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National Psychology Exam: Reasoning and Domain
Guide
Short-answer practice · 10 questions · answer key on the last page

How to use it — answer each question in two or three sentences from memory, then mark yourself
against the key. This study guide is designed to review the core concepts and reasoning frameworks
required for the National Psychology Exam (NPE). It focuses on the four official domains: Ethics,
Assessment, Interventions, and Communication, prioritising the application of clinical reasoning over
simple rote recall.

1. Distinguish between a permitted disclosure and a mandatory disclosure regarding
confidentiality.

2. What is the "Purpose–Population–Caution" check in the context of psychometric assessment?

3. Explain the difference between a boundary crossing and a boundary violation.

4. How does the "five-P" framework organise clinical evidence in a formulation?

5. Why is "Structured Professional Judgement" (SPJ) preferred over purely actuarial risk
assessment?



6. Define the "three-legged stool" model of evidence-based practice (EBP).

7. Describe the difference between static and dynamic risk factors in a risk assessment.

8. What is the primary standard against which all clinical communication is judged?

9. Differentiate between withdrawal and confrontation markers in an alliance rupture.

10. Explain the psychologist's ethical and professional boundary regarding psychotropic medication.



Answer key

1. Distinguish between a permitted disclosure and a mandatory disclosure regarding
confidentiality.
A permitted disclosure is a judgement-based decision where a psychologist may share information to
manage a serious and imminent risk; it requires the disclosure to be proportionate, targeted,
documented, and lawful. A mandatory disclosure is compelled by law or statute regardless of
practitioner preference, such as requirements under child protection or mandatory notification
legislation. The key distinction is between discretion (permitted) and legal obligation (mandatory).

2. What is the "Purpose–Population–Caution" check in the context of psychometric assessment?
This literacy involves choosing a measure specifically for the referral question (purpose), ensuring the
tool's normative sample matches the client's demographic and cultural background (population), and
interpreting results with appropriate caution about the measure's reliability and validity limits (caution).
It guards against treating a test score as a verdict rather than a data point within a broader clinical
picture.

3. Explain the difference between a boundary crossing and a boundary violation.
A boundary crossing is a departure from the usual professional frame that is not inherently harmful and
may even be contextually appropriate, such as a brief self-disclosure to build rapport. A boundary
violation is a harmful departure that exploits the client, impairs the practitioner's objectivity, or breaches
the professional standard of care. The key test is whether the departure is reasoned, defensible, and
serves the client's interests.

4. How does the "five-P" framework organise clinical evidence in a formulation?
The framework organises information into predisposing factors (vulnerabilities), precipitating factors
(triggers), perpetuating factors (maintaining mechanisms), protective factors (resilience and resources),
and presenting factors (the current symptom picture). This structure moves the clinician from a
descriptive label to an explanatory account that directly informs treatment planning.

5. Why is "Structured Professional Judgement" (SPJ) preferred over purely actuarial risk
assessment?
While actuarial approaches apply statistical formulas to fixed variables, they are often blind to an
individual's unique circumstances and dynamic factors that can change rapidly. SPJ combines
evidence-informed structure — using validated tools to ensure coverage of key risk domains — with
the clinician's reasoning about the specific person and context. This approach is more defensible and
more sensitive to the modifiable factors that safety planning can actually address.

6. Define the "three-legged stool" model of evidence-based practice (EBP).
EBP is the integration of the best available research evidence, the clinician's own expertise, and the
client's values, preferences, and context. No single leg is sufficient alone: research evidence without
clinical expertise can lead to inflexible application; clinical expertise without evidence can drift into
idiosyncratic practice; and both must be moderated by what the client actually wants and can engage
with.

7. Describe the difference between static and dynamic risk factors in a risk assessment.
Static factors are historical and fixed, such as a past suicide attempt, and they establish a baseline risk
level that cannot be changed by intervention. Dynamic factors are modifiable, present-state variables
— such as current hopelessness, recent substance use, or access to means — that can be targeted in
a safety plan. A defensible risk formulation addresses both, using static factors to anchor the baseline
and dynamic factors to guide the immediate intervention.



8. What is the primary standard against which all clinical communication is judged?
All communication is measured by whether the receiver — be it a client, GP, or court — can act on the
information accurately and safely. This standard applies equally to verbal feedback, written reports,
referral letters, and clinical handovers: if the receiver cannot use what was communicated to make an
accurate, safe decision, the communication has failed regardless of how technically correct it was.

9. Differentiate between withdrawal and confrontation markers in an alliance rupture.
Withdrawal markers involve a client moving away from emotional contact or the work through vague
answers, topic-changing, or emotional flatness, signalling disengagement from the therapeutic
relationship. Confrontation markers are more direct expressions of dissatisfaction, disagreement, or
criticism of the therapist or the treatment approach. Both signal a strain in the alliance that, if
unaddressed, can escalate and undermine treatment outcomes.

10. Explain the psychologist's ethical and professional boundary regarding psychotropic medication.
Psychologists must maintain medication literacy to collaborate with medical professionals and
recognise when a client's presentation may have a pharmacological component, but they must never
prescribe, recommend specific medications, or advise clients to alter or cease existing medication. The
boundary is clear: collaborate and refer to a medical practitioner for all prescribing decisions.
Breaching this boundary risks client harm and regulatory action.
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