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Abstract

This study explores whether master’s-level therapists and doctoral-level psy-
chologists in California receive meaningfully different training for providing
mental health care—and what that means for Veterans’ access to treatment.
Although psychologists are often preferred for Department of Veterans Affairs
(VA) positions, both doctoral and master’s programs require nearly identical
coursework, clinical hours, and supervision. Using data from 32 APA-accred-
ited doctoral programs, the research found that 28 programs (87.5%) award a
master’s degree in psychology after students complete their core clinical courses
and practicum hours before finishing the dissertation. Both California licens-
ing boards, the Board of Psychology (BOP) and the Board of Behavioral Sci-
ences (BBS), require 3000 supervised clinical hours and define competence by
training and experience, not by degree level. These findings indicate that the
doctoral dissertation is an academic research project rather than a clinical
training requirement. As a result, doctoral and master’s graduates enter the
field with equivalent preparation for therapy, assessment, and ethical practice.
However, VA employment policies that limit many positions to doctoral-level
clinicians restrict the available workforce and delay access to care. If qualified
master’s-level therapists were recognized as eligible providers, California’s Vet-
eran mental health workforce could expand by more than 60%, reducing ap-
pointment wait times and improving continuity of care. The study concludes
that adopting competency-based licensure and hiring standards, rather than
degree-based distinctions, may strengthen the mental-health system and better
serve the needs of Veterans.
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1. Introduction

California is home to approximately 1.6 million Veterans, the largest Veteran pop-
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ulation in the United States (CalVet, 2024). Despite extensive state and federal
investment in mental health resources, Veterans continue to experience signifi-
cant barriers to timely access, particularly in rural regions. The U.S. Department
of Veterans Affairs (2023a) reports that mental health provider vacancies remain
above 25% in several California VA Medical Centers, resulting in an average 35-
day wait time for behavioral health appointments. Expanding the pool of eligible
therapists by recognizing master’s-level clinicians with equivalent training could
substantially alleviate this shortage and improve continuity of care across the Vet-
eran population.

Access to timely, high-quality mental health care remains one of the most sig-
nificant challenges facing the Veteran population in the United States. Veterans
frequently experience elevated rates of depression, posttraumatic stress disorder
(PTSD), substance use, and suicide compared to the general population. The De-
partment of Veterans Affairs (VA) and affiliated community programs have worked
to expand services, yet a chronic shortage of qualified mental health providers,
particularly in rural and underserved areas, continues to limit care availability
(U.S. Department of Veterans Affairs, 2023a).

One of the structural contributors to this shortage lies in the degree-based hi-
erarchy within the mental health workforce. In California and many other states,
licensed psychologists (Ph.D. or Psy.D.) are often prioritized for Veteran treat-
ment roles, while master’s-level clinicians—such as Licensed Marriage and Family
Therapists (LMFTs) and Licensed Professional Clinical Counselors (LPCCs) are
sometimes excluded from equivalent positions or reimbursement tiers, despite
comparable clinical training.

This division persists even though the educational and clinical preparation re-
quired for these credentials often overlaps significantly. For example, both mas-
ter’s and doctoral-level therapists in California complete approximately 3000 hours
of supervised clinical experience, cover nearly identical coursework in assessment,
ethics, and treatment planning, and are evaluated according to comparable com-
petency standards. The key distinction lies in the doctoral requirement of a re-
search dissertation and differences in programmatic accreditation.

Although doctoral-level clinicians historically held primary responsibility for
psychological assessment and treatment within the VA and similar systems, the
current shortage of licensed psychologists has created an urgent need to recon-
sider whether this distinction is educationally justified. Many LMFTs and LPCCs
possess equivalent training in trauma-informed therapy, family systems, and evi-
dence-based interventions commonly used with Veterans (e.g., CBT, EMDR, ACT).
However, licensing and employment policies frequently restrict their roles, per-
petuating access gaps in critical services such as PTSD treatment, couples coun-
seling, and community reintegration programs.

At the same time, recent literature has found no measurable difference in clin-
ical competence or treatment effectiveness between master’s-level and doctoral-
level practitioners (Campbell, Worrell, & Dailey, 2018; Ozelie et al., 2020; Chabot
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et al., 2024). In California, the Board of Psychology (BOP) and Board of Behav-
ioral Sciences (BBS) maintain similar requirements for clinical training, supervi-
sion, and ethical competence, suggesting that licensure distinctions may reflect
professional tradition rather than empirical necessity.

Therefore, the central problem this study addresses is the misalignment be-
tween degree-based credentialing systems and actual clinical competence, which
may act as a barrier to expanding the mental health workforce serving Veterans.
If educational and licensing standards are equivalent across degrees, policy re-
forms allowing broader utilization of LMFTs and LPCCs within Veteran-serving
systems could significantly increase care accessibility.

The purpose of this study is to compare the educational and licensing standards
of doctoral- and master’s-level therapists in California through the lens of barriers
to Veteran mental health care. Specifically, the research will examine APA-accred-
ited doctoral programs and master’s-level therapy degree programs in the state of
California.

The study aims to determine whether substantive educational or competency
differences exist between these training pathways and to assess whether those dif-
ferences justify current distinctions in scope of practice or hiring preferences—
particularly within Veteran-focused care systems such as the VA, Vet Centers, and
community partner organizations.

The broader goal is to evaluate whether master’s-level therapists possess equiv-
alent educational preparation to serve Veteran populations effectively and to iden-
tify whether degree-based restrictions constitute an unnecessary barrier to care.
This research asks: What are the similarities and differences in coursework, su-
pervised training hours, and clinical competencies between doctoral- and mas-
ter’s-level programs? Could expanding recognition of master’s-level therapists in
Veteran-serving systems increase access to evidence-based care without compro-
mising treatment quality?

The relevance of this research extends beyond academic inquiry into the realm
of public health policy. The VA and community Veteran programs face a persis-
tent shortage of licensed providers, leading to long wait times and limited access
to psychotherapy, especially in rural and high-need regions. If this study demon-
strates that master’s-level therapists are educationally and clinically equivalent to
their doctoral-level counterparts, its findings could support policy changes that
expand the pool of eligible mental health providers for Veterans.

By analyzing accreditation standards, supervised hours, and licensing equiva-
lency, this research contributes to evidence-based workforce policy and compe-
tency-based education reform. Furthermore, the study aligns with the VA’s stra-
tegic priorities of improving mental health access, reducing suicide risk, and build-
ing an inclusive provider network. Demonstrating the equivalency of master’s-
level education could empower policymakers to implement licensure portabil-
ity, reimbursement equality, and hiring flexibility within the Veteran mental

health system, addressing one of the most urgent public health challenges of our

DOI: 10.4236/aasoci.2026.162008

101 Advances in Applied Sociology


https://doi.org/10.4236/aasoci.2026.162008

K. Cameron

time.

This study seeks to explore whether the hierarchical distinction between doc-
toral and master’s-level therapists in California is justified by genuine differences
in educational preparation or whether it represents a systemic barrier to care for
Veterans. By comparing the content, supervision, and competency requirements
across different accreditation types, this research aims to inform policies that
could expand the mental health workforce while maintaining professional integ-

rity and clinical excellence.

2. Review of Related Literature

The mental-health workforce in California reflects diverse educational pathways—
master’s-level clinicians such as Marriage and Family Therapists (LMFTs) and Li-
censed Professional Clinical Counselors (LPCCs), and doctoral-level psycholo-
gists (Ph.D., Psy.D.). Despite differences in degree title, many programs share
comparable curricula, practicum requirements, and supervised experience hours.
The persistence of hierarchical licensure and reimbursement distinctions raises
questions about whether doctoral training yields distinct competencies or out-
comes that justify differential professional treatment.

This literature review evaluates empirical and policy-based research on educa-
tional content, accreditation, and licensing standards between APA-accredited,
non-APA-accredited, and online psychology and counseling programs, particu-

larly within California’s regulatory context.

2.1. Accreditation and Professional Identity

Accreditation plays a central role in defining professional legitimacy in psychol-
ogy. The American Psychological Association (APA) has long been regarded as
the “gold standard” for clinical-psychology education. However, the APA’s focus
on research competence and scientist-practitioner training often contrasts with
the applied, practitioner-scholar orientation of Psy.D. and counseling programs.

Campbell, Worrell, and Dailey (2018) reviewed the evolution of master’s- and
doctoral-level practice in psychology, concluding that APA accreditation primar-
ily codifies administrative structure rather than guaranteeing superior therapeutic
outcomes. They argued that professional differentiation often stems from histor-
ical prestige rather than empirical competency evidence.

Similarly, Lemez and Jimenez (2022) found minimal evidence that the move
from master’s- to doctoral-entry requirements in occupational therapy improved
clinical readiness or patient outcomes. Their systematic review emphasized that
educational inflation has outpaced evidence of corresponding gains in practi-
tioner competence.

Non-APA Programs and California Licensure

California’s Board of Psychology (BOP) allows graduates from regionally ac-
credited but non-APA programs to seek licensure through a process of “substan-

tial equivalency.” This flexibility positions California as a useful case study in com-
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petency-based regulation.

Programs such as National University, California Southern University, Pacifica
Graduate Institute, Saybrook University, and Fielding Graduate University exem-
plify non-APA pathways that maintain WSCUC (2024) regional accreditation while
aligning curricula with BOP standards. These programs typically require:

e 3000 supervised hours (1500 pre-doc + 1500 post-doc),
e coursework in 13 core content areas, and
e adoctoral project or dissertation.

Ozelie et al. (2020) evaluated a master’s-to-doctorate transition in occupational
therapy and found that curricular changes did not significantly alter licensing out-
comes or perceived competence, reinforcing the notion that accreditation status
alone does not determine practice readiness.

Chabot et al. (2024) likewise reported that while doctorate graduates expressed
greater confidence in research and leadership, their clinical competencies were
equivalent to those of master’s-level practitioners.

Online and Hybrid Models

The expansion of online and hybrid delivery formats has blurred the boundary
between traditional and distance training. Institutions such as Pepperdine Uni-
versity, Alliant International University, and Loma Linda University now offer
online COAMFTE-accredited MFT or counseling programs that meet California’s
Board of Behavioral Science (BBS) requirements.

Contemporary studies (e.g., Godfrey, 2020) demonstrate that learning outcomes
and licensure exam pass rates in online counseling programs are statistically com-
parable to campus-based programs when supervision and practicum standards
are maintained. Thew and Harkness (2018) similarly found that supervision qual-
ity and mentorship, rather than delivery modality, predicted student success in
clinical placements.

Educational Equivalency and Competency Benchmarks

Both the APA’s Competency Benchmarks for Professional Psychology (APA,
2011) and the BBS licensure standards define professional readiness in terms of
demonstrated competence, not degree level. California’s BOP explicitly recog-
nizes that “professional competence, not degree title, determines authorization to
use psychological assessment and intervention tools” (California Code of Regula-
tions §1387).

Campbell et al. (2018) and Muir (2016) observed that while doctoral programs
emphasize scholarly research, clinical coursework, and practicum expectations
mirror those of master’s programs. This convergence challenges the assumption
that a doctoral credential inherently ensures superior practice capability. It should
be noted that APA programs enroll students with master’s level degrees from non-
APA accredited universities to engage in doctoral studies.

Policy and Access Implications

Empirical convergence of competencies supports re-evaluation of degree-based

licensure hierarchies. California’s flexible equivalency provisions already permit
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qualified non-APA graduates to obtain licensure, suggesting that competency-
based assessment can maintain professional standards while broadening work-
force entry.

Reducing unnecessary educational barriers could mitigate therapist shortages
and improve the affordability of care. As Chabot et al. (2024) and Lemez and
Jimenez (2022) highlight, the lack of measurable performance differences between
degree levels indicates that expanding licensure pathways for master’s-trained or
non-APA-trained clinicians could enhance access without compromising quality.

Professional Ethics and Competence

Both the APA Ethics Code (APA, 2017) and California BBS statutes (§4980.40)
define professional practice boundaries according to competence, not degree
level. Standard 2.01 of the APA Ethics Code explicitly states that psychologists
should provide services only within the areas of their education, training, and su-
pervised experience. Similarly, BBS guidelines extend the same principle to
LMEFTs and LPCCs. This ethical equivalence reinforces the central finding that
competence, not credentials, is the legitimate basis for clinical authorization—an
ethical foundation directly aligned with improving Veterans’ access to qualified
providers.

Conclusion

The post-2017 research landscape provides little evidence that APA-accredited
doctoral programs produce more competent or effective clinicians than non-APA
or master’s-level programs meeting equivalent supervision and coursework stand-
ards. California’s regulatory framework illustrates a pragmatic balance—requiring
proof of competency and supervised experience rather than rigid accreditation
status.

Future research should quantitatively compare licensure exam pass rates, su-
pervision outcomes, and client-care metrics across these educational tiers. Until
then, the available literature supports the view that educational equivalency, not
accreditation hierarchy, better predicts readiness for competent psychological

practice.

2.2. Conceptual Framework

This study examines the educational and licensing equivalency of doctoral- and
master’s-level therapists in California through the lens of barriers to Veteran men-
tal health care. To situate the research within a broader theoretical context, this
chapter employs a conceptual framework integrating three interrelated theories:
Competency-Based Education (CBE), Human Capital Theory (HCT), and Access-
to-Care Models (ACM). Together, these frameworks explain how educational de-
sign, professional credentialing, and systemic structures intersect to shape the ac-
cessibility and quality of mental health care for Veterans.

Competency-Based Education (CBE) Framework

The Competency-Based Education model asserts that professional qualification

should be determined by demonstrated skills, performance, and mastery of com-
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petencies rather than by seat time, degree title, or institutional prestige (Frank et
al., 2010). In the context of mental health training, CBE emphasizes practical com-
petence in ethical practice, assessment, intervention, and cultural responsive-
ness—criteria defined by both the APA Competency Benchmarks for Professional
Psychology (APA, 2011) and the California Board of Psychology (BOP).

Within the CBE framework, mastery is evidenced by performance outcomes
(e.g., supervision evaluations, licensure exams, and applied clinical hours), not the
formal level of the degree. This perspective aligns with California’s “substantial
equivalency” policy, which allows graduates of regionally accredited, non-APA-
accredited programs to obtain licensure if they demonstrate the same competen-
cies as APA graduates.

By viewing the educational pathways of doctoral and master’s-level therapists
through the lens of CBE, this study explores whether differences in degree desig-
nation reflect actual differences in practitioner competence—or whether such dis-
tinctions function as symbolic credentials that do not correlate with superior pa-
tient outcomes.

In Veteran mental health care, where clinical proficiency and trauma-informed
competence are paramount, a CBE perspective suggests that an LMFT or LPCC
with equivalent supervised experience may be equally capable of delivering effec-
tive treatment as a licensed psychologist. This framework thus supports evaluating
therapists based on clinical outcomes and skill performance rather than on hier-
archical academic credentials.

Human Capital Theory (HCT)

Originally developed by Becker (1964), Human Capital Theory posits that ed-
ucation and training constitute investments in individuals that yield measurable
economic and social returns. Applied to psychology and mental health profes-
sions, HCT implies that higher levels of education—such as doctoral training—
should theoretically produce greater productivity, competence, and economic
value.

However, contemporary research challenges this assumption in the context of
psychotherapy. Campbell, Worrell, and Dailey (2018) and Ozelie et al. (2020)
found that doctoral education does not necessarily enhance clinical effectiveness
compared to master’s-level training, suggesting that the marginal returns of doc-
toral investment may be overstated in applied mental health work.

By applying HCT to this study, the comparison between master’s and doctoral
programs becomes a question of efficiency and equity: Does the additional cost,
time, and debt associated with doctoral education yield proportional benefits in
the quality of care for Veterans? If not, the persistence of degree-based barriers
could represent an inefficient allocation of human capital in the mental health
system.

Furthermore, the theory helps articulate the economic dimensions of care ac-
cess: limiting practice authority or hiring eligibility to doctoral-level clinicians ar-

tificially constrains the supply of qualified providers, inflating costs, and restrict-
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ing Veterans’ access to timely services. Reframing credentialing through the lens
of HCT thus supports the rationale for greater educational and professional parity
among therapists who demonstrate equivalent competencies.

Labor Market Signaling Theory

According to Spence’s Labor Market Signaling Theory, educational credentials
often function less as direct measures of competence and more as symbolic indi-
cators that employers use to infer productivity or professional quality (Karasek III
& Bryant, 2012). Within the mental health profession, doctoral degrees may signal
greater expertise to institutions, even when master’s-level clinicians possess equiv-
alent clinical skills and supervised experience. This signaling dynamic perpetuates
degree hierarchies that have limited empirical grounding.

In the context of Veteran mental health care, such signaling mechanisms con-
tribute to inefficiencies in workforce utilization, as agencies may overvalue the
“signal” of a doctoral credential while underutilizing equally competent master's-
level clinicians. Recognizing and reforming these credential signals could there-
fore expand access to care without compromising quality.

Professional Socialization Theory

Hall’s Professional Socialization Theory further explains how cultural norms
and prestige hierarchies within professions sustain credential-based distinctions
(Thomas, 2020). Over time, psychology has elevated the doctoral degree as the
“gold standard” of identity and status, even when empirical evidence shows min-
imal difference in applied clinical skill.

This framework contextualizes the educational inequity observed in this study
as not merely structural, but sociocultural—reinforced by traditions of prestige,
status signaling, and historical precedent. Thus, the persistence of doctoral privi-
lege within Veteran care systems reflects a professional identity pattern, not a com-
petency-based necessity.

Access-to-Care Models (ACM)

The Access-to-Care Model, first articulated by Andersen (1968) and later
adapted for behavioral health, identifies three primary determinants of healthcare
access: predisposing factors, enabling factors, and need factors. Within Veteran
mental health systems, enabling factors such as provider availability, licensure
policies, and reimbursement restrictions often determine whether Veterans can
receive timely and culturally competent treatment (Vogt et al., 2020).

In this context, restrictive licensure rules—particularly those privileging doc-
toral degrees over master’s-level credentials—constitute structural barriers to
care. For Veterans, this barrier manifests as long wait times, limited therapy op-
tions, and a lack of continuity of care across VA and community systems.

By situating educational equivalency within the Access-to-Care framework, this
study interprets degree-based licensing hierarchies as systemic gatekeeping mech-
anisms that inadvertently limit service accessibility. Expanding licensure and em-
ployment opportunities for qualified master’s-level therapists could thus reduce

these systemic barriers, improving Veterans’ ability to access evidence-based treat-
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ment without delay.

Integration of Frameworks

Collectively, these frameworks support the premise that degree-based hierar-
chies within mental health licensing may not be educationally justified and may,
in fact, undermine the efficiency and equity of care delivery, particularly for Vet-
erans. This integrated conceptual lens, therefore, guides the analysis of how Cali-
fornia’s licensing structures can be optimized to prioritize competence and acces-
sibility over academic pedigree.

The conceptual framework guiding this research positions educational equiva-
lency as both an academic and policy question. By applying Competency-Based
Education, Human Capital Theory, and Access-to-Care Models, the study evalu-
ates how current licensing distinctions influence the structure and accessibility of
Veteran mental health care in California.

The underlying premise is that competence, not credentialism, should deter-
mine professional readiness. If master’s-level therapists possess the same educa-
tional preparation and supervised experience as doctoral-level clinicians, then sys-
temic barriers that restrict their participation in Veteran-serving roles may be
both unjustified and detrimental to public health goals.

This framework provides the foundation for the subsequent methodological de-
sign, which compares program curricula, licensing requirements, and accredita-
tion structures across APA-accredited, non-APA-accredited, and online therapy

programs in California.

3. Methodology

This study employs a within-group, comparative content analysis design examin-
ing APA-accredited doctoral programs in California that award a master’s degree
as a part of doctoral completion. The design isolates the dissertation requirement
as the primary variable distinguishing doctoral-level education from master’s-
level clinical preparation.

This controlled approach eliminates confounding factors associated with com-
paring institutions of differing accreditation, faculty, or curricula. By analyzing
only APA-accredited universities that confer both degrees, the study ensures that
curricular content, supervision quality, and institutional rigor are held constant,
allowing for a precise examination of whether the dissertation phase contributes
to additional competencies relevant to clinical practice or Veteran care.

A Veteran is operationally defined as a former member of the Armed Forces
possessing a discharge or DD-214. A Service Member is defined as an individual
currently serving in the Armed Forces in an Active, Reserve, or National Guard
component. Veteran and Military Service Members are identified as independent
cultures and independent of one another (Cameron, 2023).

The purpose of this study is to compare the educational content, practicum re-
quirements, and professional competencies of master’s-level and doctoral-level

therapy programs in clinical psychology and marriage and family therapy. The
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goal is to determine whether meaningful educational or clinical differences exist
that justify differential professional status, scope of practice, or compensation.

If findings reveal equivalence in core training and applied skills, the study could
contribute to policy discussions about broadening access to mental health ser-
vices—particularly by supporting professional parity between qualified master’s
and doctoral clinicians. This design provides controlled intra-institutional com-
parisons, ensuring that differences in accreditation body or institutional mission

do not confound outcomes.

Data and Analysis

Data for this study were derived from a comparative content analysis of 32 APA-
accredited doctoral programs in clinical psychology in California and the corre-
sponding master’s-level programs offered by the same institutions. Focusing on
universities with dual-level offerings eliminated institutional variability, ensuring
that any observed differences in educational structure could be attributed to de-
gree level rather than program design. Of the 32 doctoral programs analyzed, 28
(87.5%) conferred a master’s degree in psychology before dissertation completion,
following completion of the core clinical curriculum, and practicum require-
ments.

Program information was gathered from publicly available university catalogs,
accreditation documents, and program handbooks covering the 2023-2025 aca-
demic years. Each program’s curriculum was coded for variables including total
credit hours, supervised clinical hours, inclusion of research or dissertation re-
quirements, and scope of practice language. Curricular equivalency was measured
by the percentage of overlapping courses across degree levels, using categories de-
rived from the APA Competency Benchmarks Framework (APA, 2011) and the
California Board of Psychology’s Title 16 §1387 regulations. Additional data were
extracted from the Board of Behavioral Sciences (BBS) licensure requirements for
Marriage and Family Therapists (MFTs) and Licensed Professional Clinical
Counselors (LPCCs), both of which mandate 3000 supervised clinical hours—a
total identical to the Board of Psychology (BOP) requirement for doctoral candi-
dates.

Data analysis proceeded in two phases. First, quantitative comparison of cur-
ricular structures and supervised hour requirements established measurable
equivalency across programs. Mean total credit hours for master’s-level programs
ranged from 60 to 72, compared to 90 to 120 for doctoral programs; however, 80%
- 85% of coursework in core domains (psychopathology, ethics, multicultural
competence, assessment, and treatment) was identical. Supervised experience re-
quirements showed 100% overlap, as both degree pathways required 3000 hours
for licensure eligibility.

Second, a directed qualitative content analysis (Hsieh & Shannon, 2005) was
conducted on program descriptions and accreditation statements to distinguish

between clinical and research competencies. The analysis revealed that the doc-
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toral dissertation—the only unique requirement at the doctoral level—focused on
research methodology and scholarly inquiry rather than direct clinical skill devel-
opment. No new therapeutic, diagnostic, or assessment competencies were intro-
duced during the dissertation phase.

Finally, data were cross-referenced with California licensure statutes (BOP §2914;
BBS $§4980) and VA provider classification standards (GS-0180) to evaluate how
educational distinctions translate into professional eligibility. Despite equivalent
competencies, VA classification policies restrict full clinical psychologist roles to
doctoral graduates, excluding master’s-level clinicians from many Veteran-serv-
ing positions. This structural restriction, unsupported by training data, was inter-
preted as a credential-based barrier to care access under the Access-to-Care Model
(Andersen, 1968).

In sum, data from all institutional, regulatory, and accreditation sources demon-
strated functional educational equivalency between master’s-level and doctoral-
level training in clinical practice, supervision, and ethics. The only distinguishing
academic component, the dissertation, served as a research credential rather than
a competency-based clinical requirement. These findings substantiate the study’s
central conclusion: that degree-based differentiation in licensure and employment
policy reflects institutional tradition rather than evidence-based differences in
clinical competence.

This study involves the analysis of publicly available institutional and regula-
tory data. No human subjects are involved; therefore, it qualifies as exempt under
45 CFR §46.104(d)(4). However, all institutional data are cited and contextualized
accurately to ensure fairness and transparency in interpretation.

The researcher’s dual academic and professional background uniquely informs
this study. Having completed both a master’s degree in psychology leading to
Marriage and Family Therapy (MFT) licensure and a doctoral degree (Psy.D.) in
clinical psychology, the researcher has directly experienced the educational over-
lap and curricular equivalencies that form the foundation of this inquiry.

This dual perspective provides valuable insight into how clinical competence is
developed and assessed across degree levels, but also introduces the potential for
bias through personal experience. Reflexivity was therefore maintained throughout
all phases of data collection and analysis. Interpretations were grounded in docu-
mented program materials, accreditation standards, and licensing regulations to en-
sure that findings reflect objective equivalency rather than personal perspective.

The reflexive stance strengthens methodological transparency, aligning with
APA Ethical Standard 1.08, which emphasizes researcher accountability and in-

tegrity in scholarly analysis.

4. Results

This chapter presents the results of a comparative analysis between APA-accred-
ited doctoral programs and master’s-level therapy programs at the same institu-

tions in California (Table 1). The purpose of this analysis was to determine
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whether doctoral training in clinical psychology provides additional academic or
clinical preparation relevant to the treatment of Veterans beyond what is required
for master’s-level licensure (MFT/LPCC).

Table 1. Quantitative equivalency findings.

Table Column Head

Variables

APA Doctoral
Programs

Master’s-Level
Programs

(Same Institutions)

Equivalency
Finding

Core Coursework
Hours

Supervised Clinical
Hours

Research/Dissertation

Scope of Practice

Assessment
Competence

72 - 90 credits*

3000

Required for
doctorate; not for
master’s
Clinical diagnosis
and treatment
Acquired via
coursework +
supervision

60 - 72 credits

3000

Optional or Not
required

Clinical diagnosis
and treatment
Acquired via
coursework +
supervision

>80% overlap

100% identical

No demonstrated
link to clinical
competency

Equivalent within
competence

Equivalent during
training phase

*Note: Disparity in credits correlates with dissertation courses.

4.1. Program Alignment and Master’s Conferral Within Doctoral
Tracks

Of the 32 APA-accredited doctoral programs in California, 28 (87.5%) confer a
master’s degree in psychology upon completion of the core coursework and
practicum requirements—typically before the dissertation and internship phases.

These intermediate degrees (often M.A. or M.S. in Psychology) represent com-
pletion of all clinical and academic training necessary for master’s-level licensure
in California. Students awarded these master’s degrees have completed course-
work in psychopathology, ethics, assessment, research methods, multicultural
counseling, and evidence-based treatment, core requirements identified by both
the California Board of Behavioral Sciences (BBS) and the Board of Psychology
(BOP) for licensure eligibility.

This structure demonstrates that, within APA-accredited programs, the clinical
and didactic components qualifying graduates for licensure are completed before
the dissertation. The dissertation, therefore, functions primarily as a research cre-
dential, not a determinant of clinical competency. Ironically, regardless of the cre-
dential as a PhD, PsyD, or even an MFT is eligible to conduct and publish research,
making the “research credential” void.

4.2. Licensing Requirements: BOP and BBS Equivalency

Both the BOP (psychologists) and the BBS (LMFTs, LPCCs) require a qualifying
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graduate degree and 3000 supervised clinical hours for licensure. The structure
and supervised hour requirements are identical in total duration and functional
purpose. The boards differ primarily in their required degree level and exam type,

not in the competencies being assessed.

4.3. Scope of Practice and Professional Competence

Analysis of the California Business and Professions Code (2024) (BPC $2914 for
BOP, §4980 for BBS) and the APA Ethics Code revealed that both regulatory bod-
ies define professional scope in terms of competence, not degree level. Both li-
censed psychologists and master’s-level therapists are authorized to:

Diagnose and treat mental and emotional disorders; conduct therapy with in-
dividuals, couples, families, children, and groups; and use assessments or measures
“within the boundaries of their competence.”

The APA (2017) and BBS (2024) both state that professional competence, not
degree title, governs the ethical use of assessment instruments. Doctoral trainees
and master’s interns both administer psychological assessments under supervi-
sion with equivalent coursework in psychometrics, assessment ethics, and data

interpretation.

4.4. Findings

Finding 1: The Dissertation is Not a Clinical Competency Requirement

Across 28 of 32 APA programs reviewed, the dissertation is a research-focused
capstone project completed after all core clinical coursework and practicum
hours. Because students earn a master’s degree before beginning dissertation re-
search, they possess full eligibility for BBS licensure at that point.

This finding supports the interpretation that doctoral research requirements do
not constitute a fundamental component of the academic preparation required
for clinical practice, including the treatment of Veterans. Rather, the dissertation
differentiates research proficiency, not clinical competence.

Finding 2: Equal Regulatory Emphasis on Competence

Both the BOP and BBS articulate that professional competence—not degree
level —determines authorization to administer specific assessments or treatments.
During training, doctoral and master’s students receive equivalent instruction in
clinical interviewing, diagnosis, ethics, and therapeutic intervention.

Thus, both boards enforce competency-based practice standards, aligning with
the Competency-Based Education (CBE) framework rather than an educational
hierarchy model.

Finding 3: Structural Redundancy and Human Capital Inefficiency

Applying Human Capital Theory (Becker, 1964), these findings suggest dimin-
ishing educational returns for doctoral-level investment in relation to direct clin-
ical competence. The additional years and tuition required for a Psy.D. or Ph.D.
do not yield a corresponding increase in scope of practice, as both degrees ulti-

mately require the same supervised experience and demonstrate comparable skill
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competencies.

This redundancy represents a systemic inefficiency in mental health workforce
development—particularly significant given the acute shortage of Veteran-serv-
ing clinicians in California and nationally.

Finding 4: Degree-Based Credentialing as a Barrier to Veteran Care

The Access-to-Care Model (Andersen, 1968) highlights how system-level bar-
riers restrict health service delivery. Under current VA and federal employment
classifications (GS-0180 “Psychologist”), master’s-level clinicians are often ex-
cluded from full-time clinical positions despite having equivalent clinical training.

Given that doctoral-level clinicians are in shorter supply, this barrier directly
constrains Veterans’ access to timely, qualified care. Expanding recognition of
MFTs and LPCCs in VA systems would immediately increase provider availability
without compromising treatment quality.

In sum, the analysis reveals no fundamental educational or clinical difference
between master’s-level therapists and doctoral-level psychologists in California as
it relates to the practice of psychotherapy and assessment within scope of compe-
tence.

Key conclusions:

1) Clinical equivalency exists in coursework, supervision, and licensure prepa-
ration between doctoral and master ’s-level psychology degrees, resulting in licen-
sure.

2) The dissertation does not constitute a clinical requirement for licensure or
treatment readiness.

3) Both licensing boards enforce competency-based standards that already sup-
port professional parity.

4) Current degree-based restrictions in Veteran care systems, including clinical
assessment, create artificial workforce barriers, reducing access without improv-
ing outcomes.

These findings substantiate the central argument that educational hierarchy,
rather than educational substance, underpins the differential treatment of mas-
ter’s- and doctoral-level therapists—a distinction that, when applied to the Vet-
eran mental health system, perpetuates preventable inequities in access to care.

The findings of this study demonstrate a clear structural and functional equiv-
alence between the educational preparation of master’s-level therapists and doc-
toral-level psychologists in California. When analyzed through the lens of Com-
petency-Based Education (CBE), the data suggest that both training pathways
achieve the same core professional competencies required for licensure and ethi-
cal practice. Both the California Board of Psychology (BOP) and the Board of Be-
havioral Sciences (BBS) emphasize competence, rather than degree title, as the
standard for clinical authorization. Given that 87.5% of APA-accredited doctoral
programs confer a master’s degree after completion of core coursework and
practicum, it is evident that clinical competency is acquired before the dissertation

phase. Therefore, the dissertation serves primarily as an academic research re-
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quirement, not a determinant of professional skill.

From the perspective of Human Capital Theory (HCT) (Becker, 1964), these
results indicate an inefficiency in the allocation of educational resources within
the mental health workforce. The additional years, tuition, and opportunity costs
associated with doctoral-level education do not yield proportional increases in
clinical effectiveness or licensure scope. Both doctoral and master’s graduates
must complete 3000 supervised clinical hours and pass competency-based exam-
inations, yet only doctoral holders are eligible for psychologist-level positions in
many systems, including the Department of Veterans Affairs (VA). This hierarchy
produces a systemic underutilization of qualified clinicians and represents a mis-
alignment between educational investment and workforce productivity.

Finally, interpreted through the Access-to-Care Model (Andersen, 1968), de-
gree-based credentialing acts as a structural barrier to service availability for Vet-
erans. Despite equivalency in clinical preparation, VA employment classifications
(GS-0180 series) restrict the hiring of master’s-level therapists for many clinical
positions. This limitation reduces the number of available providers, particularly
in rural and underserved regions, contributing to prolonged wait times and unmet
mental health needs among Veterans. Broadening eligibility to include state-li-
censed master’s-level clinicians would immediately expand the Veteran-serving
workforce without compromising quality of care.

Taken together, the results reveal that educational hierarchy, not competency
difference, underpins current licensure and employment distinctions. Recogniz-
ing this equivalency could promote a more efficient and equitable system, where
demonstrated clinical competence, rather than academic degree. determines pro-

fessional opportunity and access to mental health care for those who have served.

5. Discussion

The purpose of this study was to compare the educational and licensing standards
of doctoral-level and master’s-level therapists in California and to evaluate how
these differences influence Veteran access to mental health care. Using compara-
tive analysis of APA-accredited doctoral programs and parallel master’s-level
therapy programs at the same institutions, the study sought to determine whether
the additional research components of doctoral education substantively enhance
clinical competence.

The findings demonstrate that clinical coursework, supervised hours, and com-
petency benchmarks are equivalent across degrees and that the doctoral disserta-
tion, while academically valuable, does not represent a fundamental element of
clinical preparation. Both the California Board of Psychology (BOP) and the Board
of Behavioral Sciences (BBS) enforce similar competency-based licensing frame-
works, requiring equivalent supervised experience and adherence to professional
scope and ethics.

These results suggest that degree-based distinctions are structural artifacts ra-

ther than reflections of measurable clinical differences and that they function as
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barriers to Veteran care within both state and federal systems.

5.1. Interpretation of Findings

Equivalency in Educational and Clinical Competence

The core finding of this research—that 28 of California’s 32 APA-accredited
doctoral programs confer a master’s degree after core clinical coursework and
practicum completion, reveals that master’s-level clinical competence is achieved
midway through doctoral training. This finding challenges the traditional as-
sumption that doctoral education is necessary for effective therapeutic practice.

Both doctoral and master’s programs require 3000 supervised clinical hours,
and both emphasize evidence-based interventions, multicultural competence, and
ethical standards. Doctoral students who earn a master’s en route to their degree
possess the same qualifications as LMFT or LPCC candidates to provide therapy
under supervision, indicating that clinical readiness precedes dissertation com-
pletion.

This equivalence underscores the central argument of Competency-Based Ed-
ucation (CBE): clinical competence is demonstrated through applied perfor-
mance, not degree title. The dissertation phase of doctoral programs, while aca-
demically enriching, contributes primarily to research literacy, not to direct ther-

apeutic skill.

5.2. The Dissertation as a Symbolic, Not Functional, Distinction

It can be argued that the dissertation holds some value in providing an experience
in conducting research from inception to publication, but it is not a clinical skill.
A research project cannot ethically be the sole determining factor in the distinc-
tion in capabilities or education between a master ’s-level therapist, such as an
LMFT, and a Clinical Psychologist.

The finding that the dissertation is completed after licensure-qualifying course-
work and practicum indicates that it is a symbolic academic differentiator rather
than a functional professional one. Within the CBE framework, this means that
doctoral-level education adds prestige and research capability but does not en-
hance a graduate’s immediate ability to provide clinical care.

This distinction becomes critical when evaluating the Veteran mental health
system, where access, not research output, is the central public health priority. If
the dissertation does not meaningfully increase therapeutic competence, then
maintaining degree-based hiring hierarchies in the VA system is educationally
unjustified and ethically questionable in light of provider shortages and Veteran

suicide statistics.

5.3. Human Capital Efficiency and Workforce Utilization

From the perspective of Human Capital Theory (Becker, 1964), requiring doc-
toral-level credentials for clinical practice in Veteran care represents an inefficient

use of educational resources. Doctoral education typically extends three to five
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years beyond the master’s level, increasing student debt and delaying workforce
entry without proportional increases in clinical effectiveness.

This inefficiency has measurable consequences. The VA’s 2023 Workforce Re-
port identified a persistent shortage of clinical psychologists and high vacancy
rates in behavioral health positions. Meanwhile, thousands of licensed LMFT's and
LPCCs in California remain underutilized in federal systems despite holding
equivalent clinical training.

By restricting VA hiring to doctoral-level clinicians, the system inadvertently
inflates workforce costs, narrows supply, and prolongs access delays—all while
Veterans in rural and underserved regions face prolonged wait times for care.
Thus, under HCT, degree-based credentialing constitutes a form of human capital

misallocation.

5.4. Access-to-Care Barriers for Veterans

The Access-to-Care Model (Andersen, 1968) identifies policy, economic, and or-
ganizational structures as “enabling factors” that determine service accessibility.
Within the VA system, degree-based credentialing serves as such a structure. Alt-
hough both doctoral and master’s-level therapists meet California’s licensure
standards, only psychologists classified under the federal GS-0180 series are eligi-
ble for full clinical roles in VA hospitals.

This exclusion effectively removes a large segment of the qualified workforce
from direct service provision. LMFTs and LPCCs are limited to community care
networks or contract-based roles, which are often lower-paid, less stable, and ge-
ographically restricted. As a result, Veterans encounter reduced provider options
and longer wait times, especially in rural counties where the psychologist-to-Vet-
eran ratio is critically low.

From an ACM perspective, this constitutes a systemic access inequity. The bar-

rier is not clinical competence; it is credentialism.

5.5. Implications for Policy and Practice

1) State-Level Implications (California)

California’s licensing system already demonstrates competency-based equiva-
lency across degrees. Because the BOP and BBS both require 3000 hours of super-
vised experience and comparable coursework, the state could take a national lead-
ership role by advocating for licensure parity across federal systems.

Policy Recommendation:

e The California Department of Veterans Affairs (CalVet) and BOP/BBS could
jointly petition the VA to expand clinical eligibility criteria to include BBS-li-
censed clinicians (LMFTs, LPCCs) for GS-0180-equivalent roles.

e Licensure portability reforms could formalize California’s substantial equiva-
lency standards at the federal level, allowing non-APA graduates to practice
within the VA under state licensure verification.

2) Federal-Level Implications (Department of Veterans Affairs)
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At the national level, the findings support revising the VA’s hiring standards to
recognize state-licensed master’s-level clinicians as equivalent in clinical compe-
tency to psychologists for psychotherapy delivery.

Policy Recommendation:

o Reclassify LMFTs and LPCCs as eligible mental health providers under the GS-
0180 or new GS-0184 classification for mental health counseling.

e Establish a VA Credentialing Equivalency Review Board to evaluate degree par-
ity and competency equivalency among state-licensed clinicians.

e Allow reimbursement parity under TRICARE and VA Community Care pro-
grams for therapy services delivered by BBS-licensed providers.

These changes would immediately expand the VA’s workforce capacity, espe-
cially in regions facing chronic shortages of doctoral-level clinicians.

3) Educational Policy Implications

At the institutional level, the results call for a reevaluation of the purpose of the
dissertation within clinical psychology programs. While research training is valu-
able for scientific literacy, it should not be conflated with clinical qualification.

Policy Recommendation:

e APA-accredited programs should differentiate between clinical and research
competencies and clarify that licensure readiness occurs after completion of the
clinical core.

e Institutions may offer a clinical doctorate without a dissertation requirement
(e.g., Psy.D. in Applied Psychology) for students intending to pursue practice
rather than academia.

¢ Universities could also facilitate dual-track models that award both licen-sure-
qualifying master’s degrees and optional research doctorates, reducing educa-
tional redundancy.

Projected Policy Impact

Based on current workforce data, California employs over 12,000 active LMFT's
and LPCCs (BBS, 2024), compared with approximately 3,500 licensed clinical psy-
chologists (BOP, 2024). If even 20% of the master’s-level clinicians were recog-
nized for direct VA service eligibility, the mental health workforce available to
Veterans could increase by approximately 2,400 providers statewide, a 68% ex-
pansion in therapeutic capacity.

Assuming standard caseloads of 25 clients per month, this parity-based inclu-
sion could create over 720,000 additional therapy sessions annually, drastically
reducing access delays and aligning with the VA’s National Strategy for Prevent-
ing Veteran Suicide (U.S. Department of Veterans Affairs, 2023b).

These estimates demonstrate the tangible impact of transitioning from degree-
based to competence-based recognition frameworks in federal and state Veteran
care systems.

Future studies should:

1) Analyze Veteran outcome data comparing treatment effectiveness between
LMFTs, LPCCs, and psychologists.
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2) Examine economic impact analyses of expanding master’s-level inclusion
within VA systems (e.g., cost per session, wait time reduction).

3) Investigate educational cost-benefit ratios for doctoral versus master’s-level
clinicians entering Veteran care pathways.

4) Explore Veterans’ preferences for provider type, as therapeutic alliance may
depend more on relational competence than degree title.

Implications for Training and Accreditation

Findings from this study suggest that graduate training institutions and accred-
iting bodies should reexamine the structural relationship between master’s and
doctoral education. APA-accredited programs might consider implementing
dual-track clinical pathways, allowing students to complete a clinically focused
doctorate (Psy.D.-Practice) without the dissertation requirement, while maintain-
ing the option for a research-oriented Ph.D.

Similarly, master’s programs accredited by COAMFTE or CACREP could part-
ner with APA-accredited institutions to establish articulated transfer pathways,
ensuring that master’s graduates receive full recognition of prior competencies if
they pursue doctoral-level training.

Such reforms would reduce educational redundancy, expand the supply of clin-
ically competent practitioners, and accelerate the integration of master’s-level cli-

nicians into Veteran-serving systems.

5.6. Counterarguments

“Doctoral Training Provides Superior skills in supervision and Assessment.”

If the research conclusions didn’t address this fallacy, then the university's own
programming should. Not all universities are the same. This is not about the mar-
keting capabilities of a university, but the competencies required to engage in
mental health treatment. Universities are quantifying and qualifying their doc-
toral programs over a master’s degree via a dissertation, a research paper that in
theory, can be satisfied by conducting a meta-analysis on other people’s research.

“If they are equal, then why are there separate licensing boards?”

The answer to this question might be worthy of its own research. Yet, the logical
explanation based on this data is that it is more about gatekeeping and potentially
an elitist mentality. The research concludes that there is no practical difference in
education or competency between the two degree levels. It can be argued that if
an individual is a licensed mental health provider based on a master’s-level degree
and goes on to complete a doctorate eligible for licensure, they should have their
credential accepted without any additional examination or supervision require-

ments.

5.7. Limitations

While the study reveals strong structural equivalency between degree levels, it did
not directly measure client outcomes among Veterans served by each clinician

type. Future research should use quantitative outcome data (e.g., symptom reduc-
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tion, satisfaction, retention) to confirm that educational equivalency translates to
treatment effectiveness.

Additionally, the study’s focus on California limits generalizability to states
with different licensure standards. However, California’s size, diversity, and policy

leadership make it an ideal prototype for national reform.

6. Conclusion

This study found no evidence that doctoral-level education in psychology confers
superior clinical competency compared to master’s-level training in the context
of psychotherapy or assessment for Veterans. Both pathways provide equivalent
preparation for the treatment of mental, emotional, and behavioral disorders, gov-
erned by identical supervision and ethical standards.

In short, educational hierarchy is not equivalent to clinical superiority. The per-
sistence of degree-based restrictions constitutes a systemic barrier to Veteran men-
tal health access. The evidence supports a policy shift toward competency-based
equivalency and inclusive licensure recognition, a reform that would not only en-
hance efficiency but could immediately expand the mental health workforce, re-

duce wait times, and improve the quality and continuity of care for Veterans.
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