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My professional development as a psychologist began
as the field of pediatric psychology was emerging and
the opportunity to contribute to the Pioneers in
Pediatric Psychology series has stimulated reflection
on the interrelationship of these developmental pro-
cesses. More specifically, I want to share my reflec-
tions on the formative role of three factors: the
zeitgeist of innovative ideas that drive emergent pro-
cesses, spawn new fields, and provide new opportuni-
ties to make a difference; the core values and defining
characteristics of psychology as a behavioral science;
and the importance of structures in fostering both dis-
ciplinary and personal development.

Career Pathway

It was my great good fortune to come into the field of
psychology at a time of transformation in the science
and practice of health care. These transformations
were formative in the emergence of pediatric psychol-
ogy as a field and my progressive personal identity for-
mation as a psychologist, clinical psychologist,
clinical-child psychologist, and, ultimately, pediatric
psychologist. I was the first in my family to go to col-
lege and when I entered La Salle College (now
University) in Philadelphia in 1963, I knew that I
wanted to work with children and therefore thought
that I should major in biology and become a pediatri-
cian. However, once I took my first psychology course
and learned that there was an entire discipline devoted
to the science of behavior and care providers known
as child psychologists worked with children and fami-
lies in child guidance clinics, I switched my major to

psychology and had a new career model that seemed a
perfect fit for me. Indeed, it has been.

I entered the graduate psychology program at the
University of North Dakota in 1967, where the model
was training as an experimental psychologist first,
with heavy emphasis on statistics and research design,
and as a clinical psychologist subsequently. As a first-
year graduate student, I had the opportunity to serve
as a teaching assistant and discovered that I really
enjoyed teaching. I benefited from having a National
Science Foundation (NSF) summer traineeship award
and completed a master’s thesis that involved running
rats in a maze to test an aspect of Hull’s learning the-
ory. My dissertation involved examination of the frus-
tration–aggression hypothesis with college students.
My dissertation advisor, Ralph Kolstoe, also taught
statistics and research methods and was the mentor
who taught me how to “think like a psychologist.” In
retrospect, it was formative to have been grounded in
the paradigm and corresponding epistemology of the
discipline of psychology as the foundation for subse-
quent application of knowledge and ways of thinking
to specific problems and issues. It was not until many
years later that I gained a formal understanding of ac-
ademic disciplines as epistemic communities of dis-
course differentiated by subject matter, types of
questions, analytic methods, and criteria for justifying
claims (Thompson, 2014a). We enter a disciplinary
community of discourse as novices and are mentored
in the culture of thinking that characterizes how
experts in that discipline think. We learn the concepts,
theories, and models; how knowledge is justified; and
how to use these understandings to engage in new
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inquiry. I now deeply appreciate the value of having
been trained to “think like a psychologist” and the im-
portance of the fundamental commitment of psychol-
ogy to valuing individual differences.

The clinical training model in the late 1960s was
not separated into formal adult and child tracks.
Rather training was broadly clinical with adult or
child courses and practicum experiences elected in ac-
cordance with one’s interests. As with many other
clinicians of that era, my predoctoral clinical training
included experiences on in-patient and outpatient psy-
chiatry services at Veterans Administration hospitals.
When considering internship programs, I still intended
to function as a child psychologist in a child guidance
clinic but was encouraged to seek an internship that
provided training in diagnostic and treatment services
with adults as well as with children. I decided to go to
the clinical psychology internship program of the
Department of Psychiatry at the Indiana School of
Medicine, because along with a primary rotation
through the Child Guidance Clinic within Riley
Children’s Hospital, it included adult outpatient and
community mental health center rotations as well.
This proved to be another transformative experience
in three ways. First, research projects and protocols
were common across the clinical settings, and I experi-
enced the challenges and value of clinical research in
addressing questions that aimed to inform clinical
services. Second, I benefited from the mentorship of
William (George) McAdoo, who served as a model of
the scientist-practitioner. Third, the child guidance
model was multidisciplinary and involved psycholo-
gists, social workers, and child-psychiatrists working
together in teams to provide diagnostic and treatment
services to children and their families. After experienc-
ing how the practice of psychology could be con-
ducted through multidisciplinary team approaches in
the wider purview of an academic medical center that
integrated research, teaching, and practice, I knew
then that I wanted a career working with children in
an academic medical center.

After completing my internship, however, I was not
successful in obtaining a position in an academic med-
ical center right away. I decided that the best alterna-
tive would be to acquire as much clinical experience as
possible and accepted a position as a psychologist at a
community mental health center in Manitowoc,
Wisconsin. A year later, in 1972, I was fortunate to
join Phyllis Magrab at the University Affiliated
Program for Child Development (UAPCD), in the
Department of Pediatrics, at Georgetown University
Medical Center. The experience at Georgetown com-
pleted my identity transformation as a pediatric psy-
chologist engaged in service, training, and research.
The UAPCD was a federally funded program to train
providers from a number of disciplines in the care of

children with developmental disabilities and was one
of the main impetuses for the emergence of pediatric
psychology as a field, in terms of focus on develop-
mental problems and an interdisciplinary approach.
The need to integrate knowledge and skills of many
disciplines in the care of children and their families
with developmental disabilities was both abundantly
clear and rewarding and readily promoted interdisci-
plinary research that drew on different disciplinary
approaches. Phyllis was an ideal role model for how
to blend disciplinary expertise with a commitment to
collaboration. Beyond clinical diagnostic and treat-
ment contributions, it was clear that the research ori-
entation and skills that psychology offered were
highly valued. Early efforts to establish a clinical re-
search program involved the application of learning
approaches and applied behavioral analyses to prob-
lems in development. More specifically, Tom
Linscheid, a fellow graduate student at the University
of North Dakota, joined the faculty at the UAPCD
and we engaged in a series of studies with Sushma
Palmer, a nutritionist, on behavioral approaches to
children’s feeding problems (Palmer, Thompson, &
Linscheid, 1975). I also served as a clinical practicum
supervisor for psychology graduate students from The
Catholic University of America, where I taught gradu-
ate courses in clinical methods with children and
adolescents.

In 1975, I accepted the position as Director of the
Developmental Evaluation Center in the Department
of Pediatrics at Duke University Medical Center. This
Center, funded by the Developmental Disabilities
Branch of the North Carolina Department of Human
Resources, provided diagnostic and treatment services
to children with developmental disabilities in a seven-
county area. Beyond the provision of clinical services,
“thinking like a psychologist” meant establishing clini-
cal research and training programs to advance knowl-
edge about the contributing factors, outcomes, and
effective interventions for children with developmental
disabilities. This work resulted in a collaboration
with Anglia O’Quinn, a pediatrician, on a book,
Developmental Disabilities: Etiologies, Manifestations,
Diagnoses and Treatments (Thompson & O’Quinn,
1979).

Lessons Learned

At the time I entered college in 1963, and chose psy-
chology as my major and career choice, I could not
have envisioned, let alone planned for, where I would
be several decades later. As with others who have con-
tributed to the Pioneers in Pediatric Psychology series,
I am struck by the serendipity factor of doors opening
at the right time. In another way, I appreciate that
“things don’t just happen” and that those who have
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come before us set in motion the ideas, processes, and
structures that created the opportunities that we have
benefited from. I think it is important to reflect on
these processes, not just out of a sense of gratitude,
but to understand and intentionally perpetuate the
commitments to essential core values and approaches
that have shaped these opportunities.

We begin our careers by entering a disciplinary
community at a specific moment in its history. I have
found it useful to think of the metaphor of entering a
disciplinary stream that reflects the confluence of
ideas, approaches, and issues that have shaped and
characterize the discipline and channel its emerging
course. This disciplinary stream is personally forma-
tive, not only in terms of the opportunities available
but also with regard to the underlying ideas and com-
mitments to values and approaches that constitute
one’s professional identity. Once we join, we have an
opportunity to contribute to the subsequent course of
the stream.

With regard to the formative and enabling conflu-
ence of ideas, psychology and medicine have been his-
torically intertwined. Almost seven decades ago,
Dennis (1950) addressed the question of what psy-
chology had to offer to medicine: “It may be that our
most basic contribution will not be a specific discov-
ery, but rather a promulgation of an objective ap-
proach to human behavior” (p. 7). After a relatively
long incubation period, the “big-bang” happened in
the late 1960s. In 1965, Jerome Kagan published, The
new marriage: Pediatrics and psychology, and argued
for a liaison between the behavioral sciences and pedi-
atrics. In 1967, Julius Richmond, a pediatrician and
Surgeon General, called for child development to be
the basic science for pediatrics: “Each clinical disci-
pline, if it is to mature, must extend the knowledge in
its field to investigation. And clinical investigation
prospers most when it draws upon theory and meth-
ods from a basic discipline” (Richmond, 1967,
p. 653). Also, Logan Wright (1967) published, The pe-
diatric psychologist: A role model, and in 1969, the
Society of Pediatric Psychology was established. Also,
William Schofield (1969) affirmed Dennis’ (1950) in-
sight and identified the most valuable and unique con-
tribution of psychologists to health service as those
“evolving from our expertise in the study of complex
behavior and from our fundamental commitment to
critical evaluation” (p. 578). I continue to marvel at
both the insight and foresight about what constituted
the specific and enduring value that the discipline of
psychology, and training to “think like a psy-
chologist,” had to offer to the field of health care.

Receptivity to the contributions of psychology was
fostered by advances in conceptual models and theo-
ries. Of particular impact was the emergence of multi-
factorial models of the pathogenesis of disease and the

corresponding recognition of the need to complement
the biomedical model with a behavioral model (Engel,
1977). Also recognized was the need for a develop-
mental systems approach to understand normal and
abnormal development as a function of the reciprocal
influence of the person and his/her environment
(Bronfenbrenner, 1977). A systems approach requires
multiple levels of analysis across biological, psycho-
logical, and social levels of functioning and multidisci-
plinary team approaches to harness the necessary
expertise. On a personal level, the core commitments
to a developmental systems approach, multiple levels
of analysis, and collaborative team approaches have
guided my professional life.

It has been said that infrastructure determines the
fate of ideas, and this is particularly true of emerging
disciplines and fields. The markers of maturity include
the establishment of disciplinary and professional soci-
eties, journals, conferences, and grant review study
sections. We can see the emergence of these structures
within both the child and adult sectors of health. The
Society of Pediatric Psychology was established in
1969 (now Division 54 of American Psychological
Association [APA]) and the Pediatric Psychology
newsletter, dating from 1969, was officially desig-
nated as the Journal of Pediatric Psychology in 1975
(Kazak, 2000). In 1977, the new interdisciplinary field
of behavioral medicine was established as concerned
with the development, integration, and application of
behavioral and biomedical knowledge to health and
illness (Schwartz & Weiss, 1978). In 1978, Health
Psychology was established as Division 38 of APA,
and the journal Health Psychology was inaugurated in
1982. Correspondingly, clinical psychology internship
and graduate training programs began to establish
health-focused training in both child and adult areas.
Equally important are the administrative structures
through which psychologists function and advance
their careers.

Psychology in Academic Medical Centers

Duke University Medical School had an administrative
structure in which all psychologists, no matter where
they functioned in the Medical Center, had their pri-
mary faculty appointment in the Division of Medical
Psychology in the Department of Psychiatry. This
proved to be an empowering structure for promoting
the growth of psychology across the clinical and basic
sciences, for the practicum training of Duke
Psychology graduate students, and for an APA-ap-
proved Clinical Psychology Internship with both child
and adult rotations. In 1978, I became head of the
Division of Medical Psychology, which expanded my
opportunities to promote the development of psychol-
ogy, not only at Duke Medical Center but also in
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academic medical centers more broadly. It was during
this period that health psychology and behavioral
medicine emerged alongside pediatric psychology as
fields in which psychologists were taking leadership
roles in evidence-based clinical practice, research, and
training in medical settings.

In 1982, I joined with David Clayson (Cornell
Medical Center), Joseph Matarazzo (Oregon Health
Sciences University), and others in establishing a struc-
ture, the Association of Medical Psychology
Professors of Psychology (now Section 8 of APA
Division 12: Association of Psychologists in Academic
Health Centers), to foster the contribution of psychol-
ogy to medical education and clinical practice (Silver,
Carr, & Leventhal, 2005). One major accomplishment
was the development of APA guidelines for the attain-
ment of clinical privileges and membership on the
medical staff for psychologists working in hospital set-
tings (Resnick, Enright, & Thompson, 1991). In 1999,
the Association of Psychologists in Academic Health
Centers joined the Council of Academic Societies of
the Association of American Medical Colleges (Silver
et al., 2005). Psychology had attained a formal seat at
the table for medical education.

From Developmental Disabilities to Coping With
Chronic Illness

After moving from Georgetown to Duke, my research
initially focused on delineating types of behavioral
problems in children and adolescents with learning
and developmental problems in a series of studies with
John Curry (Curry & Thompson 1982, 1985;
Thompson, Kronenberger, & Curry, 1989). From this
base, I established a Pediatric Psychology
Consultation Service within Duke Hospital, which en-
abled the application of psychological knowledge and
approaches to the range of children’s health problems
addressed in a tertiary care, academic medical center.
This broad involvement led to invitations to join with
pediatric colleagues in clinical research projects aimed
at improving health outcomes. One of the major efforts
was a National Institute of Child Health and Human
Development-supported, multidisciplinary project on
the developmental follow-up of very-low-birth-weight
babies (Thompson, Goldstein et al., 1994). Gradually,
the focus of my clinical and research interests shifted to
chronic childhood illness, particularly cystic fibrosis
and sickle cell disease (SCD).

Inspired by the amazing resiliency of children and
their families in the face of adversity, and the ways they
confront the challenges of suffering and loss of suffering
with grace and dignity, I was motivated to identify the
constellation of individual and social processes associ-
ated with adaptation to chronic childhood illness. I
sought to influence both science and practice by

formulating integrating models, based on a developmen-
tal systems perspective and biopsychosocial framework,
to guide research questions and intervention efforts.

Model Development

The formulation of theoretical and conceptual models
is essential to integrate research findings and guide the
systematic progression of research in a field from the
descriptive to the analytic to the experimental stage
(Starfield, 1985). At the descriptive stage, unplanned
events are observed and variables identified, such as in
case studies. At the analytic stage, hypotheses about
observed events or characteristics are formulated and
tested. At the experimental stage, events are manipu-
lated to test their effects, such as intervention studies
undertaken to confirm hypothesized relationships and
refine the models.

In the 1990s, the field of pediatric psychology be-
gan to formulate theoretical and conceptual models of
variables hypothesized to influence adaptation to
chronic illness that shared a common conceptual basis
of viewing chronic illness as a potential stressor. This
conceptualization enabled the application of findings
from mental health studies regarding risk and resil-
ience factors for psychological adjustment difficulties.
Among the first models that moved beyond the de-
scriptive level was the work of Anne Kazak (1989) in
advocating a family systems and social–ecological
model for understanding coping with childhood
chronic disease and the Disability-Stress-Coping
model developed by Jan Wallander and colleagues
(1989).

It was in this context that I developed the
Transactional Stress and Coping model that guided a
number of studies with my colleague Kathryn
Gustafson involving children with cystic fibrosis and
SCD and served as the basis for Adaptation to
Chronic Childhood Illness (Thompson & Gustafson,
1996). In addition to applying a biopsychosocial de-
velopmental systems approach, we advocated for
moving beyond “between group” study designs (e.g.,
comparing children with various conditions with
healthy peers) to “within group” study designs that
aimed to explain individual differences in adaptation
within the group of children with specific medical con-
ditions. Movement to the stage of model development
not only enables systematic hypothesis testing and in-
tegration of the findings of research studies but also
moves research beyond the identification of correlates
of adjustment, characteristic of the analytic stage of
research, and sets the stage for delineation and testing
of mechanisms of effect through experimental-level in-
tervention and prevention studies. That is, research at
the experimental level aims for an understanding of
the causal pathways by which behaviors are modified.
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The work on SCD demonstrates that enabling
structures are also critical for research. Duke
University and the University of North Carolina at
Chapel Hill (UNC) had a joint Comprehensive Sickle
Cell Center, funded by National Heart, Lung, and
Blood Institute (NHLBI) Institute of National
Institutes of Health, which engaged in basic and clini-
cal research and the provision of health-care services
to children and adults with SCD. Through the Center,
I collaborated with Karen Gil at UNC on a series of
studies with children, adolescents, and adults with
SCD (Thompson, Gil et al., 1994). The Duke/UNC
Center was part of a larger system of SCD centers at
other academic medical centers that constituted the
Cooperative Study of Sickle Cell Disease. These multi-
center projects enabled the collaboration with Danny
Armstrong at the University of Miami on a series of
studies on neurocognitive functioning and behavior
problems in children with SCD (Thompson et al.,
2003).

The clinical services and research projects of aca-
demic medical centers provide the necessary structures
for high-quality training in pediatric psychology as a
clinical science. Having the opportunity to serve as a
Director of Clinical Training for the graduate program
in the Duke Department of Psychology and as a men-
tor and supervisor for graduate students, interns, and
postdoctoral fellows in the Medical Center has been
one of the most fulfilling and inspiring roles that I
have been privileged to play. It has been a special joy
to see three former students now on the faculty at the
Indiana University School of Medicine, where I did
my internship. Paula Sullivan provides assessment of
children’s development and behavior at Riley
Children’s Hospital and resident education in the
Department of Pediatrics, Gregory Zimet conducts re-
search trials of HIV/AIDS interventions and preven-
tion of sexually transmitted infections with
adolescents and is a research mentor in the
Department of Pediatrics, and William Kronenberger
is Director of the Section of Psychology and Executive
Vice-Chair of the Department of Psychiatry, and his
research and clinical services involve interventions to
improve executive functioning in children with medi-
cal problems, including hearing loss and cochlear
implants.

University Administration

Through all of the stages of my career, I have had an
affinity for administration and welcomed the opportu-
nities to work collaboratively with others in develop-
ment of clinical service, research, and educational
programs. For 40 years, I had been involved in teach-
ing undergraduate courses and became increasing in-
terested in the possibilities for making a difference

through influencing undergraduate education. In
1997, I was extremely fortunate to be afforded the op-
portunities of a lifetime to serve as Dean of
Undergraduate Affairs and subsequently as Dean of
Trinity College of Arts and Sciences and Vice Provost
for Undergraduate Education at Duke University.
Although it was necessary to relinquish my clinical
service and research activities, having the opportunity
to serve as one of Anne Kazak’s associate editors of
the Journal of Pediatric Psychology, from 1998 to
2002, enabled me to stay involved and contribute in a
different way. I also found that it was a natural transi-
tion to focus my “thinking like a psychologist” on the
challenges and issues affecting undergraduate educa-
tion. I established an Office of Assessment to enable
an evidence-based approach to management and
scholarship on the teaching and learning processes and
shifted my research focus from fostering adaptation to
chronic childhood illness to promoting learning and
personal development. I had the opportunity to lead a
number of institutional-level research grants on such
topics as enhancing liberal education, improving bio-
logical science education, fostering the development of
moral identity, and the use of writing to enhance
learning and critical thinking in Science, Technology,
Engineering, and Math disciplines. Again, infrastruc-
ture was critical in terms of funding by federal agen-
cies and private foundations, NSF, the Howard
Hughes Medical Institute, the Spencer Foundation,
and Teagle Foundation in particular, and many in-
volved collaboration across multiple research universi-
ties. The combination of “thinking like a
psychologist” and commitment to multidisciplinary,
collaborative, team approaches developed as a pediat-
ric psychologist was good preparation for the chal-
lenges of enhancing undergraduate education.
Moreover, I found that there was particular value in a
developmental systems perspective, as a way to bridge
academic and student life components of the univer-
sity, which led to advocating for a developmental
model as a new paradigm for undergraduate liberal
education (Thompson, 2014b).

Thoughts About the Future of Pediatric
Psychology

The field of pediatric psychology has had an extraor-
dinary developmental trajectory and has now come of
age within both the behavioral science discipline of
psychology and the broader fields of health care and
education. However, with maturity and recognized
status, pediatric psychology must continue to evolve
in responses to societal needs and generate advances in
understanding of how behavioral and biomedical pro-
cesses work together in development and health out-
comes. In response to a rapidly changing health-care
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field, we must continue to invest in the development
of new members of our professional community, who
through their training, values, and expertise will en-
hance the quality of our research, service, and educa-
tional contributions. It is also essential that we
intentionally focus on renewing our defining commit-
ments. I offer a few suggestions for consideration.

First, we need to remain committed to drawing on
the full range of psychological knowledge and exper-
tise, both basic and applied, which emerges across the
biological, cognitive, and psychosocial domains of
child development and adult functioning. Among the
defining characteristics and strengths of the discipline
and profession of psychology are the range of topics
and questions, a life-span developmental perspective,
and commitment to multiple levels of analysis.
Findings in one area, or at one level of analysis, have
implications for functioning across levels.

Second, we must remain committed to the challeng-
ing but rewarding work of collaboration across disci-
plines and fields in our research, service, and training
endeavors. Collaboration requires respect for different
underlying disciplinary paradigms, analytic methods,
and professional practices. Collaboration not only
facilitates division of labor and enhances expertise,
but it is through the interaction with others that inno-
vative approaches and new subfields emerge.
Collaboration is worth the effort it entails.

Third, our distinctive advantage is our commitment
to a scientific and evaluative approach. As the focus on
how biological and psychosocial processes act together
in development and health outcomes intensifies, partic-
ularly with regard to the advances in genomics and neu-
roscience, we are confronted with managing and
making sense of large data sets across multiple levels of
analysis. This requires a commitment to acquiring en-
hanced data management and sophisticated statistical
analysis skills, particularly with regard to quantitative
approaches that capture individual variation. The im-
plication for training is a renewed commitment to the
scientist-practitioner and clinical-scientist models.

Fourth, we must commit to the progression of our
research from the analytic level to theoretically and
conceptually driven, experimental-level, intervention
and prevention studies that have as their aim determin-
ing mechanisms of effect and the role of mediating and
moderating processes in health outcomes. We must
also maintain leadership with regard to enhancing the
quality and transparency of clinical trial reporting.

Fifth, we must exercise leadership in reform of the
health-care system, particularly with regard to the in-
tegration of behavioral and physical health care as the
focus shifts to primary care and community settings as
reflected in the patient-centered medical home model
(Kazak, Nash, Hiroto, & Kaslow, 2017). We must fo-
cus our service, research, and training on providing

culturally relevant, evidenced-based, and team-based
care to individuals and families. More specifically,
there is a need to foster the integration of care across
the health, education, and social service systems in the
transitioning of care from pediatric to adult services.

Finally, we must retain our fundamental commit-
ment to valuing individual differences. In this regard, I
am struck again by the enduring value of Gordon
Paul’s insight, in that seminal year of 1967, about the
appropriate question to be asked of outcome research:
“What treatment, by whom, is most effective for this
individual with that specific problem, and under
which set of circumstances?” (Paul, 1967, p. 111).

Conflicts of interest: None declared.
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