-hr mark.
The six counselling doctorate programs were quite spread out as
well, from just over 1,500 hr to 3,300 hr. There appears to be more
variability in the expectations of the counselling psychology de-
partments than the clinical psychology departments at both the
master’s and doctorate level. One clinical psychology doctoral
program required 2,000 hr; the remaining programs ranged from
over 3,000 hr to almost 5,000 hr. The majority of clinical psychol-
ogy doctoral programs required a minimum number of hours that
exceeded that of any other degree program in this study.

Table 1
Summary of the Credits in Psychological and Mental Health Knowledge, Hours of Practice Experience in Mental Health Settings,
and Total Training Hours

Variable Degree Min Med Max M SD

Entry Nursing 0 0 9 0.40a 1.55
Credits Medicine 0 0 0 0.00a 0.00

Social work 0 0 18 1.46a 4.04
Counselling psychology master’s 0 19.5 48 21.75b 17.16
Clinical psychology master’s 42 54 60 51.90e 5.25
Counselling psychology doctoral 30 33 33 32.50d 1.22
Clinical psychology doctoral 18 60 60 54.71e 10.88

Program Nursing 0 6 18 4.63a 4.27
Credits Medicine 0 1.5 27 3.64a 6.48

Social work 0 3 18 3.80a 4.37
Counselling psychology master’s 15 30 51 32.81b 12.39
Clinical psychology master’s 18 30 51 32.45b 9.19
Counselling psychology doctoral 9 16.5 37 20.00b,c 10.81
Clinical psychology doctoral 12 27 70 35.17b,c 19.49

Total Nursing 0 6 18 5.02a 4.21
Credits Medicine 0 1.5 27 3.64a 6.48

Social work 0 3 22 5.26a 6.11
Counselling psychology master’s 15 58.5 96 54.56b 24.73
Clinical psychology master’s 66 82.5 105 84.35b 11.25
Counselling psychology doctoral 42 49.5 67 52.50b,c 9.89
Clinical psychology doctoral 72 84 120 89.88b,c 15.82

Practice Nursing 0 0 200 21.24a 47.64
Hours Medicine 0 240 640 260.00b 152.32

Social work 0 0 280 8.46a 46.07
Counselling psychology master’s 0 306 700 342.83b 219.56
Clinical psychology master’s 0 300 850 317.30b 250.43
Counselling psychology doctoral 1,000 1,904 2,600 1,944.00c 580.96
Clinical psychology doctoral 800 2,600 3,560 2,534.79d 554.12

Total Nursing 0 78 278 86.53a 78.53
Hours Medicine 0 269 660 304.06a 166.40

Social work 0 39 280 76.80a 85.42
Counselling psychology masters 201 1,093 1,888 1,052.15b 439.37
Clinical psychology masters 1,016 1,321 2,034 1,413.85c 302.42
Counselling psychology doctoral 1,546 2,632 3,306 2,626.50d 648.01
Clinical psychology doctoral 2,087 3,706 4,652 3,703.17e 537.97

Note. For each variable we note the minimum (Min) number observed for any program, the median (Med) number of all programs, the maximum (Max)
observed in any program as well as the mean and standard deviation. Within each variable, common subscripts are not significant from one another whereas
different subscripts are different from one another. All differences were at the p # .001 unless noted by the following exceptions. In entry credits the p
value for counselling psychology master’s in comparison to counselling psychology doctorate was p " .043. In the program credits, medicine compared
to counselling psychology doctorate was p " .007; social work compared to counselling psychology doctorate was p " .003; counselling psychology
doctorate compared to clinical psychology doctorate was p " .012. In total credits counselling doctorate in comparison to nursing, medicine, social work
and clinical psychology doctorate were p " .004, p " .007; p " .003 and p " .012 respectively. In practical hours, nursing compared to medicine was
p " .008; social work compared to medicine was p " .011. Entry credits " total credits in psychology and mental health courses required for entry to the
program; program credits " the total number of credits required within the program to graduate; total credits " entry credits plus program credits; practice
hours " the total number of practicum and residency/internship hours in mental health settings required to graduate; total hours " the calculated total of
hours needed to spend in courses (entry requirements plus degree courses) and practical settings required to graduate from the program.
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Discussion

This study demonstrates there are very significant differences in the
acquisition of psychological literacy and mental health experience
between nursing, social work, medicine, counselling psychology, and
clinical psychology. This has implications for public policy, hiring
practices and professional training.
Nursing, medicine, and social work all require fewer entry

credits in psychology or mental health courses than professional
psychology programs. This is not surprising given that all three are
undergraduate programs whereas psychology professional training
starts at the graduate level. Within psychology, clinical programs
require significantly more entry credits than do counselling pro-
grams. Counselling psychology programs are primarily found
within faculties of education, and recruit from both education and
psychology undergraduates; thus they often cannot require the
education students to have the equivalent of a psychology major.
Furthermore, some faculty of education graduate programs have
the same entrance requirements for all their master’s programs, not
just counselling degrees; thus they might not require any prior
psychology or mental health training. Clinical psychology master’s
programs did not differ from the doctoral level programs in the
number of prerequisite credits needed. However, some doctoral
programs are direct entry from undergraduate and therefore have
the same entry requirements as the master’s programs at other
universities.
All the psychology curriculums required more program credits

than did nursing, medicine, or social work. The course load in
program credits was similar between counselling and clinical
psychology programs and between the master’s and the doctoral
stage, except that clinical doctoral programs had more course work
than counselling doctorate programs. This can be explained by the
inclusion of direct entry doctorate programs in the clinical group,
the course load for which would therefore be the equivalent of both

the master’s and the doctorate levels. It is not surprising that total
credits (entry plus program) followed the same pattern: social
work, nursing, and medicine were all relatively equal but signifi-
cantly less than any of the psychology programs.
Differences between programs cannot be explained by a pref-

erence for “hands-on” training. Social work and nursing required
fewer mandatory practice hours in mental health settings than
medicine or any level of psychology training. Counselling and
clinical psychology master’s students were required to get as many
practicum hours as medical students, in addition to many more
classroom hours. Counselling psychology doctoral programs had
more practice hours than all other programs except clinical psy-
chology doctoral programs, which required the most mandatory
practice hours of any degree program.
For the total time in training in psychological literacy (total

hours), nursing, medicine, and social work were on a par, and all
required significantly fewer total hours than any of the psychology
degrees. Within psychology, the clinical doctorate required the
most total time followed by counselling doctorate clinical master’s
and counselling master’s in that order. Total hours for all programs
should be considered conservative estimates because they do not
include any out-of-class time, that is, reading, assignments, and
learning and practicing new assessment and therapy methods.
Most university calendars indicate that students should expect to
spend 3 hr of independent study for each hour of classroom
instruction, so a three credit course translates on average into a 12
hr per week course. However, because we had no way of knowing
how much time students spend outside of the classroom, we
maintained the stance of documenting what was the absolute
minimum that might be expected of a graduate.
Given these results, it is not surprising that most nurses feel

inadequately trained for careers in mental health (Wynaden,
Orb, McGowan, & Downie, 2000) and the majority do not
intend to pursue such careers (Happell, 2001; Hayes et al.,
2006) with only 4% choosing mental health practicum place-
ments (Hartigan-Rogers et al., 2007). The most typical training
seems to involve a single, short, hands-on practicum experience
with no classroom instruction. These results are probably rep-
resentative of the training received by most nurses at the
undergraduate level in Canada. Nursing degree programs have
very full curriculums. Students need to learn a wide array of
material and skills at a high level of competence. Because most
of the curriculums are set (mostly mandatory courses, with few
options), there is little to no room to expand the curriculum;
consequently, expanded training in mental health would be at
the expense of other high priority courses and training experi-
ences.
Nursing’s lack of mental health training is not an issue if the

Canadian health care system is moving to interprofessional prac-
tice and primary care networks (Health Canada, 2006). Nurses’
training in physical medicine and case management will play a
vital role within those groups. Mental health issues will not be the
primary focus of the majority of nurses on such teams. Issues arise
when those responsible for hiring decisions consider an undergrad-
uate nursing degree to be the equivalent of a professional psychol-
ogy degree for providing primarily mental health services.
The BPN, a degree clearly geared to service in mental health,

was excluded from this analysis as there were too few programs to
include in a statistical analysis. Qualitatively, BPN curriculums

Figure 1. Conservative estimate of the total hours spent in the acquisition
of psychological and related mental health knowledge and experience.
BN " undergraduate nursing; BSW " undergraduate social work pro-
grams; CLPMA " clinical psychological master’s level program; CLP-
PHD " clinical psychology doctoral level programs; COPMA " counsel-
ling psychology master’s level programs; CoPPHD " counselling
psychology doctoral level programs; MD " undergraduate medicine.
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dedicate significantly more courses and practice experiences to
mental health than other nursing programs, about the equivalent of
the lower range of a master’s degree in psychology. Clearly, these
nurses would be more adequately prepared to provide mental
health services. However, this training would still not enable them
to perform full psychometric assessments and in some jurisdictions
they would not be deemed legally able to make a diagnosis. Hence,
they cannot be considered the equivalent of a professional degree
in psychology. Furthermore, from British Columbia to Manitoba,
regulatory bodies only require a diploma in psychiatric nursing,
not a bachelor’s degree (Murdoch & Eggleton, 2014).
Given this study’s focus on mandatory training, we were struck

by the degree of variability in BSW curriculums across the country
in terms of entrance requirements, program structure, curriculum
design, and program delivery. Many programs allow their students
considerable latitude in choosing courses and field placements
(practicums). Due to this, these findings of minimum requirements
will tend to underestimate the actual training in mental health for
some social work graduates. On the other hand, given the vari-
ability in training requirements, it is possible to obtain a BSW
without taking a single course related to mental health. Bland and
Renouf (2001) also noted considerable variation in Australian
social work students’ “basic repertoire of knowledge and skills
. . . for practice in mental health settings” (p. 239).
Given these results, it is hard to understand how job descriptions

could suggest that nurses, social workers, and psychologists can
equally fill the role of a mental health therapist or behavioral
health consultant when it is quite possible to obtain an undergrad-
uate nursing or social work degree in Canada with no training in
psychology or any related aspect of mental health. Most Canadi-
ans’ first choice for a care provider for mental health issues is a
physician (Ekos, 2011). However, one also can obtain a medical
degree in Canada without taking any courses in psychology, psy-
chiatry, or any related aspect of mental health. As in nursing, the
most typical training seems to involve a single, short, hands-on
practicum experience with no classroom instruction. This practi-
cum typically does not include skill development in counselling or
psychotherapy (Borins, Holzapfel, Tudiver, & Bader, 2007). How-
ever, in 2013 general/family physicians (GP) in Alberta billed over
60 million dollars for psychotherapy/counselling (Alberta Health,
2013). A recent study in New Brunswick found a majority of
physicians treated over half their anxious and depressed patients
solely in their practice sometimes using counselling alone and 57%
acknowledged providing advice despite having no training in
counselling (Talbot, Clark, Yuzda, Charron, & McDonald, 2014).
In the United States, it has been noted that psychotherapy for
depression by physicians has gone up with a concurrent decline in
psychotherapy by psychologists (Barlow, 2004).
These results seem very representative of the training in psy-

chological literacy received by most GPs and family physicians.
Attempts to integrate more mental health training into curriculums
have met with mixed reactions and success (Morley et al., 2011).
Given the current fullness of the curriculums, it is hard to see
where a substantive increase in psychological literacy and skills
can occur. Hence, it is not surprising physicians express discom-
fort and a lack of efficacy in dealing with mental health issues in
general practice and in the emergency room (Boule & McSherry,
2002; Clarke & Polimeni-Walker, 2004; Gordon, 2012; Hodges et

al., 2001; Lindberg et al., 2006; Menahem, 2009; Takhar et al.,
2010; Wilkinson et al., 2012).
With 20% of Canadians having a mental health issue (Health

Canada, 2002) and with an average practice size of 1,700 (The
College of Family Physicians of Canada, 2010), GPs will typically
encounter 340 patients per year with mental health issues. This
increases to 85% if you include physical problems that “have a
significant psychological and/or behavioral component, such as
chronic illnesses” (American Psychological Association, 2014).
This makes a strong case for the integration of psychologists into
primary care networks; that is professionals with a broad base of
psychological knowledge and the skills to aid in the assessment,
diagnosis, and treatment of mental disorders and assist with the
psychological aspects of physical illness (behavioral medicine).
Counselling psychology programs significantly exceed nursing,

social work, and medical programs in the total amount of training
in psychological literacy required but provided less than clinical
psychology programs. The main difference was in the amount of
previous training in psychology required to gain admission to the
programs. Counselling psychology is almost always taught within
a faculty of education. The candidates come with both psychology
and education undergraduate degrees, and there will often be
common entry requirements for multiple streams of graduate work.
Counselling psychology programs therefore cannot demand as
extensive a background in psychology as do clinical psychology
programs. Our data probably underestimates the total amount of
psychological training the average counselling psychology gradu-
ate receives. Many such students will exceed the minimum re-
quirements for undergraduate training; indeed many programs
make it clear that more extensive training in undergraduate psy-
chology is an advantage for entry into these highly competitive
programs.
Clinical psychology graduates had by far the most coursework

in psychological literacy and time spent in mental health place-
ments of the professional training programs examined in this
study. This advantage begins with the requirements for admission.
All of the clinical psychology programs required at least a psy-
chology major for admission, that is, a minimum of 14 courses in
psychology (and more typically 16–20). Most programs (74%)
required (or strongly preferred) an honors undergraduate degree or
its equivalent in psychology, that is, at least 18 courses (and more
typically 20–22) including prior research experience either in the
form of an honors thesis or equivalent research experience.
The majority of clinical psychology programs follow the

scientist–practitioner model, and thus have an expectation of sub-
stantive research theses. This might lead one to expect that there
would be a concomitant drop in the number of courses needed to
graduate. This however turns out not to be the case—clinical
psychology graduate students take as many courses in psychology
and mental health as students in other program of study and
furthermore, they match or exceed practicum and internship hours.
Psychology graduates are highly trained clinician–scientists

who can fulfill many roles within the health care system and in
primary care clinics. According to Mash and Hunsley (2007), their
expertise in empirically justifiable assessment can be an integral
part of decision making along the entire continuum of care, from
diagnosis through intervention design to the evaluation of treat-
ment progress and outcomes. These authors emphasized the im-
portance of taking a multimethod, multidimensional, and multi-

142 MURDOCH, GREGORY, AND EGGLETON



source approach that places assessment findings within a
developmental, systems, and cultural context; with knowledge of
psychopathology and comorbidity, integrating all this information
within empirically derived theoretical models. The need to under-
stand assessment in context, and to integrate multiple sources of
information in an empirically and theoretically informed manner,
has been echoed by others as well (Achenbach, 2006; De Los
Reyes, Bunnell, & Beidel, 2013; Smith, 2007). How can this occur
if one has not studied normal and abnormal development, has not
studied psychopathology and diagnostic systems, has not been
trained in the administration and limitations of multiple methods of
assessment?
Although we have not reported on the specifics of the training

each profession receives, even under optimal conditions, nursing,
medicine, and social work programs cannot match the breadth and
depth of psychological literacy of the counselling or clinical psy-
chologist. Students in accredited psychology programs must take
two courses at the senior undergraduate or graduate level in each
of the following areas: biological basis of behavior, cognitive-
affective bases of behavior, social bases of behavior, and individ-
ual behavior as well as a course on the historical and scientific
foundations of psychology (“Quick Guide to 2011 CPA Accredi-
tation Criteria,” 2011). In most jurisdictions, nurses and social
workers cannot provide a diagnosis. Furthermore, none of these
professions have the training and breadth of knowledge to conduct
and interpret a full psychometric assessment.
Physicians may be unaware of these differences. In a National

Physician Survey (The College of Family Physicians of Canada,
2013), Canada’s physicians were asked to rate their access to
nurses, social workers, physiotherapists, occupational therapists,
and dieticians but not psychologists. In an era of interprofessional
practice (Gibson, 2009; Health Canada, 2006) professional psy-
chology must have a seat at the table (Rozensky & Janicke, 2012);
our expertise in scientific approaches to human behavior can help
provide leadership in developing a health care system grounded in
empirically supported best procedures (Bray, 2010). All the regu-
lated health professions deliver valuable and needed service. Each
of these professions brings areas of expertise outside of psycho-
logical literacy to the field of mental health. Each has its place and
the benefits of team approaches to mental health are the products
of these different skill sets; but each should be offering different
services reflective of their training. Interdisciplinary teams work
best only when the specific training and expertise of each disci-
pline is recognized and utilized to its fullest. (Chomienne et al.,
2011; Grenier, 2010; Jesmin, Thind, & Sarma, 2012).
There are some limitations to this study. The study was funded

by the Clinical Psychology Section of the CPA and the PI was a
clinical psychologist. To guard against potential bias, all data was
double checked by two RAs. We used conservative estimates of
the psychology students’ coursework (see Method section). How-
ever, we would welcome a replication of this study by another
group.
A second limitation is the focus on the minimum standard of

each program; what is the least that can be expected from someone
presenting themselves with that degree? It will therefore underes-
timate the training of some students in all the professions and
significantly underestimate the training of most professional psy-
chology students. For example, the minimum standards used for
clinical psychology likely underestimates by one third the typical

coursework. These minimum standards would preclude entry to
some programs and registration in some jurisdictions.7 However,
in keeping with our stated purpose of looking at the minimum
coursework that could be expected for a professional degree, we
felt it important to use the most conservative numbers (the com-
bination of the minimums for both the bachelors and the master’s
degrees). A useful future study will look at the average training of
the graduates in these various programs.
As well, the study focused on Canadian based universities

identified through the AUCC. The findings may not apply to
someone who trained in another country. As well education is not
static and departments make adjustments to their curriculums.
However, there would need to be very dramatic shifts for the
results to be substantively different.
Finally, it must be cautioned that these results are about pro-

grams, not individuals. Prior degrees, independent study, optional
courses, and practicum placement choices may enhance the psy-
chological literacy of an individual in any of the professions. Each
individual’s qualifications should be assessed on their own merits.
This article takes issue with the perception that health care

providers are interchangeable professions all providing more or
less the same services from a similar base of training. This
blurring of professional responsibilities and training is a dis-
service to all the professions, misleading to the public, and
potentially dangerous if the demands of the service population
exceed the skill set and knowledge base of the person occupy-
ing the position. Health Canada (2006) has called for “the right
mix of health care providers with the right skills in the right
place at the right time” (para. 1).
One clear message to psychology is that we cannot lose sight of

the importance of training as scientists or the diversity of tasks and
roles psychologists perform. A major part of our distinctiveness is
our mastery of the science of psychology (Belar, 1998; Drapeau &
Hunsley, 2014), and if we lose that distinction we risk being seen
as generic mental health providers (Bray, 2010). The scientist–
practitioner model of psychology is intensive, time consuming,
and costly but so is specialization in any field. We feel that this
training model is worthwhile but only if it is seen by managers,
policymakers, and the public as a high level of specialization.
Although this article has focused on mental health, these same
findings can be applied to interventions in behavioral medicine as
well (Barlow, 2004; Westheimer, Steinley-Bumgarner, & Brown-
son, 2008). However, it is not enough to have an advantage
(Murdoch, 2013). The public and key decision makers need to be
aware of the differences and embrace the value added components
brought to mental health care by psychologists.
Perhaps the last word can go to a physician: “Integrating psy-

chologists into primary care makes the system more effective,
allows for early recognition and intervention in the pervasive
psychosocial nature of health and illness, and will save a ton of
money by avoiding needless tests and treatments” (Scherger, 2004,
p. xi).

7 For example the College of Psychologists of Ontario requires a mini-
mum of 20 undergraduate courses as part of their registration requirements.
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Résumé

La psychologie est la science du comportement humain. Ainsi, les
fournisseurs de services en santé mentale devraient posséder une
connaissance de base en psychologie, mais est-ce le cas ? Pour
répondre à cette question, on a examiné avec soin les programmes
et les sites Web des universités pour déterminer combien de cours
en psychologie ou dans un domaine connexe devaient suivre les
nouveaux inscrits en sciences infirmières, en travail social, en
médecine et en psychologie du counselling et en psychologie
clinique. Les résultats montrent clairement que les diplômés en
psychologie doivent suivre plus de cours en psychologie et dans
des domaines connexes que tout autre groupe, suivis des étudiants
en counselling. Dans certains domaines d’études, il est possible
d’obtenir un diplôme sans jamais suivre une formation en psy-
chologie ou en santé mentale, dont la médecine, et pourtant le
médecin de famille est la première personne vers laquelle les gens
se tournent pour discuter d’un problème de santé mentale. La
discussion porte sur les répercussions importantes des connais-
sances interprofessionnelles, qui doivent s’accroître, en raison de
l’émergence des réseaux de soins primaires et d’autres formules de
collaboration entre professions.

Mots-clés : connaissances en psychologie, formation, services en
santé mentale, politique sur les soins de santé.
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