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♦ Postdoctoral Residency Training ♦

Editor’s Note: An earlier version of this paper was presented as a
Keynote Address at the Third Biennial Membership Conference of
The Association of Psychology Postdoctoral and Internship Centers
in New Orleans on March 29–31, 2001.
Cultural competence is one of the most discussed concepts
among scholars and practitioners interested in ethnic minority issues. Indeed, numerous groups at local and national levels have
been examining the concept in trying to establish guidelines and
standards for the provision of mental health services to ethnic
minority populations, especially with the advent of managed care.
Dr. Sue
However, cultural competency raises a number of important
questions:
1. What is the level of analysis: A culturally competent system vs. provider?
2. Do different competencies exist for different groups or does cultural competency reside in individuals (e.g., therapists) independent of groups?
3. Is it possible to “know” all cultures? How much knowledge is necessary and what are
the contents of this knowledge?
4. Are different cultural competencies required at different times in the treatment
process? In other words, can cultural competency be measured at one time and assumed to be in effect for all times?
5. Are the definitions based on theory or on empirically based research?
6. Is a culturally competent counselor or clinician effective with all groups?
7. Is culturally competency a skill or can manualized and scripted standard behaviors or
procedures be considered culturally competent?
8. Is cultural competency a uni-dimensional versus multi-dimension phenomenon; if it
is multidimensional, are certain dimensions more important than others?
The failure to adequately define and empirically study cultural competency has not
only pointed to gaps in our knowledge but also subjected it to criticism. For example

I am writing this
column in the
wake of our national tragedy. On
behalf of the
APPIC Board of
Directors, I want to express our heartfelt sympathies to those of you, your
families, your staff/faculty, and your
trainees touched directly by the events
of September 11, 2001. I want to send
our support and wishes of safety to
those of you and your colleagues who
have been called to duty to defend our
freedoms. I also want to express our
appreciation to those of you who have
provided psychological services to the
victims, their families, their friends, and
the rescue workers. Such psychological
services are so very needed and welcome, and unfortunately may be likely
to be needed again over the next few
months. I know that our trainees have
found our efforts to dialogue with them
about their reactions to the tragedy
quite helpful and healing. And our discussions with them about how to work
with their patients/ clients during this
painful and uncertain time have been invaluable for them. The time we have all
taken to reach out to one another underscores the importance of community in
our training settings.
The recent events heighten our
awareness of how important it is for us
to remember to tend to one another’s
emotional needs, and to provide active
and ongoing support to our students. So
often, we are “too busy” to just “be with”
our trainees. Further, we often fail to
model “self-care” or to encourage our

continued on page 31
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ASSOCIATION OF
PSYCHOLOGY
POSTDOCTORAL AND
INTERNSHIP CENTERS
The Association of Psychology Postdoctoral and Internship Centers (APPIC)
was formed in 1968 to foster the sharing of
information about mutual concerns and to
provide a uniform voice with respect to
pre- and postdoctoral internship training
interests within psychology.
We publish a newsletter three times per
year for our members. We are recognized
by APA as the primary organization to consult about internship training. Since our inception, we have maintained a formal liaison with APA’s Education Directorate.
We publish an annual Directory of
Internship and Postdoctoral Programs in
Professional Psychology, which is intended
in part as a service to students. Approximately 1,500 copies of the Directory are
now distributed each year. The Directory is
updated every year in late summer, and is
free to APPIC members.
We also are responsible for establishing
with our members a standardized procedure and a uniform date and time span for
matching internship applicants and internship programs. The procedural guidelines
are published annually in both the
Newsletter and the APPIC Directory.
Additionally APPIC operates a
Clearinghouse to facilitate the placement
of unmatched predoctoral internship applicants with unfilled positions at APPIC
member programs. The Clearinghouse
starts its operation after the Uniform
Notification date for predoctoral matching.
Please see the current APPIC Directory for
detailed information on the Clearinghouse.
APPIC Membership is by institution
rather than by individual. In order to be a
member of APPIC, an internship program
must be one year full-time or two years half
time, accept only applicants enrolled in a
regionally accredited doctoral degree
granting program in professional psychology, be directed by a licensed professional
psychologist, meet other relevant membership criteria, and provide annual updates of
descriptions of its program for the APPIC
Directory.
Membership dues are $400 for pre-doctoral internship programs, $400 for freestanding post-doctoral training programs,
and $650 for pre-doctoral and post-doctoral
programs at the same agency/institution.
Application fees are $250 per application.
Non-APA-accredited internship programs,
and post-doctoral training programs are reviewed in order to determine whether they
meet APPIC membership criteria. For further information write to APPIC, c/o Ms.
Connie Hercey, MPA, 10 G. Street, NE,
Suite 750, Washington, DC 20002, or call
(202) 589-0600.
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Remarks From the Editor:

Sez Who?
BY

ROBERT W. GOLDBERG, PH.D., ABPP

The World Trade Center disaster
and its aftermath have affected countless individuals directly, indirectly,
and vicariously (through observation
and sympathetic/victim identification). Who better to assist people,
wherever they are in the life cycle, to
cope with the impact of these
unimaginable events and human
tragedies than psychologists? I am informed that there is a continuing (albeit attenuated) ‘supply and demand
problem’ with an ‘oversupply’ of internship applicants and newly graduated psychologists. In the New York
City jargon of my youth: ‘Sez who?’
The sensitive, informed, psychological interventions that need to be undertaken require professional psychological expertise. The ‘dumbing
down’ of trauma-related inter ventions to incompletely trained psuedoprofessions and folks with a couple of
weeks of ‘certified’ trauma training
just will not do! As trainers, we
should continue to impart to interns
and residents the competencies and
skills in trauma treatment, loss and
grief work, critical incident stress debriefing, symptom management, and
child development that will permit
them to intervene as effectively as
possible in what will need to be a
massive psychological public health
effort. Can there possibly be an ‘oversupply’ of psychologists and ‘not
enough’ public demand and need?
Sez who?
SPECIAL SECTIONS

In line with current events, we are
soliciting ar ticles for a Special
Section on Training in Trauma Work,
with particular emphasis on internship and residency experiences relevant to the psychological aftermath of
the recent terrorist events.
We continue to request articles on
recruitment and selection of interns
and postdoctoral residents, and on
Internship and Postdoctoral Training
in Work with Children.
A Special Section on Geropsychology Training appears in this issue,
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for which Gregor y Hinrichsen,
Ph.D., of Hillside Hospital in New
York City, and Victor A. Molinari,
Ph.D., Associate Editor for Geropsychology and Director of Training at
the Houston VAMC, deserve special
thanks. Dr. Hinrichsen coordinated
and assembled the section and Dr.
Molinari provides commentary and
overview.
NEW ASSOCIATE EDITORS
APPOINTED

The Board is pleased that a number of vacant Associate Editorships
have been filled. Brad L. Roper,
Ph.D., ABPP, Associate Director of
Training and Director of Neuropsychology Residency Training at the
Memphis VAMC, is the new
Associate Editor for Neuropsychology and his first contribution appears
as a article on selecting clinical neuropsychology residents. A new column on Postdoctoral Issues will be
contributed by Cher yl A. King,
Ph.D., of the University of Michigan
Depar tment of Psychiatr y and
Michael Lechner, Ph.D., ABPP, training director of the Consortium for
Advanced Psychology Training, affiliated with the Michigan State
University College of Human
Medicine, the first APA-accredited
postdoctoral clinical health psychology specialty training program. Their
first column appears in this issue. CoAssociate Editors have also been appointed for Child Psychology:
Catherine L. Grus, Ph.D., of the
University of Miami School of
Medicine Department of Pediatrics,
and Daniel Hoover, Ph.D., Director of
Training at The Menninger Clinic.
Welcome aboard to the new
Associate Editors! I also want to
thank Dean Skadeland, Psy.D., for
many years of yeoman service as
Associate Editor for Neuropsychology and Jon Thomas, Ph.D.,
past Associate Editor for Child
Psychology for his innovative training perspectives.
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Chair’s Column
continued from page 1
interns, postdoctoral residents, and graduate
students to engage in “self-care” behaviors. I
recently was invited to give a presentation on
self-care in training programs, and was struck
by the paucity of literature on this topic. I
hope that each of us can make a commitment
to making one small change aimed at the
provision of a more supportive, empathic, and
nurturing training environment in our home
institutions. Similarly, the time is now for
each of us to re-evaluate our priorities and
find ways to make our lives more meaningful
and take better care of ourselves.
I know that by the time this newsletter
reaches each of you, many new events will
have unfolded. The uncertainty of what will
happen is quite stressful for all of us. I trust
that many of the skills that we have as psychologists will enable us to help our trainees,
colleagues, and patients/clients to cope as effectively as possible with whatever happens.
In addition, I would encourage the leaders of
every training program to add a component
to their program in which they train their students in critical incident stress debriefing and
disaster response. This would enable us to
develop a new and larger cadre of psychologists who are uniquely trained to provide
these necessary services.
Just as it has been difficult for each of us to
focus on our work following the events of
September 11, I find it challenging to shift
this column from the events of the world to
the activities of APPIC. Before doing so, I
want to remind you that if you have questions
about working with interns and postdoctoral
residents called to duty or directly impacted
by the recent events, or the effects on your
training program related to staffing changes,
please feel free to contact me.
In the next few paragraphs, I want to highlight some important and timely topics relevant to APPIC Members and Subscribers.

Selection
There are articles in this Newsletter and
scheduled for subsequent Newsletters on selection of interns and postdoctoral residents.
As we all move into selecting trainees for the
upcoming year, I would like to draw your attention to some subgroups of applicants that
deserve special attention. I have come to appreciate from my colleagues with disabilities
and from students with disabilities that while
virtually all sites comply with ADA regulations, very few sites really go the extra mile to
be welcoming to applicants and trainees with
disabilities. I would encourage each training
program to examine ways in which they can
make their program and site as user-friendly as
possible for students with the broad array of
disabilities.
Another group of applicants that express
concerns about some form of bias are applicants over age 40. This was a common theme
continued on page 35

2001 APPIC DOCTORAL MEMBERSHIP SURVEY
BY

ROBERT S. GOLDBERG, PH.D., ABPP, FACLINP

We are continuing to conduct separate Membership Surveys for Doctoral and Postdoctoral Members, which proved informative and successful last
year. The surveys were conducted electronically solely, there having been only 3 requests for paper questionnaires last year. This year’s survey included a variety of topics, including AAPI satisfaction, cohort composition (older interns, interns with disabilities), problematic interns, interaction with
graduate programs, recruitment procedures, and longer-range planning questions with regard to the Match process. There were 294 responses this
year, returning to the approximately 50% rate of response that had been enjoyed through 1998 (1999 N = 151 and 2000 N = 182 while 1997 N = 284 and
1998 N = 300). Surveys and information related to details of the Match continue to be conducted and communicated by Dr. Greg Keilin just subsequent
to the Match. Again, Dr. Keilin gets special thanks for formatting both Doctoral and Postdoctoral Surveys in the ‘Zoomerang’ electronic venue. Results
will be accompanied by notated commentary, as appropriate.
1. How satisfied are you with the AAPI (APPIC Application for Psychology Internship)?
VERY DISSATISFIED
1.
DISSATISFIED
2.
NEUTRAL
3.
SATISFIED
4.
VERY SATISFIED
5.

6
22
32
176
52
N = 288

(2%)
(8%)
(11%)
(61%)
(18%)

NOTE: Four-fifths of respondents were satisfied with the form and only one-tenth dissatisfied. The Board continues to respond to
comments about the AAPI and refine it annually. It is recognized that no one form is ideal to meet all Members’ needs.
2. If you do require applicants to submit the AAPI, which sections do you use?
Section 1: Background and Educational Information
Section 2: Essay Questions
Section 3: Summary of Practicum Hours
Section 4: Test Administration
Section 5: Professional Conduct questions (assessing
disciplinary actions, complaints, etc. against the applicant)

280
270
270
249
266

(98%)
(95%)
(95%)
(87%)
(93%)

NOTE: All Sections are utilized by nearly everyone. It is interesting to note that the Test Administration Section, although used a
bit less than the others, is used by 87%. This counters the comments, seemingly heard frequently, that the section requires too much detail and is
chiefly used by internships offering a neuropsychology emphasis.
3. How many “problematic interns” has your site had in the past five years?

One
Two
Three
Four
Five
Six or more

Number of
Responses
115
73
17
6
2
0
N = 213

For N = 213
54%
34%
8%
3%
1%
0%
100%

For N = 290
40%
25%
6%
2%
1%
0%

NOTE: The option of responding with “0” problematic interns was inadvertently omitted. Figures are presented in percentages for both the N = 213
who did respond and an N = 290, presuming that the 77 programs not responding (26%) had no problematic interns in the last five years. However,
nearly three-fourths of the Members did encounter at least one problematic intern in a five-year span.
4. If you have had problematic intern(s) in the past five years, please specify the nature of the problem(s):
Conduct
60
Performance
129
Ethical Problems
32
Mental Illness
14
Character Problems
101
Other
41
N = 213

(28%)
(60%)
(15%)
(7%)
(47%)
(19%)

5. If you have had problematic intern(s) in the past five years, what, if any, formal actions did you take?
Meeting(s) with the intern
201
Developed a remediation plan
145
Formal letter(s) to the intern
94
Placed intern on probation
33
Terminate intern from the internship
14
Other
40
N = 213

(96%)
(69%)
(45%)
(16%)
(7%)
(19%)

6. If you have had problematic intern(s) in the past five years, what type(s) of contact did you have with the intern’s graduate school faculty?
Number of
Responses
Responses
Ratio
None
70
(33%)
Written letter(s)
113
(54%)
continued on page 6
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2001 APPIC Doctoral Membership Sur vey
continued from page 5
E-Mail
Telephone call(s)
On-site visit by a graduate faculty member
Other

16
81
9
12
N = 213

(8%)
(39%)
(4%)
(6%)

NOTE: Questions 4, 5, and 6 are based on responses from programs which had at least one problematic intern. Programs could check more than one
category. Performance and “character problems” were most frequently cited. Although nearly everyone met over these issues with the problematic interns, only 69% developed a remediation plan, a procedure highly recommended in order to be fair and as part of ‘due process’ in evaluation. The Board
found it astonishing that one-third of the programs with a problematic intern had no contact with the intern’s graduate school faculty!
7. Please answer the following questions about your application process during 2000-2001: N = 294
7a. Approximate total number of completed applications
Mean = 74.4 applications per site
7b. Approximate number of applicants who were INVITED for an ON SITE interview
243 of 294 responding sites (82.7%) said they invite applicants for on-site interviews.
Mean = 33.3 applicants per site were invited
Range = 2 to 123
NOTE: 3 sites invited 100 or more applicants
7 sites invited 75 or more applicants
45 sites invited 50 or more applicants
7c. Approximate number of applicants who ATTENDED your ON SITE interviews
Mean = 29.7 applicants attended on site interviews
Range = 2 - 100
NOTE: 6 sites had 75 or more applicants attend
33 sites had 50 or more applicants attend
8. Which of the following best describes your interview requirements for intern selection? (Please check one)
Number of
Responses
We do not conduct interviews, we only use paper screening
4
We only conduct PHONE interviews.
35
We conduct both PHONE and ON-SITE interviews. Interns
have a choice of interview process.
127
We conduct only ON-SITE interviews.
79
Other
47
N = 292

Response
Ratio
(1%)
(12%)
(43%)
(27%)
(16%)

NOTE: Nearly everyone conducts interviews, despite the Editor’s impression from the literature that there are no validation studies relating interviews
to any intern outcome measure. Somewhat surprisingly, only 27% said that they conducted “only” onsite interviews while 43% indicated they conducted
“both” phone and on-site interviews, with the intern having the choice. However, comments to this question made it clear that an onsite interview was
vastly preferred, the phone option being only an exception made to accommodate some applicant need or hardship.
9. Please answer the following questions about your current internship class (2000-2001) (N = 291)
9a. Total number of interns
Sum = 1289.5 interns (N = 291)
Range = 0 to 17
9b. Number of interns who are over 40 years old:
Sum = 152 interns (11.8% of total of 1289.5)
Range = 0 to 3 per program
9c. Number of interns who are over 40 AND are from a “local” graduate program:
Sum = 67 interns (5.2% of total)
Range = 0 to 3 per program
NOTE: Of those “older” (over 40) interns, 67 out of 152 or 44% attended “local” internships. This is undoubtedly disproportionate but does suggest lack
of mobility of older students or perhaps program reluctance to rank out-of-area older students highly enough to produce frequent matches.
9d. Number of interns who are citizens of another country
Sum = 66 interns (5.1% of total N = 1289.5)
Range = 0 to 7 per program
9e. Number of interns from other countries who have experienced difficulties obtaining proper visas:
Sum = 5 (7.6% of N = 66 who are citizens of another country)
Range = 0 to 1 per program
NOTE: While the Board knows of specific instances in which interns who are citizens of other countries have had visa problems, the problem is rare
(5 instances out of 1289.5 intern positions, or less than half of one percent).
10.

What form of submission of applications to your internship program would you prefer?
Traditional hard copy via regular mail
239
Electronic on-line submission
50
N = 289
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(83%)
(17%)

11. Please answer the following questions:
Percentage indicates total respondent ratio
and parenthesis indicate actual number.
1. If electronic/online submission of the AAPI was
made available by APPIC (i.e., applicants would
complete and submit the AAPI via the internet;
your site could review it online and/or print a copy),
would your site utilize it?
2. Would you accept other materials submitted electronically
(such as letters of recommendation, transcripts, verification
of readiness)?

YES

NO

66%
(192)

34%
(100)

51%
(150)

48%
(141)

NOTE: Hard copy remains vastly preferred although nearly two-thirds of sites would accept electronic application materials if this option were available. Sites are more equally divided about whether ‘primary source’ supplementary materials and graduate faculty documents would be accepted.
12. Do you have an APPIC-member POST-DOCTORAL program at your site?
Number of
Responses
22
270
N = 292

YES
NO

Response
Ratio
(8%)
(92%)

Please answer the following question ONLY if your site has multiple programs in the Match (i.e., has more than one Match ID number assigned by
NMS):
13. Currently, APPIC Match Policies prohibit internship sites from asking applicants about their rankings of a site’s programs. Some internship training directors have expressed an interest in having their site be allowed to ask applicants about their rankings of the sites’ programs. However,
some applicants have expressed concerns that this places undue pressure on them.
Percentage indicates total respondent ratio and
parenthesis indicate actual number.
YES
NO
1. Should applicants be allowed to communicate rankings of
48%
52%
a site’s programs during the APPLICATION process?
(48)
(51)
2. Should applicants be allowed to communicate rankings of
49%
49%
a site’s programs during the INTERVIEW process?
(49)
(49)
NOTE: The Membership remains about evenly divided on the desirability of communicating within-site program rankings.
Please answer the following question if you do NOT currently accept part-time interns:
14. APPIC often receives feedback from applicants and Directors of clinical Training about the need for part-time internships. Would you be willing to
consider developing part-time internship position(s) at your site?
Number of
Response
Responses
Ratio
YES
40
(15%)
NO
227
(85%)
N = 267
15. If you do NOT currently have part-time interns, which of the following are impediments to the development of part-time internship opportunities
at your site? (Please check all that apply)
Number of
Response
Responses
Ratio
Salary and Benefit Issues
158
59%
Programmatic Issues
231
87%
Other, Please Specify
68
26%
NOTE: Very few (only 15%) of sites would consider developing new, part-time internships, citing programmatic issues and fiscal issues as primary impediments. The bulk of the respondents citing “other” impediments mentioned the current Department of Veterans Affairs regulations precluding this
option.
16. Please RANK ORDER your interest in each of the following five sites for the 2003 APPIC Membership Conference. Click the “1” next to your first
choice, “2” next to your second choice, and so on.
Percentage indicates total respondent ratio
1
2
3
4
5
and parenthesis indicate actual number.
FIRST
SECOND
THIRD
FOURTH
FIFTH
CHOICE
CHOICE
CHOICE
CHOICE
CHOICE
1. Chicago
31%
14%
19%
17%
15%
(82)
(38)
(49)
(46)
(39)
2. Florida
21%
25%
18%
19%
13%
(55)
(67)
(47)
(49)
(33)
3. Las Vegas
23%
11%
13%
14%
33%
(60)
(30)
(35)
(36)
(88)
4. New Orleans
13%
23%
23%
21%
14%
(33)
(60)
(61)
(56)
(38)
5. San Antonio
13%
23%
19%
19%
19%
(34)
(61)
(49)
(50)
(50)
NOTE: The Board is currently exploring realistic options for 2003, with Florida as a prime possibility.

APPIC NEWSLETTER

continued on page 8

NOVEMBER 2001 7

2001 APPIC Doctoral Membership Sur vey
continued from page 7
17. The following questions are for CONSORTIUM PROGRAMS ONLY (N = 29)

1.
2.
3.

1
YES
90%
(27)
83%
(25)
73%
(22)

Do you have a written agreement among the member
sites of the consortium?
Do your interns spend time providing clinical services
at more than one of your member sites?
Do all of your interns receive the same stipend and benefits?

2
NO
7%
(2)
13%
(4)
27%
(8)

The following question is for CONSORTIUM PROGRAMS ONLY:
18. How much training time do your interns spend together as a group per week?
0-1 hour
2-4 hours
5-7 hours
8-10 hours
11-13 hours
14-16 hours
17 or more hours

3
14
7
6
0
0
1
N = 31

(10%)
(45%)
(23%)
(19%)
(0%)
(0%)
(3%)

NOTE: Most consortium programs do rotate interns through more than one member site. 90% of programs manage to get their intern cohort together
at least 2 to 4 hours weekly, a key factor in whether an integrated experience is being provided. However, there is still inconsistency in salary/benefits
in 27% of consortia.
19. In the past five years, have you had any interns with disabilities?
YES
NO
Total

102
186
288

(35%)
(65%)
100%

20. If you answered “YES” to the previous question, please designate what type(s) of disabilities these interns have manifested: (CHECK ALL THAT
APPLY)
Sight
17
(17%)
Hearing
15
(15%)
Motor
49
(48%)
Learning
20
(20%)
Emotional/Psychiatric
8
(8%)
Other
24
(24%)
21. How readily can your site accommodate to interns with disabilities?
VERY DIFFICULT
1.
2.
COULD MANAGE
3.
4.
FULLY PREPARED
5.

13
22
106
100
46
N = 287

(5%)
(8%)
(37%)
(35%)
(16%)

NOTE: A relatively high (35%) proportion of sites have accommodated interns with disabilities in the last 5 years. Motor problems are cited most frequently. The “Other” category reflected a variety of medical, neurological, and attentional deficit ‘disabilities,’ some of which in the Editor’s view might
have been included in the alternative choices. 88% of sites would be able to provide accommodation to interns with disabilities without major difficulty,
an encouraging figure.
22. Please answer each of the questions below using the following scale:

a.

b.

Did any applicant reveal his/her rankings to you
prior to the Rank Order List submission deadline,
February 7 (e.g., “You are my first choice”)?
Did you experience inappropriate pressure from
any applicant to reveal your rankings?

YES

NO

UNSURE

9%
(26)
2%
(7)

88%
(255)
97%
(281)

3%
(10)
1%
(3)

(N = 291)
(N = 291)

NOTE: The 9% figure for applicant ranking disclosure was unexpectedly high.
23. Some have suggested changing the APPIC Match Notification Day for internships. What is (or would be) your preferred date for Match Day?
(NOTE: The following options were based on prior member feedback and potentially available time slots from National Matching Services)
Middle to Late February (current day)
4th Week in March
Middle of April

171
88
30
N = 289

(59%)
(30%)
(10%)

NOTE: This is a repeat canvassing regarding the timing of Match Day. This year, even more sites did not desire a change (59%) compared with last
year (51%). The fourth week in March fell from last year’s 35% to 30% and the middle of April fell from last year’s 14% to only 10%.
continued on page 9
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24. Please rate your experience with the APPIC Online Directory in each of the following areas:
Percentage indicates total respondent ratio
1
2
3
and parenthesis indicates actual number.
STRONGLY
DISAGREE
NEUTRAL
DISAGREE
1. The process to update my APPIC
Online Directory information this
3%
6%
7%
year was easy and straightforward
(8)
(18)
(20)
2. The Online Directory update
instructions that were provided by
0%
3%
7%
APPIC this year were clear and
(0)
(9)
(19)
easy to follow
3. The Online Directory allows me
to accurately and completely describe
1%
5%
19%
my program
(3)
(15)
(56)
4. Applicants have been able to locate my
program in the Directory without
1%
1%
28%
problems or difficulties
(4)
(3)
(82)

4
AGREE

5
STRONGLY
AGREE

40%
(117)

43%
(125)

42%
(122)

47%
(137)

51%
(146)

24%
(69)

37%
(106)

25%
(73)

25. Please provide us with feedback about the APPIC Online Directory—positive or negative. Did you experience any specific problems or difficulties
with the Directory or the update process this year? Do you have any suggestions for future improvements?
N = 131 Responses were received.
NOTE: In different areas, only 3% to 9% of Members “disagree” or “strongly” disagree with positive statements about the Online Directory’s functioning. The majority of the 131 comments received were positive. Problems cited most frequently were making changes in entries and accessibility from
some sites. The most frequent suggestion for change was to provide more space for narrative in program description.
26. The following question constitutes our annual Needs Assessment for Member Internships for APA Sponsor Approval purposes: What Continuing
Education topics relevant to internship training would you like to see presented at an APPIC Conference or Workshop?
N = 122 Responses were received.
Supervision - 28
APA Accreditation & Outcome Measures - 26
Diversity/Multicultural Competency - 24
Problematic Intern - 21
Models of Training - 11
Funding - 8
DOT Training - 7
Intern individual competencies - 6
NOTE: This question was one element of APPIC’s Annual Needs Assessment in continuing education, an APA requirement for Sponsor Approval. For
the second straight year, there was an increase in responses. The biggest increase was in respondents wanting techniques for educating/training interns in Diversity Issues/Multicultural Competencies where it closely rivalled perennially popular topics such as Supervision and APA Accreditation
& Outcome Measures. More interest in training with respect to problematic interns was also expressed.
The following questions will ask you for some general demographic information.
27. I am the training director of:
An internship training program only
Both internship and postdoctoral training programs
28. Please indicate your setting:
VA Medical Center
State Hospital
Community Mental Health Center
Medical School
University Counseling Center
Children’s Hospital
Private/General Hospital
Private/Psychiatric Hospital
Military Hospital
Correctional Institution
Consortium
Other, Please Specify
Total

257
36
N = 293

(88%)
(12%)

39
21
29
36
61
14
9
6
5
4
22
47
293

(13%)
(7%)
(10%)
(12%)
(21%)
(5%)
(3%)
(2%)
(2%)
(1%)
(16%)
(16%)
100%

29. Number of years as an INTERNSHIP Training Director at this site: N = 292
The mean was 6.3 years
30. APPIC offers support and consultation to assist developing internship programs and new Training Directors. If you would like a consultation from
APPIC, or if you are willing to PROVIDE consultation and serve as a mentor for a developing internship program, please enter your name, address,
phone, and e-mail address below. Also, please specify whether you would like to receive consultation or serve as a mentor.
63 people (22%) responded to these invitations and the Board is following up on these opportunities.
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2001 APPIC POSTDOCTORAL MEMBERSHIP SURVEY
BY

ROBERT W. GOLDBERG, PH.D., ABPP, FACLINP

This is APPIC’s second annual survey of Postdoctoral Members, continuing the initiative of former APPIC Board Member Kathleen R. Boggs, Ph.D.,
who conducted last year’s survey. The Postdoctoral Membership and Review Committee, chaired by Steve Holliday, Ph.D., ABPP, made important input
into questionnaire item content and themes. A major general inference from this year’s survey is that, even since last year, there is greater interest in
establishing more uniformity in the postdoctoral recruitment and selection process, although there is no clear mandate as yet for acting on this apparent sentiment or trend. Other items focused on APPIC Member services for postdoctoral sites. Again, the ‘Zoomerang’ system was used for electronic solicitation and response and Greg Keilin, Ph.D., is again thanked for his technical assistance.
1.

Should APPIC develop a Uniform Application for postdoctoral programs, similar to the AAPI for internships?
YES
15
NO
18
N = 33

(45%)
(55%)

NOTE: There is considerable increase in interest in a Uniform Application for postdoctoral programs. Last year, only 30% favored this.
2.

3.

Should there be a Uniform Deadline for submission of applications to postdoctoral programs?
YES
17
NO
16
N = 33
If a Uniform Deadline for application submission was established, in what month should it occur?
Number of
Responses
November
1
December
3
January
5
February
12
Other, Please Specify
8
N = 29

(52%)
(48%)

Response
Ratio
3%
10%
17%
41%
28%

NOTE: The Board did not anticipate a bare majority in favor of a uniform submission deadline, giving the different administrative arrangements and
schedules of postdoctoral programs.
4.

Please choose one of the following options with regard to APPIC establishing a Match for Postdoctoral Residency Programs:
APPIC should conduct a Postdoctoral Match with
REQUIRED participation of APPIC-member
4
(12%)
Postdoctoral programs
APPIC should conduct a Postdoctoral Match with
OPTIONAL participation of APPIC-member
6
(18%)
Postdoctoral programs
I am in support of EITHER of the above options
4
(12%)
I do NOT support either option—I do NOT
19
(58%)
want APPIC to conduct a Postdoctoral Match
N = 33

NOTE: Last year, only 12% approved of a “computer match” for postdoctoral programs. This year, 42% support a match in some form.
5.

6.

If APPIC established an OPTION Postdoctoral Match, would your site participate?
YES
NO
DON’T KNOW

8
12
12
N = 32

If APPIC were to conduct a Postdoctoral Match, in what month should Match Day occur?
February
1
March
13
April
9
May
3
Other
3
N = 29

(25%)
(38%)
(38%)

(3%)
(45%)
(31%)
(10%)
(10%)

NOTE: Timing of a hypothetical postdoctoral match day is preferred to be approximately one month after the current internship Match Day.
7.

At the recent APPIC membership conference, some postdoctoral training directors expressed interest in a Uniform Notification Day (i.e., all offers to applicants would be made on the same day) that did NOT include a computer matching process. Would you be in favor of a Uniform
Notification Day WITHOUT a computer match?
Number of
Response
Responses
Rate
YES
17
(52%)
NO
10
(30%)
DON’T KNOW
6
(18%)
N = 33
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NOTE: This year a “Don’t Know” option was included, inconsistent with last year’s “Yes/No” forced choice. Last year, a postdoc uniform notification
date was favored by 52% of respondents. Omitting the “Don’t Know” responses this year yields a 63% response favoring some date, even without a match
process.
8.

Please answer the following question only if you DO have part-time postdoctoral positions available at your site: (N = 2)
Which of the following contract/agreement options are available? (Check all that apply)
Quarter-time
0
(0%)
Half-time
1
(50%)
Three-quarters time
1
(50%)
Other
1
(50%)

NOTE: The very low N = 2 suggests part-time postdoctoral training is rare, due to programmatic and salary/benefit issues noted below.
9.

If you do NOT accept part-time postdoctoral residents, which of the following are impediments to the development of such positions at your site?
(Check all that apply)
Salary and Benefit Issues
12
(41%)
Programmatic Issues
23
(79%)
Other
6
(21%)

10. Do you plan on renewing your APPIC Postdoctoral membership?
YES
NO

30
2
N = 32

(94%)
(6%)

11. If your answer to the previous question is NO, what are the reasons for your decision to not renew your APPIC membership?
Too expensive
1
(25%)
Too time-consuming
0
(0%)
Funding sources too unstable to support a postdoc each year
0
(0%)
Memberships in other organizations are more useful
1
(25%)
Other means of recruitment are now available
1
(25%)
APPIC services provided are insufficient
0
(0%)
Other, Please Specify
2
(50%)
12. Are you currently subscribed to the APPIC Postdoctoral e-mail discussion list specifically for Postdoc Training Directors, POSTDOC-MEMBERSNETWORK?
YES
29
(88%)
NO
4
(12%)
Total
33
100%
NOTE: Most respondents are sufficiently satisfied with APPIC and its services to renew membership. One site stated it “might” withdraw if a (presumably mandatory) “match day or uniform acceptance day” were established. Most respondents also participate in the POSTDOC-MEMBERS-NETWORK.
13. Should APPIC include research-focused postdoctoral programs as members?
YES
NO

25
8
N = 33

(76%)
(24%)

NOTE: The current postdoc membership requirement is for “a minimum of 25% of the Fellow’s time” spent in professional psychological services, already affording ample time for a “research-focused” postdoctoral experience while still providing sufficient experience to obtain licensure.
14. Do you have an APPIC-member INTERNSHIP program at your site?
YES
NO
15. Regarding your postdoctoral recruitment and selection process: (Check all that apply)
We had significantly fewer applications last year
Good applicants took other postdocs prior to our
selection date
Good applicants took jobs prior to our selection date
Selected applicants failed to complete their dissertation
prior to the start date
Interview/selection procedures were too time-consuming
Other, Please Specify

22
11
N = 33

(67%)
(33%)

9

(39%)

15
5

(65%)
(22%)

3
5
4

(13%)
(22%)
(17%)

NOTE: What appear to be relatively high rates of recruitment/selection problems this year may be associated with the trend toward more programs
favoring some uniformity in the system, compared with last year (Questions 1-7).
16. Please list the best things that APPIC now does for Postdoctoral Members (things that should not be changed): (you may enter as much information as you would like).
There were 22 respondents and more than one characteristic could be cited. Most frequent were maintaining the Directory, both hard copy and
electronic, and encouraging communication and collegiality (through meetings/conferences and electronically).
Directory - 13
Postdoc DOT communication - 8
Setting postdoc standards - 5
Provide continuing education - 3

continued on page 12
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continued from page 11
17. Please list the things that APPIC should focus on changing/improving in serving the needs of Postdoctoral programs:
There were 16 respondents and any number of suggestions could be made. The most frequent related to establishing more uniformity in some aspect of the recruitment and selection postdoc process. Advocacy for postdoc funding was also cited.
Greater uniformity in process - 8
Advocacy for postdoc funding - 4
Intercession with APA Committee on Accreditation - 3
Increased emphasis on standards/quality - 3
18. The following question constitutes an element in our annual Needs Assessment of Members for APA Sponsor Approval purposes. What Continuing
Education topics relevant to postdoctoral training would you like to see presented at an APPIC Conference or Workshop?
There were 18 respondents who could list a variety of topics. The most frequently cited were:
APA site visits - 4
Supervision - 3
Curriculum - 3
Training in Diversity - 3
Starting a Postdoc - 2
19. I am the training director of:
A postdoctoral residency program only
Both postdoctoral and internship training programs
20. Please indicate your setting: (N = 33)
VA Medical Center
State Hospital
Community Mental Health Center
Medical School
University Counseling Center
Children’s Hospital
Private/General Hospital
Private/Psychiatric Hospital
Military Hospital
Correctional Institution
Consortium
Other

21
11
N = 32

(66%)
(34%)

9
1
2
5
3
4
1
1
4
0
0
3
N = 33

(27%)
(3%)
(6%)
(15%)
(9%)
(12%)
(3%)
(3%)
(12%)
(0%)
(0%)
(9%)

21. APPIC offers support and consultation to assist developing postdoctoral programs and new Training Directors. If you would like a consultation
from APPIC, or if you are willing to PROVIDE consultation and serve as a mentor for a developing postdoctoral program, please enter your name,
address, phone, and e-mail address below. Also, please specify whether you would like to receive consultation or serve as a mentor.
There were 8 Responses to this invitation, 6 offers of mentorship and 2 consultation requests.

CALL FOR PAPERS
Papers are sought for Special Sections projected on the following topics:
TRAINING IN TRAUMA TREATMENT
Descriptions of training in internships and postdoctoral residencies are solicited,
with particular interest in competency and skill development related to the recent
politically inspired disasters.
INTERNSHIP AND POSTDOCTORAL TRAINING IN
WORK WITH CHILDREN
Articles for these Special Sections should be submitted as soon as possible. If sufficient contributions are received prior to FEBRUARY 15, 2002, a Special Section on
that topic will appear in the MARCH 2002 issue.
Questions may be directed to Dr. Goldberg at (216) 464-6727 or at
emu34@aol.com. Submissions may be made via e-mail attachment to Dr. Goldberg,
again at emu34@aol.com, by FAX to (440) 543-6964, or by hard copy sent to APPIC
Central Office.
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APPIC Student Research Award Winner Announced
BY

EMIL R. RODOLFA, PH.D.

The Association of Psychology
Postdoctoral and Internship Centers
(APPIC) developed the APPIC STUDENT RESEARCH AWARD to encourage and support supervision and training research. The purpose of this award
is to acknowledge the contributions interns and postdoctoral fellows make to
enhancing our understanding of the
process of supervision and training.
APPIC member and subscriber (academic program) training directors nominated current interns or post-doctoral
fellows who developed research projects
in the area of supervision and training.
Nominations included an abstract highlighting the training implications and
utility of the research project. The
APPIC Research Committee reviewed
the nominations and made recommendations to the APPIC Board of Directors
who made the final difficult decision.
The APPIC Research Award was presented at the APPIC Business meeting
in San Francisco. The award recipient
received a check for $250.00, two airline
tickets, and a plaque commemorating
the award.

THE APPIC RESEARCH AWARD
WINNER
The winner of the First Annual APPIC
Research Award is Joy B. Davis, an intern
at California State University Long Beach
Counseling and Psychological Services
and nominated by Dr. Michael Johnston,
the program’s training director.
Ms. Davis’ research, “The Elephant in
the Room: Cross-Racial Super vision
Experiences of African American
Women Psychology Trainees,” examined the supervisory experiences of 15
African American women psychologists
and psychology trainees. Participants
discussed the role of race in the supervisory dyads in which they have participated with European American women
and men psychologists. Interviewees indicated that they were always aware of
racial difference. In many of their experiences of supervision with European
American supervisors, racial difference
within the dyad was never directly acknowledged. Sometimes race, culture or
ethnicity came up intermittently, in regard to a specific client. Most interviewees wanted race and racial difference to
be discussed openly but did not always
know how to initiate a discussion or if it
would be inappropriate.

Research Award Winner Joy Davis receives plaque from Dr. Rodolfa

European American supervisors need
to know that acknowledging racial difference with supervisees can facilitate
the discussion of race, culture and ethnicity within the dyad. They should do
so with care, being mindful of stereotypes and the supervisee’s developmental level. Supervisors should be open
about their own gaps in knowledge concerning race, culture and ethnicity.
Discussions of these topics should be
ongoing; inter viewees indicated that
talking about race makes the topic safe.
Open discussion during supervision, in
turn, makes it more likely that the supervisee will develop the ability to raise
these issues with clients.
Descriptions of good super visors
emerged. Participants valued supervisors who “talk the talk and walk the
walk”. That is, European American supervisors who had, in addition to “book
knowledge”, an active interest in self-critique and combating social injustices.
They prized relationships in which both
participants learned from each other.
Racial similarity between supervisor and
supervisee was not the sole determinant
of a satisfactor y super visor y dyad.
Compatible personalities and similar
worldviews were identified as important
to good, cross-racial supervisory relationships.

Some participants experienced difficulty with supervisory issues including
mandated reporting, holding to the traditional 50-minute hour and differences
in communication styles between themselves and their European American supervisors. These are topics that could be
informed by increased research into,
and utilization of, Black Psychology and
other theories that address racial/cultural differences.
The participants did not identify with
traditional definitions of feminism. Nor
did they express particular kinship with
European American women supervisors
based on shared gender. The women believed that their race is more salient than
their gender and this sometimes caused
tension in their pairings with feminist supervisors. This finding is relevant to
many, including future mentors, supervisors and those interested in feminist
psychology.
Opportunities for supervision with
African American super visors were
highly valued. African American supervisors were more likely to continue mentoring relationships after formal supervision had ended and they expressed
more caring about the super visee.
There was a sense of “connectedness” in

APPIC NEWSLETTER

continued on page 14

NOVEMBER 2001 13

APPIC Student Research
Award Winner Announced
continued from page 13

BY JOYCE ILLFELDER-KAYE,

same race supervisory pairs. This “connectedness” also occurred within some
supervisory dyads in which both participants were of color. Results suggest
that African American supervisees benefit from some experiences of same-race
supervision, especially if they are in a
predominantly White training program.

HONORABLE MENTION
Due to the excellent quality of the
nominations, the committee had a difficult time choosing a winner. The
Committee and APPIC Board wish to
recognize three additional nominations
for their quality of research and contributions to the training and supervision
literature.
Ms. Kate Boyle, nominated by Dr.
Mary Hayes, training director at the
University of St. Thomas. Ms. Boyle’s research project was titled, “Determining
Factors in Becoming an Ef fective
Clinical Super visor: An Explorator y
Study.
Ms. Wendy Lin, nominated by Dr.
James Dobbins, training director at the
Wright State University School of
Psychology. Ms. Lin’s research project
was titled, “Multiculturally Competent
Supervision: A Model Addressing the
Needs of Minority Trainees and White
Supervisors.”
Ms. Rebecca Toporek nominated by
Dr. Gloria Saito, training director at the
University of California, Berkeley
Counseling and Psychological Services.
Toporek’s research project was titled,
“The Relationship Between Counseling
Graduate Students’ Attributions About
the Problems of Poor People, Racial
Attitudes, and Multicultural Counseling
Training.”
THANKS TO THE MEMBERS AND
SUBSCRIBERS
The APPIC Board wishes to thank all
those who nominated their students, interns and fellows. APPIC will offer this
award again in 2002. A call for nominations will be sent via e-mail and printed in the APPIC Newsletter early next
year. The APPIC Board encourages all
members and subscribers to nominate
trainees for this award. For more
information about this award or the
nomination process, contact Emil
Rodolfa, Ph.D., Vice-Chair, APPIC at
ERRODOLFA@UCDAVIS.EDU.
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Tips for Trainers
PH.D.
PENNSYLVANIA STATE UNIVERSITY

Included in this
issue of the APPIC
Newsletter are the
results of two important surveys conducted by APPIC
recently, the 2001
Survey of APPIC
Members with Postdoctoral programs
and the 2001
Survey of APPIC Members with Predoctoral
Internships. For this column, I thought it
might be helpful to review selected findings
from the internship survey and highlight
the implications of some of these findings
on good training practices. The three areas
in particular that I would like to discuss in
this column are dealing with problematic
interns and post-docs, internship and postdoc applicant interviewing policies and
part-time internships and post-docs.
The 2001 Internship Survey asked intern training directors “If you had a problematic intern(s) in the past five years,
what type(s) of contact did you have with
the interns graduate school faculty?”
Respondents were instructed to check all
that apply, and options included written letter(s), E-mail, telephone calls and on-site
visit by a graduate faculty. The majority of
respondents did select one or more of
these methods for establishing contact with
the trainee’s graduate faculty. Of concern is
the fact that one-third of respondents with
problematic intern(s) indicated that they
had no contact with the graduate program.
Establishing contact with the graduate faculty can be one of the most important elements in dealing with problematic
intern(s). Initially, establishing contact can
help a training director collect additional
background information. Finding out if the
problems were ever noted or addressed in
the graduate program can be useful and
can provide an important context for understanding the problems that are emerging at the internship site. As remediation
plans are established, open communication
with the graduate program can help prevent triangulation between the intern, the
graduate faculty and the internship site. it
also provides the graduate program with
important feedback about one of their students. I would encourage all sites dealing
with problematic intern(s) to establish contact with the graduate faculty early in the
process, and to maintain ongoing contact.
Since post-docs are no longer students in a
graduate program, communication with the
graduate department is not relevant. It
would be helpful prior to the start of the
post-doc residency program to have contact with the intern site to collect background information. In the case of problematic interns communicating with the
internship site could provide some of the
same useful information described above.
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The 2001 Internship Survey also asked
respondents about their interview requirements for intern selection. Respondents to
the intern survey were asked whether they
only use paper screening, only conduct
phone interview, conduct phone and onsite inter views, with interns having a
choice of interview process, or only conduct on-site interviews. I was surprised to
see that 27% of respondents indicated that
they only conducted on-site interviews.
While sites are free to establish whatever
policies they want in this regard, it does
raise some concerns about the financial
burden demanded of applicants at these
sites when the applicants need to come
from a distance. As I write this column just
a few days after the destruction of the
World Trade Center and the attack on the
Pentagon, it adds a new dimension to the
concerns of this sort of policy. The potential increased anxiety and safety concerns
around air travel may change many applicants’ approach to the intern interview
process. It may change sites’ approach to
this process as well. It is too early to tell as
I write this column. In any case it may warrant a review of policies that require applicants to come for on-site interviews. These
factors may also have implications for the
post-doctoral interviewing process.
Two items of interest in the 2001
Internship Survey ask respondents about
part-time interns. The first of the two items
asks if sites that currently do not have parttime interns would be willing to consider
developing part-time internship position(s)
at their sites. Eighty five percent of respondents would not be willing to consider
developing part-time programs at their
sites. When asked about the impediments
to the development of these opportunities,
87% indicated programmatic issues, while
59% indicated that salary and benefit issues
would prevent them from developing these
part-time opportunities. These concerns
are very real, and yet we know that APPIC
often receives feedback from applicants
and Academic Directors of Training that
there is a need for part-time internship positions as well as part-time post-doctoral
residencies. If you are a training director at
one of the 15% of internship sites that can
consider the development of such positions
or at a post-doctoral residency site that
could consider the development of parttime post-doc positions, you would be
doing a tremendous service to our field. If
concerns around the computer match play
into your decision not to develop part-time
internship positions, please be assured that
APPIC and National Matching Service
could provide you with assistance in working out the logistics of this. Greg Keilin, our
Match Coordinator would be happy to consult with you about this and can be reached
at GKEILIN@MAIL.UTEXAS.EDU.

SPECIAL SECTION: THE BROAD SCOPE OF
GEROPSYCHOLOGY TRAINING
Editor’s Note:
The Editor wishes to thank Gregory A. Hinrichsen, Ph.D., Director of Training at Hillside Hospital, North Shore—Long Island
Jewish Health System, for coordinating assembly of these articles for submission to the Newsletter, as well as Associate Editor for
Geropsychology Victor Molinari, Ph.D., for facilitating the submissions and providing Commentary. These articles were developed
from presentations at the symposium Geropsychology for Clinical Graduate Students—Models of Training at the recent APA Convention,
August 27, 2001.

Geropsychology Courses in Generalist
Clinical Psychology Programs
BY

Introduction
While some graduate programs in
clinical psychology have specialty tracks
in distinct domains of practice, many
more follow a generalist model of training. APA, however, has taken an active
role in articulating criteria for competent practice with specific populations.
Older adults have been designated as
one such population. Demographic data
indicate that the older adult population
is increasing rapidly, and will comprise a
major segment of the population seeking mental health services in the years
to come. Clinical psychologists who find
themselves providing services to this
population need to have certain core
competencies in order to meet ethical
standards of practice (Yarhouse &
DeVries, 1998).
In a recent draft report of the APA
Interdivisional Task Force on Qualifications for Practice in Clinical and Applied
Geropsychology (2000), three distinct
levels of training and specialization were
described. Level 1 is defined as “general
exposure to aging.” At this level, students would have some course work
that includes a life span developmental
perspective, including the elderly, as
part of their clinical training. Level 2 is
defined as “generalist training in clinical
geropsychology.” At this level, students
would be expected to acquire a “generalist’s or journeyman level of competence in clinical geropsychology” that
would be appropriate for psychologists
whose clinical practice involves some
work with older clients, their families
and caregivers. Level 3 is defined as “advanced training in clinical geropsychology.” At this level, students would receive extensive training, typically in
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concentrated programs where they acquire a breadth and depth of expertise
in the field. This would be appropriate
for practitioners for whom clinical
geropsychology is the prime or exclusive professional focus.
Unfortunately, generalist programs
often do not have courses or practicum
experiences that prepare students beyond Level 1 to provide services for
older adults and their families. The
goal of this article is to provide specific
and concrete suggestions for developing a geropsychology course for a generalist clinical graduate curriculum.
The intent is to describe a course that
would prepare students to enter a
practicum or internship setting with
adequate and appropriate preparation
to do clinical work with this population.
Before doing so, however, I want to
mention that a separate course is obviously not the only way to increase students’ awareness of issues relevant for
work with older adults. Inclusion of information about aging and older adults
can be integrated into already existing
courses in the grad curriculum. So, for
example, assessment courses could include sections on assessment of older
adults, a cognitive behavioral therapy
course could include a section on the
use of CBT with this population, and a
family therapy course could include a
section on working with late life families. This approach would be most
helpful in achieving a Level 1
Competence.
In this paper, however, the focus will
be on the development of a distinct
clinical geropsychology course(s) as
an advanced clinical elective. This approach would be appropriate in moving

students toward a Level 2 Competence.
There are three sections to my paper: 1)
Course content and learning objectives;
2) Suggested learning exercises/experiences to help meet course learning objectives; and 3) Approaches to assess
mastery of course objectives. I will conclude by discussing some barriers to implementing such courses and suggestions for dealing with those.
Course Content and Learning
Objectives
The major goal of a course in clinical
geropsychology is to prepare students
to move beyond Level I and toward
Level 2 of competency for working with
older adults. This goal includes the acquisition of basic knowledge on aging,
clinical skills in assessment and intervention with an older population, as well
as an awareness of their limitations of
competence. I have found it helpful
when designing the course to ask myself, “What should these students know
that would prepare them to be successful in a geriatric practicum or internship
experience?” A particularly helpful resource for identifying the core competencies can be found in a 1998 article by
Abeles, Cooley, Deitch, Harper,
Hinrichsen, Lopez and Molinari, entitled
“What Practitioners Should Know about
Working with Older Adults.” The following domains of knowledge should be included in a geropsychology course:
1. Normal vs. Pathological Aging. At
a minimum, students should have a
good grasp of the fundamental research regarding normal aging
(physical changes, cognitive change,
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Including Geropsychology Practicum Offerings in
General Clinical Programs
SARA HONN QUALLS
UNIVERSITY OF COLORADO AT COLORADO SPRINGS
BY

AND

SUZANN M. OGLAND-HAND
PINE REST CHRISTIAN MENTAL HEALTH SERVICES, GRAND RAPIDS, MI
Preparing to work in the field of clinical geropsychology requires supervised
clinical experience in order to build
skills, in addition to didactic training that
builds knowledge. The reports from the
second Older Boulder training conference held in 1992 are filled with recommendations that students need to gain
hands-on experience during undergraduate or graduate training in order to engage them in the excitement of this field
and to begin building basic clinical skills
needed to work effectively with older
adults (Haley & Gatz, 1995; Qualls,
Duffy, & Crose, 1995; Teri, Storandt,
Gatz, Smyer, & Stricker, 1992).
However, in many clinical psychology
training programs there are few or no
faculty with a specialty in geropsychology who can build a strong set of
practicum offerings. Rather than bemoan the lack of training alternatives
within existing programs, we decided to
identify options and strategies for developing them. Our focus is on how a generalist training program can develop
practicum options in geropsychology
that can build foundational skills in students. We agree with many other experienced trainers who observe that direct
clinical experiences likely will have dual
benefits: 1) they allow students to build
skill with this population, and 2) they are
likely to draw practitioners into the field
who had not previously identified
geropsychology as a clinical practice
specialty.
Thus, the purpose of our paper is to
offer practical suggestions to faculty and
administrators of generalist clinical or
counseling programs about how to build

Author Note:
Correspondence can be addressed to
Sara Honn Qualls, Psychology Department, University of Colorado at Colorado
Springs, Colorado Springs, CO 809337150.
Paper presented at the annual meeting
of the American Psychological Association,
San Francisco, CA, August 27, 2001.
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practicum training opportunities. First,
we will note the guidelines for planning
for competency. Next, we will suggest
training opportunities that can be developed, and link those opportunities to the
experiences and competencies that are
recommended for psychologists who
plan to provide services to older adults.
Finally, we will discuss strategies for
overcoming the challenges to developing these practicum experiences.

Goals of Graduate Practica with Older
Adults
Emerging from discussions at Older
Boulder II was a distinction between
three levels of training, referred to as
Exposure, Experience, and Expertise.
The basic notion behind Exposure is that
all students need to be exposed to basic
information about aging throughout any
degree program in psychology. Content
could be infiltrated into basic courses in
all subdisciplines of psychology.
Experience refers to a level of knowledge
and skill development adequate to allow
a practitioner to appropriately assess
and treat many of the mental disorders
encountered in later life, and to discern
when the skills of an expert are needed.
Expertise refers to a high level of knowledge and skill, attained by psychologists
who plan to specialize in geropsychology. The current presentation focuses
on strategies for developing clinical
practica that would build the Experience
level of skill in graduate students.
The final piece of background information we want to note is that the Task
Force on Qualifications for Practice in
Clinical Geropsychology organized their
initial report around competencies that
are needed for effective practice. While
some of the competencies require only
content knowledge that can be gained in
more didactic learning environments
such as lectures and seminars, most of
the competencies require skill development. As we considered the range of
practicum sites that a generalist program might develop, we draw upon a
toolbox metaphor of building blocks. As
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we are painfully aware, during the training period of students’ careers there is
much to learn. A building block approach to skills reminds us that students
and faculty need to be purposeful in
choosing training experiences that will
enable the students to develop a complete toolbox of clinical knowledge and
skills. Any single site can provide only a
limited set of those, but over the training
period, a wide array of tools or building
blocks can be collected. By the time a
student has completed internship, the
basic toolbox should be assembled.
Post-doctoral training might be thought
of as a time for developing specialty
tools, and for completing any deficiencies in the toolbox. Thus, graduate
school is the time for building basics.
Certainly, training experiences with
older adults afford opportunity for building basic skills, as with any other population. In addition, training with older
adults may allow for the development of
skills such as interdisciplinary communication and treatment planning sooner
than with other populations.

Site Options
Table 1 lists possible sites that can be
made into useful practicum training settings for graduate students. Our list is
certainly not exhaustive, but rather is
suggestive of the range of possible sites.
All these sites are actually affiliated with
a program somewhere in this country,
attesting to their potential. In this table,
the sites are linked to the kinds of clinical experiences that one can obtain at
that setting and to the clinical competencies needed by geropsychologists
that could reasonably be obtained at
each site. The table clearly illustrates
two key points: no single site offers the
full array of clinical experiences, and no
one site can develop (or needs to develop) all clinical competencies.
Training programs are likely to
choose to develop sites for reasons idiosyncratic to that particular university
continued on page 38

Integrating Geropsychology into a Psychology
Internship Program
MARY A. FRUIT, PSY.D.,
FRANK E. GANTZ III, PSY.D., AND W.G. (BILL) HEFNER
VA MEDICAL CENTER, SALISBURY, NC
BY

This paper focuses on a model for integrating geropsychology training into a
generalist predoctoral Internship program. We are one of five new Internship
programs opened by the Veterans
Hospital Authority (or VHA) in the past
year and have just graduated our first
class of two interns. No doubt, some
characteristics of our training model are
developmental and will change over
time as our program changes. However,
we have integrated as much current
thinking regarding training in geropsychology as possible. We believe the combined experiences of four geropsychologists and a variety of clinical settings
provide the basis for training and general exposure to psychological services
for older adults. We also of fer a
Geropsychology Rotation with sufficient
opportunity for a predoctoral intern to
progress towards the journeyman level of
competence in working with older adults.
The philosophy of many internship
programs is that comprehensive, scientifically grounded generalist skills form
the foundation for competent, independent, professional psychologists. For interns interested in working with an adult
population, the training year will ideally
include clinical training with seniors.
One of the authors (FG) is a member of
the VA’s Geropsychology Technical
Advisory Group (or TAG), for which
training in geropsychology at the internship, postdoctoral, and specialist levels
has been a focus for the past six to nine
months. Furthermore, the American
Psychological Association has chartered
an Interdivisional Task Force on
Guidelines for Practice in Clinical and
Applied Geropsychology consisting of
representatives from section 2 (Clincal
Geropsychology) of Division 12 (Clinical
Psychology) and Division 20 (Adult
Development and Aging). Both groups
continue to refine consensus recommendations for their respective organizations. Given our tie to the VA
Geropsychology TAG, we have integrated the TAG’s thinking into our approach to geropsychology training.
The VA Geropsychology TAG has defined three levels of training in geropsychology which largely parallel the APA

Interdivisional Task Force. The TAG definitions are briefly summarized below:
Level 1: This level of competency is
essentially equivalent to a psychologist
who can apply basic psychological concepts and knowledge for assisting the
occasional elderly patient. It is expected
that supervision or consultation will be
sought out on many occasions due to the
frequently complex presentation of elderly patients. Referral is made in cases
that exceed the psychologist’s knowledge base. In our opinion, Level 1 is an
appropriate minimum goal for the internship year for trainees with little or
no prior experience with older adults.
Level 2: This level is roughly consistent with professional behavior of one
who has had more extensive training in
geropsychology. Such an individual is
expected to have a firm understanding
of clinical geropsychology and can operate independently most of the time. In
our opinion, our Geropsychology
Rotation provides the opportunity for attaining this level of practice.
Level 3: Level 3 reflects the knowledge base of the field typically acquired
during postdoctoral training and subsequently by frequent attendance at relevant CE programs or other forms of advanced training. Geropsychology is the
prime, if not exclusive, domain of practice and the psychologist is frequently
seen as a specialist.
Learning Experiences to Meet a Level 1
(Generalist) Competency
APA approved graduate programs at a
minimum provide basic exposure to issues in aging and life span development.
Many programs have practica opportunities available as well, although not all
students are interested in concentrated
work with elders. However, it is our
opinion that a well-rounded pre-doctoral
internship program should prepare interns to practice at least at Level 1. To
achieve this level of training, we view
these ingredients as necessar y:
Didactics, clinical experience, and supervision.

presentations relevant to the older adult
population, most of which are presented
by training faculty with specialty training/experience in geropsychology.
Thus, Intern seminars focus on essential
skills such as differentiating depression
from dementia; competence with basic
tests used with elders; and knowing
when to refer. Additionally, information
regarding the demographics of older
adults, common problems they encounter, and an applied appreciation of
the interactions between physical, social, cultural, cohort, environmental,
cognitive and pathological factors can be
provided. Our cultural diversity training
addresses aspects of working with older
adults where appropriate and indicated.
Structuring experiences: Our interns
complete three rotations during the internship year. Since contemporary mental health practice within VHA and the
private sector emphasizes outpatient
mental health services, each intern completes a 12-month, 50% time rotation providing outpatient and consultation services through the Psychological
Services Clinic. This provides the opportunity to follow several patients in therapy throughout the internship year, as
well as providing ample opportunity to
develop skills in assessment, short-term
treatment, and consultation with various
populations including older adults.
Outpatient caseloads are monitored by
the clinical supervisor who assures that
each intern obtains both assessment
and psychotherapeutic experiences with
elders throughout the year. Higher functioning outpatients provide the opportunity to work with elderly veterans experiencing the full range of mental health
problems as they are exhibited later in
life. Services include psychotherapy for
patients or caregivers, cognitive screening, psychoeducation concerning aging
issues and consultation to treatment
teams regarding elderly patients.
Aside from the outpatient rotation,
our medical center is fortunate to have
multiple venues for providing treatment
to elderly veterans. These sites provide
an environment conducive to comprehensive general exposure for all interns

Didactics: All of our predoctoral interns receive didactic seminars and case
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Postdoctoral Training in Clinical Geropsychology
BY GREGORY A. HINRICHSEN, PH.D.
HILLSIDE HOSPITAL, NORTH SHORE-LONG ISLAND JEWISH HEALTH SYSTEM

Over the last twenty-five years, demographers have played the role of the
Greek chorus in a professional drama,
whispering and occasionally shouting,
“The old are coming! The old are coming!” At center stage in this drama have
been a few geropsychologists expressing hope, despair, and at times confusion
about what to do when a mass of seniors
arrives at the gates of the ancient city of
Psyche demanding that their mental
health needs be met by an unprepared
professional citizenry. At 2001, we are
now at the end of Act II. The advance
troops of seniors have begun to arrive.
The town fathers and mothers have
begun to heed the warning of the demographers’ chorus and the pleas of the
wise but weary geropsychologists. To
make things worse, the oh-so-soon-to-be
seniors marching toward the city are
part of an unruly and demanding group
called the “Baby Boomers” who will expect much from the psychologists of
Psyche. Is it too late?
It seems unlikely that there will be
enough geropsychology specialists to
meet the mental health need of the
aging population. Karel and colleagues
(Karel, Molinari, Gallagher-Thompson,
& Hillman, 1999) estimated that there
are approximately 100 psychologists and
postdoctoral fellowship training in clinical geropsychology. Added to this number are self-identified geropsychologists
who came of professional age during
eras when they were few or no opportunities for postdoctoral training.
Membership in Divison 12, Section II
(the Clinical Geropsychology section of
the Division of Clinical Psychology)
gives a sense of the numbers of highly
qualified geropsychologists in the country. There are 300 members and 100 student affiliates. That doesn’t seem like a
lot when you wrestle with the fact that at
the peak of the aging baby boomer demographic march there will be at least
60 million persons age 65 years and
older.
The fact is that most of the mental
health needs of older adults will be met
by psychologists without advanced training in geropsychology. As the other articles in this Special Section on training in
work with the elderly indicate, however,
there are ongoing efforts to develop opportunities for clinical experience with
and exposure to older adults for psy-
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chologists-in-training for whom geropsychology will not be the center piece of
their careers. It therefore appears that in
the fur ture, geropsychologists with
postdoctoral training will play critical
roles in education, training, supervision,
and consultation to their psychology colleagues about what constitutes the best
practice of assessment and treatment of
older adults with mental health problems.
What is adequate preparation to
become a specialist in clinical
geropsychology? This issue has been
discussed at two major conferences on
geropsychology training and is currently reflected in a draft document on
“Training Guidelines for Practice in
Clinical Geropsychology” (American
Psychological Association, Division 20
and Division 12, Section, II, 2000). In addition to broad education on issues and
topics relevant to aging, the Task Force
suggests that a clinical geropsychology
expert complete at least 2,000 hours in
the assessment and treatment of older
adults or the equivalent of a postdoctoral
fellowship in clinical geropsychology.
What are the existing postdoctoral
fellowship programs in geropsychology? In 2000, there appeared to be 13
geropsychology fellowships: 6 were
within the Department of Veteran’s
Affairs (DVA) medical centers and the
remainder were primarily within nonDVA medical centers. Most programs
are for one year and a few are for two
years. Programs usually have one or two
fellows. It appears therefore that there
are about approximately 20 fellowship
positions available each year. Most programs provide fairly broad exposure to
assessment and treatment of older
adults within medical and psychiatric
outpatient and inpatient settings as well
as nursing homes. Some emphasize assessment, treatment, or research. Most
of the geropsychology fellowships provide experiences that are consistent
with the recommendations of the APA
Interdivisional Task Force Report. The
median stipend is around $30,000 per
year with DVA fellowships paying more
than others. Information on both internships with geropsychology training opportunities and geropsychology postdocs is available on the Division 12,
Section II website: www.bama.ua.edu/~
appgero/apa12_2.
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What is the experience of those
who have completed geropsychology
postdoctoral fellowships? Karel and
her colleagues (Karel, et al., 1999)
looked at this question in an important
survey of graduates of geropsychology
fellowships. What they found was encouraging. First, the majority of fellowship graduates had evidenced early interest in clinical aging and availed
themselves of graduate school and internship opportunities that helped to
build initial competence in geropsychology. Second, most graduates of geropsychology postdocs were working as
geropsychologists in clinical and academic settings. Many had published on
topics related to geropsychology and
were active in professional af fairs.
Third, most postdoctoral graduates
were quite satisfied with their training
and felt that it was very helpful in reaching their career goals. Postdoctoral
training occurred within the range of
medical psychiatric settings that is appropriate for the development of a specialization in geropsychology.
How to apply for geropsychology
postdoctoral positions. Who should
apply for a postdoctoral fellowship? At
minimum, applicants should have some
clinical experience with older adults. A
few fellowships will accept applications
from individuals without prior experience but the majority do want evidence
of experience. The fellowship year is a
large investment of time and effort on
the part of both the fellow and the fellowship program. Therefore, applicants
should feel comfortable about making a
commitment to geropsychology as central to their career goals. Most fellowship programs require that applicants
have a completed doctorate when starting the fellowship but others are flexible
on this issue. If prior to beginning internship, an individual feels fairly certain that a geropsychology fellowship is
desired, it might make sense to apply to
take an internship at an institution that
offers fellowship training. For example,
Karel et al. (1999) found that 87% of
those who completed a DVA postdoctoral fellowship had completed a DVA internship. Given the small number of fellowship programs, it might be
necessary to relocate.
continued on page 36

Commentary from the Associate Editor for
GEROPSYCHOLOGY
BY VICTOR MOLINARI, PH.D.
HOUSTON VA MEDICAL CENTER

This month’s
column will serve
as a commentary
to the excellent articles that Dr.
Gregory Hinrichsen
has assembled for
this newsletter’s
special series on
training in geropsychology. All the
Dr. Molinari
authors make cutting-edge
comments on the state-of-the-art training at
various levels and provide useful recommendations for incorporating geropsychology into educational curriculums.
Since the authors speak so clearly for
themselves, I would just like to highlight
some of the salient issues that all these
articles in one way or the other address.
One, there is now a corpus of knowledge, a core of specialists, a growing

number of professional organizations,
and official recognition by APA of clinical geropsychology as a proficiency
area. Geropsychology is indeed coming
of age. Two, given the aging demographics, training with older adults must
aggressively occur at all levels. With
perhaps less than 400 self-defined
geropsychology specialists in the field,
we have a long way to go to catch up to
our social work and psychiatr y colleagues who have been much quicker to
recognize the need for their specialties’
services. Three, training in geropsychology should start early in order to introduce the science and practice of
geropsychology to bright-eyed and
eager students. I am sure that if there
had been more newsletter space an article could have been written on geropsychology training at the undergraduate
level (or even within the high school setting). A course in the psychology of

aging, or even a special project on interviewing older adults about their reminiscences of the great depression and its
psychological impact on themselves
and/or their families might spark a
gerontological interest in an impressionable young mind. Four, there are a growing number of geropsychology post-doctoral programs that are APPIC members
and applying for APA-approval. These
processes will have a positive effect on
forging new training models and shaping geropsychology practice at its highest levels. And finally, with the explosion
of new research on older adults, training
in geropsychology must continue for us
all throughout our professional careers.
Luckily, there continue to be offerings at
local, state, region and national conventions. Indeed, these papers were presented as part of a symposium at the last
American Psychological Association
convention.

Geropsychology Courses

MMSE, Cognistat, Trails A & B), c) be familiar with appropriate instruments for assessment of mood (e.g., Geriatric
Depression Scale), and d) have skill in
doing a clinical interview with an older
adult (with an emphasis on establishing
client rapport and comfort). At the advanced level, students should be able to: a)
complete an advanced cognitive assessment (including appropriate test selection,
practice in administration, scoring, and report writing), b) have some skill in differential diagnosis, and c) conduct a functional assessment (ADL’s and IADL’s). If
students in your program have not had a
basic neuropsychology course, they may
not be ready for more advanced cognitive
assessment training.
4. Inter vention Approaches and Issues.
Several issues are relevant in preparing
students to provide interventions for older
adults. First, students must be aware that
adaptation of standard therapy approaches
may be necessary to accommodate the
needs of older adults (such as accommodation of sensory deficits, slowing of the
pace of learning, use of multi-sensory
modes of learning, etc.). Students should
be familiar with the range of intervention
approaches that have been shown to be effective with this population, including individual, group, and family therapy. Finally,
students should be made aware of the importance of using empirically validated interventions for specific disorders or problems. In par ticular, they should be
introduced to the growing body of literature documenting effective treatments for

such late life problems as: depression, anxiety disorders, sleep disorders, sexual dysfunction, grief/bereavement, chronic illness/
disability, and caregiving.
5. Models of Ser vice Deliver y. Students
should be introduced to the models of service delivery that are common and effective for meeting the needs of older adults.
For example, there are a range of settings
in which geropsychologists can be found,
including outpatient settings, hospital inpatient settings, day treatment programs,
long term care facilities, and community
centers to name a few. In addition, it is essential to introduce students to the importance of interdisciplinary teams in work
with older adults and to prepare them to
participate on a team. Most students have
had no exposure to interdisciplinary teams
and need to be educated as to the roles and
function of such a team, particularly in a
medical setting. Finally, students should be
given some training on the role of the psychologist in consultation, particularly in
hospital or long term care settings. For
most students, these kinds of settings and
functions have not been part of their
practicum or classroom training, yet they
are common for geropsychologists.

continued from page 15

psychosocial issues, etc.). The purpose
is to debunk common myths of aging
and to ensure that students have accurate information about the aging
process.
2. Mental Health Disorders in Older
Adults. Students should know basic information about the most commonly
found mental health disorders in this
population. The goal is to review the
major disorders that are common in
older adults with an emphasis on variations in symptom presentation and patterns that might differ with an older
population. It is also important to introduce students to the mental health disorders that are uniquely associated
with aging, specifically dementia.
Students should be knowledgeable regarding the different types and etiologies of dementia.
3. Clinical Assessment Issues and
Instruments. There are two skill levels for this domain, basic and advanced.
At a basic introductory level, students
should: a) know the multi-dimensional
domains of assessment appropriate for
older adults, which may not be included
in an assessment of younger adults
(such as medical history and cognitive
assessment); b) be familiar with cognitive screening instruments appropriate
for this population (e.g., Folstein

Exercises and Experiences to Help
Meet Learning Objectives
Several specific goals should guide the design of the learning activities for a geropsychology course. First, an absolute essential
for an effective geropsychology course is to
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SPECIAL SECTION:
POSTDOCTORAL RESIDENCY TRAINING
Recent Developments in the Selection of Postdoctoral
Residents in Clinical Neuropsychology
BY

The creation of guidelines for training
and specialization in clinical neuropsychology (Reports, 1987; Houston Conference, 1998) has been a crucial part of
its evolution as a specialty. Processes for
recruitment and selection of postdoctoral residents have also seen considerable development in the past several
years (Hammeke, 2000). The Association
of Postdoctoral Programs in Clinical
Neuropsychology (APPCN) grew out of
a national meeting of postdoctoral training programs in clinical neuropsychology held in San Diego in 1992
(Hammeke, 1993). The broad mission of
APPCN is to foster the development of
advanced postdoctoral education and
training programs in clinical neuropsychology and to establish standards for
residency programs in clinical neuropsychology that lead to the development of
competency in this area of specialty
practice. As part of that mission, APPCN
has taken the leading role in advancing
recruitment and selection processes for
postdoctoral residencies in clinical neuropsychology. Although APPCN promotes the implementation of existing
guidelines in specialization and training,
it is not an accrediting body, and it supports APA’s Committee on Accreditation.
As early as 1993, APPCN programs
agreed to delay giving offers to applicants until a uniform notification date
(UND), a practice that continued until
implementation of the match. Following
APPIC’s successful internship matching
program, APPCN instituted a computer
matching program for clinical neuropsychology residencies, which first took
place in March and April of 2001.
APPCN also followed APPIC in selecting
National Matching Ser vices, Inc.
(NMS), to administer the match. Match
procedures are much similar to those
used in APPIC’s internship matching
program, although the size of the program is understandably much smaller.
Currently, APPCN does not have a formal “clearinghouse” for unmatched applicants and programs. However, applicants are able to learn which programs
in the match have unfilled positions, and
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programs are able to obtain a list of applicants who did not match.
Results of the first year of the match
are generally very encouraging. Judging
from the comments of other APPCN
training directors, the match was judged
to be superior to the previously employed UND. Among 58 positions offered in the match, 79% were filled, and
among 76 applicants participating in the
match, 61% were matched to programs.
The percentage of applicants matched to
programs was lower than that typically
obtained from the much larger APPIC
internship match. This was in part due
to the lower ratio of positions to applicants in the APPCN match as compared
to prior APPIC internship matches.
Other factors may have been at work as
well, one being the length of the lists
submitted by both applicants and programs. On average, applicants listed
only 4.4 programs, with matched applicants listing more programs than unmatched applicants (5.2 and 3.3, respectively). Among APPCN programs, the
average number of applicants ranked
per position was 4.4, with a discrepancy
between programs filling all positions
and those that did not (4.9 and 2.7, respectively).
It remains unclear why both applicants and programs submitted shorter
lists than is typical in the APPIC internship match, but I offer a few speculations. First, the APPCN match is only a
small fraction of the size of the APPIC
match. As such, residency applicants
with geographic limitations or with
more specific interests (e.g., child neuropsychology, rehabilitation neuropsychology, or specific research interests)
may have opted to list only programs capable of addressing those criteria.
Likewise, APPCN programs may have
been selective in listing only those applicants they deemed to be highly compatible with their program. Additionally, the
APPCN match is less of a “closed system” than the APPIC match from the
perspective of their respective applicants. Whereas internship applicants
must obtain an internship to complete
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their degree, APPCN applicants have
more options open to them, including
other clinical residencies, non-clinical
research fellowships and entry-level employment in clinical, teaching, or research settings. As such, although the
APPCN match is binding, some applicants may have constructed their lists
with other options in mind to pursue
should they fail to match. (Notably, 38%
of 123 individuals initially registering
chose to withdraw prior to the match,
seemingly attesting to the range of options open to applicants). Lastly, there
may be a tradition or culture of more focused and limited recruitment at the postdoctoral level, in contrast to internship recruiting efforts, which often amount to
very large undertakings indeed.
Although the lower proportion of applicants matched could be discouraging
to those seeking postdoctoral residencies in clinical neuropsychology, I believe there are grounds for prospective
applicants to be quite hopeful. First,
APPCN, with a current membership of
48 programs, is a relatively young association, and I fully expect its continued
growth. Second, last year’s computer
match was open only to APPCN programs, whereas non-APPCN programs
which meet certain criteria will be permitted to take part in the coming year’s
match.
Prospective applicants seeking a postdoctoral residency in clinical neuropsychology should consult the list of programs on the APPCN website
(http://www.appcn.org) and match instr uctions on the NMS website
(http://www.natmatch.com/appcnmat).
Application deadlines are set by each
program, and applicants should contact
individual training directors for instructions on applying to specific programs.
APPCN programs require completion of
an APA- or CPA-approved internship
program prior to beginning the residency. In general, applicants should
have prior experience in clinical neuropsychology; program directors can

continued on page 21

APA-CoA Accredits First Postdoctoral Specialty
Training Program
BY

In early April the Committee on
Accreditation (CoA), the accrediting
arm of the Education Directorate of the
American Psychological Association
(APA), for the first time accredited a
postdoctoral residency in a specialty
area - Clinical Health Psychology. The
Consortium for Advanced Psychology
Training (CAPT), affiliated with Michigan
State University College of Human
Medicine, in Flint, Michigan is the first
specialty accredited postdoctoral training program in the country. The APA
has accredited only 6 postdoctoral programs since it began the process 4 years
ago and only in general clinical psychology because of difficulty determining
consensus specialty guidelines.
CAPT provides advanced training in
Clinical Health Psychology in a variety
of medical settings. The fellowships are
twenty-four months long, and operate on
a clinician-medical educator model designed to foster collaboration between
medical and psychological professionals
within a variety of health care settings.
The comprehensive program not only
prepares graduates for independent
practice as Clinical Health Psychologists, but for leadership roles in primary care and specialty medical educaEDITOR’S NOTE: This is a reprint of an
article first published in The Diplomate,
newsletter of the American Board of
Professional Psychology, vol. 20, no. 3. It
is reprinted by kind permission of ABPP
and the author.

Postdoctoral Residents
continued from page 20

provide information on what types of general
clinical, neuropsychological, research experiences they look for in applicants. Although
application procedures differ across residency programs, applicants may find that applying for residencies is simpler and less
time-intensive than was applying for clinical
internships. Additionally, representatives
from each program conduct interviews with
applicants at the North American Meeting of
the International Neuropsychological Society
(INS; http://www.osu.edu/ins). Although attendance is not required for applicants to participate in the match, the INS meeting offers
a convenient setting to interview with repre-

MICHAEL LECHNER, PH.D., ABPP

tion (e.g., Family Medicine, Internal
Medicine, OB/GYN, and Pediatrics), as
well. Fellows also gain expertise in developing clinical service lines and educational programs. In addition, they refine the role of exper t on
inter-professional teams, as well as making meaningful scholarly contributions
within a health care setting. Finally, they
begin a career path that incorporates active membership in relevant professional organizations as well as preparing
them for the ABPP process in Clinical
Health Psychology.
Participating in the consortium are
four sponsoring institutions: (1)
Michigan State University/Flint Area
Medical Education, (MSU/FAME); (2)
Genesys Regional Medical Center which
started the original fellowship in 1987;
(3) Hurley Medical Center, and (4)
McLaren Regional Medical Center. Each
medical center is a teaching hospital for
MSU/FAME, hosting a variety of medical residencies, and medical student
programs MSU/FAME serves as the organizing institution and provides the
academic context of all fellowship programs. Each medical center supports
one or more of the fellowship positions
which have various areas of clinical and
professional emphasis. Fellows around
the consortium are linked by common
teaching opportunities, educational and
clinical program requirements, faculty,
and administrative structure. The consortium is administered by a board of directors composed of the three fellow-

ship program directors from each of the
host institutions (i.e., Genesys, Hurley,
McLaren) and the Assistant Dean of
Michigan State University/Flint Area
Medical Education (MSU/FAME). The
consortium has nine full-time faculty
members. Each host institution has at
least two full-time faculty, one of which is
the program director for that site.
CAPT postdoctoral fellowships have
four (4) major goals, including 1) to provide a comprehensive training program
that graduates individuals capable of advanced competency in independent
practice as Clinical Health Psychologists
with sufficient preparation to be credentialed in this area, 2) graduating fellows
that are capable of assuming leadership
roles in medical education upon graduation, 3) with expertise in developing programs, service lines, and inter-professional teams within health care settings,
and 4) making meaningful scholarly contributions.
The APA-CoA will continue to accredit general clinical programs as they
meet the rigorous requirements.
Specialty accreditation beyond Clinical
Health Psychology will be determined
by the availability of consensus guidelines from each specialty area as supplemental to the self-study process now in
place. At the time of this writing the
Office of Accreditation of APA reports
that the postdoctoral training program at
Wilford Hall Medical Center, Lackland
AFB, San Antonio, Texas, has also been
accredited in Clinical Health Psychology.

sentatives from multiple programs, potentially reducing travel expenses.
I encourage new or existing residency programs in clinical neuropsychology to become
a part of APPCN. Programs wishing to join
may download forms from the APPCN website. To qualify for membership, programs
must extend over at least a two-year period
and must involve at least 50% time in supervised clinical activities, 10% in clinical research, and 10% in educational activities.
APPCN supports board certification by APPP
in Clinical Neuropsychology (ABPP-CN) as
the criterion for competency. As such, directors of APPCN programs must hold the
ABPP-CN diplomate, although directors without such may participate in the upcoming
match, should his or her program meet other
criteria. Questions regarding APPCN membership and policies should be directed to

Keith Yeates, Ph.D., ABPP, at (614) 722-4700
or yeates.1@osu.edu.
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Special Article:
Part-Time Internships: Questions and Concerns
BY ANDREA MORRISON, PH.D.,
CHAIR OF THE BOARD OF CALIFORNIA PSYCHOLOGY INTERNSHIP COUNCIL (CAPIC)
AND

LULI EMMONS, PH.D.,
EXECUTIVE DIRECTOR OF CALIFORNIA PSYCHOLOGY INTERNSHIP COUNCIL (CAPIC)

When formal internship training was
started in association with doctoral programs in clinical psychology (shortly
after World War II), the majority of graduate students were Caucasian males,
who were unmarried and in their twenties. Typical psychology internships
were located in medical settings, commonly Veteran’s Hospitals, and required
the intern to make a 40-hour a week time
commitment for a year. More than fifty
years later, while both American society
and the profession of psychology have
changed dramatically, the typical APAaccredited psychology doctoral internship has remained basically unchanged.
Now that the typical psychology graduate student is more likely to be female,
and the number of minority and non-traditionally-aged students has dramatically increased, the full-time internship
in the medical setting may not adequately meet either the needs of graduate students or the needs of society.
While APA-accredited doctoral programs have had the flexibility to grow
and develop over the decades in order to
better meet the learning needs of the diverse group of students in clinical doctoral programs, the APA-accredited internship has not enjoyed the flexibility
demanded by the significant demographic changes in the graduate psychology student population. For many
graduate students it is now absolutely
necessary to work part-time during the
internship year (or years), and thus, fulltime internships are simply not an option. Women and minority graduate students are especially less likely to be able
to accept full-time internships because
the stipends offered are not enough on
which to actually live, or support children, or to meet other financial obligations. Women and non-traditionally-aged
graduate students are less likely to be
mobile in pursuit of an internship in another location because of family or other
commitments. Personal responsibilities
such as child rearing may also interfere
with a student’s ability to consider a fulltime internship.
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For a variety of complex economic
and social reasons, within California it is
notable that the part-time internship has
flourished. The California Psychology
Internship Council (CAPIC) was
founded in 1991 with the mission to
bring order to the relationship of internships and doctoral programs in the San
Francisco Bay Area. In accomplishing
this mission CAPIC has instituted guidelines for the internship selection process
and created a Uniform Notification Day.
CAPIC has further endeavored to set
minimum standards for doctoral internship training and to assist internships in
enhancing the quality of training at their
sites. CAPIC also provides doctoral programs and internship sites a forum for
the discussion of topics of mutual interest and CAPIC sponsors an annual internship fair to familiarize students with
the opportunities available at various
training sites. Over the past ten years
CAPIC has established itself as an integral part of the graduate psychology education landscape such that regulations
in the state of California now state that,
in order to sit for the licensing exam, a
candidate’s internship hours must be
earned at either an APA-accredited,
APPIC-approved, or CAPIC-approved
site, or the equivalent.
Over the years CAPIC has developed
into a consortium of 145 internships in
northern and southern California, along
with 10 member doctoral psychology
programs. Similar to APPIC, CAPIC is a
member organization. More than 450
students from 23 graduate programs of
psychology were trained last year in
CAPIC internships. Approximately 70
percent of the CAPIC internships are
part-time. While almost one-third of the
CAPIC internships are situated within
hospitals, the remaining two-thirds are
found in a wide diversity of settings such
as community mental health programs,
correctional facilities, university counseling centers, school-based health centers, and child/adolescent and pediatric
service centers.
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These part-time internships have several important qualities. First, many of
them give interns the opportunity to
provide mental health services to the
most critically underserved members of
our communities. These kinds of services help us to achieve a goal conceptualized by Don Peterson many years ago
“to make psychology indispensable”.
Second, these internships provide training in skills which interns will likely
need in order to be prepared for the psychology jobs of the future: working with
minority populations, the drug addicted,
the homeless, the incarcerated, children
and the elderly. The Surgeon General’s
most recent report, which stressed the
need for an increase in sensitivity to the
effects of culture on issues of mental
health, only underscores the need for
high quality internships where psychology practitioners can learn to address
the needs of the underserved and often
disenfranchised.
One example of a CAPIC agency that
provides part-time training to interns is
Community Violence Solutions, an outpatient mental health clinic that provides
psychotherapy for recent and past victims of sexual abuse. Community
Violence Solutions offers long-term individual, group and family psychotherapy
to children, adolescents and adults, as
well as providing psychological assessment services. Interns attend didactic
seminars that cover a wide range of relevant topics and they receive both group
and individual supervision. Another example of a CAPIC agency is the Tri City
Mental Health Center organized by three
cities in southern California to provide
services and treatment to adults with severe, acute, and/or long-term mental
health disorders. This agency works with
schools, churches, social agencies, and
law enforcement in an effort to prevent or
reduce mental health problems. Interns
attend didactic seminars and receive both
group and individual supervision.
continued on page 44

Special Article:
Training and Supervisory Issues in
Working With the Suicidal Patient
BY BRUCE BONGAR, PH.D., ABPP
PGSP-STANFORD DOCTOR OF PSYCHOLOGY (PSY.D.) CONSORTIUM,
PACIFIC GRADUATE SCHOOL OF PSYCHOLOGY,
STANFORD UNIVERSITY SCHOOL OF MEDICINE
AND

KARIN M. CLEARY
PACIFIC GRADUATE SCHOOL OF PSYCHOLOGY
Suicide is the most common clinical
emergency faced by mental health professionals (Beutler, Clarkin, & Bongar,
2000; Schein, 1976). Furthermore, it has
been stated that suicide is a leading
cause of death, and one of the most common psychiatric emergencies for children and adolescents—as well as one of
the primary reasons for the hospitalization of adolescents (Hillard, Slomowitz,
& Deddens, 1988; Roberts, Chen, &
Roberts, 1997). It has been found that 1
in 5 practicing clinical psychologists will
lose a patient to suicide during his or her
career (Chemtob, Hamada, Bauer,
Torigoe, & Kinney, 1988). Furthermore,
1 in 7 psychologists-in-training will face
the death of a patient by suicide.
Therapists’ reactions to such an event
are similar to those of family members
surviving a suicide, including, shock,
disbelief, guilt, fear of blame, self-doubt,
shame, and anger (Hendin, Lipschitz,
Maltsberger, Haas, & Wynecoop, 2001).
Several studies have found that psychologists see anywhere from 3 to 5 patients
per month for whom suicide is an issue
(Cleary, 2001; Greaney, 1995).
Recent surveys of psychologists show
that approximately 70% of practicing psychologists report having had some formal training in the study of suicide, however, only minimal amounts of this
training occurred during the predoctoral
internship (Brown, 2001; Canapary, 1999;
Cleary, 2001; Greaney, 1995; Peruzzi,
1998; Reynolds, 2000). Furthermore,
only 33% of CUDCP and 55% of NCSPP
training programs reported offering
training in working with the suicidal patient in their program (Bongar &
Harmatz, 1989, 1991). We can conclude
from the above information that although psychology interns are routinely
seeing suicidal patients, there is still a
significant need for additional didactic
information and structured formal clinical supervision training protocols for the
assessment, management, and treatment of the suicidal patient.

The clinician who must decide how
much at risk for suicide a particular
patient may be is in a quandary. The
enormous amount of information available to clinicians on the psychological,
psychodynamic, behavioral, epidemiological, social-relational, and biological
risk factors in attempted and completed
suicide—as well as psychological tests
and sophisticated suicide rating scales—
is not adequate to allow one to answer
directly the most critical question of all:
“Is this patient, sitting here with me now,
about to commit suicide?” (Maltsberger,
1988, p. 47).
Fremouw, de Perczel, and Ellis (1990)
noted that the assessment of a patient’s
potential suicide risk necessitates the
gathering and weighing of a variety of information and data. The importance of
this particular assessment has led these
psychologists to construct an impressive decision model that integrates and
formalizes the steps for a thorough and
reasonable decision about a particular
patient’s risk for suicide. Their decision
model involves seven steps for the psychologist for any suicide assessment:
1. Collect demographic information to
determine whether a patient is in a
high- or low-risk group.
2. Examine historical and clinical indicators that give more specific information about a patient’s risk for suicide.
3. Screen for risk, that is, after examining demographic, historical, situational, and clinical indicators. If there
appears to be no risk, assessment and
treatment proceed in a routine fashion. However, if there are risk factors
detected, the clinician should assess
the current risk for suicide by going
to step 4.
4. Directly assess risk by using the clinical interview. If risk appears mild,
moderate, or unknown, further assessment by self-report (e.g., the use
of standardized assessment instruments such as the Beck Depression
and Hopelessness scales) is necessary.

5. Determine the level of risk (e.g., none
to low, mild, moderate, high).
6. Determine the imminence of risk
(e.g., by assessing and documenting
rationale, seeking consultation).
7. Implement treatment strategies (e.g.,
intensified outpatient care, voluntary
hospitalization, involuntary hospitalization, etc.).
Several recent studies have shown that
there are several risk factors that psychologists believe are critical in predicting risk for completed suicide across all
ages and diagnoses (Brown, 2001;
Canapary, 1999; Cleary, 2001; Peruzzi,
1998; Reynolds, 2000). These critical
risk factors include a history of previous
suicide attempts, medical seriousness of
previous attempts, severe hopelessness,
acute suicidal ideation, a family history
of suicide, and current use of alcohol
and/or other drugs.
A comprehensive clinical interview,
including a mental status examination, is
essential in determining suicide risk.
The clinician should first obtain the patient’s histor y of suicidal behavior,
which should be fully explored including ideation, behavior, and psychopathology. If there is a history of previous suicide attempts, it is important to
determine the seriousness of the attempt. The clinician should assess the
lethality of previous attempts. The clinician should also obtain a detailed family
history of suicide completion among
family members both biologically and
emotionally close to the individual. The
level of hopelessness the patient is experiencing should be assessed. This can
be done with such instruments as the
Beck Hopelessness Inventory. The clinician should also know the individual’s
current use of alcohol and other drugs.
This information may need to be obtained from collateral sources such as
family members, close friends, physician, or previous therapist(s).
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Special Article:
Parents With Disabilities: A Brief Introduction for
Interns, Postdoctoral Residents, and Trainers
BY RHODA OLKIN, PH.D.
CALIFORNIA SCHOOL OF PROFESSIONAL PSYCHOLOGY

There are over 8 million two-parent
families in which one or both parents
have a disability, and 2 million singleparent families with children under 18 in
which the parent has a disability.
Because disabilities do not occur randomly, the percentage of parents with
disabilities varies by ethnicity—11% of
all American families, but 18% of AfricanAmerican and 16% of Latino families.
Further, parents with disabilities are not
a homogeneous group. The varying
types of disabilities alone account for
much heterogeneity. Disabilities can involve physical (e.g., muscular dystrophy), systemic (e.g., lupus), cognitive
(e.g., traumatic brain injur y), visual
(e.g., blindness), hearing (e.g., deafness), developmental (e.g., mental retardation), and psychiatric (e.g., bipolar
disorder) manifestations. This brief report on parents with disabilities will
focus on parents with physical, systemic,
or visual disabilities. This narrower
focus is mandated by the profound distinctions among disabilities, and the
need to take care in not overgeneralizing
across differing disabilities.
Parenting has been the last frontier
for people with disabilities. About 7% of
over 300 undergraduate psychology majors (i.e., students who may one day be
interns like yourselves) did not think
people with disabilities should be parents (Patterson & Witten, 1987). Others
also have found that parents with disabilities experience prejudice about
their rights or abilities to parent (Cohen,
1977; Conley-Jung & Olkin, 2000;
Kirshbaum, 2000; Toms, Barker &
Maralani, 1997). In a national survey of
over 1,200 parents with disabilities,
about 15% reported attempts to remove
their children (Toms, Barker & Maralani,
1997). It seems that the stigma attached
to disability encompasses a threat to the
right to parent for persons with disabilities. Thus the legal rights of parents
with disabilities, especially in custody
decisions, is a fundamental issue for all
parents with disabilities.
Historically research on parents with
disabilities has asked the question of
what are the negative effects of the parents’ disabilities on their children. There
are several problems with this patholo-
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gizing perspective: (a) critical distinctions among differing disabilities and
levels of functioning are not made, such
that a mother who is bed ridden, an employed mother with a visual impairment,
and a mother with mental retardation
are grouped together and measured
against “normal” controls; (b) clinical
samples frequently are used; (c) correlation is posited as causation; (d) important contextual factors, par ticularly
known risk factors, are not enumerated,
such as poverty, parent’s history of
abuse in childhood, substance abuse, or
lack of adequate supports, so that all
problems found are attributed to disability. Not surprisingly, many studies which
set out to confirm pathologizing hypotheses succeed in doing so. Thus the
cycle of negative assumptions about parents with disabilities is perpetuated.
Clinicians should assess whether they
are providing services from this same
pathologizing framework.
What is an alternative framework? A
disability culture perspective underlies
the clinical work described by
Kirshbaum (2000) of Through the
Looking Glass, related to clinical work
with parents with disabilities (including
developmental disabilities) and their infants, and Olkin’s disability-affirmative
therapy with families with disabilities
(1999). A key aspect of these alternate
approaches is the view of disability as a
socially constructed concept. This view
shifts the emphasis from the differences
that reside within the individual to the
stigma, prejudice, discrimination, marginalization, and disempowerment experienced by people with disabilities. A
specific example can help clarify this distinction. Suppose that a study has found
that most mothers with visual impairments have, at some point in the first six
years of their children’s lives, given the
wrong amount of medicine to the child
as a result of difficulties measuring the
medication. Traditional research might
title this study “The danger of incorrect
medication to children of blind mothers.” Such a study could be used to justify discouraging pregnancy or adoption
by women with visual impairments.
Alternatively, this study could be used to
illuminate the marginalization of these
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mothers, and prompt the federal government to set standards for tactile
markings on all bottles of medicine for
children, or local governments to make
poison control phone numbers available
in alternate formats. It could spur pediatricians to disseminate a cassette of practical suggestions and tips for new mothers with visual impairments. In other
words, the same information can be
used to further stigmatize, or to provide
vital resources and assistance. In much
the same way, clinicians, as they learn
information about their clients who are
parents with disabilities, make choices
about how to think about the information they learn from these clients.
Three main issues for parents with
disabilities will be highlighted briefly
here. These are doing things the disability way, parentification, and positive aspects for children of parents with disabilities.
Doing things the disability way. There
are many ways to be a “good enough”
parent. Clinicians should hold flexible
ideas about family roles and methods.
For example, a mother with cerebral
palsy may take twenty minutes to diaper
her baby, but the baby can adapt to this
rhythm, and the dyad may use this time
for verbal interaction and play. Of crucial
importance here is to assess whether
the mother is straining her body in
doing this task, and if there are accommodations that could ease the physical
aspects of the task for her (e.g., key
rings on diaper corners that have Velcro
fasteners). When parents are freed from
the need to pay attention to the physical
demands of the task, and from the ensuing body strain, the result often is an increase in positive interaction with the
baby (Kirshbaum, 2000). Parental adequacy should never be assessed without
these types of accommodations in place,
since to do so is only evaluating the mismatch of the environment with the disability, not the parenting (Kirshbaum,
2000; Tuleja & DeMoss, 1999).
New parents may first tr y doing
things as able-bodied parents do, but
these ways may not work for a parent
with a disability. For example, in one
continued on page 34

INTERNSHIPS AND THE LAW
BY

MONA KOPPEL MITNICK, ESQ.

Training
programs periodically
encounter problem
or substandard interns/trainees/ post
docs, whose performance and/or conduct require improvement if they
are to continue in, or
successfully complete, the training
program. To deal
with such situations, training programs
have developed due process procedures.
These procedures are intended, both to protect the interns/trainees/post docs from unfair or arbitrary actions by supervisors or
other training program officials; and to protect these officials and the programs from
legal liability. To ensure that due process
procedures developed by a training program fulfill the intended goals, these procedures should be—
• Simple and easy to understand
• Written and communicated to each intern/trainee/post doc at the time he/
she begins the internship or post doc.
• Applied uniformly and in a timely fashion to all such problem or substandard interns/trainees/post docs and
to any intern/trainees/ post docs
complaints about the actions of training program staff.
• Applied to all serious performance,
conduct, and ethical problems of interns/trainees.
Each training program’s due process procedures should contain the following general
types of provisions:
• Description of the types of problems
and behavior covered, which should
be broad enough to cover all performance, conduct, and ethical deficiencies, as well as any combination of
these deficiencies.
• Description of the persons covered,
making clear that all interns/
trainees/post docs, at whatever stage
of training, are covered.
• A clear statement of the time limits at
different stages of the process, and
whether and for what reason(s) such
time limits may or may not be waived.
• Both informal and formal procedures
for correcting deficiencies, and appealing any dissatisfaction with the
program’s compliance with the procedures, the notification of deficiencies
and any penalties.
• A clear statement at each stage identifying the decisionmaker, and the contents of the decision.
• A clear statement at each stage of
whether and to whom the complainant
or training program official may appeal the decision.

• A clear statement of when the decision becomes final.

is flawed, the due process procedures
should allow him/her to file a complaint.

The following are specific suggestions for
developing due process provisions:

• Filing of informal complaint. Require
the intern/trainee/post doc to file a
written informal complaint, with either the training official who issued
the above notification or that person’s
immediate supervisor, as appropriate,
by a time certain after receipt of the
notification of failure to correct the deficiency (usually 10-15 calendar days).
The complaint must state specific reasons for objecting either to the notification of deficiency or to the penalty;
and request specific relief.
• Decision on informal complaint. The
person receiving the informal complaint, after determining the facts both
from the complainant and the training
program official involved (either in
discussion or through documents),
should decide the complaint, and
should issue a written decision, which
also notifies the dissatisfied intern/
trainee/post doc or training program
official, as appropriate, with whom to
file a formal complaint (typically, the
next person in the chain of command), and by what date (usually 1015 calendar days).
• Filing of formal complaint. Require
the intern/trainee/post doc or training program official, as appropriate, to
file, by a time certain, a written formal
complaint, with the designated official. The complaint must state specific
reasons for objecting to the decision
on the informal complaint, and state
the requested relief.
• Decision on formal complaint. The
person receiving the formal complaint, after considering the record in
the case thus far, and requesting additional information as appropriate,
should issue a written decision on the
complaint. That decision should make
specific findings on the adequacy of
the procedures in the case, the appropriateness of the notification of deficiencies and penalty, and explicitly
state whether there is a further appeal.
• Appeal from decision on formal complaint. Such an appeal is not essential,
but may be desirable. Appeal at this
level should be outside the chain of
command of the intern/trainee/post
doc and the training program official
involved. It can be considered by a single person or by a three-person board
(two could result in a tie), which
would review the complaint solely on
the written record, and issue a written
decision by a time certain. The decision should state explicitly that it is
not appealable.

Informal Stage
The informal stage should be flexible
enough to permit quick resolution of minor
or simple complaints, which can be resolved
by discussion among the involved parties.
• Require the training program official
(usually the supervisor) to inform the
intern/trainee/postdoc promptly of
the deficiency, and of the specific
steps necessary to correct. Such notification may be oral or written, depending upon the nature of the deficiency, but should be specific and
detailed.
• The remediation plan, which details
the deficiencies and tells how to correct them, should be: highly specific;
stated in objective, measurable terms;
describe the requirements for monitoring and feedback; and should permit revision, as appropriate.
• Allow the intern/trainee/post doc a
reasonable opportunity to correct the
deficiency, providing extra supervision and assistance as needed, and a
reasonable time to do so.
Formal Stage
If informal resolution fails, or the matter
is complex, filing of a formal complaint may
be necessary or desirable.
• Notification of deficiency. Where the
intern/trainee/post doc fails to correct the deficiency at the informal
stage, require the training program official to inform the intern/trainee/
post doc, in writing, of the deficiency
and of the specific steps necessary to
correct. The written notice should
specify a time certain by which the intern/trainee/post doc must correct
the deficiency, and of the penalty for
failure to correct (e.g., probation, dismissal, etc.).
• Notification of failure to correct deficiency. Where the intern/trainee/
post doc fails to correct the deficiency
at the formal stage, require the training program of ficial to inform
him/her, in writing, of the failure; the
specific reasons for the failure; the
proposed penalty for the failure; and
of the specific steps available to the intern/trainee/post doc for filing a complaint to challenge the training program official’s action.
Intern/Trainee/Postdoc Complaints
If the intern/trainee/post doc believes
the program’s due process procedures were
not followed, or the action on the deficiency
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FROM THE ASSOCIATE EDITORS
ADULT GENERAL
PSYCHOLOGY
DAVID ARONSON, PH.D., FACLINP
DIRECTOR OF PSYCHOLOGY
HEARTLAND BEHAVIORAL HEALTHCARE
BY

Another internship
year has started. I
always tell my interns that as the
year progresses,
time will seem to
pass by faster and
faster. I don’t know
if this is your experience but it seems
to happen to me. For example, I am still
waiting for summer to begin and, in reality, it is almost gone. How does that
happen?
Speaking of time, this brings me to
my main topic for today’s article (my
“slave-driver” editor wanted me to write
about recruitment and selection of postdoctoral residents but I don’t have any to
write about). I want to write about the
issue of time and patterns that seem to
emerge. Whether you look at the passing of time via a “slice” (such as one internship year) or in a more “macroscopic” manner (such as patterns that
emerge over a period of years), you can
still find interesting patterns to observe.
One such pattern is that of internship
classes (you were probably wondering if
I was going to tie this into internship
training or just ramble on in my loosely
connected fashion).
It seems to me that internship classes
have their own personality. Just as a psychotherapy group develops a “group
personality,” internship classes seem to
develop their own personality that is separate from the traits and characteristics
exhibited by each individual intern.
While I have not perused the literature,
it would be interesting to see if any studies have been conducted on this phenomenon.
My experience has been that the
class personality starts to exhibit itself
early in the year. Certain classes seem to
immediately demonstrate their appreciation for having an internship and for the
supervision and training opportunities
that are available. Other internship
classes seem to demonstrate almost the
exact opposite. This latter type of class
relates as though we (the faculty and
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supervisors) should be grateful for their
appearance and that our entire workday
should be totally devoted to satisfying
the interns’ needs, wants and desires.
I may be exaggerating when I make
that statement. However, any exaggeration present is solely for the purpose of
clarity.
My train of thought leads me to my
own internship training, which occurred
in Albany, NY. The internship program
is now called the Albany Psychology
Internship Consortium. At that time, I
had an interest in psychodynamic therapy and was assigned a psychoanalytic
supervisor and advisor. In addition to supervision from him, I also attended his
psychoanalytic seminar. Obviously, the
concepts of transference and countertransference were discussed in considerable detail. I suppose if I knew more
about Jungian approaches, I would have
a clearer understanding of archetypes
and would know whether this concept
also applied to our current discussion.
However, it seems that these class personalities must somehow tie into issues
of transference and counter-transference. Interns’ reactions to intern administrators and supervisors must somehow tie into their own reactions to
authority and parental figures.
Even in my job as Director of
Psychology at a State Psychiatric
Hospital, I am impressed at the variation
in how certain psychologists react to
me. I view myself as being fairly predictable and consistent. Despite my attempts to interact with all of my staff in
similar ways, I am viewed markedly differently depending on whom you are
asking. I can’t help but think that these
differences are based on those very
same constructs that my psychoanalytic
supervisor taught me about many years
ago.
Let us assume that internship class
personalities are based on transference
and counter-transference issues. Does
that help us with the running of the program? I’m not sure whether it does or
not. It can help me, as a supervisor, to
better understand that aspects of the interns’ response are related to things I
might have to change. For example, if an
intern is angry because they feel they
don’t get enough supervision time it
might mean that I am not giving them
enough time or it could mean that their
sense of entitlement is somewhat inflated. It can also help me to control and
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modify my own counter-transference to
the intern if he or she is expressing
upset and anger about my program. I
can remind myself that some of this may
be based on weaknesses I need to fix but
that some of it may be based on the intern’s own personal issues. By distancing myself somewhat, I can avoid taking
it personally and then respond to it more
objectively. This process does tend to
break down if the class personality becomes too consistently extreme in a negative direction. I have not come up with
a way of effectively coping with that type
of scenario, except to keep praying that
the year will go quickly.
Fortunately, my current intern class
seems to be an excellent one and I am
looking forward to providing lots of effective training. We will see if my initial
assessment is correct as the year progresses. If either of my readers has
ideas about this issue and how to effectively cope with it, I would be happy to
hear from you (did you catch my implication that only two people are reading
what I have to say? Or, maybe that’s
an overestimate). At any rate, I have
other things to take care of so I will sign
off again until the next issue. Happy
training.
David Aronson, PhD, FAClinP, is the
Director of Psychology at Hear tland
Behavioral Healthcare (HBH, formerly
Massillon Psychiatric Center), which is a
rotation site in the Nor theast Ohio
Universities College of Medicine
(NEOUCOM) Psychology Internship
Program. The views expressed in this article are solely those of Dr. Aronson and do
not necessarily represent the views of HBH,
NEOUCOM or the Ohio Department of
Mental Health. Dr. Aronson can be
e-mailed at daronson@neoucom.edu.

DIVERSITY ISSUES
BY

MICHAEL W. JOHNSTON, ED.D.
Here We Go Again!

The subtitle of this column is, “Here we
go again!” Last May at the annual convention of the American Psychiatric
Association, Dr. Robert Spitzer, a psychiatr y professor at Columbia
University, presented findings that concluded “some people can change from
gay to straight.” I won’t offer a critique
of the quality of his research because

that has been done elsewhere by psychologists much more qualified than I to
offer such critique. Following news repor ts of this study, the American
Psychiatric Association reminded everyone of its 1998 statement that no published scientific evidence exists that supports the efficacy of reparative therapy
to change sexual orientation. The
American Psychiatric Association further emphasized the potential risks to
patients of such treatment attempts. In
1997 the American Psychological
Association adopted a resolution that rejected the “illness” model of same-sex
sexual orientation and required that all
psychologists offer accurate information
about sexual orientation while practicing
in a non-discriminatory manner.
Here we go again. Last May in an article published in the Los Angeles Times,
Melissa Healy reviewed recent research
on the possible biological causes of homosexuality. The article began with a
story and picture of a two-year-old boy
wearing a dress. The primary focus of
the research attempts to identify how
males have been biologically feminized
to become gay and how females have become biologically masculinized to become lesbian. This biological research
examines such things as the in utero environment of the fetus, finger length,
birth order, and cross-dressing boys. I
will offer a critique here. The unconscious (or conscious) assumption of this
type of research is that the worst thing
that could happen to a male is that he be
feminine. As a gay man, I could delight
in the contradictory findings described
in the Healy article that some of us are
hypermasculinized, that is, more male
than the average male! Evidence of this
hyperness is that some of us have a
greater number of sexual partners,
higher levels of testosterone in our
blood, and larger genitalia. But, who really cares? How does this help anyone?
(Not much attention is given to the socalled masculinized female.) I believe
that this research represents socialized
and institutionalized prejudice of a sexist
nature. Again, the underlying assumption is that the worst things to happen to
a male is that he be feminized.
The danger here is that if a biological
cause of homosexuality is found, then
those who currently oppose genetic engineering and abortion may change
their minds. On the other hand, the determination of a biological cause of homosexuality provides gay activists with
another solid reason to say, “let us be”
and “treat us equally.” So, there appears

to be real investments in determining
the biological cause of one particular
sexual orientation. The causes of heterosexuality are not investigated. There is,
apparently, no need to investigate that
which is not different, or that which
maintains the majority. Certainly, our biology is an important area of investigation. Psychologists must be educated
about the mind-body-behavior connection. However, the dated associations
between homosexuality and so-called
non-gender role conformity simply
perpetuate sexist stereotypes.
“Here we go again,” refers to the fact
that these speculations, analyses, and
types of research are old hat, very old
hat. Nothing new is presented here except somewhat different research methods. What’s the point? Instead of worrying whether a child is gay, we should be
putting our time, money, and research
into developing a society that respects
and values differences; a society that is
safe for everyone including the boy in
the dress. Training programs that emphasize the value of accepting individual
and cultural differences tend to value
the whole person as that person has developed. The focus of the work of our
trainees then becomes the enhancement
of that person’s life rather than an attempt to distort that life.
In a 1998 letter to the editor of the
APA Monitor, one of our colleagues
asked a pertinent question. When will
we read about the debate over the sickness and etiology of heterosexuality?
The recent debate makes me wonder
whether we will return to “treatments”
of the 1960’s and 1970’s where psychoanalysts looked for childhood conflicts
and neurotic fear of heterosexuality
while behaviorists attempted to change
sexual fantasies and behavior with electric shock, emetic drugs, and aversive
imagery. Evidently, a few of our colleagues would have us do so, although
they would call their current treatments
“kinder and gentler.”
My subtitle, “Here we go again!” truly
is exclamatory. It amazes me that these
debates continue considering the NIMH
funded research of Evelyn Hooker at
UCLA in 1957. She found no differences
in psychological adjustment between homosexual and heterosexual nonpatient
and nonprison groups. (During her research she was investigated by the Los
Angeles Police Department.) My amazement relates to the fact that Dr. Hooker’s
research was published when I was a
two-year-old boy!

BY

GLORIA C. SAITO, PH.D.

The events of September 11th occurred
as I was in the midst of writing this column. The aftermath of these tragic
events was filled with a frenzy of activity
on our campus. Our staff and interns
were called upon in a variety of ways: to
be present at vigils on campus, to facilitate crisis groups in the residence halls,
to participate in meetings in different departments, to provide urgent drop-in
counseling, both at our Center and on
campus. We have barely stopped to
catch our breaths, to reflect on these
events and their impact, to grieve and
mourn, to find the beginnings of healing
for ourselves.
In the midst of it all, I am worried
about all sorts of things. Some of my
worries are large and global: whether
we will go to war, how these events have
and will change life as we know it. Some
of my worries are smaller: how are my
interns coping with all of this; have I
paid enough attention to them; have I
been as available to them as I would like
to be, psychologically, emotionally and
professionally, during this time?
The truth is that I, like many others,
am struggling. I am struggling to find
ways to reassure and comfort myself, to
make meaning out of these tragic
events, to find words of wisdom, to have
hope. Part of what is so frightening
are the racial, ethnic and religious divisions and tensions that have arisen on
our campus and in our communities following September 11th. There are tensions among international students and
others in our residence halls. Muslim
and other students are fearful of becoming targets of racial and ethnic hatred.
I—we—are called on to be wise, to comfort, to counsel, to lead people in their
grief and healing.
My training as a psychologist has
taught me to endeavor to understand
and make meaning of events, to tolerate
and be unafraid of ambiguity and difference, to be wise and have words of comfort and wisdom for others. In the face of
this tragedy, however, words fail me. I
am not wise. I can only strive to be tolerant, to listen and empathize, to forgive
myself and my colleagues when we are
less than perfect in our attempts to deal
with our own and others’ feelings.
Tolerance is the ideal—tolerance for differences in race, ethnicity, religion, sexual orientation. We must each find a way
to teach tolerance and to live tolerant
lives.
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ISSUES RELATED TO
COUNSELING CENTERS
BY

SHERRY A. BENTON, PH.D.

Most training staff
would likely agree
that effective communications between academic
program training
directors and internship training
directors is important. The how,
when, what, and where of that communication varies from place to place and
program to program. Over my years as
training director, I have tried several approaches to communicating with academic training directors, with varying results. I have also had many interesting
experiences with different academic
training directors and their levels of
communication with me. In truth, finding effective strategies for communicating with academic training directors remains a work in progress; nevertheless,
I have learned some things over the
years that may be of value to others:
What I’ve Learned Not To Do
One summer, inspired by an article in
the APPIC Newsletter, I attempted to call
all of the academic training directors of
my new, soon to arrive interns. I attempted repeatedly, because it is hard to
find academic training directors in the
summer. I intended to ask each of the
training directors about training needs
they perceived for the intern from their
program. When I did finally connect
with one academic training director
from a larger program, and the TD
seemed to have only a vague idea of who
the student was. This effort proved to be
time consuming and not very fruitful.
The important lesson I learned was to
call academic programs before the middle of May if I’m looking for meaningful
information. In March and April academics are at work more regularly and
their memory of the most recent class to
apply for internship is fresher.
My next failed effort involved writing
a short questionnaire inquiring as to the
incoming interns’ training needs from
the perspective of the academic training
director. I was so pleased when all of
these were completed and returned in
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the mail a couple of weeks later. When
my new interns began orientation, my
enthusiasm for this strategy was dashed.
I learned that three of the four academic
training directors had just given the
questionnaire to the interns and had
asked them complete it and mail it back.
This was not exactly what I had in mind.
What I’ve Found Helpful
I send letters and evaluation summaries to academic training directors for
each intern three times during the internship year. I usually include a narrative letter describing the intern’s activities and some information about his or
her performance. I also include an evaluation summary that gives scores on a
five-point scale for each of our training
objectives. At the end of each year, I
send a letter saying the intern has successfully completed the internship along
with a summary of hours spent in various activities. My conversations with fellow internship training directors seem
to confirm that this is pretty typical.
Most academic training directors seem
to like forms with some sort of numbers
on them. I suspect it’s a school thing.
What I’d Like to Do Differently
During the year, I tend not to call an
academic training director unless there
is some important issue. The result is
that I have very regular contact with a
TD if the intern from that program is a
problem and virtually no contact if the
intern is very skilled and professional. I
suspect academic training directors
would like to get a little more of the good
news from time to time. It also occurs to
me that this might explain the delay I experience at times in academic training
director’s returning my phone calls.
They probably know if I’m calling, the
news can’t be good.
What I’ve Heard Back from
Academic Training Directors
One of the TD’s with whom I’ve
worked over the years sends a short
note in response to each of my evaluation letters. He occasionally e-mails me
for clarification and genuinely seems interested in how his students are doing.
This is a very helpful, cooperative experience and tends to positively affect how
I view applicants from his program.
With some academic training directors there is virtually no reciprocating
communication. I find myself wondering
if anyone ever received my letters and
reports. Did they disappear into some
administrative black hole? One program
seemed to lose my letters and reports
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regularly, and I found myself re-sending
the same information repeatedly. By the
end of the year I sent three copies of
each evaluation to three different people
at that school hoping that someone
would put it in a place where others who
needed it could find it. I found myself
fighting the urge to volunteer to help
them with their filing system.
Another academic program sent me a
5-page intern evaluation form with instructions about when I should complete these and return them. Very little
of the form really related to our internship training program, and the deadlines
did not coincide with our evaluation periods. The form had questions about
training in geriatric populations, neuropsychology, and work with children,
which were clearly not relevant to our
counseling center internship program. I
had three interns from this program
over three internship years, and many
conversations, before I managed to convince this academic training director
that we needed to evaluate our interns
using our own program goals and objectives rather than hers. She finally decided that my forms with lots of objectives and numbers would work just fine.
That about summarizes my experiences, both good and bad. Now that I’m
thinking about it, I wonder what academic training directors would like in the
way of communication with internship
training directors. Now there’s an idea
for a research project!

INTERNATIONAL ISSUES
BY JANICE

S. COHEN, PH.D.

It’s hard to believe
that the internship
application season
is upon us again.
As students and
training directors
prepare for this
annual ritual, I
thought it would
be helpful to highlight the guidelines for the internship
application process that have been
adopted by the Canadian Council of
Professional Psychology Programs
(CCPPP). Familiarity with these guidelines would be essential for students
from the U.S. applying to Canadian internship programs.
CCPPP is an organization that represents Canadian graduate programs and
internships in clinical, counseling, neuropsychology, and other applied psychology disciplines. In 1999 our group

BY

CHERYL KING, PH.D.

AND

MICHAEL LECHNER, PH.D., ABPP
We are honored to have been asked by
the APPIC board to write a column on
postdoctoral training issues. We are
both training directors of large, APA accredited postdoctoral programs in the
midwest, and represent our respective
programs in the recently established
Council of Professional Psychology
Postdoctoral Programs (COPPPP). This
organization is an advocacy group made
up of APA accredited postdoctoral training programs, as well as programs who
are actively seeking accreditation.
COPPPP is working closely with APPIC
on a number of fronts in a variety of advocacy efforts. This column seemed to
be a good vehicle to explore and report
on issues affecting postdoctoral programs. Our plan is to try to provide
timely information on current developments related to postdoctoral training,
as well as exploring specific aspects of
the accreditation process.
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APA Announces CMMS (HCFA)
Approval of Training Funds for
Postdoctoral Psychology Programs
At the APA annual meeting in San
Francisco last month, in a panel discussion that included Patrick DeLeon, pastpresident of APA, Marilyn Richmond of
the practice directorate announced that
earlier this year (Federal Register,
01/12/01) HCFA had opened the door
to funding postdoctoral psychology
training programs set in hospitals
through monies allocated for “Nursing
and Allied Health Practitioners.” This is
a separate funding stream from
Graduate Medical Education monies,
and means that psychologists are not included alongside physicians, and therefore will not negatively impact the cap on
number of trainees or new residency
programs currently imposed on GME
training institutions. The funding equation basically allows for “any reasonable
cost” related to the training of postdoctoral psychologists, multiplied by the
percentage of Medicare patients served
by the hospital. According to this panel,
the new director of CMMS (HCFA),
Tom Scully, invited postdoctoral programs to apply immediately. Eligibility

The Accreditation Process—Getting
Started
All of the accredited postdoctoral programs in COPPPP report that, to one degree or another, the accreditation
process itself was very helpful to them
and actually made them better programs
overall. The process uses a set of standards created by the APA education directorate which they call a “Self-Study.”
For those of you with accredited internships, this will be familiar. Basically, the
self-study requires that you declare in
writing your program’s mission, philosophy, training goals and objectives, curriculum, funding sources, faculty credentials, and relationship with the host
institution, as well as with APA. In addition, you are asked to demonstrate that
the postdoc(s) you are training are adequately supervised, funded, supported
with space and equipment, and that their
training experience is different and
more advanced that an internship, and
that they have input into all aspects of
the program. Also, if it is more than a 1
year experience, you must demonstrate
that the subsequent years are more advanced and demanding than the first.
You should be able to demonstrate that
the goals and objectives you set are measurable and lead to demonstrable outcomes such as full licensure, independent specialty practice, board
certification, a specific type of job, etc.
To begin the accreditation process call
the Education Directorate at (202) 3365970.
Look for this column next time when
we discuss other aspects of the accreditation process. Also, we encourage you
to subscribe to and participate in the
APPIC postdoc listserve.
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requirements include 1) Postdoctoral
Psychology Training Program, 2) APA
Accredited, 3) Hospital based, 4)
Hospital funded. If your program meets
these requirements contact your hospital’s Medicare Intermediary for application help. To date, according to the
panel, the status of internships in regards to federal funding remains unchanged.

A

Internship Application Format, as well
as information about other CCPPP initiatives is posted on our web site at
http://www.usask.ca/psychology/ccppp.

Fo

became increasingly concerned about
the considerable financial and time burden to students who are applying to internships. This resulted in the development and subsequent adoption of a
series of voluntary guidelines, “CCPPP
Model Internship Application Format”,
with the goal of making the application
process more uniform across Canadian
settings, as well as ensuring that internship programs fully inform students
about all aspects of their process. The
guidelines specify a uniform application
deadline of November 15, as well as request that programs distribute their application material to students by
September 15. They also specify what
the contents of the application from the
student should include, and request that
letters of reference from clinical supervisors provide some factual background
information (e.g., types of clients seen
and services offered under this supervisor, nature and number of supervision
hours given, total hours of client contact
supervised.) The latter helps to provide
a context for evaluating the information
about the candidate provided in the reference letter. Finally, the guidelines encourage full disclosure on the part of
programs with regard to a number of
procedures, such as the format for interviews. It is important to note that these
guidelines supplement those of APPIC,
and if there is any contradiction between
the guidelines of CCPPP and APPIC, the
APPIC guidelines prevail.
The response from CCPPP members
to these guidelines in the two years
since they have been in place has been
uniformly positive. Although the guidelines are clearly designated as voluntary,
there has been almost unanimous compliance with them by Canadian internship settings. For example, the majority
of Canadian settings now have
November 15 as their application deadline. This deadline allows settings to review applications and inform students
whether they have been granted an interview well in advance of the winter
break. Furthermore, from my perspective as an internship director, receiving
all of the application material in one
package has significantly reduced some
of our administrative work. Finally, the
additional information provided in the
letters of reference has helped to increase their value. As a further effort to
address the problem of the uniformly
“global and glowing” reference letters
that have limited utility, a CCPPP subcommittee has recently been struck to
develop guidelines for the content and
organization of information to be included in reference letters. The Model
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ROBERT H. GOLDSTEIN, PH.D.

Licensure Training Requirements:
Not How Much, but When and
What Sort?
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Early in 2000, the
APA set up a special commission to
look into the matter of what amount
of training should
be required in
order to qualify a
new graduate as a
candidate for licensure as a psychologist. These requirements, set by each
state, but guided by APA policy, generally include at least two years of supervised clinical experience. In most states,
this has meant one year of predoctoral
experience, usually in the form of an internship, and a second year of postdoctoral supervised experience of some
sort, either in a formal fellowship or residency setting or in some other type of
less formal supervised work experience.
While that has seemed to be a reasonable expectation, some question has
now arisen as to whether or not that requirement is still appropriate. This is because trainees are increasingly acquiring considerable clinical experience
even before they begin their internship.
So, it is reasonable to ask whether that
kind of pre-internship practicum experience should be taken into consideration
in determining a graduate’s eligibility
for sitting for licensing exams.
In a little-noted but quite significant
report, this commission has now recommended that APA policy in this area be
changed. They propose that the internship continue to be required and count
as one of the two mandatory training
years, but that the second year of “organized, sequential and well supervised”
experience could be either pre doctoral
or postdoctoral. The commission
stresses that this proposal is not intended to decrease the amount of required experience, but rather to allow
for greater flexibility in the timing of the
required experience.
This recommendation stems from the
view that many doctoral students will
have had more than sufficient amounts
of training by the time their practicum
and internship experiences are com-

How our profession will react to this
idea is difficult to predict, but some indication of attitudes about postdoctoral
training can be found in a recent paper
which reports on a major national survey of opinions regarding postdoctoral
education and training issues.
Christopher France and Eve Wolf asked
graduate students, interns, postdocs,
training directors of both internship and
postdoctoral programs as well as licensed doctoral level psychologists
about their views on a number of matters related to postdoctoral training.
Their results were published in the
August 2000 issue of Professional
Psychology: Research and Practice (Vol.
31, No. 4, 429-434).
Respondents from all of these groups
agreed with the idea that a period of supervised postdoctoral training should be
a prerequisite for psychology licensure.
There was much less support for the
idea of requiring a formal postdoctoral
experience, with those still in training
being opposed to such a requirement
while training directors and licensed
psychologists being neutral on the issue.
In general, it seemed that more senior
psychologists felt more positively about
the value of and necessity for postdoctoral education than did those who were
still in their training years. Of course, it
makes intuitive sense that those who are
still working their way through an arduous educational program may be less
than enthusiastic about the need to prolong that experience than do those
whose training years are well behind
them.
I have to assume that APPIC will be
among the groups asked for their views
on this question as our profession tussles with this issue, but it’s not too early
for training sites to begin thinking about
this matter. It’s one that could have considerable impact on the way in which
psychology training is provided in the
years ahead.
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pleted. These people, it is proposed, are
ready for entry level clinical practice and
they should be allowed to get on with
their careers, provided they can successfully pass the state examinations.
Postdoctoral training would continue to
be required for those who would not
meet the second full year requirement
via their practicum experiences and
could, of course, continue to be the setting for specialized and advanced clinical
training.
Such a view may not, however, be
agreed to by all and it may take some
time for a consensus about this to
emerge. Arguments for and against this
change will doubtless be advanced. At a
practical level, it would allow some psychologists to become licensed and move
into practice a year earlier and in a manner similar to physicians who are eligible for licensure upon completion of
their internship. It would also help deal
with the financial problems faced by
some postdoctoral programs as a result
of insurance company policies that limit
payment for services to only those provided by licensed practitioners. Some of
those who wished specialized or advanced postdoctoral training could be licensed under this arrangement and,
consequently, help generate income to
cover their stipends.
Opposing the recommendation would
be the argument that this would serve to
water down training requirements. The
criteria for what constitutes an “organized, sequential and well-supervised”
training experience at the pre-internship
level are rather vague. The quality and
nature of such experiences might not be
subject to the type of review and oversight that now exists for internship training, and that opens up the possibility of
all kinds of problems.
The commission, chaired by then
APA President-elect Norine Johnson,
has submitted its report to the APA
Board of Directors. The proposal was
approved by the Board which then sent
it on to the APA Council of Representatives with the request that the recommendation be referred to relevant APA
governance groups and external organizations for review and comment as well
as for possible development of specific
plans for its implementation. It sounds,
therefore, like this idea has been given
some serious consideration at high levels but it is still a long way from being a
done deal.
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Cultural Competency: Is It Politically Correct?
continued from page 1
Satel and Forster (1998) consider cultural
competency a movement that threatens to
discredit traditional therapy and replace it
with identity politics. They believe that cultural competence can be misguided (believing that human identity and behavior are primarily culture-dependent) or near-paranoid
(presuming that therapists and patients of different racial groups will experience so much
miscommunication and mistrust that the
therapist must learn a different set of rules
for treating patients of a different race, or better yet, that the clinician and the patient
should be from the same racial or ethnic
group). Satel and Forster’s analysis lacks a
real understanding of what cultural competency and multiculturalism means. However,
their criticism is difficult to deal with because
of the lack of research on the topic.

Previous Attempts to Define Cultural
Competency
In attempts to provide more culturally responsive treatments, investigators made a
number of recommendations. The recommendations included the necessity to know
the culture of clients, to be sensitive and flexible in dealing with clients, and to achieve
credibility. It is interesting to note that the
recommendations were based on theory involving cultural match or fit. That is, services
should be delivered in ways consistent with
the cultural background of clients. The recommendations were not derived from definitive research findings. Indeed, in the literature, not a single rigorous study can be found
that examines the efficacy of treatment for
any ethnic minority population. By rigorous, I
am referring to: research in which (a) preand post treatment outcomes are assessed for
clients from one or more ethnic group(s), (b)
clients are randomly assigned to conditions,
and control groups (e.g., no treatment, attention-placebo, or dif ferent ethnic groups
matched on demographic characteristics
other than ethnicity, etc.) are used when appropriate, (c) type of treatment and ethnicity
are crossed when comparisons of outcomes
by ethnicity and treatment are made, (d) multiple, culturally cross-validated assessment instruments are employed, (e) outcomes are
assessed over time, and (f) findings are replicated. Given the lack of solid research on
treatment outcomes for ethnic minority populations, it is not surprising that the recommendations have been based on theor y
rather than research.
The Cultural Match Studies
Because of the lack of a solid research
foundation, we decided to systematically
study characteristics of cultural competence.
As indicated in Sue (1998), we were interested in three questions. First, when therapists and clients are of the same ethnicity, are
treatment outcomes better than when therapists and clients differ in ethnicity? Over the
years, the mental health professions have
been criticized for not training more ethnic

minority therapists who can serve their own
communities. Is there evidence that ethnic
clients benefit from seeing an ethnically similar therapist? Under what conditions is ethnic
match important? Match presumably may not
be effective for everyone, so it is important to
determine the conditions under which match
is important. Second, when ethnic clients utilize an ethnic-specific service, are outcomes
better than if they utilize a non-ethnic specific
or mainstream service? Many ethnic specific
services have been established throughout
the country. Are these services effective, and
what is it about such services that are effective? Third, when therapists and clients think
the same (i.e., exhibit cognitive match) regardless of ethnicity, are treatment outcomes
better?
Let me begin with the first question regarding ethnic match. Our study of ethnic
match was based on thousands of African
American, Asian American, Mexican
American, and White clients seen in the Los
Angeles County Mental Health System (See
Sue, 1998). The large data set enabled us to
accomplish what other researchers had not
done—i.e., report on large samples of different ethnic clients. The study was intended to
examine as dependent measures, length of
treatment, dropout rates (after one session),
and treatment outcomes (using pre- and posttreatment Global Assessment Scale or GAS
scores). Specifically, we were interested in
finding out if therapist-client matches in ethnicity and language would be associated with
more session, less dropping out, and more favorable treatment outcomes. Results indicated that Mexican Americans and Asian
Americans—especially those who were unacculturated—generally fared better in terms of
more sessions, less drop out, and better treatment outcomes, when they saw a therapist
who was matched ethnically and/or linguistically. Ethnic matches were significantly related to more sessions for African Americans
and Whites; Whites also had lower rates of
premature termination, when ethnically
matched, although match was not associated
with premature termination among African
Americans. Finally, treatment outcomes for
African Americans and Whites were not related to ethnic match. We do not know why
matching is related to outcomes for some
groups but not others. Perhaps, in this study,
the outcome measure-Global Assessment
Scale—lacked sufficient sensitivity to measure outcomes in a valid fashion. On the
other hand, the importance of ethnic match
may depend heavily on the acculturation
level, ethnic-cultural identity, or ethnicity of
clients. For some clients in the same ethnic
minority group, match may be quite important. We do know that ethnic or language
matches do not ensure cultural matches,
which may be of major importance. That is,
ethnicity is more of a demographic variable
than a psychological variable. The psychological aspects (e.g., identity, attitudes, beliefs,
personality, etc.) may be of greater importance.

We have also examined the outcomes of
ethnic minority clients who used either ethnic-specific services or mainstream services.
Ethnic specific services are those that have a
large ethnic clientele and presumably try to
respond to the cultural needs of their clients.
They may respond by improving the accessibility of services to ethnic minorities (e.g. by
providing flexible hours or placing the treatment facility in the ethnic community) and
employing bicultural/bilingual staff. Various
practices (e.g., ways of greeting), or arrangements (e.g., serving tea rather than coffee to
Chinese clients) may be used that are congruent with the cultural background of
clients. Ethnic specific services may also
mean that therapeutic practices are modified
or developed so that the cultural customs, values, and beliefs of clients are considered (e.g.
involving in treatment indigenous healers or
religious leaders in the community, increasing participation of family members, etc.)
In order to study ethnic specific services,
we again examined the return rates, length of
treatment, and treatment outcome of ethnic
minority adults. This time, however, African
American, Asian American, and Mexican
American clients were divided into those who
received services from ethnic-specific and
those who attended mainstream programs.
Predictor variables included type of program
(ethnic-specific vs. mainstream), severity of
disorder, gender, age, social class, and ethnic
match (whether or not clients had a therapist
of the same ethnicity). This last predictor,
ethnic match, was important to enter as a predictor in order to distinguish the effects of
service match from ethnic match. The results
indicated that ethnic clients who attend ethnic-specific programs had lower dropout
rates and stayed in the programs longer than
those using mainstream services. The findings were not clear-cut when treatment outcome was examined. What do these findings
mean? Again, treatment outcomes as measured by the GAS failed to show consistent or
significant differences. However, the fact that
ethnic specific services were associated with
lower dropout rates is important.
It should be noted that in investigation of
ethnic match and ethnic specific services
match, the processes that account for the results are unknown. Why is ethnic match beneficial? Why do clients stay in treatment
longer when using ethnic specific services?
Unfortunately, we could not randomly assign
clients to therapists or services; and we could
not directly examine process variables.
However, it is noteworthy that the empirical
results suggest that cultural match and treatment outcomes are related, a relationship hypothesized for many years by numerous ethnic practitioners and researchers.
In our search to define cultural competence, we have tried to study variables at a
more micro level than ethnic or services
match. At the micro level, our interest was in
cognitive match—that is, whether therapistclient similarity in thinking was associated
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with better treatment outcomes. We wanted
to see if matches between therapists and
clients in how they conceptualized goals for
treatment and means for resolving problems
would be more beneficial than mismatches.
We also examined the match between therapist and client in levels of acculturation.
Measures of therapist and client beliefs regarding goals for treatment, preferred means
for resolving problems, and acculturation
were collected at a mental health center in
San Francisco. Degree of match between
therapist and clients were then used as predictors of post-treatment symptoms, adjustment, and clients’ ratings of the treatment
sessions, after controlling for pre-treatment
status.
There is evidence that match is significantly related to treatment outcome and clients’
perceptions of the sessions. In various comparisons, therapist-client matches on goals
for treatment and on coping styles were related to better adjustment and more favorable
impressions of the sessions. In no case did a
cognitive mismatch predict better outcome.
This study is important because it demonstrates that therapist conceptions and their
congruence with those of clients are related
to therapeutic outcomes. Whereas our previous studies have shown that ethnic match is
important, we now have additional knowledge about the conditions that are related to
favorable outcomes within ethnic match, that
is, cognitive match.
Importance of Credibility and Giving
Sue and Zane (1987) recommended the investigation of therapeutic processes rather
than simply arguing for cultural knowledge
or culturally specific forms of treatment. The
two processes that were felt to be critical, at
least in the initial treatment sessions, were
credibility and gift-giving (i.e., seeing that the
client receives a benefit, early in the treatment process).
Credibility. Two factors are important in
considering credibility: Ascribed status and
achieved status. Ascribed status is one’s position or role, which is assigned by others or by
cultural norms. In some cultures, the young
are subordinate to elders, women defer to
men, and those who are naive abide by those
in authority. Credibility can also be achieved.
Achieved credibility refers to the skills and
actions of the therapist in treatment. The
therapist does something that is perceived by
the client as being competent or helpful.
Ascribed and achieved credibility undoubtedly are related, but they tend to have distinct
and different implications for ethnic clients in
terms of the psychotherapeutic process. The
lack of ascribed credibility seems to willingness to use services, while lack of achieved
credibility may better explain premature
termination and problems related to poor
rapport.
Giving. Clients often wonder how self-disclosure of personal problems to psychotherapists can result in the alleviation of emotional
and behavioral distress. Almost immediately,
clients need to feel a direct benefit from treatment. I have called this benefit a “gift.” The
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gift essentially is a gesture of caring on the
part of the therapist. The therapist cannot
simply raise the client’s expectations about
outcomes. Direct benefits must be given, almost immediately. These are needed because
of the need to demonstrate the achieved credibility of the therapist (and of therapy), and
skepticism over Western forms of treatment
on the part of many A/PI’s.
What kinds of gifts can be offered? While
much depends on the particular client and situation, several gifts can be considered. For
example, clients who are depressed or anxious will perceive gains in therapy if there is
an alleviation or reduction of these negative
emotional states. For clients in a state of crisis and confusion, the therapist frequently
helps clients to develop cognitive clarity or a
means of understanding the chaotic experiences these clients encounter. Such a technique is often used in crisis intervention.
Also, normalization is a process by which
clients come to realize that their thoughts,
feelings, or experiences are common with
others. It may be a gift to those who do not
talk to others and mistakenly believe that others do not have similar problems. Gift-giving
is intended to provide some type of meaningful gain early in therapy. The process of giving, of course, can be conceptualized as a special case of building rapport or establishing a
therapeutic relationship. The main point is
that therapists need to focus on gift-giving
and attempt to offer benefits from treatment
as soon as possible.
Practical Guidelines in Working with
Culturally Diverse Clients
Thus far, we have tried to conceptually
identify those features that are important in
working with culturally diverse client populations, such as match, credibility, and giving.
There are important and concrete steps that
can be taken to improve one’s cultural competency.

Self-Awareness and Stimulus Value
In developing a multicultural theory of
counseling, D. Sue, Ivey, and Pedersen
(1996) have proposed that (1) therapists
bring to the therapy session their own cultural backgrounds and world views, (2)
clients may have very different backgrounds
and worldviews, and (3) such differences are
often barriers to effective therapy. They believe that therapists must become aware of
their own values, biases, and stereotypes. By
understanding themselves, therapists can increase their levels of comfort with clients
who differ in values. Sodowsky, Kuo-Jackson,
and Loya (1997) believe that adherence to the
axiom, “Counselor, know thy cultural-self,” facilitates a multicultural therapy relationship
because therapists and counselors can consciously deal with their own defenses, projections, and any internalized racist reactions.
Self-awareness also allows therapists to understand the relativity of many cultural beliefs, values, and practices so that they are
less likely to misinterpret their own cultural
values as etic or universal values. Therapists
should assess their own awareness of their
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cultural selves and strive to understand their
own values, beliefs, and behaviors as a reflection of their culture. Furthermore, clients
may react to, or perceive, therapists in ways
that reflect the clients’ culture. For example,
in some cultures, men may find it difficult to
confide in women or older clients may believe
that younger therapists cannot have the wisdom to help. Therapists should be aware of
their own characteristics (gender, age, ethnicity, etc.) and how clients may react to
these characteristics.

Assessment of Client
In order to work with clients, therapists
must perform evaluations in order to better
understand clients. In the case of ethnic
clients, therapists need to understand clients’
background and characteristics such as country of origin, family structure, immigration
history (if clients are immigrants), birth
order, sex roles, social class, and culture.
Assessment and evaluation are particularly
important in two domains. The first is concerned with culture and acculturation. Ethnic
minority group or culturally diverse clients
exhibit great heterogeneity. Some may be immigrants who come from very different social, cultural, and political systems. Their values and experiences may be at considerable
variance with those of mainstream
Americans. By contrast, other members of
the same ethnic minority group may be quite
acculturated and “Americanized.” They are
more likely to understand western psychotherapy. Therefore, it is critical for the
therapist to determine the level of acculturation and cultural background of clients.
Therapists can therefore make some educated guess as to whether the clients will find
psychotherapy strange or unfamiliar. In addition, the cultural values and behaviors of
clients may conflict with those in American
society and cause considerable stress
(Padilla, 1980). This further underscores the
importance of evaluating the acculturation
level of clients. The second important area of
assessment is the degree to which the client
has had minority group experiences. Ethnic
minority individuals have encountered to
varying degrees racism, prejudice, and discrimination in society. Such experiences may
have an important effect on the clients’ personal problems and on their interactions with
therapists. For example, an African American
client who has had very negative racial interactions with White Americans may find it difficult to work with a White therapist.
Therapists, then, can be perceived very differently, depending on clients’ experience as
a member of a minority group.
The assessment task is to determine the
cultural background and degree of acculturation among clients and the extent of exposure
to minority group status. What is the cultural
background of the client? In what ways is the
client acculturated or traditionally ethnic?
Has the client experienced prejudice or discrimination? Answering these questions can
help to place clients’ situations into proper
perspective and can help to explain their behaviors in therapy. It can also serve to alert

therapists to their own strengths and deficiencies in understanding clients. The valid
assessment of clients is dependent on not
only the information gained about the clients
but also the dynamic sizing skills of the therapist. The ability to determine the relevance
of clients’ cultural background in the manifestation of symptoms is extremely important, as mentioned previously.

Pretherapy Intervention
Because many ethnic minority clients are
likely to unfamiliar with Western psychotherapy, one helpful treatment process appears to
be pretherapy intervention. Ethnic minority
clients may not know what psychotherapy is,
how psychotherapy can help, what to do, or
what to expect. Client orientation programs
aimed at familiarizing clients to psychotherapy have been found to be quite beneficial,
depending on clients’ previous knowledge
about psychotherapy (Acosta, Yamamoto, &
Evans, 1982). They involve explaining the
process of psychotherapy—what psychotherapy is, how psychotherapy can help, what the
typical roles of therapists and clients are, how
confidential matters are, what to expect in
treatment, and what confidentiality is.
Therapists or mental health providers can
use slides, audiotapes, or videotapes, pretherapy interviews to explain matters to clients
and show clients the process of seeing a therapist, means by which to express problems
and self-disclose, and methods to communicate needs. Acosta, Yamamoto, Evans, and
Skilbeck (1983) found that exposure to orientation programs can increase knowledge and
favorable attitudes toward psychotherapy
among
African
American
clients.
Interestingly, therapist orientation programs
have also been devised to familiarize therapists with the backgrounds of ethnic minority
clients.
Hypothesizing and Testing Hypotheses
Consistent with our view that scientific
mindedness is a particularly important characteristic among therapists, therapists should
systematically form hypotheses about clients.
These hypotheses are most valuable when
therapists are unsure if the behaviors, attitudes, or circumstances of clients are influenced by culture or by the general internal
dynamics of clients. Earlier, we gave the example of a therapist’s dilemma in knowing
whether the hallucinations that a client reports are indicative of a psychotic condition
or a reflection of a normal process specific to
the client’s culture. In an attempt to resolve
the dilemma, therapists need to form testable
hypotheses and confirm or disconfirm the hypotheses. Ideally, therapists should use multimethod procedures. Multi-method procedures involve the use of different strategies to
test hypotheses. For instance, if therapists
suspect that their clients are not functioning
well despite the clients’ assertions to the contrary, they can use a variety of methods to
test how their clients are doing. This can involve the use of informants (asking friends or
relatives how well the clients are functioning)
and job performance measures (productivity
on the job and number of absences). Do these
assessments reveal that the clients are functioning well? If the different assessment provides inconsistent results, therapists should

use additional measures or should explain
the inconsistency.

Attending to Credibility and Giving
Clients vary in the extent to which they
find Western forms of psychotherapy credible as a method of alleviating distress. For
ethnic minority clients, many of whom have
nonWestern background, psychotherapy and
counseling may not have much credibility. As
mentioned earlier, two factors appear important in credibility—ascribed status and
achieved status. By understanding the culture of clients, therapists can understand
their levels of credibility and the need to develop those skills that will enhance achieved
credibility and allow one to give “gifts” to
clients.
Understanding the Nature of Discomfort and
Resistance
While therapists are trained to attend the
resistances that clients exhibit in treatment,
they are frequently unprepared to deal with
their own feelings of discomfort and resistances in working with culturally dissimilar
clients. These clients may directly or indirectly question the value of psychotherapy,
have radically different values system, have
superstitious beliefs, fail to comply with treatment regiments or assignments, or communicate in ways that are difficult for therapists to
understand. As a result, therapists may begin
to feel frustration, uncertainty, anxiety, and
even anger. However, in the same way that
therapists can use the phenomenon of countertransference to better understand themselves and their clients, they can also use
these feelings of discomfort that arise from
working with culturally-dissimilar clients to
understand cultural dynamics. Therapist frustrations may come from the inability to understand clients’ styles of interacting, styles
that are common in the clients’ culture. When
experiencing feelings of discomfort or resistances, therapists should attend to several
questions. What feeling am I experiencing?
Why am I uncomfortable with this client at
this time? Is the client doing something that I
don’t understand or value? What kinds of cultural differences are being portrayed? How
can I use the discomfort to understand myself
and the client as well as to more effectively
help the client?
Understanding Clients’ Perspective
Throughout this article, we have emphasized that in developing an understanding of
clients, therapists must gain knowledge of
clients’ cultural background, values, and beliefs. Obviously, it is impossible to acquire full
knowledge of the cultures of different clients.
Therapists must decide what cultural aspects
are particularly important to know. Sue and
Zane (1986) proposed that among the many
cultural values and beliefs that exist, several
are particularly germane to therapists: (a)
cultural conceptualizations of mental health
problems, (b) cultural means for resolving
problems, and (c) goals for treatment. How
clients conceive of their problems is important to understand. If clients have very different ways of conceptualizing their problems
and symptoms from those of therapists, they
may be highly antagonistic to Western psychotherapy. Earlier we discussed the fact that

in some parts of Southeast Asia, individuals
who develop hysterical symptoms attribute
the problems to their stepping on the wrong
piece of earth and having a spirit invade their
bodies. Given this interpretation of their problems, the individuals may not see how
Western psychotherapy can be helpful.
Similarly, if clients and therapists have cultural differences in the means for resolving
problems or in goals for treatment, psychotherapy will be difficult. Clients may be
very resistant in treatment or simply fail to return for therapy. The important tasks for therapists are to gain an understanding of how
clients are conceptualizing the problems,
what they prefer in terms of ways of solving
problems, and what kind of goals that they
would like to achieve. Therapists can then
judge how discrepant the clients’ beliefs are
from the assumptions of Western psychotherapy. The greater the discrepancy, the less
credibility therapists and psychotherapy will
have. Note that should not try to reduce the
discrepancy by simply pretending to adopt
the perspectives of clients. Rather, therapists
should use the cultural differences as a warning that the clients may have very different
ideas about treatment and that thoughtful
strategies must be devised to work with the
client and to gift-give.

Strategy or Plan for Intervention
In working with clients, particularly those
from nonWestern cultures, strategies or plans
for intervention and treatment should be carefully devised. This forces therapists to think
about the client, cultural factors, goals for the
session, and means of accomplishing goals. If
therapists lack knowledge about the culture of
a client, they should attempt to learn about
that culture as much as possible before the
treatment session. An intervention plan or
strategy should be developed. While the plan
may be to gather information and to minimize
structure in the session, the strategy is, nevertheless, a planned and deliberate one.

Assessment of Session
After each treatment session, therapists
should ask themselves how the session went.
Am I credible with this client? Was I able to
provide a gift that was well received by the
client? Did the client show improvement or
greater rapport with me? Is the client better
able to understand psychotherapy? Do I understand the client any better? What should I
do in the next session?
Willingness to Consult
It is difficult to be fully culturally proficient
in working with the clients from many diverse
groups. Assistance should be sought in the
assessment or treatment of clients whose cultural backgrounds or lifestyles are unfamiliar
to the therapist or markedly different from
that of the therapist. Cultural experts can
help therapists to understand whether the attitudes and behaviors of clients are culturally
normative or unusual. They can also provide
insight into the effectiveness of various intervention strategies and interpret the reactions
of the clients. In some intervention programs,
such as those established by Lefley and
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Bestman (1984), treatment teams include
members who have particular expertise on
the culture of clients, so that cultural input
into treatment strategies is readily available.
In this article, we have tried to identify
characteristics that are particularly important
in defining the culturally competent therapist
or counselor. Being a good general therapist,
having skills in appropriately generalizing
and individualizing, and having culture-specific knowledge and skills to intervene are
three of the most important characteristics.
We then outlined the steps to which therapists should pay particular attention in working with clients from different cultures.
Integrated into these steps are the culturally
competent factors that we have identified.
Working with clients from various ethnic
minority groups is difficult but very challenging. Given our multicultural society and
world, one can no longer be a competent or
effective therapist unless one is also culturally competent.
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Parents With Disabilities

this by acknowledging the positive aspects. This is not to minimize the difficulties encountered or to paint an overly
rosy view, but rather to provide balance,
and to help clinicians learn to assess not
just weaknesses but also strengths.
Anecdotally, and in at least three studies
(Buck & Hohmann, 1981; Cohen, 1998;
Preston, 1994), several positive outcomes for children with disabilities are
cited. These include learning early the
value of family and friends, displaying
greater flexibility in family roles, finding
humor even in dark situations, and
putting quotidian problems in perspective. As the children of a parent with a
stigmatized condition, they learn about
oppression, empowerment, and civil
rights from an insider perspective and at
an early age. Furthermore, children of
parents with disabilities share in the disability experience, and through it a connection to the disability community, a
source of possible enrichment.
Conclusions. This article has highlighted issues of legal rights of parents
with disabilities, the overpathologizing
of these families in the literature and an
alternate model to use in clinical work,
doing things the disability way, parentification; and positive aspects for children
of parents with disabilities. But in focusing on the differences between parents
with and without disabilities it is easy to
lose sight of the similarities. Ultimately
parenting is about loving, guiding, caring, and these tasks are true for all families, disability status aside.
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study mothers with partial sight talked
about trying things “the sighted way”
before developing their own methods
(Conley-June, 1996). This is not surprising, given the absence of role models of
how to parent with a disability. Thus one
task for clinicians is to help families find
their community and role models of
other parents with disabilities.
Parentification. A frequently voiced
concern in the literature about parents
with disabilities is that they will over-rely
on their children for their physical and
family needs. There are two responses
to this. First, even if it were true, this
might point to a lacunae in services and
supports, rather than family pathology.
Second, research seems to indicate the
opposite, rather that parents with disabilities are so aware of the stigma attached to their status that they underutilize children for tasks, even at the cost of
risk of overtaxing their own bodies
(Cohen, 1998; Tuleja & DeMoss, 1999).
Olkin (1999) has developed a list of thirteen questions to ask about any given
task to help clarify whether the task is
inappropriate for a child. Clinicians can
use this template as a guide, deciding on
a case by case basis rather than making
prejudiced assumptions.
Positive Aspects for Children. With all
of the focus in the literature on the negative effects on children of parents with
disabilities, it is important to counter
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Chair’s Column
continued from page 34
expressed on the intern listserve last year
after Match Day. Please be sure that your faculty/staff in no way use age as a factor when
making selection decisions. Since ageism is
often subtle, discussing this overtly as a
group can reduce bias. Older applicants are
often more geographically limited than are
their younger counterparts, and people with
less flexibility geographically often have
more difficulties securing a placement. As a
result, graduate school faculties need to encourage students with geographic limitations
(of all ages) to be as broad-minded as possible
in applying to programs that are of good fit.
Another subgroup of applicants that we
need to do a better job accommodating are
those individuals requesting part-time internships and postdoctoral residencies. I know
that there often are administrative reasons
that it is impossible for training programs to
offer part-time positions. However, many
times such arrangements can be worked out.
So, I am asking that directors of training raise
this issue with their faculty/staff, and explore
the possibilities at their sites for being able to
offer part-time positions for those trainees
whose personal and family lives make attendance at a full time position difficult, if not impossible.

Graduate Medical Education (GME)
APA staff have continued to pursue actively GME funding for internships and postdoctoral residencies. By the time you receive
this newsletter, it is quite likely that GME
fund will be available for accredited postdoctoral residencies. If this is the case, it is a
huge milestone. Hopefully, this will encourage more postdoctoral residency programs to
seek accreditation. There have been a series
of meetings to secure GME funding for internship programs. This process has been
slowed some by the events of September 11,
as a scheduled meeting needed to be canceled. Once information becomes available
regarding GME funding for internships, I will
share it with you.
Ethics Code
On behalf of the APPIC Board, Joyce
Illfelder-Kaye, Ph.D. sent a letter with some
input about the proposed revisions for the
APA Ethics Code of Conduct and Ethical
Principles of Psychologists. We were very
gratified at the responsiveness of the APA
Ethics Code Task Force to the concerns that
we raised. In particular, at our request, they
have included in the list of information to be
presented by training programs data regarding stipends and benefits. As we know, this information is very important to our trainees.
We are pleased that the Ethics Code underscores the importance of full disclosure and
truth in advertising about training programs.
A second matter that we addressed related to
the issue of sexual relationships among individuals within the same setting. The original

document spoke of sexual relationships being
unacceptable between faculty and trainees
within the same department. Unfortunately,
this did not cover many of the settings in
which internship and postdoctoral training
occurs, and thus we requested that the language be more inclusive so that sexual relationships between trainers and trainees in all
types of facilities would be considered unacceptable. Third, since supervision at many internship and postdoctoral residency programs includes self-disclosure, we had
concerns regarding such work being deemed
outside the bounds of appropriate training.
We received a partial response to this concern. As a result, such a focus is no longer
considered problematic as long as programs
state in their materials that training may include self-disclosure about one’s own history
and issues as related to their work. Dr.
Illfelder-Kaye, on behalf of APPIC, sent a second letter expressing our appreciation for the
Task Force’s willingness to implement a number of the modifications that we suggested.
She also expressed our continued concern
that the guideline noted lastly above might be
interpreted as discouraging the exploration of
personal material in the context of supervision and training. We are awaiting their response to this feedback. With each new revision of the Ethics Code, I encourage people to
give feedback if they have concerns about
particular points. It is very easy to give such
input on-line.

APPIC Match: Internships and Postdoctoral
Residencies
As you are aware, we have now completed
three years of the APPIC Match for internship programs. Given the positive feedback
that we have received from all constituency
groups, the computer match will continue.
National Matching Service continues to do a
fantastic job conducting the APPIC Match,
and thus we are delighted that we will continue to work with them. One of the most difficult challenges the APPIC Board faced during this past year was to develop a plan for all
relevant constituency groups to share in the
cost increase for the APPIC Match. I want to
thank all of you for your support and understanding in this process. I believe that we developed a fair plan, such that internship sites
and applicants will pay more than they have
in the past, and subscriber programs will
begin to pay a match fee as well. Fortunately,
we were able to negotiate a three year agreement for the fee to remain the same.
Over the past few years, we have surveyed
our postdoctoral residency members regarding their interest in a computer match.
Although the interest in such a program has
steadily increased, currently less than 50% of
our postdoctoral programs support a computer
match. The same is true with regard to a uniform application or uniform notification date
for postdoctoral residency programs. We will
continue to dialogue about these issues, and
to survey our relevant members annually.
However, until such time that we have a
strong mandate to move forward with a computer match for postdoctoral residency programs in APPIC, we will not do so.

On-Line Directory
I remember that when I was applying to internship, the one thing that I knew about
APPIC was “the book.” The book referred to
the APPIC Directory. After extensive study of
the book, one needed to write letters to each
program of interest requesting materials. Of
course, that has all changed now. APPIC is
more than the book, the book now comes out
in hard copy as well as on-line with enhanced
information, and the On-Line Directory allows people to directly access the websites of
our member programs. Greg Keilin, Ph.D.
and the APPIC Central Office Staff (Connie,
Tia, Danielle) deserve enormous credit for
the countless hours, at all times of the day
and night, including holiday weekends, that
they have spent insuring that the Directory is
of the highest quality. Given some unexpected problems with computer programming on the part of our vendor, this year’s
hard copy APPIC Directory was somewhat
delayed. We sincerely apologize for any inconvenience this may have caused, and we
are doing our best to remedy the situation for
the future. For tunately, the On Line
Directory has been functional and actually is
the source of information most commonly
used by applicants.
Programs that Deserve Note
Over the next year(s), the APPIC Board
would like to acknowledge those training programs that go above and beyond the call of
duty in their flexibility in addressing challenging situations (e.g., a trainee with a serious medical problem, training interns or postdocs from programs that close), that offer
unique training in areas that broaden the
scope of practice of the next generation of
trainees (e.g., disaster response training and
relief work, advocacy training, training in administration), etc. Learning about these programs can provide all of us with information
about ways to enhance our own programs.
Therefore, if you know of a program that you
believe deserves special recognition or if
your own program has made a special contribution, please let me know. We want to highlight as many programs as possible.
Comings and Goings
I want to take this opportunity to welcome
our newest APPIC Board Member, Jeff
Baker, Ph.D. Dr. Baker is the internship training director at the University of Texas
Medical Branch at Galveston. He has already
“hit the ground running” by assuming a leadership role as the APPIC Board Contact to
the Web Design Company (Merrill-Hall) that
we have hired to redesign and update our
website. Gordon Williams, Ph.D. has served
as our Web Master since the initiation of the
APPIC Website. Our web site was one of the
first of any of the training councils, and we are
indebted to Dr. Williams for his foresight,
tireless dedication, attention to details, quick
turn around time, and longstanding commitment to this project. He has been extremely
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Chair’s Column
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helpful in the transition. Over the next few
months, we all look forward to a new look on
the APPIC Web Site.
Robert Goldberg, Ph.D., ABPP rotated off
the APPIC Board this past August. It is hard
for me to imagine APPIC without him. Thus,
I am delighted that he has agreed to continue
as the APPIC Newsletter Editor for another
three years. He simply does an outstanding
job in this regard. He has been the
Newsletter Editor since 1994, beginning in
that role one year prior to joining the Board.
In addition, he was Secretary of the APPIC
Board from 1997-2001, another role in which
he did an excellent job.
One of the longest term members of the
APPIC family, Carl Zimet, Ph.D., ABPP, has
decided to step down as the Chair of the
APPIC Standards and Review Committee
(ASARC). Dr. Zimet has been a member of
ASARC since 1994, and served as Chair since
1996. Prior to that time, Dr. Zimet was a
member of the APPIC Board (1985-1992) and
served as Chair from 1988-1991. Because of
his years of service, dedication to the organization, and the quality of his contributions, it
is with pleasure and honor that we award him
the title of Board Member Emeritus. He is
only the second individual in the history of
APPIC to receive such recognition; the other
person is Patricia Hollander, Esq.
Both the Doctoral Membership
Committee and the Doctoral Membership
Review Committee finish their three year
terms this year. The Doctoral Membership
Committee is responsible for reviewing new
internship programs for APPIC Membership.
The Doctoral Membership Review
Committee oversees the review of APPIC
Member internship programs that are not
APA or CPA accredited for continued membership in APPIC. Thus, both of these committees are crucial to the determination of
APPIC Membership, and their services are
invaluable. Members of both of these committees have been ver y conscientious,
thoughtful, and responsible in their reviews.
They have devoted many hours to the review
process, as well as to developing clarification
documents for APPIC Membership criteria. I
particularly want to acknowledge Michael
Carey, Ph.D., who has served as the Chair of
the Doctoral Membership Committee, and
who has consented to serve an additional
three years as Chair of the Doctoral
Membership Review Committee. Special
thanks to Karen Schmaling, Ph.D. for her diligence and attention to detail in her role as
Chair of the Doctoral Membership Review
Committee. I also want to express our appreciation to Monna Weir, Ph.D. for agreeing to
chair the Doctoral Membership Review
Committee for the last few months, following
Dr. Schmaling’s acceptance of a new position
in academic administration. Much apprecia-
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tion to the members of the Doctoral
Membership Committee (Drs. L ynda
Birkhead-Danley, Eleanor Bossi, Ian
Nicholson, William Bloem) and the Doctoral
Membership Review Committee (Drs. John
Yurik, Steve McCutcheon, Mark Soelling,
Lou Sowers). Finally, I am pleased to announce that Dr. McCutcheon has consented
to serve as the next Chair of the Doctoral
Membership Committee.

Closing Comments
In closing, I want to thank the members of
the APPIC Board for electing me to serve as
APPIC Chair for another year. I realize that
serving four years as Chair is unprecedented
in the history of the organization. I am truly
honored by the trust and confidence placed
in me by my colleagues. As I have said to my
close and colleagues, I really love APPIC, the
people, and the mission. As I begin my final
year as a member of the APPIC Board, I look
forward to the opportunity to work more
closely with each of you so that together we
can provide the best possible quality training
programs for interns and postdoctoral residencies. If I can be of help to any of you,
please do feel free to contact me.

Postdoctoral Training
continued from page 18

As noted, information on most
geropsychology fellowship programs is
available on the Division 12, Section II
website. The APA Monitor and APA’s
Division 12, Section II and Division 20
(Adult Development and Aging) listserves advertise geropsychology postdoctoral fellowship oppor tunities.
Deadlines for applications vary so the
process of gathering information should
be started in the early Fall. Most fellowships require an interview. If personal or
economic circumstances make it difficult to take part in an in-person interview, inquire about phone interviews
with relevant fellowship faculty (and be
prepared to make a strong, positive impression over the phone!) In our fellowship program we are impressed with applicants who have prior clinical
geropsychology experience, have a solid
grasp of the basic literature on clinical
geropsychology and gerontology, are
sincerely enthusiastic about a career in
this area, are student members of
Division 12, Section II, and have good interpersonal skills. Excellent reviews of
clinical geropsychology include Mental
disorders in older adults: Fundamentals
of assessment and treatment (Zarit &
Zarit, 1998) and also What practitioners
should know about working with older
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adults (APA Working Group on the
Older Adult, 1998).
Who should start a geropsychology fellowship program? Who should
start a postdoctoral geropsychology fellowship program? The potential fellowship director should have extensive clinical experience with older adults, be
very familiar with the professional literature in this area, evidence involvement
in professional affairs by active membership or leadership in relevant organizations with aging as their focus, and hopefully contribute to the professional
literature on aging. The institution
where a fellowship program develops
should have at least two (and preferably
more) different sites where services are
delivered to the aged and other psychology or non-psychology staff with a substantive interest in aging. A fellowship
director needs to gain ongoing institutional financial support for the fellowship, “protected time” for supervisors,
and resources to develop lectures or
courses on aging. Current directors of
geropsychology fellowship programs
can be contacted for direction, guidance,
and support around the development of
a program in this area.
Act III. And so how will our professional drama end? As a member of the
baby boom generation, I have a vested
interest in having solid mental health
services in place for myself, my loved
ones, and compatriots when we reach
late life. As a geropsychologist, I hope I
will see the reward of years of efforts by
my colleagues to build a cadre of
geropsychology professionals to meet
the needs of the older adults at a time
when so many people will be old. Check
with the 2030 edition of the APPIC
Newsletter for the conclusion of Act III.
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engage students in direct contact with older
adults in a range of settings and life circumstances. I have found that very few of my students have had any experience with older
adults, except perhaps with a grandparent.
Having successful and satisfying interactions
with seniors can be a powerful experience for
the student and motivate them to learn more
about working with this population. Creating
such experiences requires establishing relationships with a wide network of aging services and community agencies, as well as individual older adults in the community, who
would be willing to interact with your students. This may be easy or more difficult depending on the location of your school and its
accessibility to such agencies and settings. I
have found that most programs are very
eager to have students participate at their
site. The greatest frustration is that there is
often frequent staff turnover from year to
year, which means you have to keep in touch
and re-introduce yourself often to maintain
continuity for student opportunities at each
site. Also, most of the students who take a
course in geropsychology are in their third or
fourth year of grad school with one or two
years of practicum completed, so they are
ready to step into a more “hands on” kind of
learning experience.
Another goal in creating meaningful learning experiences is to expose students to a
wide range of functional levels in older adults
(from normal community dwelling to institutionalized). It is important for students to be
aware of the heterogeneity of older adults and
the broad spectrum of functioning that is represented in this population. Finally, planning
and implementing a developmentally appropriate progression of learning exercises/experiences will build student confidence and
competence. For example, students may
move from practice cases (in the form of in
class case vignettes, role plays, etc.) to interactions and work with older adult volunteers
and clinic patients.
Since, the goal in developing assignments
and class exercises is to engage students as
actively as possible in the learning process,
mix lecturing with hands-on exercises which
require the use and application of information
from the readings and didactic lectures.
Students tend to be more motivated and retain information best when it seems relevant
to their clinical work. The following are suggested assignments and experiences that
might help achieve the learning goals.
1. Case Studies. Case vignettes are invaluable in getting students to think critically
about the issues involved in working with
older adults. Each vignette should require
the incorporation of information from the
assigned reading or lecture to be able to
work through the case. Students could
work in teams of 2-4 to develop a case con-

ceptualization and outline an approach to
intervention. The vignettes might be a
combination of published case studies,
cases from my/your clinical experience, or
made-up cases.
2. Evidenced-Based Inter ventions. Students should be encouraged to seek empirically validated treatment models for
working with clients. Therefore, a possible
assignment is to require each student to
select a distinct problem or disorder relevant to older adults and of interest to them,
and to research the literature to find an
empirically validated intervention for treating that problem in older adults. They
should write up a description of the problem/disorder that is the focus of the treatment (with an emphasis on its manifestation in older adults), describe the
published treatment model (its goal, materials needed, and a step by step description
of how to implement the intervention), and
document the research supporting the efficacy of the intervention. The report can
be presented in class, with a handout for
the other students, that includes all information needed to actually implement the
intervention, as well as references. The
goal of this assignment is to emphasize the
value of evidenced-based approaches to
treatment and to provide students with a
portfolio of interventions that they could
use in practice.
3. Direct Experience with Older Adults.
Many students in the class have never had
experience working with older adults. A
major focus of the course should be to help
students get to know older adults first hand
and to hear their stories. They need to engage in activities and experiences that require application of the information covered in readings and lectures. This can be
accomplished in two ways. First, help students see issues from the perspective of
the older adult. One way to do this is to
show videos and read literature written by
older adults that present situations or issues from their perspective. In addition, seniors from the community can be invited to
come to class and participate in a panel on
a particular topic. For example, guests may
talk about the transition into retirement,
marriage in late-life, relationships with
adult children, satisfactions and worries at
this stage of life. Live interactions between
students and older adults in the classroom
help students translate the theory presented in readings and lecture into how
this is played out in the lives of real people.
The second approach is to require students
to spend a certain number of hours during
the semester at a setting that provides services to older adults (15 to 25 hours per semester). Students may choose to find their
own setting (subject to approval of instructor) or of working in a setting that has been
pre-arranged. A range of sites can be
found, including partial hospitalization
treatment program for depressed older
adults at a local hospital, an adult day care

facility, a nursing home, etc. Be sure to request that the site offer a basic orientation
for students to socialize them into the setting and to introduce students to key staff
members. Students should arrange times
and activities with the supervisor at the
site. Typical activities that may be available
to students include: co-facilitating group
therapy, cognitive screening/assessments,
developing and implementing a specific intervention (e.g., a psychoeducational intervention for managing holiday stress or for
enhancing positive mood by increasing
pleasant events), or attending treatment
team meetings.
4. Assessment Experience. Students
should gain direct assessment experience
with older adults. At an introductory level,
students should be able to conduct and
write up a clinical interview/developmental history with at least one of the clients in
their clinical setting (with approval of onsite supervisor and informed consent of
client). In addition, they should complete
at least 2 cognitive screening tests
(MMSE, Cognistat, or DRS). At a more advanced level, students should be able to
carry out a minimum of two full assessment evaluations (with full written assessment report) for two older adults, one a
clinic patient and the other a community
volunteer. Individual supervision to monitor students’ competence in this process is
essential. The first step is to have students
generate an assessment plan appropriate
to a specific referral question. Assessment
plans should be approved by the instructor
before the student meets with the client.
After conducting each assessment, the student writes an initial draft of his/her report. The draft will be turned in to the instructor to be reviewed. Students will meet
with the instructor to receive feedback and
suggestions for revision. The student will
then revise the draft and turn it in before
the end of the semester. The goal of this
exercise is to help students develop appropriate assessment plans (including test selection), enhance their ability to understand and accurately interpret test and
interview results, and to refine their ability
to present their conclusions and recommendations in a helpful and informative
written format. An additional goal for this
assignment is to enable students to see the
wide variation in performance between the
clinic and non-clinic, community dwelling
clients.
Assessment of Learning
In assessing student learning, the goal is
to evaluate student progress in the acquisition of core knowledge and skills. To accomplish this, several means of evaluation may be
employed.
1. Exams. Exams are helpful to measure acquisition of core knowledge. The exam
typically should include a “content” com-
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ponent which is usually objective short answer/multiple choice, and an “application”
component which requires students to use
the information to conceptualize a case,
develop an assessment and/or treatment
plan.
2. Log of Clinical Experiences. Students
should maintain a log of the time they
spend at their clinical site. It is recommended that the following materials be included in the log: a) documentation of
their hours (type of activity, type of client,
interactions with other staff members,
etc.); b) a written evaluation of their experience (both positive and negative aspects), including their reactions to their
work with older clients; and c) the written
assessment reports and testing data (includes clinical interview write-up and cognitive screenings for introductory students; draft and final version of the two
assessment reports for advanced students). The complete log would be turned
in at the end of the semester and would
comprise a significant portion of a student’s grade.

3. In-Class Exercises and Presentations.
Student’s responses to the case vignettes (conceptualizations, treatment
plans, etc.) should be factored into their
course grade. The emphasis would be
on the degree of engagement in the
process and evidence of application of
core knowledge to the cases. The class
presentation and handout on an empirically validated intervention could also
be included in this evaluation.
4. Individual Super vision. An integral
part of the course should be individual
“supervision” of student’s assessment
and report writing skills. This individual
time with each student will enable the
instructor to gauge the degree of
progress students are making as they
respond to feedback on their work.
While this may not be a formal part of
the grade a student earns in the class, it
does serve as an important component
in assessing a student’s progress in
achieving the knowledge and skills
needed to be successful in a practicum
or internship setting.
Conclusions
While all this sounds promising as a
way to enhance preparation of the generalist graduate student for work with older
adults, there may be some realistic systemic obstacles to implementing these recommendations into the curriculum. The
following are a few of the barriers that
might emerge, with some suggestions for
possibly circumventing them.
1. Departmental Indifference. The first
barrier may be a disinterest on the part
of your faculty colleagues who teach
core assessment and inter vention
courses to include sections on older
adults in their classes. One reason for
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this disinterest may simply be a lack of
knowledge on the topic rather than a
discounting of the subject. A possible
solution is to offer to give a “guest lecture” on working with older adults in
each of their classes. While this may
seem like a lot of extra work, it may actually yield the positive result of interesting students in taking a geropsychology course. It is sort of like doing
marketing/promotional work to attract
clients. More importantly, it gets the
word out to a greater number of students that there are some special issues
and competencies that are unique to
working with older adults and will hopefully encourage them either to pursue
further training or refer an older client
to a geropsychologist when appropriate.
2. Lack of Qualified Faculty to Teach
Geropsychology. This is not an unusual dilemma. Even if the department
is interested in having a geropsychology component in their curriculum,
there may be no one on staff to teach it.
There is no easy answer here, but there
might be an adjunct clinical faculty person who could be recruited from the
community to do guest lectures, departmental seminars, or actually teach a full
course.
3. Lack of Student Interest in
Geropsychology. Rarely do students
enter a generalist graduate program
with a strong commitment to work with
older adults. Frankly, most students
have never even considered the possibility of working with this population.
Here are some strategies for engaging
student interest in becoming more competent in geropsychology: a) Include issues related to older adults in the other
courses you teach; b) Volunteer to do a
guest lecture on older adults in other
courses; c) Make yourself available as a
consultant to students who are working
with older clients in practicum settings
(some of these end up taking the
geropsychology course); and d)
Supervise dissertation projects relevant
to older adults. Additional suggestions
would be welcome.
4. Scheduling Rigidity/Lack of Flexibility. Often departments are locked in
to schedules that are very difficult to
modify. Class room space and allotment
of teaching hours can be very tricky to
negotiate. There is no simple solution
here. It requires the cooperation of administration who support efforts to include geropsychology courses in the
curriculum.
In conclusion, I hope that this paper will
open the way for broader conversations
among all of us who are seeking to implement the best possible classroom experience in geropsychology for graduate students. We need to share our collective
wisdom on how to best train students to be
competent to work with an older adult population. In particular, our goal should be to
move students who plan to provide services to a general adult population toward
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a level 2 of competency for working with
older adults whom they will encounter in
practicum, internship, and post-graduate
settings.
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setting. For example, if only one faculty
member is interested in aging, his or her
research and clinical interests are likely
to drive the selection of site. A neuropsychologist might be more likely to
develop a training linkage with a community site, or to develop a memory assessment program within the psychology department training clinic, whereas
a treatment specialist might develop service programs. To some extent, a training program will have to be aware of and
exploit local opportunities.
Programs that want to be purposeful
about developing an array of training options in order to build a foundation of
core clinical skills, such as assessment,
treatment, and consultation, for example, would want to note the types of sites
that might afford those training opportunities. Certainly, students need to be
guided to build a broad base of skills
during their training. Then later, internship rotations could be selected based
on the skills not already initiated in graduate school, and post-doctoral training is
definitely be a time when both depth of
skill and completion of the foundation
are accomplished.

Challenges to Practicum Development
The sites in Table 1 can be loosely
grouped into two approaches: Onsite
strategies that expand the offerings
available in a current training clinic to

include more options for work with
older adults, and Offsite settings that
draw students into the ongoing service
deliver y network in the community.
Each approach raises significant challenges, which faculty members are wise
to address early in the process of developing the training option.
Tables 2 and 3 describe the nature of
several challenges, and suggest strategies for managing them in those settings. Note, for example, the challenges
related to supervision. As noted in Table
2, faculty members typically provide supervision in departmentally based clinics. However, in a departmental training
clinic, no faculty member may exist with
adequate expertise to supervise complex cases requiring interdisciplinary involvement, for example. Additionally, if a
faculty member agrees to build a specialty program within the existing clinic,
that person’s workload needs to reflect
the administrative responsibilities involved in developing, marketing, and
maintaining community linkages. These
are not skills many faculty have, and the
time needed to develop and implement
them is clearly an administrative commitment above and beyond the time
needed to supervise cases; this type of
commitment should be recognized in a
differentiated workload agreement or
other method of time allocation.
As noted in Table 3, offsite placements often bring challenges in the domain of supervision as well. These challenges are related to students not being
given adequate time and quality of oversight from busy agency professionals,
whose first commitment is to services
rather than to training. Student clinicians are likely to compete with meetings, clinical services, financial pressures, and agency cultures in trying to
insure enough time to meet their supervision needs.
Another example of a challenge in offsite settings occurs when students arrive in a practicum site ready to work
with older adults, but lacking even rudimentary knowledge of normal or abnormal adult development or aging. For example, graduate students early in their
training may be checking out this population as a potential interest area, but not
have the exposure or foundational
knowledge that makes it possible to step
in and begin assessing dementia or depression in a community-based population. Students may need to spend the
first two weeks of their practicum building an adequate knowledge base
through reading, prior to seeing clients,
if their knowledge base is inadequate.
The readings need to be tailored to the
specific knowledge required prior to en-

gaging in the experiences offered at that
particular site. (Note other examples of
Onsite challenges in Table 2, and Offsite
challenges in Table 3).
A generalist program, by definition, is
not attempting to offer a full specialty
track. However, some students may be
drawn into a career focused on serving
older adults in a generalist program.
Faculty may also wish to gain more
depth of knowledge or experience with
older adults. The training director needs
to know how to guide students and faculty toward external resources for professional development. We offer some
recommended resources in the Table 4.
Again, these are not meant to be comprehensive. In particular, note the national organizations within which professional networking can naturally occur, as
well as the wealth of information available at various web-sites.

Conclusion
Why go to the trouble to develop
training sites in aging at the graduate
level? Recent data make it clear that
most geropsychologists in the field
today were drawn into the field long before internship or postdoctoral training.
Indeed, when Karel and colleagues
(1999) surveyed psychologists who received postdoctoral fellowships to specialize in clinical geropsychology, they
found that 78% reported that their professional interest in geropsychology occurred during graduate school (47%) or

prior to graduate school (31%). Work experience was the most influential factor
(rated by 65%) in developing their interest. Other factors included family experience (49%), research experience (49%),
promising job oppor tunities (38%),
coursework (32%), volunteer experience
(24%) and personal experience (18%).
The majority of these experiences were
“hands-on” types of experience that engaged the future professional geropsychologists up-close-and-personally with
older adults. Almost all of these postdoc’s had done at least an internship rotation (89%) in geropsychology, and 55%
had done a graduate practicum.
Consistent with this picture are data
from the recent survey of practitioner
members of APA, which found that
some kind of formal training to work
with older adults was a predictor of future practice patterns with older adults
(Qualls, et al., unpublished manuscript).
Thus, providing practicum experiences
in geropsychology at the graduate level
can address several issues simultaneously: drawing students into the field,
building basic competencies, and building core skills for working with older
adults that are needed by any practicing
psychologist.
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Table 2
Challenges to Providing Practicum Experience for Graduate Students within Departmental Clinic (On-Site)
Domain

Supervision

Challenges

Strategies

• Faculty supervision of aging cases may take more time
than other cases due to multidisciplinary contact requirements

• Faculty must be compensated for supervision within
teaching load

• Faculty may lack expertise in geropsychology
• Faculty supervisors need to be linked to community
agency networks to meet the multidisciplinary needs
of older clients

Funding Issues

• Non-tenure track psychologist experts may be hired as
consultants to add to supervision capacity, consult with
difficult cases, or offer professional development seminars
• Community-based case management staff may be useful as consultants to insure integration of clinic-based
services with community resources

• Faculty time for supervision and administration (e.g.,
marketing, contract development) is costly to the department

• Faculty investment in community linkages needs to be
recognized as legitimate service during evaluations of
faculty performance

• Unique teaching materials may be needed

• The faculty member responsible for overseeing the
clinical services track for aging clients needs to have
some administrative time allocated for developing and
running the program
• Departments can target aging services as a focus of
fund-seeking efforts in the community, to support purchase of testing materials and other aging-unique resources

Client Development

• Older adults may not show up spontaneously in a department-run psychological services training clinic

• Faculty time must be allocated, especially to the development of a new service (e.g., meeting with referral
sources, developing marketing materials)
• As noted above, some person needs to be made responsible for case-finding, external linkages, and community relations as well as the more traditional internal
administrative roles
• An outreach site in the community may be useful to improve access for older adults (e.g., within a senior
housing site, primary care health care office, hospital,
or senior center)
• Referral sources that can be cultivated include physicians, courts (e.g., guardianship evaluations), and senior housing and service agencies

Integration into Training

Students without Adequate
Background

• Faculty must decide whether clinical geropsychology
experience becomes a core competency expected of all
students or remains at the fringe of the program
• Faculty also must decide whether aging will be the
subspecialty, or aging will become a target within other
subdisciplines (e.g., neuropsychology, psychotherapy,
consultation, health psychology)

• Clinical faculty need to be sure to consider aging populations as one of the diverse groups that students
need to be prepared to serve; the role of the graduate
training program in preparing students needs to be revisited regularly

• Students may initiate a clinic rotation with older clients
without any knowledge base of normal or abnormal
aging

• The first few weeks of supervision can be spent going
over key points in assigned readings, prior to client
contact

• Students may seek a placement with older adults early
in their training and be learning fundamentals while
working with this population

• Students may need to visit community resource sites
for healthy older adults (e.g., senior housing, senior
recreation centers, etc.) in order to build understanding of the life structures of normal older adults

• Existing tracks may help faculty determine whether
aging is a primary or secondary organizing factor

• Students need to be taught explicitly about what is
unique to work with older adults and what is common
with all clients
Faculty Lacks Career Mentors
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• Although a program may commit to adding aging training to their offerings, there may be no clinical expert
in geropsychology available to mentor students who
choose that career option

• Students can be encouraged to join national organizations, such as APA, Div 12-Section II, and
Psychologists in Long Term Care for more contact
with senior psychologists in that specialty area

• Students with clinical experience with older populations may want to do their research with those populations as well

• Guidebooks on internship and post-doctoral training
opportunities in aging are now available online
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• Many sub-disciplines of psychology have cutting edge
theoretical or empirical problems that are well illustrated with aging populations (e.g., cognitive, social,
existential psychology)
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Table 3
Challenges to Providing Practicum Experience for Graduate Students in Community Settings (Off-Site)
Domain

Supervision

Challenge

Strategies

• Quality of supervision must be overseen closely:
• Time commitment
• Weekly oversight of cases
• Philosophy of program should be maintained
(e.g., empirically supported assessment and
treatment approaches)

• Students should report regularly to their faculty
preceptor about the mechanics of supervision and
types of clients at site; inadequate supervision or inappropriate client assignments would be grounds
for pulling the student from the site
• Faculty preceptor should visit site regularly to see
the arrangement

• Students may be allowed to attempt complex services for which they lack adequate training
Funding Issues

• Department typically has no costs
• Sponsoring organization may expect financial gain
that shapes the training experience

• Faculty preceptor oversight can insure that students’ learning goals are not compromised by financial pressures
• Site may be encouraged to develop funded
practicum placements that add to department’s
funding for students

Client Development

• Agency responsibility; if they do not provide
enough clients, student experience may be inadequate

• Faculty preceptor may need use low client referrals
as an opportunity to teach about organizational systems
• Students may have opportunity to learn about business aspects of agencies
• If client shortage is not addressed, site may not be
viable for training

Integration into Training

• Students can feel fragmented moving between sites
• Site may have unrealistic expectations about access
to student

Students without Adequate
Background

Faculty Lacks Career
Mentors

• Students should be encouraged to establish clear
boundaries on time commitment to site
• Faculty preceptors can use the experience of fragmentation to teach about role strain management,
an important professional skill

• Students may seek a training experience without
adequate knowledge about normal and abnormal
aging

• Faculty preceptor may need to insure that readings
are assigned and discussed, if site supervisor does
not

• Students may lack experience in complex organizations that engage them in interdisciplinary work
and/or medical/legal procedures

• Prerequisites for sites may need to be established
when complex clinical skills are required

• Students may be heavily influenced by community
supervisor if faculty cannot offer mentorship

• Faculty preceptors can offer professional organizations and networks as sources of alternative career
development mentors

• Organizational analysis, team development, and applications of empirical work to “real world” settings
become rich points of discussion in classroom settings

• Faculty preceptors can insure balance in perspective from community supervisors during on-campus consultations

continued on page 42
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Table 4
Professional Development Resources for Faculty & Students Interested in Geropsychology
Professional Organizations of Psychologists Interested in Aging
• American Psychological Association
• Division 20, Adult Development and Aging: aging.ufl.edu/apadiv20/apadiv20.htm
• Section 2 (Clinical Geropsychology) of Div. 12 (Society for Clinical Psychology): http//bama.ua.edu/~appgero/apa12_2/
•American Society on Aging, Mental Health and Aging Network: www.asaging.org/mhan.html
•Gerontological Society of America: www.geron.org
•Alzheimer’s Association: www.alz.org/research
•Psychologists in Long Term Care: www.wvu.edu/~pltc/
Resources for Practitioners
• Newspaper column for clinical psychologists interested in issues related to aging and practice from The National Psychologist: cha@en.com
(Articles by Paula Hartmann-Stein)
• Medicare policy information: www.hefa.gov/medicare/medicare.htm and www.healthcarerights.org
• Agency for Healthcare Research and Quality (formerly Agency for Health Care Policy and Research): www.ahrq.gov/clinic [includes clinical
practice guidelines for Alzheimer’s disease, depression, incontinence, sleep apnea, etc.]
• Guidelines for the Evaluation of Dementia and Age-Related Cognitive Decline: www.apa.org/practice/dementia.html
• The Basics of Medicare Audits: www.apa.org/practice/pointer4.html
Information Resources Available Online
• Reading list on mental health and aging: www.mhaging.org/pubs/9_98nl.html
• Journal of Aging and Mental Health: www.fmhi.usf.edu/amh/journal/tocs/tocs.html
• Women and Aging Newsletter: www.aoa.gov/elderpage/waldepression.html
• Novartis Foundation for Gerontology: www.healthandage.com/physi/f5.htm
• Administration on Aging: www.aoa.dhhs.gov
• Listing of several aging sites: www.aoa.dhhs.gov/agingsites/default.htm
• National Aging Information Center: www.aoa.dhhs.gov/NAIC/Notes/mentalhealth.html
• U.S. Dept of Census [Census data on health and health services utilization by older adults]: www.census.gov/population/www/dbna/
dbn-aging.html
• American Health Care Association, Testimony to Inst of Med Committee on Improving Quality in Long Term Care: www.ahca.org/brief/testim3.htm
• Trends in Health and Aging, National Center for Health Statistics: www.cdd.gov/nchs/about/otheract/aging/trendsoverview.htm
• National Institute on Aging: www.nih.gov/nia/health/ [Includes AgePages that can be printed with information on a wide variety of geriatric
mental health topics]
• National Institute of Mental Health: www.nimh.nih.gov
• Depression/aging: www.nimh.nih.gov/depression/senior/ov65.htm
• Depression/suicide: www.nimh.nih.gov/publicat/elderlydepsuicide/cfm
• Medications and mental disorders: www.nimh.nih.gov/publicat.medicate.htm
• Psychosocial issues for older adults in disasters: www.mentalhealth.org/cmhs/emergencyservices/99-821.pdf
• National Academy on an Aging Society: www.agingsociety.org (policy institute of The Gerontological Society of America)
• American Psychological Association
• APA Journals and articles on aging topics: www.apa.org/pi/aging/apajournals.html
• Aging brochures available on line: www.apa.org/pi/aging/onlinebr.html [contains “What practitioners should know about working with older
adults”, “Older adults’ health and age-related changes: Reality versus myth”, “Elder abuse and neglect: In search of solutions”.
• American Association for Geriatric Psychiatry: www.aagpgpa.org
• “Role of Geriatric Psychiatrist”: www.aagpgpa.org/role/htm
• American J of Geriatric Psychiatry: http://ajgp.psychiatryonline.org/contents-by-date.0.shtml
• American Geriatrics Society: www.americangeriatrics.org/
• Social Security Administration: www.ssa.gov
• Department of Veterans Affairs: www.va.gov
• National Center on Elder Abuse: www.elderabusecenter.org/

Integrating
Geropsychology
continued from page 17

as well as a geropsychology rotation for interns interested in more in depth training
with elderly patients. Provision of optimum
care to this segment of the population often
involves active consultation and cooperation
across clinical disciplines, which is also found
across these various training sites.
Supervision: Optimally, supervision and
training in working with older adults will be
provided by those with Level 3 competence.
However, this is not realistic in all settings or
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for clinical work with all older adults. At a
minimum, the direct supervisor must have
suf ficient experience with the specific
geropsychology concerns of the patient receiving care to provide adequate supervision.
Consultation with available psychologists at
Level 2 and Level 3 competence should be
available in the event the supervisory needs
exceed the scope of competent practice for
the supervisor.
Geropsychology Rotation as Preparation for
Level 2 (Journeyman) Competency
The APA Interdivisional Task Force on
Clinical Geropsychology Training recommends completion of at least 100 hours of direct patient contact in the assessment and/or
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treatment of older adults (age 65+) in an
appropriate clinical setting. Our 6-month, 50%
time Geropsychology Rotation easily provides this amount of patient contact with
older adults. The Geropsychiatry Inpatient
Treatment Facility (180 beds), Extended
Care Rehabilitation Center (60 beds), and
Psychological Services Clinic - Geropsychology Team are the primary training sites. The
variety of care settings, complexity of patient
needs, and richness of clinical diversity
within these settings provides exceptional oppor tunities for interns. Overall, our
Geropsychology Rotation easily provides sufficient opportunity for the motivated intern to
attain a journeyman or generalist level of
competence (Level 2).

Conclusions:
Most simply stated, well-rounded practitioners in Clinical Geropsychology will have
obtained knowledge, supervision, and clinical
experience at all levels of their training. As
our culture and nation age, we can only hope
that more students will avail themselves of
this training, and prepare to meet the psychological needs of our rapidly growing population of older adults.

References
TRAINING GUIDELINES FOR PRACTICE
IN CLINICAL GEROPSYCHOLOGY
(September 2000): Report of the APA
Interdivisional Task Force on Qualifications
for Practice in Clinical and Applied
Geropsychology - Draft #8a
This report presents consensus training
guidelines, including recommendations
about the types and amounts of training appropriate for individual psychologists who
engage in professional work with older
adults. The report has been endorsed by
American Psychological Association
(APA) Division 12 (Clinical Psychology),
Division
12-Section
II
(Clinical
Geropsychology), Division 17 (Counseling
Psychology), and Division 20 (Adult
Development and Aging), but does not represent positions taken by the APA as a whole
or any other APA division or unit.
The Task Force was jointly formed within
APA by Division 12-Section II and Division
20. Task Force members, a broadly based
group of psychologists representing expertise in diverse areas, include Michael
Duffy, Barry Edelstein, Dolores GallagherThompson, Margaret Gatz, Paula
Har tman-Stein, Gregor y Hinrichsen,
Asenath LaRue, Peter Lichtenberg,
George Niederehe (co-chair), George
Taylor, and Linda Teri (co-chair).
Please address correspondence regarding
this document to George Niederehe,
Ph.D., Adult & Geriatric Inter vention
Branch, National Institute of Mental
Health, 6001 Executive Blvd., Room 7160,
MSC 9635, Bethesda, MD 20892-9635.
(phone: 301-443-9123; fax: 301-594-6784;
email: gniedere@mail.nih.gov)
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Level 3 (Advanced Practitioner) Competence
Attaining this level of advanced and specialized professional function is not considered to be available within our setting—nor
will that be the case for the large majority of
predoctoral internship training sites. Postdoctoral training and experience, in addition
to continuing education, clinical experience
and supervision, and selected professional literature, would be minimal requirements to
progress to Level 3 competence in Clinical

Geopsychology. However, for those with an
interest in Geropsychology, the training opportunities available as described above
would be sufficient to prepare them for additional training towards Level 3 competence.

A

pervisors occurs, with the greatest amount
during the first two months on the rotation.
The intern is also observed by the supervisor(s) as he/she gains increasing experience
and knowledge with this population. In general, supervisory and training faculty should
have sufficient knowledge, training, and experience in geropsychology to appropriately
supervise in a rotation setting.
Par t of the super visor’s role in the
Geropsychology Rotation is to mentor the intern in gaining experience and comfort with
the multiple roles a geropsychologist fills
when working with older adults. The “hats”
worn by a psychologist in this setting include
consultant to other disciplines, psychotherapist, patient/family educator, community resource liaison, behavioral management
strategist, interdisciplinary team member,
caregiver suppor t system, and frequent
bearer of bad news (prime example being
feedback from an assessment that a progressive dementia is present). All of these can
occur in one day while working with older
adults, and can generate significant internal
stress. Supervisors of interns in this setting
must be attuned to assisting interns with processing the variety of thoughts and feelings
that are evoked while working with this population.
Assessing an intern’s progress in attaining
a journeyman or generalist level of competence in working with older adults during the
rotation occurs via multiple mechanisms. The
established internship evaluation format is
used to assess learning in the identified
areas. Ongoing discussions and observations
regarding clinical work between the supervisor(s) and intern must occur, and form the
basis for the formal evaluation. The guidelines for Clinical Training in Geropsychology
under development by the APA Interdivisional Task Force and the VHA TAG’s efforts
at clarification of Geropsychology Competencies provide sufficiently detailed descriptive
information to assist the supervisor in determining the intern’s level of competence
across the key areas outlined. Not all interns
will complete the rotation with sufficient
knowledge, experience, and ability to function at Level 2 competency with older adults.
Successful completion of the rotation, however, will have them functioning well beyond
general exposure (Level 1) to working with
older adults. Factors such as prior training
and experience, general motivation to excel
clinically, and level of interest in further training in geropsychology will impact his/her ultimate competence in working with older
adults at the completion of both the internship and Geropsychology Rotation.

Fo

Core Competencies & Learning Objectives:
Within the Geropsychology Rotation, efforts
and opportunities are aimed at the acquisition
of knowledge and experience in several key
areas that include the following:
♦ theory and current research in aging
♦ changes in cognition (normal and
pathological)
♦ biopsychosocial aspects of aging
♦ psychopathology
♦ changes in functional abilities
♦ cultural, social, and cohort aspects
♦ appropriate assessment
♦ adaptation of intervention strategies
and treatment for older adults
♦ crisis intervention and outreach efforts
♦ interdisciplinary approach to care for
older adults
♦ legal, ethical, and end-of-life issues
Each intern will bring different existing
knowledge and experience to the rotation, as
well as their own specific interest areas within
the broad spectrum of geropsychology. They
will develop varied levels of experience,
knowledge, and competence across these key
areas, although gaining at a minimum general exposure (Level 1) to all areas.
In general, training goals can be adapted
to a particular internship program’s available
clinical settings, an intern’s particular interests, and available supervisory expertise in
the relevant areas. Opportunities to work
closely with other disciplines should be incorporated into the training goals whenever
feasible.
Learning experiences to meet those objectives: As noted earlier, all of our predoctoral
interns receive didactic seminars and case
presentations relevant to the older adult population, as well as having the aspects of working with older adults across a variety of other
topics addressed in other didactic experiences. Interns who select the Geropsychology Rotation will have additional exposure to
relevant issues via supervison, recommended
or assigned readings, and their own literature
reviews related to particular cases.
Interns selecting the Geropsychology
Rotation are rapidly exposed to the importance and unique contributions from other
disciplines routinely involved in providing the
full spectrum of care to older adults—
Primar y Care and Geriatric Medicine,
Pharmacy, Occupational Therapy, Social
Work, Nursing and Geropsychiatry being the
most frequent in our setting. They have the
opportunity to directly observe these disciplines interacting with older adults and their
families, completing discipline specific assessments, and providing a broad range of intervention strategies. Working with the caregivers of older adults who are exhibiting
functional, medical, behavioral and/or mental
health problems is also of key importance,
and is therefore a significant part of the intern’s experiences during the rotation.
Supervision and methods for assessing acquired knowledge and competence: We provide
a minimum of two hours of scheduled individual supervision on a weekly basis to each
intern on the rotation. Additional supervison
is available as needed. Direct intern observation of various skills as provided by the su-
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Part-Time Internships:
continued from page 22

Because of the growing number of
students being trained in part-time internships, the issue of defining quality
training has become critical. The diversity of part-time internship settings challenges the capacity of any organization
or group of educators to establish uniformly high standards. There is a pressing need for the recognition of alternative models of internship training and
for the definition of appropriate and relevant competencies that must be
achieved by students. Methodologies
for evaluating the competencies of individual interns and the functioning of entire internship training programs must
be refined to better address part-time internships. Especially important will be
the development of guidelines for doctoral programs on how part-time internship rotations should be combined to
provide a comprehensive training experience for students. Finally, standards
for supervision at part-time internships
and appropriate methodologies for evaluating the supervisory process must be
developed.
The need for training opportunities
provided by part-time internships is real.
The potential advantages to psychology
graduate students, the profession of psychology, and most importantly, the underserved people in our communities,
are enormous. As an organization committed to developing procedures and
standards for internships on a state
level, CAPIC seeks to initiate a dialogue
with all the stakeholders in professional
psychology education, but especially
with members of APPIC. Together we
can begin to address the issues of defining, preserving, and promoting the quality of training in part-time internships.

Suicidal Patients
continued from page 23

Motto (personal communication, July
1998) noted that the accurate assessment of
imminent risk does improve with clinical experience and that supervision in working
with suicidal patients should be a crucial element in all clinical training programs. What
then can clinical supervisors do to aid in the
assessment and management of the suicidal
patient that is being seen by a psychology intern? There are a number of teaching and supervisory clinical issues a supervisor can discuss with a psychology intern to ensure that
the intern is providing adequate care.
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Although the following list of these discussion points is not exhaustive, it does suggest
the sort of specific questions that should be
discussed with your interns when they work
with suicidal patients.
Checklist of Questions and Issues to
Discuss with Clinical Psychology
Interns Working with Suicidal Patients
Supervisors can review with their interns:
1. The overall management of the case, specific treatment issues, uncertainties in the
assessment of elevated risk or in diagnosis. This can include a review of the mental status examination, history, information from significant others and previous
therapists; also, a review of the intern’s formulation of the patient’s DSM diagnosis,
together with any other specific formulations, clinical assessments, and evaluation
of any special treatment and management
issues (e.g., comorbidity of alcohol/substance abuse, physical illness).
2. Issues of managing the patient with chronically suicidal behavior, patient dependency, patient hostility and manipulation,
lack of psychosocial supports, patient’s
competency to participate in treatment decisions, along with an assessment of the
quality of the therapeutic alliance and the
patient’s particular response to the psychologist and to the course of treatment
(e.g., intense negative or positive transference).
3. The intern’s own feelings about the
progress of treatment and suicide risk and
feelings toward the patient (e.g., the intern’s own feelings of fear, incompetence,
anxiety, helplessness, or even anger) and
any negative therapeutic reactions.
4. The advisability of using medication; also a
request for a re-evaluation of any current
medications (e.g., effectiveness, compliance in taking medication, side effects,
polypharmacology).
5. The indications and contraindications for
hospitalization; a review of available community crisis intervention resources for
the patient with few psychosocial supports; referral for day treatment; emergency and backup arrangements and resources; and planning for the intern’s
absences.
6. Indications and contraindications for family and group treatment; questions on the
status of and progress in the integration of
multiple therapeutic techniques.
7. The intern’s assessment criteria for evaluating dangerousness and imminence (e.g.,
does the consultant agree with the clinician’s assessment of the level of perturbation and lethality); review of specifics of patient’s feelings of despair, depression,
hopelessness, cognitive constriction, and
impulses toward cessation.
8. The issues of informed consent and confidentiality and the adequacy of all current
documentation on the case (e.g., intake
notes, progress notes, utilization reviews,
family meetings, supervisor notes, telephone contacts).
9. Whether the supervisor agrees with the
intern’s current risk analysis and management plan.
Finally, it is crucial to understand that the
best overall risk management strategy remains a sensitive and caring therapeutic al-
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liance within the context of the best possible
clinical care.
Note: Adapted from Bongar, B. (in press). The
Suicidal Patient: Clinical and Legal Standards
of Care (2nd Edition). Washington, D.C.:
American Psychological Association.
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Minutes

APPIC Annual General Membership Meeting
AUGUST 24, 2001

SAN FRANCISCO, CA

Welcome, Acknowledgements and
Introduction
APPIC Chair, Dr. Nadine Kaslow
APPIC Board of Directors
Vice Chair Nancy Garfield, Vice Chair
Emil Rodolfa, Treasurer Gerald Leventhal,
Secretary Robert Goldberg, and Greg Keilin,
Joyce Illfelder-Kaye and Public Member Ms.
Mona Koppel-Mitnick, Esq. and Ms. Connie
Hercey, MPA, Executive Director. Dr. Jeff
Baker was elected by the membership to fill
the vacancy left by Dr. Robert Goldberg who
rotates off the board at the end of the
Business meeting.
Director y Editors
Drs. Jeanette Hsu and Terri Simoneau
Past APPIC Board Chairs
Drs. Peggy Cantrell and Robert Klepac
Board Member Emerita
Ms. Patricia Hollander, Esq.
Doctoral Membership and Doctoral
Membership Review Committee
Committee members on both committees
will end their term of service December 31,
2001. Dr. Karen Schmalling, Committee
chair, of the Doctoral Membership Review
Committee is no longer Training Director at
an APPIC member program. Dr. Monna Weir,
committee member, will complete Dr.
Schmalling’s term of service as Chair. The
APPIC Board of Directors thanked committee
members Drs. Karen Schmalling, Monna
Weir, Mark Solling, and Steve McCutchen
and for their ser-vice and commitment on the
Doctoral Membership Review Committee
whose task it is to review non-APA accredited
APPIC members ever y three years. Dr.
Michael Carey was thanked for his service as
the chair of the Doctoral Membership
Committee and his committee members Drs.
Lynda Birckhead Danley, Ellie Bossie, Ian
Nicholson and William Bloem were also
thanked by the APPIC Board of Directors.
Webmaster
Dr. Gordon Williams was acknowledged
and thanked for his service to APPIC as
Webmaster. He and the Board are engaged in
a search for a professional web design company to reconstruct the APPIC website.
ACKNOWLEDGMENTS:
Board Member Emeritus
Dr. Carl Zimet, Past Chair of APPIC, 19881991 Board Member, 1985-1992, APPIC
Standards and Review Committee (ASARC)
Chair 1996-2001, ASARC Member 1994-2001
was honored by being named Board Member
Emeritus and presented a plaque to thank
him for his years of service.
Board Member Ends Term of Ser vice
Dr. Robert Goldberg was described as the
quintessential Board member who does
everything exceptionally well and on time. He

Discussion hour at the Membership Meeting
was presented with a plaque honoring his service to APPIC as Board Member from 19952001, Secretary 1997-2001, and Newsletter
Editor since 1994. APPIC is deeply appreciative that he will continue in his role as APPIC
Newsletter Editor.
APA-APPIC Research Project
William Pate, representing the APA
Research office reported that since 1999,
APA and APPIC have analyzed data tying the
data sets from the AAPI (APPIC Application
for Psychology Interns), NMS (The National
Matching Service), the practicum survey and
from their own APA form. Dr. Kaslow added
that past salary data for medical school psychologists was useful and should be updated.
Psych Info
Dr. Cantrell suggested that APPIC spearhead a movement in APA for creating a category for VA internships and postdoctoral programs to be charged a reasonable price for
Psych Info. The current system allows community colleges, academic programs etc to
pay $400 but there is no category for VA programs who now pay $1200.

gested the website link to some of the credentialing banks of information.
Competencies Conference
The 2002 Competencies Conference will
be held November 7-9, 2002. Half of the attendees will be invited participants, the other
half will be selected from an open call for participants. The conference will focus on education and training with a developmental perspective. The Conference will not focus on
when licensure shall occur. The
Competencies
Conference
Steering
Committee members and the organizations
they represent are Dr. Nadine Kaslow, Dr.
Joyce Illfelder-Kaye, and Dr. Melba Vasquez,
APPIC, along with Dr. Mar y Willmuth,
ASPPB (representing CCOPP) and Dr. Joe
Rallo, CCPPP (representing CCOPP), and Dr.
Frank Collins, CUDCP (representing CCTC),

2003 Membership Conference
Dr. Gerald Leventhal chaired the highly
successful 2001 Membership Meeting and
Conference held in New Orleans, LA, in
March and will chair the 2003 Conference.
The site location will be Florida. The 2003
conference will allocate more time for discussion and dialogue.
Member Ser vices on the Web
APPIC is open to suggestions from the
membership regarding additional services
that might be offered on the website. APPIC
responded to the request for self studies and
due process examples and will take more if
offered. Information related to dealing with
disabilities, multicultural training, or other issues were requested. Dr. Robert Klepac sug-

New Board Member Dr. Jeff Baker

continued on page 46
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Minutes
continued from page 45

and Dr. Kathi Borden, NCSPP (representing
CCTC). The committee will be able to prioritize the competencies that will be addressed
based on the results of a survey that will be
sent. Dr. Kaslow invited all to apply to the
open call for participants.
Call for Doctoral Membership and
Doctoral Membership Review
Committee Chairs
The Board issued a Call for Chairs of the
Doctoral Membership Review Committee
and for the Doctoral Membership
Committee. Composition of the new committees will be announced shortly. There were
approximately 130 non-APA accredited members of APPIC in 2001. The Doctoral
Membership Review Committee reviews approximately 34 non-APA accredited member
programs each year. The Doctoral
Membership Committee evaluates applications from all potential new APPIC member
sites.
ASARC Committee
There is a call for two additional ASARC
members to replace Drs. Mary Oehlert and
Gus Baron whose terms have expired. Dr.
Ken Adams will remain on the committee.
The committee will consist of three members
including the Chair. The committee positions
are best served by experienced training directors.
Guidance, Informal Complaints, and
Problem Resolution
This new process has been successful
working through the leadership of Dr.
Kaslow. Interns and postdoctoral residents
are encouraged to call Dr. Kaslow for guidance or informal complaints. Dr. Kaslow has
consulted successfully with many interns and
postdoctoral residents in order to help them
informally resolve problems that have arisen
during the internship selection process or
during the internship year.
Ethics Committee
Dr. Joyce Illfelder-Kaye wrote a letter on
behalf of the APPIC Board providing feedback to the Ethics committee on the draft of
the revised Ethical Guidelines.
1) APPIC encouraged them to include information so that there is truth in advertising
and that stipends and benefits for any
training position should be clearly stated
and advertised in advance.
2) APPIC requested that the Ethics
Committee review the statement that students should not be required to disclose
personal information. APPIC encouraged
them to provide a balancing statement
highlighting the usefulness of self-disclosure in the supervision process.
3) The original draft of the guidelines referred to inappropriate sexual relationships within your “department”. APPIC
was concerned that the word department
might be narrowly interpreted. The Ethics
Committee was encouraged to use language that was more inclusive students.
The latest version of the Guidelines for
Ethical Behavior has incorporated several
of the changes requested. It is available
on-line for public comment.
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Dr. Carl Zimet is designated Board Member Emeritus

GME-Graduate Medical Education
Dr. Kaslow reported that there has not
been any advancement of this issue in the
Bush Administration.
APPIC members had these comments,
concerns and questions:
—Additional money for internships has been
requested based upon GME Rules going
through. The internship will be in jeopardy
if it does not pass.
—What can be done in an organized fashion
to push this issue through the Congress
—Getting this approved will allow pay increases, higher visibility and a greater
more viable force in the medical center settings
—How will GME funding work within a consortia like setting?
Q: Who is eligible for GME funding?
A: Generally it goes to programs where the
medical residents are already receiving GME
funding such as medical centers and hospitals
Q: What was the name of the other source of
funding mentioned at the New Orleans conference?
A: The Bureau of Health Professions took a
huge cut in the Bush Administration.
Dr. Kaslow pointed out that GME funding
does not include postdoctoral programs. She
suggested that we wait until internships get
approved before we campaign for postdoctoral approval.
The APPIC Director y
Dr. Kaslow repor ted that the APPIC
Editorial staff is experiencing tremendous
problems for the second year with its vendor
in its effort to complete the printed Directory
on time and within budget. The Board will
seek a new vendor.
Postdoctoral-Uniform Notification
Application and Postdoctoral Match
It is the APPIC Board’s position that at
least two-thirds of the members responding
to APPIC surveys must support a proposal
before formal action will be taken to initiate

NOVEMBER 2001

changes. The APPIC Board did not receive
support from two-thirds of the postdoctoral
membership to develop a uniform application
or match program.
New Working Committees
Dr. Kaslow made a request for
Postdoctoral member volunteers who would
be willing to work on a Uniform Postdoctoral
Application.
She also made a request for internship
training directors who are interested to work
on a committee related to Voluntar y
Notification for Internship Interviews. The
committee will consist of representatives from
each of the different training settings. The current voluntary deadline is December 15.
First Annual Research Award Winner
Dr. Rodolfa presented the first Research
Award that was created to stimulate, encourage, and to support student research in the
area of supervision and training. Fifteen nominations were received. Due to the excellent
quality of the nominations, the committee
had a difficult time choosing a winner. The
Committee and APPIC Board recognized
three honorable mention nominations for
their quality of research and contributions to
the training and supervision literature. Ms.
Kate Boyle nominated by Dr. Mary Hayes,
training director at the University of St.
Thomas. Ms. Boyle’s research project was titled, “Determining Factors in Becoming an
Effective Clinical Supervisor: An Exploratory
Study.” Ms. Wendy Lin, nominated by Dr.
James Dobbins, training director at the
Wright State University School of
Psychology. Ms. Lin’s research project was titled, “Multiculturally Competent Supervision:
A Model Addressing the Needs of Minority
Trainees and White Super visors.” Ms.
Rebecca Toporek nominated by Dr. Gloria
Saito, training director at the University of
California, Berkeley Counseling and
Psychological Services. Toporek’s research
project was titled, “The Relationship Between
Counseling Graduate Students’ Attributions
About the Problems of Poor People, Racial

Attitudes, and Multicultural Counseling
Training.” The Research Award winner was
Ms. Joy Davis, nominated by Michael
Johnston from California State, Long Beach,
Counseling Center. Ms. Davis’ research topic
was “The Elephant in the Room, Cross Racial
Supervision Experiences of African American
Women Psychology Trainees Examine the
Super visor y Experiences of 15 African
American Women Psychologists and
Psychology Trainees”. Ms. Davis received a
plaque, a check for $250.00 and two airline
tickets.
The APPIC Board thanks all those who
nominated their students, interns and fellows. APPIC will offer this award again in
2002. A call for nominations will be sent via email and printed in the APPIC Newsletter
early next year. The APPIC Board encourages all members and subscribers to nominate trainees for this award. For more information about this award or the nomination
process, contact Emil Rodolfa, Ph.D., ViceChair,
APPIC
at
ERRODOLFA@
UCDAVIS.EDU.
Secretar y
Dr. Robert Goldberg informed the membership that much APPIC Business is conducted on-line and via a Monthly Executive
Session Conference Call. Many decisions are
made through e-mail contact. Board members are required to log-on a minimum of
three times per week. Dr. Joyce Illfelder-Kaye
will become the new secretary effective at the
end of this meeting.
Newsletter
APPIC continues to publish a newsletter 3
times per year. We will be expanding the
number of articles available on the website.
Dr. Goldberg acknowledged and thanked all
associate and contributing editors. The next
Newsletter will be published in November
2001.
New Contributing Editors
Dr. Goldberg announced the new CoEditors for Postdoctoral Training, Dr. Cheryl
King, University of Michigan Medical Center
and Dr. Michael Lechner, and Michigan State
University, Flint. He also announced that the
neuropsychology Associate Editor, Dr. Dean
Skadeland, VA Kansas City will be replaced
by Dr. Brad Roper VA, Memphis. New
Associate Editors for Diversity are Dr. Gloria
Saito & Dr. Michael Johnston. The Clinical
Health Editor position has been vacant for
some time. Dr. Goldberg issued a call for a
Child Clinical Associate Editor. The
Newsletter cost is about $6800 per issue. The
next issue will contain Dr. Stanley Sue’s
Keynote Address from the 2001 Membership
Meeting. Future special sections are planned
and articles are needed on Internship and
Postdoctoral training with the elderly and children, and articles are needed on half-time internships and postdocs.
Postdoctoral Membership and Review
Committee
Dr. Robert Goldberg, Board Contact to
this committee thanked committee members,
Dr. Stephen Holliday, Chair, Marietta Collins
and Alan Peterson for their review of applications. The committee will next meet in late
October to review new applications and documents from non-accredited programs.

Sur veys
Dr. Goldberg noted APPIC will continue to
conduct separate surveys for the Internship
and Postdoctoral Membership. Surveys have
been done electronically for the past two
years with very few requests for hard copy.
There has been a 50% response rate (290 electronic replies), which is a significant increase
from the surveys recently conducted. Survey
results are available on the APPIC website:
www.APPIC.org.
Treasurer
Dr. Gerald Leventhal, APPIC Treasurer,
repor ted that despite low reser ves in
December 1997, APPIC has rebounded and
has improved its financial standing. There
currently are rainy day reserves.
Doctoral Membership Committee
The Committee meets twice a year and is
considering inserting a third meeting into the
schedule to expedite the approval of new
members. The existing committee meets in
Southeastern Michigan. It is chaired by Dr.
Michael Carey and includes Dr. Linda
Birkhead Danley, West Virginia University,
Dr. Ellie Bossi, Michigan State University, Dr.
Ian Nicholson, Health Science Center,
Ontario, and Dr. William Bloem, Battle
Creek, Michigan VA. All members’ terms of
service end in December, 2001 and the Board
has issued a call for a new committee.
Tri-Lateral Forum
The Forum is composed of psychologists
from Canada, Mexico and the US. This year
APPIC hosted the meeting held in
Washington, DC. Dr. Rodolfa referred the audience to an article in the most recent APA
Monitor about the conference. Issues discussed were ethics, education, cross cultural
competencies. One of the projects on the
table for this group is to develop a Metacode
of Ethics. Mexico will host the meeting next
year.
Mentorship Program
Dr. Rodolfa thanked the membership for
responding to his call for mentors. Thirtythree Training Directors have volunteered
and will soon be matched with mentees.
APA Commission on Education and
Training and Leading to Licensure
The Commission’s recommendations are
being reviewed and APPIC wrote a strong letter expressing great concern about the
Commission’s recommendation which was to
change the APA model licensing act from requiring a postdoctoral year to licensing at degree. APPIC requested that the Commission
recommendation not be approved by APA
Council.
Consortia Programs
Dr. Illfelder-Kaye reported that an Email
listserve has been created for Consortia
Programs.
Dr. Illfelder-Kaye wrote a letter to APA on
behalf of Consortia Programs raising concerns about the requirement that all sites
within a given consortia program should
offer the same stipend and benefits. This is
not possible at some consortia programs. Dr.
Illfelder-Kaye was assured that the issue was
on the July agenda of the APA Committee on
Accreditation meeting, but no formal feed-

back has been received by this August business meeting.
AAPI
Dr. Illfelder-Kaye highlighted recent feedback to the Board and changes to be made to
the AAPI. Concerns were raised that items requesting dates of undergraduate could reveal
a candidate’s age. The AAPI is being changed
to eliminate this information. This change is
being publicized on all APPIC list-serves and
the academic training councils have also been
informed.
The Match
The Computer Match Fee increase recently proposed to members passed overwhelmingly.
Clearinghouse
Unfilled positions after the Match are
posted on the National Matching Service
website. A Clearinghouse e-mail list is available for APPIC Member Training Directors
to post unfilled positions.
Committee on Accreditation
Dr. Nancy Garfield, one of APPIC’s representatives to CoA, highlighted the following
issues relevant to APPIC:
1) Consortia stipends: CoA encourages program within a consortia to have a uniform
stipend. The CoA continues to encourage
uniform stipends across positions within
consortia internship programs while recognizing certain cases may constitute resource inequalities. When such stipend inequalities do exist, programs are
encouraged to address this in their selfstudy.
2) CoA voted to adopt an internal implementing regulation to define the meaning of
“substantive specialty practice areas” for
the purposes of the accreditation of postdoctoral residency training programs. The
criteria will be posted on the CoA website.
3) In 2003 CoA will begin retraining of site
visitors for accreditation Site Visits.
4) Training Directors working within a government setting are required to be licensed in the jurisdiction of their agency
for providing supervision on-site. The CoA
will write internal implementing regulations clarifying this issue.
The Final Hour of the Business Meeting
The APPIC Board in response to member
feedback from 2001 Membership Meeting
and Conference invited APPIC liaisons from
the Doctoral Training Program Councils to
engage in small discussion groups with
APPIC members.
Internship Discussion
Topic: “Developing better collaboration
and communication between internship and
graduate school programs”. All representatives and liaisons were invited to attend.
Lively, thoughtful discussion focused on the
initial phases of communication between academic and internship training directors.
Postdoctoral Section
Topic: “Improving communication and the
exchange of information between Postdoctoral
Training directors and APPIC. What can
APPIC do for you?”
Respectfully submitted,
Joyce Illfelder-Kaye, Ph.D.
Secretary

APPIC NEWSLETTER

NOVEMBER 2001 47

THE
APPIC
DIRECTORY
FOR MEMBERS: APPIC members automatically receive a printed copy of the Directory,
the Newsletter, access to the APPIC Clearinghouse, and unlimited searches of the
Directory-on-Line. To assure that your listing is current and accurate, we request that you
update the on-line version “as needed” throughout the year.
FOR NONMEMBERS: Individuals, nonmember institutions and non-subscribers can obtain a printed copy of the Directory at a cost of $73.20 per copy. Students can obtain the
Directory at the reduced price of $38.20 by using their Subscriber program’s discount code.
Graduate Programs can become Subscribers. Every Subscriber program receives a complementary copy of the printed Directory, the APPIC Newsletter, access to the APPIC
Clearinghouse, unlimited searches on the Directory-on-Line, and a discount code for students to purchase the Directory at a discount. The cost of a subscription for a doctoral psychology program is $225 per year. Both Members and Subscribers may obtain additional
copies of the APPIC Directory at a discounted price of $33.20. Additional Newsletter copies
are $10 each. Orders for the Directory should state to whom, and to what address the
Directory should be sent. Checks for subscriptions and for orders should be made payable
to APPIC and mailed to APPIC’s Central Office: 10 G Street NE, Washington, DC 20002;
202/589-0600. Prepayment is required prior to shipping.
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APPIC
NEWSLETTER
POLICY
APPIC encourages its members to contribute to the Newsletter’s content.
Contributions may take the form of essays, theoretical or data-based articles/studies, and brief reports on topics
and issues directly related to internship
training in psychology at the pre- and
post-doctoral levels. APPIC reserves
the right to accept or reject submissions
for publication in the Newsletter. The
opinions and statements in contributions selected for publication in the
Newsletter are the responsibility of the
author(s) and do not necessarily represent the endorsement, views, or policies
of APPIC or the Newsletter Editor. It is
suggested that the APA Publication
Manual guidelines be followed for submissions. Please submit contributions
(hard copy) to the APPIC Newsletter
Editor at Central Office.
SUBMISSION DEADLINES: For
submissions to be published in the
Newsletter, manuscripts should reach
the Newsletter Editor by May 15 for the
July issue, by September 15 for the
November issue, and by February 15
for the March issue.
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