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LCS Defined

Integrated Coursework Sample LCS Projects

The Local Clinical Scientist (LCS) training model is an
augmentation of the Scientist Practitioner (SciP) model,
requiring the reciprocal and necessary integration of research
and practice in the local context. The phrase clinical scientist
is somewhat parallel to the phrase scientist practitioner,
reflecting the recognition that psychologists are both
committed to the scientific discipline and healthcare
profession. Consequently, LCS trainees have training in
evidence-based practices and can design research programs
to provide evidence for emerging programs. The term local
refers to the particular application of general science in the
local context. Consequently, the scientist-in-practice must
take into consideration the unique elements of individuals,
families, and communities within their space-time and
relational contexts.

Autism Spectrum Treatment and Research (D. Stewart,
faculty sponsor): Doctoral Students participate in practicum
and conduct research on autism spectrum disorders. LCS
trained students are valued by the program for their
combined expertise
Projects include:
Gaming preferences in adolescents with ASD
Facilitating father son interaction in children with ASD
Replication of a school-based intervention
Parental decision making in treatment of ASD

The program adopted the LCS training model in 2000 as an
intentional strategy to build a research culture within the
doctoral program and to articulate a core belief in our
program that the distinction between science and practice is
a false dichotomy. Following the LCS model we do not
distinguish between clinical researchers and practitioners
among faculty. Instead we strive to research and clinical
practice, emphasizing a reciprocal model where prior
research informs clinical practice and effective practice
informs subsequent research (Diddams et al., 2004).

Hypotheses: Diagnosis & Client
Disclosure

a. Diagnosis of psychosis NOS /
schizophrenia may actually be
misinterpreted PTSD.
b. Client’s inability to recall his
own childhood/history and his
focus on his jail experience for
the onset of illness may be
related to his cultural value
system.

Outcome:
a. Client will experience the
therapist as trustworthy and, as
a result, may disclose additional
information about his history.
b. Information gathered from
alternative sources will help
elucidate history of mental
illness and trauma.

LCS Resources:
Diddams, M., MacDonald, D., & Skidmore, J. (2004). Advancing the Research Culture at Seattle Pacific
University: Training Local Clinical Scientists. Journal of Psychology & Christianity, 23, 345-350.
Schön, D. A. (1983). The reflective practitioner: How professionals think in action. New York: Basic Books.
Strieker, G. (1997). Are science and practice commensurable? American Psychologist, 52, 442-448.
Stricker, G. & Trierweiler, S. J. (1995). The local clinical scientist: A bridge between science and practice.
American Psychologist, 50, 995-1002.
Trierweiler, S. J., & Stricker, G. (1998). The scientific practice of professional psychology. New York: Plenum
Press.

Evidence:

b. It is less acceptable in the AA community to
embrace mental illness as a result of
familial/childhood factors; rather, external forces
are more commonly to blame.
c. It is not uncommon for AA’s to “protect” personal
and confidential information and not share with
outsiders, due to consequences (e.g. family
shame, oppression)
d. Therefore, there are likely additional traumas that
have occurred in his life that he has not disclosed.
e. Need to collect more information about client’s
history (e.g. other providers, family members).
f. Need to conduct thorough assessment of PTSD
symptoms with measure validated for use in AA
population.

c. As a result, client will be
accurately diagnosed via
differential diagnosis process.
d. Diagnosis-appropriate
treatment recommendations
and referrals will be made.
e. Client may experience
greater awareness into the
nature and treatment of his
problems, and develop more
effective coping skills.

Intervention:
a. Focus on building a trusting rapport with the
client; use self-disclosure when appropriate.
b. Encourage the client to expand his
conceptualization of his development of mental
illness to include factors/forces outside the jail
experience.
c. Implement therapeutic techniques that have
demonstrated effectiveness with the AA
population, such as narrative therapy,
motivational interviewing, problem-solving
therapy, and self-disclosure.
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About SPU

Schizophrenia tends to be over-diagnosed and
misinterpreted in African Americans(AA).




APA Accredited October 2006 as an LCS Program.
Our alumni (continuously surveyed until 3-years post-graduation) continue to
involve themselves in practice and science:

Alumni spend 62% of their time in clinical practice, 10% conducting
research , 11% in administration , 9% teaching , 4% in supervision, and 9%
in other activities.

62% have obtained their Licensed Psychologist credential and the majority
of the remainder indicate that they intend to pursue it.

Since graduation, 5 have published in a professional journal and one has a
manuscript under review; seven have presented at professional
conferences.
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