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APPIC holds annual
meeting at APA

CHAIR’S
COLUMN

By Sharon Berry, Ph.D.

Dr. Steve McCutcheon is recognized for his many years of service to APPIC.

A

By Robert Goldberg, Ph.D.

n enthusiastic group
of attendees
was present
at the APPIC’s Annual
Membership Meeting (the
“business meeting”), held
on August 6, 2009 during
the APA Convention in
Drs. Jeff Baker (CoA), Susan Zlotlow (CoA), Elizabeth
Toronto, Ontario.
Klonoff (CUDCLP), and Steve McCutcheon.
Dr. Sharon Berry was
installed as new Chair of
the Board of Directors,
culminating an APPIC
career which has seen
her as training director,
advocate, Board Member,
and avid newsletter
contributor. Dr. Steve
McCutcheon was recognized for his substantial
contribution to training
Drs. Mark Vogel, Jae Y. Jeong, Kimberly Hill, Claytie
CONTINUED ON
Davis, and Victor McCarley.
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I am honored to be writing my first
column as Chair of the APPIC Board,
and want to start by highlighting the
current and immediate past Board
members who make significant contributions to the work of APPIC every day!
Most importantly, I want to thank Steve
McCutcheon who has served in this role
for the past 4 years as one of the longest
APPIC chairs ever, and who continues as
my coach and mentor. Steve did a great
job moving forward the vision of the
APPIC Board, and has done so with an
amazingly collaborative style, bringing
together all constituents in the education and training community. In addition, I want to highlight the following
individuals (current and former board
members) who work tirelessly on behalf
of APPIC for our internship and graduate programs, as well as the students
for whom we advocate on a daily basis:
Karen Taylor, Gene D’Angelo, Arnie
Abels, Marla Eby, Jason Williams, Lisa
Kearney, Joel Stocker, Mona Mitnick, Teri
Simoneau, Jeff Baker, Jeanette Hsu, and
Greg Keilin. I have learned tremendously from each of them and am grateful for
their dedication and ability to see the forest for the trees! Last but not least, my
thanks to our longstanding guide and
Executive Director, Ms. Connie Hercey,
who always has APPIC’s best interests at
heart and I know she has my back!
I want to highlight the goals we are
working toward and the major accomplishments of the past few years.
CONTINUED ON PAGE 4
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Remarks from the e-Editor

By Robt. W. Goldberg, Ph.D., ABPP

CCTC/APPIC Conference

Let me urge you all to attend the 2010 Council
of Chairs of Training Councils
Joint Conference, scheduled this
February 10-13, in Orlando, FL
at Hilton Walt Disney World
Resort. This conference will
feature general and organizationspecific offerings, via keynote
and plenary sessions, paper/
presentation sessions, panel
discussions, and council meetings. As new Chair-Elect of the
VA Psychology Training Council, I had the privilege of attending the Council of Chairs of Training
Councils semi-annual meeting and, for the first
time, was able to observe first hand the collegial
interaction of these organizations, as they work
toward a coherent program and trajectory for professional education and training despite current
obstacles such as funding. I urge you to attend this
conference both for the content of knowledge to be
gleaned and the opportunity to be energized and
refreshed by your colleagues from different constituencies and settings.

Submissions Still Solicited

We continue to seek suitable submissions to the
e-Newsletter. In this era of long, labyrinthine, and
low probability paths to publication, this venue
still promises rapid editorial review and decision.
For example, those of you contributing presentation proposals to the CCTC Joint Conference
noted above should consider subsequently sending them on to us. I know there are papers from
last August’s poorly attended APA Convention
that found few ears upon which to fall; give us
a chance to more widely publicize your deserving contributions. Once again, submissions need
not conform to APA style and should be sent to
APPIC@aol.com, to my attention. Thanks very
much in advance.

Associate Editors Wanted

Associate editorships are still solicited for
Geropsychology. Forensic Psychology, and
Consortia. These important areas are still unrepresented, and there is important news to be disseminated. E.g. the Council of Geropsychology
Training Programs has been accepted as a member
council of the CCTC, an important attainment rec-

ognizing the maturity of the field. The rest of us need to
be updated on these events so, candidates, will you please
come forward? You must be a supervisor of trainees
in an APPIC Member program. Please e-mail your brief
statement of interest with curriculum vitae attached to
APPIC Central office, to my attention, at APPIC@aol.com.

Thanks to Dr. McCutcheon

I want to thank Dr. Steve McCutcheon, APPIC Past
Chair, for his many years of column contributions to this
newsletter. Along with Dr. Nadine Kaslow, I believe he
shares the record for most Chair’s Columns published.
Steve is ably succeeded by Dr. Sharon Berry, who in
recent years has served triple duty as Health Psychology
Associate Editor, and author or co-author of the “APPIC
Members as Advocates”, and “Ask CoA” columns. Her
first contribution as Chair graces our front page.
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Chair’s column
Continued from Page 1

1. The CCTC 2010 Conference to be
held in Orlando Florida over Valentine’s
weekend. The context for me and for this
advertisement is that APPIC has been the
most welcoming group of individuals I
have ever encountered, and the group
that represents for me the heart and soul
of the work each of us does on a daily
basis in the education and training of our
future psychologists. This conference
will highlight our collaborations with all
others across the training spectrum from
graduate faculty and directors of graduate training, to graduate clinic directors
and practicum coordinators/supervisors,
to internship faculty and training directors, to the leaders at APA that guide our
progress forward, and to the students
represented primarily through APAGS.
This will be your chance to meet with all
of these along the continuum and identify
solutions to the problems we share. This
opportunity does not come along very
often, as this is the first time in 10 years
that the entire spectrum will be represented in one forum, with an anticipated
attendance of 700; it is noteworthy that ten
years ago, during the previous joint meeting of the training councils, only 4 councils
were represented. This conference could
only be happening because of the hard
work and tough conversations by members of CCTC or the Council of Chairs of
Training Councils over the past few years.
They worked hard to build bridges and
work around ideological and theoretical
differences to find a place where there
could be consensus and collaboration to
resolve conflict and address differences of
opinion. Please consider joining us and
adding your voice to the exceptional conference planned for February 10-13, 2009
(see APPIC website for further details at
www.appic.org or the CCTC website at
http://www.psychtrainingcouncils.org/.
2. CCTC Resources that have been
developed for your use through teamwork and a variety of summits and
task forces sponsored through CCTC.
These resources have been described
previously in this newsletter so I will
merely remind you that they are available and are valuable tools in your
continued work. They include:
• Assessment of Competency
Benchmarks: http://www.psychtrainingcouncils.org/pubs/Comptency%20
Benchmarks.pdf
• Competency Benchmarks Document:
http://www.apa.org/ed/graduate/
Benchmarks%20FINAL.doc

• Competency Assessment Toolkit:
http://www.apa.org/ed/graduate/
Introduction.pdf
http://www.apa.org/ed/graduate/
combined%20fact%20sheets.pdf
http://www.apa.org/ed/graduate/
Grid.pdf
3 . The AAPI Online! This is a very
exciting new venture by APPIC and I
hope you have already received and
reviewed the information about the
Online application, even to the point
of feeling inundated! By the time you
read this newsletter, you will likely have
received your first online applications or
verified your students’ applications for
internship. Although this endeavor took
shape over many years, driven in part
by requests from students (who are often
far ahead of us technologically!), we took
our time before launching this online
version until we had support from the
majority of our constituents. Once it was
clear that the majority of you were ready
for this change, we moved forward and
are thrilled that the 2010 Match will follow the first totally online application
process. We have tried to listen carefully
to the feedback you have provided to
fine-tune the process and the application,
which is modified on an annual basis.
We are definitely in a pilot year and will
look forward to your feedback as you
experience the first selection process in
a totally online environment. Although
we continue to discourage supplemental materials in order to support this
“universal” application, we were able
to provide opportunities for additional
materials as requested. We have had
webinars and many presentations to get
everyone ready for this launch and will
continue to fine-tune over time. Join us
for a review of the process at the CCTC
2010 Conference as well! I want to thank
the Committee devoted to this process,
and particularly Karen Taylor, our AAPI
Coordinator, for her leadership and tireless role in development, as well as Greg
Keilin, Gene D’Angelo, Jason Williams,
Teri Simoneau, Jeanette Hsu, Arnie
Abels, Lisa Kearney, and Joel Stocker.
4. TEPP: The Journal of Training and
Education in Professional Psychology is a
joint venture between APA and APPIC,
and the Journal is considered to be
a member benefit for each program.
Launched in 2006, we are now in our 4th
year, and subscriptions have increased
over time. There has been a steady flow
of manuscripts as well as special issues,
with a focus on Competencies in the
November 2009 issue. Many thanks to
the founder and Editor, Emil Rodolfa,

who has helped to make TEPP a household term, along with five associate editors, each representing a major training
council or constituency, again, highlighting the collaborative nature of this publication: Debora Bell, Kathleen Bieschke,
Claytie Davis, III, Robert Hatcher, and
Roger Peterson. Keep in mind that TEPP
is published every 3 months so if you
have not received your copy, please
contact Connie Hercey at Central Office:
herco1@aol.com. It is important to inform
CO of any changes in training director
leadership so that TEPP gets sent to the
right person!
5. Informal Problem Consultation
or IPC: members of the APPIC Board
continue to provide informal problem
consultation to students, interns, postdoctoral fellows, graduate faculty, directors of graduate training, and internship
or postdoctoral training directors. Our
goals include protecting the integrity of
the APPIC Match contract, maintaining
quality control over the APPIC membership criteria, and general humanitarian
assistance for students and training directors. Please contact me directly for IPC
requests or find further information on
the APPIC website.
6. Online Newsletter: we are pleased
with the newly revised Online APPIC
Newsletter established in Spring 2008,
allowing for increased pages, a color format, and easy archiving. We hope you
have enjoyed this accessibility and that
you will consider contributing by writing
an article or serving as an associate editor
for a specialty area. This is a great way
to get more involved with APPIC and
to find a forum for your ideas and solutions. Thanks to our able veteran editor,
Bob Goldberg, who would be thrilled
to hear from you at any time at Robert.
Goldberg2@va.gov.
As you read the newsletter and can see
first hand the creativity of our members,
please know how valuable your individual
feedback is to the direction of APPIC. We
rely on your investment in our annual
surveys, and for your attendance at our biannual conferences, where we get a chance
to meet you and learn what is most important to you. The education and training
community is truly a partnership of individuals representing the entire spectrum of
professional development, and innovations
can only be identified when you speak
up and help us to think outside the box.
Stay in touch with the Board at any time
and volunteer your time! I trust that you
will find this involvement as gratifying as
I have! You can reach me at any time at:
Sharon.berry@childrensmn.org
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2009 APPIC Match SURvey
OF internship APPLICANTs
June 20, 2009 | By Greg Keilin, Ph.D.

Summary of survey results

This survey of applicants who were registered for the 2009 APPIC Match was conducted via the internet between February
25 and April 20, 2009. All 3, 825 applicants
who registered for the APPIC Match were
sent an e-mail message (along with two
reminder e-mails) about the availability of
the survey at a specific internet address.
A total of 2, 674 internship applicants (70%) completed
some or all of the survey.
Results of the survey are presented below. Missing data
and “Not Applicable” responses were eliminated , and
percentages do not necessarily total 100% due to rounding. Some survey items requested open-ended comments
about the AAPI, APPIC Directory Online, the Match, etc.
that are not reported below; however, these anonymous
comments were reviewed by the appropriate APPIC
Board and/or committee members who are responsible
for each area.
Some of the more interesting findings from the survey
include:
1. COST: The average total cost of participating in the
selection process was essentially unchanged this year.
This compares to a 11.0% increase from 2007 to 2008 and
a 1.7% increase the prior year.
However, it should be noted that the average cost of
submitting applications for the 2009 Match increased
17.4% to 256.
As seen in previous years, the cost of participation
varied dramatically across applicants. While the average
applicant spent $1,703 (SD= $1,496, median = $1,300),
many applicants spent considerably less while many
spent considerably more (see question 23)
2. NUMBER OF APPLICANTS: Applicants submitted
an average of 14.7 internship applications (see question 18), and increase from 13.9 applicants last year, and
received an average of 6.4 interviews (see question 20).
Despite the increase in the mean number of applications submitted, the number of interviews received was
unchanged from last year.
In terms of a longer-term trend, the number of submitted applications decreased between 1999 and 2003, from
13.8 to 12.1, and has been steadily rising since 2003.
3. DEBT: Applicants reported their mean debt load
related to graduate level study in psychology was $75,235
(SD= $65,782 , median-$70,000) at the time of the survey
(see question 11). More than one-third (38%) reported a
debt exceeding $150,000.
Please note that these figures do not include any additional debt that these students may accrue during the

remainder of their graduate training (e.g.) during internship).
4. PREVIOUS PARTICIPATION: Approximately 7%
of applicants reported having participated in a previous
APPIC Match (see question 13), a decrease from 9% in
2008.
5. GENDER: Approximately 80% of internship applicants in the 2009 Match were female (see question 37).
Questions 32-40 provide additional demographic information.
6. PRACTICUM HOURS: Question 45 provides the
median numbers of practicum hours reported by applicants. Intervention and Assessment hours increased by
1.7% as compared to the 2008 Match, while Supervision
hours decreased by 7.7%.
APPIC recommends that applicants interpret these
numbers cautiously. Applicants should NOT assume that
the numbers of practicum hours reported are necessary
to successfully obtain an internship, as many Training
Directors have told us that they consider these raw numbers to be one of the less important aspects of an application.
7. SALARY: Matched applicants reported a mean
internship salary of $23,396, an increase of 2.6% from
2008. See question 29.
8. CLASS SIZE: Applicants reported the number of
students in their entering doctoral class and the number
of students in their program who applied to internship
this year (see questions 9 and 10). Approximately 16%
of applicants reported having and entering doctoral
class that exceeded 40 students, while 12% reported having more than 40 students from their program apply to
internship this year.
1. Type of Doctoral Program
Clinical
Counseling
School
Combined
Other

2068
374
134
74
23

77%
14%
5%
3%
1%

INTERPRETATION NOTE: A “ combined” program
could mean: (a) a doctoral program that defines itself
as a “combined” program (e.g, clinical - school), or (b)
an arrangement negotiated by a student in which he/
she integrates the curricula of two separate doctoral programs at his/her school.
CONTINUED ON NEXT PAGE

A P P I C E - N E W S L E T T E R | N O V E M B E R 2 0 0 9 | PA G E 5

2. Degree Sought
Ph.D.
1523
Psy.D.
1139
Ed.D.
2
Other
8

8. Please check the item that best
describes your status PRIOR to
entering your CURRENT doctoral
program:

57%
43%
0%
0%

NOTE: Six of the eight who designated “other” reported that they were
respecializing.
3. Is your doctoral program APAor CPA -accredited?
Yes
No

2534
127

95%
5%

4. Location of your doctoral Program
United States
2526
Canada
116
Other, please specially 17

95%
4%
1%

5. Is your program housed within
a religiously-affiliated institution?
Yes
No

409
2243

15%
85%

6. Please select the training model
of your DOCTORAL program (as
you specified on your AAPI):
Scientist-Practitioner
Practitioner -Scholar or
Scholar-Practitioner
Practitioner
Clinical Scientist
Local Clinical Scientist
Practitioner-Scientist
Practitioner Informed
by Science 		
Other, please specify

1255

47%

1030
15
134
56
97

39%
1%
5%
2%
4%

51
28

2%
1%

7. Including the current (20082009) academic year, how many
years have you been enrolled in
your CURRENT doctoral program
(excluding any time spent in other
doctoral or masters programs):
This is my 2nd year
28
This is my 3rd year
355
This is my 4th year
1177
This is my 5th year
724
This is my 6th year
246
This is my 7th year
91
This is my 8th year
23
This is my 9th year
8
This is my 10th year
6
This is my 11th year (or later) 2

1%
13%
44%
27%
9%
3%
1%
0%
0%
0%

I had NO prior 		
1551 58%
graduate-level training
I had a Master’s degree 610 23%
in psychology
I had a Master’s degree 226 8%
in a mental health field
other than psychology (e.g., counseling,
social work, marriage and family)
I had a Master’s degree
101 4%
in an unrelated field
I had been enrolled
77 3%
in a Master’s program in
psychology but did not
receive a degree
I had been enrolled
19 1%
in a Master’s program in a
mental health field other than psychology (e.g., counseling, social work,
marriage and family) but did not
receive a degree
I had been enrolled
11 0%
in a Master’s program in an
unrelated field but did not
receive a degree
Other, please specially
72 3%
9. Including yourself, how many
students began your current doctoral
program in the same academic year
in which you were admitted? Please
estimate if you don’t know the exact
number.
Mean = 22.2
SD = 22.8
1-10 		
11-20
		
21-30
		
31-40
		
41-50
		
51-60
		
61-70
		
71-80
		
81-90
		
91-100
		
101 or more 		

Median = 13
Mode = 8
1183
543
339
167
101
104
65
49
33
53
25

44%
20%
13%
6%
4%
4%
2%
2%
1%
2%
1%

10. Including yourself, how many
students from your current doctoral
program applied for internship this
year? Please include all students
who initially applied, regardless of
whether or not they stayed in the
process or were successful in locat-

ing an internship position. Please
estimate if you don’t know the exact
number.
Mean = 18.8 Median =13
SD = 20.6 Mode = 8
1-10 		
11-20 		
21-30 		
31-40 		
41-50
		
51-60
		
61-70
		
71-80
		
81-90
		
91-100 		
101 or more 		

1315
574
283
169
95
39
43
40
43
24
21

50%
22%
11%
6%
4%
1%
2%
2%
2%
1%
1%

11. Please estimate the total
amount of DEBT that you have
accrued to date as a consequence of
attending GRADUATE SCHOOL IN
PSYCHOLOGY, including tuition,
fees, living expenses. books, etc.
Please include all forms of debt such
as student loans, credit cards, personal
loans, etc. Please do NOT include
undergraduate debt or debt that is
unrelated to your graduate training.
Mean = $75, 235 Median = $70,000
SD = $ 65,782
Mode = $0
$0			
$10,000		
$20,000		
$30,000		
$40,000		
$50,000		
$60,000		
$70,000		
$80,000
		
$90,000
		
$100,000- $140,000
$150,000- $190,000
$200,000- $240,000
$250,000-$290,000
$300,000-$340,000
$350,000-$400,000
$400,000 or higher

484
200
153
120
118
113
118
110
122
99
581
263
130
28
8
4
2

18%
8%
6%
5%
4%
4%
4%
4%
5%
4%
22%
10%
5%
1%
0%
0%
0%

NOTE: Virtually all applicants
will remain in training for at least
10 months (including the internship
year) after the completion of this survey and may incur additional debt
during that period.
CONTINUED ON NEXT PAGE
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12. Which of the following internship programs would be considered
acceptable to your doctoral program? Please check all that apply.
An accredited
internship program
An APPIC-member
internship program
that is not accredited

2613 98%
1508 56%

An internship program
that is NOT accredited and
NOT and APPIC member 685 26%
An unpaid internship
program

877 33%

13. Please check the item that
applies to you (please respond even
if you withdrew from the Match or
did not submit a Rank Order List)
This is my FIRST time
participating in the Match 2471 93%
This is my SECOND time
participating in the Match

178 7%

This is my THIRD time
participating in the Match

12

0%

This is my FOURTH time

1

0%

Other

4

0%

14. Were you matched to an
internship program by the APPIC
Match? (i.e., did your official notification from National Matching
Services {NMS} indicate that you
were successfully matched to an
internship program?)
Yes
		
2110 79%
No
		
491 18%
Withdrew/
No ranking submitted 73
3%
NOTE: These results suggest that
unmatched applicants and those who
withdrew or didn’t submit Rank
Order Lists may be underrepresented
in this survey.
15a. The materials and instructions provided by National
Matching Services (NMS) were
clear and comprehensive.

Strongly Agree
Agree		
Neutral		
Disagree		
Strongly Disagree

1607
919
97
36
12

60%
34%
4%
1%
0%

15b. The registration process with
NMS went smoothly.
Strongly Agree
Agree		
Neutral		
Disagree 		
Strongly Disagree

1897
670
60
27
14

71%
25%
2%
1%
1%

15c. The submission of my Rank
Order List to NMS went smoothly.
Strongly Agree
Agree		
Neutral		
Disagree		
Strongly Disagree

993
550
30
7
14

77%
21%
1%
0%
1%

15d. NMS was responsive to my
questions and concerns (choose
“N/A” if you never contacted NMS).
Strongly Agree
Agree		
Neutral		
Disagree		
Strongly Disagree

304
142
45
12
14

59%
27%
9%
2%
3%

15f. Overall, I am satisfied with
the APPIC Matching Program.
Strongly Agree
Agree		
Neutral		
Disagree		
Strongly Disagree

943
786
384
291
250

36%
30%
14%
11%
9%

16a. In your judgment, did you
experience any violation (s) of
APPIC Match Policies by any site?
Yes 			
No 			
Unsure		

215
2221
227

8%
83%
9%

NOTE: Results to this question
from previous years:
YES NO UNSURE
2008		
8%
83%
9%
2007		
8%
84%
8%
2006		
9%
83%
9%
2005		
8%
85%
7%
2004		
8%
86%
7%
2003		
11%
77%
12%

2002
2001
2000
1999

11%
10%
15%
12%

12%
14%
12%
11%

It should be noted that Match Policy
changes over the years may have influenced responses to this term.
16b. Did you reveal any ranking
information (e.g., “You are my first
choice”) to any site?
Yes
No
Unsure

25		
2620		
15		

1%
98%
1%

16c. Did you experience inappropriate pressure from any site to
reveal your rankings?
Yes		
No		
Unsure

83		
2545		
15		

3%
96%
1%

17a. In general, my doctoral program faculty provided a high level
of support for my internship application and interview experience.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
Not Applicable

933
884
349
355
146
1

35%
33%
13%
13%
5%
0%

17b. I worked closely with other
students in my program throughout
the process (e.g., sharing information, giving and receiving support)
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
Not Applicable

945
888
345
330
149
10

35%
33%
13%
12%
6%
0%

17c. I took the selection process
very seriously (i.e., I worked hard
on my application, invested much
time and energy, etc.).
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
Not Applicable
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78%
76%
74%
77%

2254
264
35
5
6
2

85%
14%
1%
0%
0%
0%

17d. I attended local or national
workshops that focused on the
internship selection process.
Strongly Agree
Agree
Neutral
Disagree		
Strongly Disagree
Not Applicabl

325
457
146
513
899
323

12%
17%
5%
19%
34%
12%

17e. I used reference materials
e.g., the APAGS workbook, other
book) to educate myself about the
internship selection process.
Strongly Agree
Agree		
Neutral		
Disagre		
Strongly Disagree
Not Applicable

1068
811
177
263
257
87

40%
30%
7%
10%
10%
3%

18. To how many internship sites
did you apply i.e., how many separate internship applications did you
submit)?
Mean = 14.7 Median = 15
SD =
5.4 Mode= 15
For comparison purposes, the
mean numbers of submitted applications in previous years were:
2008 Match
2007 Match
2006 Match
2005 Match
2004 Match
2003 Match
2002 Match
1999 Match

13.9 applications
13.4 applications
12.9 applications
12.4 applications
12.4 applications
12.1 applications
13.1 applications
13.8 applications

19. Considering ALL of the sites
to which you applied, how many
did NOT notify you of your
interview status (e.g, received an
interview, no longer under consideration) on or before the “interview
notification date” listed in their
APPIC Directory information? For
example, if all of your sites notified
you in a timely manner, choose “0”.
Mean =1.2
SD= 2.4

Median=0
Mode = 0

NOTE: A total of 55.9% of applicants reported being properly noti-

fied of their interview status by all
sites to which they applied.
20. How many interviews (telephone or on-site) were you offered?
Mean = 6.4
SD = 3.8

Median = 6
Mode = 3

21. How many programs did you
include on your final Rank Order
List (i.e., how many program code
numbers were listed)?
Mean = 7.0
SD = 4.5

Median = 6
Mode = 5

NOTE: Use caution when comparing these numbers with the results
from questions 18-20, since some sites
used multiple program code numbers.
22. Did you participate in the
Match with another person as a
“couple” (i.e., by using special
Match procedures to submit pairs
of rankings)?
Yes 39
No 2622

1%
99%

23. APPIC would like to know
how much money you spent on
various aspects of the application
and selection process.
APPLICATION COSTS involve
preparing and submitting applications to sites, and may include such
items as obtaining official copies of
transcripts, printing, copying, regular
and overnight mailing, etc. TRAVEL
COSTS may include such items as
air or train fare, care rental, taxi, gasoline, hotel, etc. OTHER COSTS may
include such items as your Match
registration fee ($110 or $ 140), clothing costs, phone calls, etc.
Please enter your BEST
ESTIMATE of the dollar amount
spent, digits only, in each of the following areas (e.g., one hundred dollars would be entered as simply 100):
TOTAL COSTS:
Mean = $1703
Median = $1300

SD = 1496
Mode = 300

APPLICATION COSTS:
Mean= $ 256 		
SD = 224
Median= $200
Mode = 200

TRAVEL COSTS:
Mean = $ 1276
Median = $900
OTHER COSTS:
Mean = $291 		
Median = $200

SD = 1314
Mode= 2000
SD = 280
Mode = 200

NOTE: The mean total cost
remained essentially unchanged
from 2008 to 2009 , after an 11.0%
increase the previous year. However,
a significant increase was seen this
year in application costs, up $ 38
or 17.4%) as compared to last year.
Travel costs decreased $12 (1%) and
other costs decreased $ 6 (2%).
INFORMATION ABOUT
YOUR INTERNSHIP
NOTE: Item 24-31 were asked only of
applicants who reported having matched
to an internship site.
24. Location of the internship program to which your were matched:
United States
Canada		
Other		

1979
98
5

95%
5%
0%

NOTE: All five who designated
“other” reported being matched to
an internship in Puerto Rico.
25. Were you matched to a program that is CURRENTLY accredited by APA (American Psychological
Association)?
Yes
No

1721
366

82%
18%

26. Were you matched to a program that is CURRENTLY accredited by CPA (Canadian Psychological
Association)?
Yes
No

179
1837

9%
91%

27. Regardless of your new
internship program’s accreditation
status, is that internship program
a CURRENT member of APPIC?
(APPIC Members are listed in the
APPIC Directory Online)
Yes
No
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2057
17

99%
1%

28. Is your new internship position:
A one-year, full time
internship experience 2058 99%
A two-year, half-time
internship experience
11 1%
Other			
17 1%
29. Please enter the approximate
amount of the annual stipend/ salary for your position (e.g, if your
stipend is $12,000 for the year, enter
“12000”, if unfunded, enter “0”).
Please estimate if you don’t know
the exact amount.
Mean = $23, 396 Median = $ 23,000
SD = $8,990
Mode = $ 24,000
The mean salary represents a 2.6%
increase as compared to 2008.
30. Please select the setting (s) that
best describe the internship program to which your were matched
(please check all that apply):
Armed Forces
Medical Center
Child/Adolescent
Psychiatric /Pediatrics
Community Mental
Health Center
Consortium
Medical School
Prison /Other
Correctional Facility
Private General
Hospital
Private Outpatient
Clinic
Private Psychiatric
Hospital
Psychology
Department
School District
State/County/
Other Public Hospital
University
Counseling Center
Veterans Affairs
Medical Center
Other (please specify

41

2%

334 16%
356 17%
194 9%
294 14%
113 5%
135 6%
105

5%

73

3%

46
75

2%
4%

259 12%
314 15%
352 17%
80 4%

31. What was the rank of the program to which your were matched?
(please see the 2009 APPIC
Match Statistics for the information)

DEMOGRAPHIC
INFORMATION

White (Non-Hispanic)
Bi-racial/ Multi-racial
Other

32. What is your age?

39. What is your sexual orientation?

Mean = 30.3 Median =28
SD =6.0
Mode= 27
Range = 23 to 72 N = 2583
33. How many dependent children are currently living with you?
None		
1		
2		
3		
4		
5		

2183
236
116
37
2
3

85%
9%
5%
1%
0%
0%

34. How many adult dependents
are currently living with you, or for
whom you are responsible? (DO
include other relatives or individuals, i.e., mother, father, grandparent,
ward. DO NOT include an ablebodied spouse/partner).
None
1
2
3

		
		
		
		

2452
96
12
3

96%
4%
0%
0%

35. What is your current marital
or relationship status?
Married/Partnered
1389 54%
Not Married or Partnered 1207
36. What is your county of citizenship?
U.S.		
Canada		
Other		

2341
126
119

20%
5%
5%

37. What is your gender?
Male
		
527 20%
Female 		
2058 80%
Other (e.g., trans, intersex)
2 0%
38. What is your racial/ethnic identification? (Check all that apply)
African-American/
Black 			
American Indian/
Alaskan Native
Asian/Pacific Islander
Hispanic /Latino

2028 78%
74 3%
75 3%

146

6%

22
192
176

1%
7%
7%

Heterosexual		
Gay Male		
Lesbian		
Bisexual		
Other		

2386
45
59
77
14

92%
2%
2%
3%
1%

40. What types of disability (ies)
do you have? Check all that apply.
(If none, please check “None”)
None
		
2351
Blind/Visually
Impaired 		
10
Deaf/Hard of Hearing 14
Physical/Orthopedic
Disability 		
27
Learning Disability/
Cognitive 		
49
Chronic Health
Condition
		
58
Mental Illness
31
Other
23

93%
0%
1%
1%
2%
2%
1%
1%

41. (Open-Ended Question)
42. Did you have any geographic
restrictions on your internship
search that EITHER (a) reduced
the number of sites to which you
applied, OR (b) kept you from
applying to sites in which your
were interested?
Yes
No

1326 51%
1266 49%

43. IF YOU ANSWERED “YES”
TO QUESTION 42: Which of the
following best describes the reason
for your geographic restriction:
I could only apply in a particular
geographic area because of
significant family, financial,
and/or health considerations
			
608 45%
I chose to restrict my search to
particular geographic area(s) due
to personal preference (e.g,
preferred place to live, to be
near family or friends)
			
705 53%
Other
26
2%
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44. IF YOU ANSWERED “YES” TO QUESTION 42:
Which of the following best describes your geographic
restriction?
A single city or town, or within
a 100- mile radius of a city/town
					
State/ Province 			

421
170

Region of the Country
Other

583 44%
160 12%

		
		

32%
13%

QUESTIONS ABOUT YOUR AAPI
45. We would like to know the TOTAL NUMBER
OF PRACTICUM HOURS that you reported on your
AAPI. This includes ALL of your practicum hours,
including doctoral hours and hours accrued in a terminal masters program.
In Section 2, Item 3, “Summary of Practicum
Hours, “please look in the right-most column, TOTAL
COMPLETED HOURS , and enter the hours listed for:
a. Intervention and Assessment:
Median =800 n=2208
b. Supervision
Median =338 n=2193
NOTE: Intervention and Assessment hours increased
by 1.7% from the 2008 Match, while Supervision hours
decreased by 7.7%
APPIC advises applicants to interpret these numbers
cautiously.
Applicants should NOT assume that the numbers of
practicum hours listed above are necessary to successfully obtain an internship, as many Training Directors have
told us that they consider these numbers to be one of the
less important aspects of an application.
46. For each of the following populations, what was
the total number of supervised integrated psychological
reports that you reported you your AAPI? This information can be found in Section 4 of the AAPI (“Test
Administration”), Item 4.
a. Adults
		
Median=7
b. Children/Adolescents Median=5

n= 2157
n=2074

47. Please check ALL settings below in which you
completed PROGRAM-SANCTIONED clinical experiences/pracica prior to November 1, 2008. Please exclude
any clinical experiences that were not program sanctioned, such as work experience.
Child Guidance Clinic		
165
Community Mental Health Center
1267
Department Clinic (psychology clinic 1252
run by a department or school )
Forensic /Justice Setting
481
Medical Clinic/Hospital
974
Inpatient Psychiatric Hospital
711
Outpatient Psychiatric Hospital
502
University Counseling Center/Student 807
Mental Health Center
Schools
686
VA Medical Center
304
Other
596

7%
54%
53%
20%
41%
30%
21%
34%
29%
13%
25%

48 . Please designate when you completed (or intend
to complete) your doctoral comprehensive /qualifying/
preliminary examinations:
Not applicable			
Prior to submitting
internship applications 		
Prior to attending internship
interviews
			
Prior to the ranking
deadline for the Match
		
Prior to the beginning of internship
During the internship year
After the completion of internship

87

4%

2166 91%
39

2%

15
66
8
7

1%
3%
0%
0%

49. Please designate when your proposal for your
dissertation or doctoral research project war or will be
approved:
Not applicable			
Prior to submitting
Internship applications 		
Prior to attending
internship interviews		
Prior to the ranking
deadline of the Match		
Prior to the beginning
of the internship
		
During the internship year
After the completion of internship

NOTE: Respondents who left the item blank
were excluded from the calculation. Only medians wee
reported, as means and standard deviations were greatly
affected by a few applicants who reported an extremely
large number of integrated reports.
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17

1%

1766

74%

116

5%

65

3%

392
26
1

16%
1%
0%

50. Please designate when the final defense for your
dissertation of doctoral research project occurred or will
occur?
Not applicable			
Prior to submitting
internship applications		
Prior to attending
internship interviews			
Prior to the ranking
deadline for the Match		
Prior to the beginning
of internship				
During the internship year		
After the completion
of internship
		

65

3%

84

4%

22

1%

6

0%

1047
1060

44%
44%

101

4%

51. How many publications were listed on the
Curriculum Vitae that you submitted to internship
sites? (Please estimate if you don’t know the exact number).
Mean =2.0
SD =3.1
None
		
1
		
2
		
3
4
5 to 9
10 to 14
15 to 19
20 or more

Median =1
Mode =0

52. How many of these publications are PEER
REVIEWED JOURNAL ARTICLES and are either
IN PRESS on IN PRINT? (Please estimate if you don’t
know the exact number)
Mean =1.3 Median = 0
SD = 2.2
Mode = 0
None
			
1
			
2
			
3
			
4
		
5 to 9
			
10 to 14
		
15 to 19
		
20 or more 		

46%
15%
10%
9%
6%
12%
2%
1%
0%

56%
16%
10%
8%
4%
6%
1%
0%
0%

53. How many presentations were listed on the
Curriculum Vitae that you submitted to internship sites?
(Please estimate if you don’t know the exact number).
Mean =5.4
SD = 5.8

1078		
346		
243		
211		
133		
278		
58		
14		
8		

1268		
360		
226		
174		
87 		
142		
16		
5		
3		

Median =3
Mode = 0

None
		
1
		
2
		
3
		
4
		
5 to 9
		
10 to 14 		
15 to 19 		
20 or more 		

490		
267		
231		
208		
130		
553		
287		
111		
87		

21%
11%
10%
9%
5%
23%
12 %
5%
4%

Coming Soon!

Psychology Internship Development Toolkit!

T

his resource was developed through a collaborative effort of individuals representing training council members of the Council of Chairs of Training Councils (CCTC). This effort is
part of a comprehensive plan to address the match imbalance. The roll out will take place
during the 2010 Combined CCTC Conference with the 14 training councils, and links will be
available on the websites of all the councils plus CCTC!
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Enhancing Neuropsychology Education
and Training Guidelines: Are We Ready?

G

By Brad L. Roper, Ph.D., ABPP Associate Editor for Neuropsychology| Email: Brad.Roper@va.gov

uidelines on specialty education and training in clinical neuropsychology were
specified in the Houston Conference
(HC) policy statement (Houston,
1998). Based on a national consensus
conference in 1997, HC guidelines
have become the model for most
programs offering formal training
in clinical neuropsychology (Boake,
2008). At six pages and just over
2000 words, the HC policy statement
necessarily employs broad strokes
in outlining the knowledge base and
skills required for specialty practice.
Furthermore, there are brief statements regarding the contributions
of each level of training, including
doctoral education, internship training, residency training, and continuing education. The policy statement
makes reference to competency-based
education and training, and knowledge and skill areas are broken down
into several domains and subdomains.
I believe that the HC policy statement has served the specialty well for
over a decade. Among the achievements of HC was reaching consensus
on the length of training for the specialty, specifically requiring a two-year
postdoctoral residency, reflecting a
prevailing practice at the time that has
now become the standard. Another
achievement was to clearly articulate
that training in the specialty is based
on the scientist-practitioner model.
However, as the profession continues to develop, periodic evaluation
of education and training guidelines
is needed. Accordingly, representatives of APA Division 40 (Clinical
Neuropsychology) and the National
Academy of Neuropsychology
(NAN) met at the APA convention in 2006 to discuss the need for
an Interorganizational Summit on
Education and Training (ISET), with
the purpose of updating, expanding,
or refining the HC policy statement.

The group decided
that more input was
needed from practitioners in clinical neuropsychology, including
those trained since
the guidelines were
created and implemented, from other
stakeholders, and from training
organizations within the specialty. A
steering committee with broad organizational representation was formed
to oversee creation of a survey, which
will be sent to various constituencies
and stakeholders. The results of the
survey may better inform whether an
interorganizational summit is needed
and, if so, how it might best proceed. The survey is currently nearing
implementation.
Whatever the outcome of the survey, I strongly believe that there are
factors related to competencies and
their development that must be considered if education and training in
clinical neuropsychology are to be
effectively advanced and developed.
Here are a few:
We should include consideration
of models of competency development:
At the 2002 Competencies
Conference in Scottsdale, Arizona,
one workgroup, led by Emil Rodolfa,
Ph.D., addressed specialties in professional psychology (Workgroup
Summaries, 2002). The workgroup
included three board-certified neuropsychologists, other specialists, and others familiar with general professional
and specialty training. The workgroup formulated a “cube model”
of competency development in professional psychology based on the
three-way intersection among foundational competencies, functional competencies, and stages of professional
development (Rodolfa, et al., 2005).
Foundational competency domains,
primarily taught in graduate school,

provide the basis or groundwork for
psychologists to subsequently acquire
other competencies. In contrast,
functional competencies are said to
“provide the knowledge, skills, and
values necessary to perform the work
of a psychologist” (p. 351). The reader
is referred to the article for the specific
foundational and functional competency domains that were specified.
The article asserts that all specialties
share the same foundational and functional competency domains, and that
specialties are differentiated by how
the competency domains are “shaped
by particular configurations of the
parameters of practice, notably populations served, problems addressed,
[and] procedures or theoretical orientations used…” in addition to the
settings in which practice occurs (p.
352). Revisiting training guidelines in
clinical neuropsychology should draw
upon theoretic work such as the cube
model related to general and specialtybased competency development.
We should broaden our understanding of competence:
The HC guidelines make reference
to competency-based education and
training, but list only knowledge
and skill competencies. However,
Rodolfa and colleagues (2005) state,
“Simply having knowledge or skill is
insufficient for someone to be considered competent” (p. 348). They state
that competency requires action and
achievements via actions, adding that
“…appropriate and effective action
requires judgment, critical thinking,
and decision making” (pp. 348-349).
Similarly, as stated by Kaslow (2004;
p. 775), “Competence refers to an
individual’s capability and demonstrated ability to understand and do
certain tasks in an appropriate and
effective manner consistent with
the expectations for a person qualified by education and training in a
particular profession or specialty
CONTINUED ON NEXT PAGE
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thereof.” In addition to knowledge
and skills, competence has often been
conceptualized as including attitudes
(e.g., Epstein and Hundert, 2002).
Accordingly, in addition to specific
knowledge and skills, a broader
understanding of competence should
include values and attitudes, as well
as integrative competencies necessary
for the actions that are part of competent professional practice.
We should enhance our developmental perspective regarding competence:
Developmentally informed training involves recognition that there
is a training sequence which begins
with basic or core knowledge, skills,
and attitudes, and proceeds through
increasing complexity and sophistication (Kaslow, 2004). An important
aspect of competency-based training
is determining which foundational
competencies are needed prior to
the development of more advanced
competencies. Importantly, the
HC policy statement indicates that
training in clinical neuropsychology begins at the doctoral level and
proceeds through the residency.
The guidelines imply some attention to the developmental nature of
training. For example, foundations
in brain-behavior relationships are
said to begin at the doctoral level
and should be developed “to a considerable degree.” The internship
is designated as the level in which
the training toward the general
practice of professional psychology is completed, and where training in clinical neuropsychology is
extended based on the training needs
of the intern. However, the policy
statement emphasizes that training
may occur at different levels across
trainees, stressing that the “programmatic level at which these criteria
are achieved may vary but not the
content.”
Such flexibility is to be expected
given the variety of training programs and settings and the need
to reach consensual guidelines.
However, too much flexibility can
undermine the sequential development of increasingly advanced competencies. For example, excessive
flexibility may not insure that foundational competencies are in place for

the appropriate development of functional competencies. At a practical
level, some foundational areas, such
as grounding in brain-behavior relationships, require intensive classroom
instruction and are difficult to remediate in settings in which training
largely involves supervised delivery
of services. More generally, too much
flexibility requires more guesswork
and accommodation from internship
and residency trainers regarding
what specialty-related knowledge,
skills, and attitudes to expect of
incoming trainees.
Finally, emphasizing the end product over the process at each level
of training means that summative
evaluation (e.g., residency exit criteria) is emphasized over formative
evaluation (i.e., periodic evaluation
and feedback as part of the process
of training). Consistent with efforts
to define competency benchmarks
within professional psychology in
healthcare settings (Assessment of
Competency Benchmarks Work
Group, 2007), the specialty needs to
work toward a consensual understanding of expected competencies at
the each level of training.
We should avoid lagging “behind
the curve” regarding competencybased education:
As summarized by Kaslow (2004),
interest in competency-based education and training has greatly expanded across the last two decades, with
organizations articulating competency based training models, a separate
section being devoted to competence
in the 2002 revision of the APA ethics
code, and with various training conferences yielding important developments related to modeling, defining,
and measuring competencies. Such
developments are mirrored in other
disciplines of professional practice.
Furthermore, during the 1990s, the
APA Committee on Accreditation
moved to competency-based
approaches to accreditation. Greater
overall attention to competencybased education will bring the specialty more in line with the future of
education and training within professional psychology and beyond.
Summary:
The HC guidelines have served the
specialty very well since their intro-

duction in the late 1990s. However,
many developments have taken place
in competency-based education and
training within professional psychology since then. I believe that the apparent success and wide adoption of HC
guidelines indicates that they should
not be weakened, watered down, or
re-engineered. Rather, HC guidelines
should be expanded and enhanced to
reflect models of competency development, a broader understanding of
competence, and a developmental
perspective regarding competencies
within and across training levels. The
question is, “Are we ready?”
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Special Focus on Workforce Issuses

Healthcare Reform – Teamwork
Improves Opportunities for All

H

By Jennifer Beard Smulson, APA Government Relations Office
ealthcare reform continues to
Relations office set out to work on draft- chology); and (3) expand authority for
be the “talk of the town” in the
ing language, supporting language and Geriatric Education Centers (GECs) to
nation’s capitol – as well a topic working collaboratively with other key
offer short-term intensive courses in
that is generating a big“buzz” in towns allies and constituencies to realize these geriatrics to faculty members (includand communities all across the United
priorities in the House and Senate initiing those in programs of psychology),
States. It is nearly impossible to have
ated legislation.
and require GECs receiving grants to
opened a newspaper, watched the eve(Check out http://www.apa.org/
offer courses to family caregivers, or to
ning news, turned on a news radio sta- ppo/news/09-health-reform.html)
incorporate mental health and demention or thumbed through a newsmagaThese efforts met with some positia “best practices” training into their
zine without finding another story
tive levels of success. Consider APA’s
courses.
about health care reform – its path, its
efforts in the areas of workforce/
APA has also made inroads in the
fate. In Washington, DC it is a dizzying training and integrated healthcare.
promotion of integrated interdisciplinswirl of interest groups, think tanks,
Under the guidance and leadership of
ary health care. Integrated health care
lobbyists, policy makers and talking
the Education and the Public Interest
is a key priority for APA. We focus
heads weighing in on what they think
Government Relation teams, APA, has
on ensuring that across the lifespan,
is in the best interest of Americans.
succeeded in securing language in both psychologists are recognized as vital
Is it possible for APA’s voice to be
the House and Senate bills that provide members of interdisciplinary integrated
heard? Has APA made a difference
new workforce education and training
health care teams because increasingly,
on the advocacy front in this important
opportunities for doctoral level psyother health providers rely on the
national debate? How does an organichologists and psychology trainees.
unique mental and behavioral health
zation engage its grassroots and make a
These provisions, if included in any
services that psychologists provide to
mark on a grand national debate of this final health care reform law, will help
patients in a variety of primary care setmagnitude?
address the problems of internship
tings, including primary care.
APA has strongly lent its voice to this shortage. Specifically, the bill passed
How did APA succeed in gaindebate. APA has made a significant
by the Senate Health Education, Labor ing inclusion of important psycholcontribution to the discussion in the
and Pensions (HELP) Committee
ogy-focused provisions amidst an
areas mental and behavioral health
(S.1673) in July included $10 million
avalanche of competing issues?
among other things. Taking a proacfor psychology doctoral, internship
Teamwork! Government Relations
tive approach, APA developed a coorand postdoctoral programs. The
staff never let up and the APA memdinated, comprehensive strategy which legislation making its way through
bership mobilized at critical times in
leaned heavily on its membership -- its
the House Committees (HR 3200,
a grassroots push from the Federal
grassroots -- and has made a substantial America’s Affordable Health Choices
Education Advocacy Coordinators
impact.
Act of 2009) includes language estabnetwork (FEDAC), State Psychological
In anticipation of this debate and dis- lishing an interdisciplinary training
Associations and other leader models.
cussion, APA advocacy staff united in a program that includes funding for felAPA members come to Washington
team-approach to promote health care
lowships and traineeships for psychol- DC and accompanied Advocacy staff
reform initiatives that benefit the nation ogy and other mental and behavioral
to critical meetings in House and
and highlight the important place of
health professionals who target service Senate offices to promote psychology
psychology in improving the health
provision to vulnerable populations.
on behalf of the public.
care for all Americans. APA tapped
Within this program, there is a 15 perThe debate over the best direction
into its many important constituencies – cent set-aside (the only set aside in the
for health care reform continues. We
Education, Public Interest, Practice and
$60 million authorized pot of funding) can anticipate a renewed and reinScience to develop and promote polifor psychology. Further, the Senate
vigorated debate in Washington, DC
cies that seek to provide better health
HELP Committee passed bill includes
as Congress returns on September
care options for individuals as well as
provisions that would: (1) expand eli8th from its month long work in their
provide greater opportunities for psygibility for Geriatric Academic Career
Congressional Districts. Advocacy
chologists in training and in practice.
Awards to include psychology faculty; here at APA will heat up again too
APA Government Relations Offices
(2) authorize a new Geriatric Career
and the Education and Public Interest
worked collaboratively to identify eight Incentive Awards program to provide
Government Relations staff will be
key priorities that should be included in financial support to those pursuing a
looking to you to lend your voice durany health care reform package. On the doctorate or other advanced degree in
ing one of the more significant legislaheels of that effort, each Government
geriatrics (including students of psytive challenges of our times.
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Tips for Trainers: When Bad Things
Happen to Good Trainees

W

By Marla Eby, Ph.D.

e spend so much time trying
to create a safe space for our
patients that we sometimes forget that the mental health landscape can
feel treacherous and be dangerous to the
novice caregiver. Apart from the significant trials of personal life, the psychology
trainee can and will encounter an extraordinary set of experiences, both directly
and indirectly. Many of these events are
on an unfamiliar spectrum of death and
violence. Patients may attempt, or succeed in, suicide. Occasionally psychotic
or paranoid patients may become threatening or even directly assaultive to the
trainee or others, especially in acute care
settings. More indirectly, a trainee may
hear from a patient about disturbing and
even horrific experiences, which may
include a psychotic break, deep depression, poverty and homelessness, loss of a
child, serious illness, domestic violence,
and even murder. How can we establish
a professional environment that will foster
the trainee’s ability to contain and cope
with such experiences?
The answer is, with our eyes wide
open. There are a number of ways in
which we can anticipate and be attentive to such experiences. Here are a few
guidelines that may be helpful:
1. Know your trainees. Early on in
your supervision, it makes sense to ask
a trainee if he or she has ever been faced
with difficult experiences with patients
or others that might make them especially sensitive to certain issues with
patients. In particular, it is useful to ask
about their experiences of suicide, assault
and deaths involving patients. How did
they react to this in the past? How might
it affect their work? Trainees are often
relieved to be able to relate such experiences, and such a discussion can set the
tone for developing a working alliance in
the service of best serving their patients.
2. Safeguard your trainee’s work environment. Training directors are not always
in the fray of service delivery, and so may
not be attuned to whether offices can feel
isolated or unsafe, or whether a mental
health setting has a culture of containing
violence. It is important to remember that
nonetheless, as training director, it is your
responsibility to ensure a safe environment
for your trainees to work. For this reason

it is important to have conversations about
safety frequently with both trainees and
service delivery staff, and to be aware of
times when risk might increase (such as
times of staff turnover).
3. Review risky cases. Many settings
have an at-risk committee that convenes
regularly to review cases that have been
identified as high-risk for either suicide or
violence. The trainee and supervisor are
invited to such meetings, and the at-risk
committee can make helpful suggestions
in a supportive manner, share the sense
of risk, identify other services that may
be needed, and help the trainee set limits
on what he or she might do or expect.
Such formal reviews can also underline
best practices regarding liability, including requirements for documentation, and
skills in assessing dangerousness.
4. Ensure service-training communication. Events can happen quickly
and with little warning. It is important
that every trainee is well-oriented to the
service setting in which he or she works,
and that he or she knows the ropes of
safe practice before setting off independently. Such orientation requires good
coordination between service providers and training staff. A solid interface
with anyone working with your trainee
also ensures that you hear of worrisome
events right away, not days later.
5. Act immediately. When bad things
happen, it is important that trainees are
contacted by their training directors right
away. An in-person meeting as soon as possible is paramount, with follow-up meetings
planned as the event sinks in. The training
culture should also be such that trainees
should feel free to contact the training director at any time with an emergency.
6. Metabolize the experience. Most
staff and training directors have had similar difficult events in their own careers,
and have coped with, and survived them.
It can be very helpful to have a staff person who has coped with a similar event
talk with the trainee, as well as with a
group of the trainee’s cohorts, who also
may have been impacted by the event.
7. Use outside consultation. Especially
in the event of an assault or a death, the
trainee can often benefit from discussion
with an outside person whose purpose is
to help the trainee process the event and

cope. In order to ensure that the trainee
can talk freely to such a consultant, it is
important that the consultant not be in the
usual evaluative role with the trainee.
8. Attend to the trainee group.
Trainees should have a regular forum in
which problems can be discussed with
the training director. Provide space for
the group to talk about an event that
has happened to a member. While
maintaining privacy for the identified
member, ensure that the trainee cohort
group knows that he or she is being wellattended to by training staff.
9. Contain staff anxiety. Staff can
become anxious by a bad patient outcome, and may worry about being
blamed for the event. Make sure that the
trainee is not made into a scapegoat, but
also be open to hearing about concerns
about the trainee. It is important to help
staff create a graded return of the trainee
to difficult work, so that he or she is neither overly avoidant or faced with immediate re-traumatization.
10. Be straightforward, but also turn
to others for support. You may have
your own concerns about work conditions, liability, and the trainee’s welfare.
It is important to be straightforward but
also selective about placing such burdens
on trainees. For this reason, it is also
important to rely on colleagues for support, so that trainees don’t feel the brunt
of a need to support you.
In the end, difficult events are part of
mental health life. Even without overtly
dangerous situations, any trainee entering
into this world will need to adapt to an
often foreign culture in which resources
are poor and chaos is often prevalent. In
my own training, I still remember a senior
supervisor who commented that after
seeing disturbed patients, sometimes she
couldn’t even fry an egg for twenty minutes. The training director’s aim should
be not to make the trainee instantly be
able to fry the egg, but instead to recognize human limitations and embrace
the difficulties in a rewarding career. By
emphasizing anticipation and adaptation,
the training director serves as a role model
for trainees, helping them to develop into
skilled professional psychologists who
are able to seek consultation and support
throughout their careers.
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Annual meeting at
APA Convention
Continued from Page 1

over several years as APPIC Chair, including serving as Chair of the
Council of Chairs of Training Councils. Ms. Mona Koppel Mitnick,
Esq., was hailed for her nine years of service as Public Member. She
is replaced by Joel Stocker, J.D., who has taken on this important
task. Dr. Karen Taylor provided an update on the newly developed and installed AAPI Online. Among other speakers, Dr. Gene
D’Angelo, Awards Committee Chair, was particularly articulate as
he presented annual APPIC awards to Dr. Paul Robins (Excellence
in Training), Dr. Lynette Sparkman-Barnes (Excellence in Diversity
Training), and Ms. Tiffany O’Shaughnessy (Student Research). In
addition, new Board Members Lisa Kearney, Ph.D. and Jason
Williams, Psy.D. were introduced to the group. Pictured are some
scenes and personalities attending the meeting.

Clockwise from bottom right: Webmaster and new Board Member Dr. Jason Williams, Executive Director Ms. Connie Hercey, APAGS
Liaison Kimberly Smith, new APPIC Board Member Dr. Lisa Kearney, Dr. Steve McCutcheon, Tiffany O’Shaughnessy receiving APPIC Student
Research Award from Dr. Gene D’Angelo, 2009 APPIC Award winners Drs. Lynette Sparkman-Barnes (Excellence in Diversity Training) and
Paul Robins (Excellence in Training)
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Ask CoA

By Nancy Elman, Ph.D., Chair, CoA; elman@pitt.edu and
with assistance from Jeff Baker, Ph.D., and Joyce Illfelder-Kaye, Ph.D., APPIC representatives to the CoA

mplications of the rapidly changing economy
over the past year or so have impacted nearly
every aspect of psychology training and practice. Particular concerns have arisen for internship
training programs, already challenged by the pressures of the “match imbalance,” and these challenges
have in turn been exacerbated by the uncertain
economy. From an accreditation perspective, the current challenges have led to questions about how the
American Psychological Association Commission on
Accreditation reviews Domain C of the Guidelines
and Principles (G & P). We have, therefore, decided to
briefly address these specific components of the G & P,
in hopes of adding clarity and assistance to programs
struggling or concerned with the question of resources
and their intersection with accreditation.
Domain C of the G & P (http://www.apa.org/ed/
accreditation/guiding-principles.pdf) states that an
internship program will “…demonstrate that it possesses resources of appropriate quality and sufficiency
to achieve its training goals and objectives” (p. 15).
Areas further specified in Domain C are the formally
designated intern training supervisors, the identifiable
body of interns, and the additional resources necessary
to achieve its goals and objectives. A standard for the
nature of consortia programs is also specified.
Bill Robiner, in a column in the May 2009 APPIC
E-Newsletter (pp. 16 -17) called for “flexibility” in
accreditation by the CoA as it relates to Domain C.
He suggested that in the wake of the severe economic
challenges of late 2008 and early 2009, “promoting
quality training during periods of economic turbulence may best be achieved by temporarily deemphasizing the financial support and stability of sponsoring
institutions as an accreditation criterion…” (p. 17).
While it likely would be Pollyanna-ish to suggest that
the economy is out of difficulty, the circumstances as
we write this in October, 2009, appear to be slowly
improving and it feels possible to be modestly optimistic that the worst has passed. That said, issues in
health care and mental health care remain, and it is
clear to us that the struggle for adequate resources in
psychology training will be with us for a long time.
There are a number of unknowns but what is known
is that programs are likely to continue to struggle to
provide adequate resources.
How then to continue to hold high standards for the
training of interns in psychology, including support
and stability in sponsoring institutions, without seeming heartless or unrealistic in the face of such econom-

ic challenges? A number of things seem important to
clarify. Accreditation is defined as the act of recognizing an institution of learning “as maintaining those
standards requisite for its graduates to gain admission
to other reputable institutions of higher learning or
to achieve credentials for professional practice.” In
psychology, accreditation is focused on competencies that programs aspire to for their trainees and
the achievement of those outcomes. For that reason,
each program is required to determine its needs and
examine the outcomes for its trainees. The accreditation process is required to review all program aspects
within this context. We ultimately believe that one of
the worst things that psychology could do for itself as
a profession is to lower its standards as a response to
these challenges.
A question of particular interest to internships
during these challenging times is how accreditors
will interpret Domain C-3, the “necessary additional resources required to achieve its training
goals and objectives,” and in particular, financial
support for intern stipends, staff and training activities. Implementing regulation C-9 of the G & P for
Domain C speaks directly to the question of unfunded internships and stipend equity. It makes an argument that internship training should be funded so
as to (1) lend tangible value to the intern’s service
contribution, (2) communicate a valid and dignified
standing with [the] professional/trainee community;
and (3) provide appropriate and realistic monetary
resources to permit interns and their families to
subsist during the training year. Much has been
discussed at the national level about the dilemma of
the huge debt load that many graduate students in
professional training acquire in the attainment of a
degree and that increase is found in psychology as
well. That said IR C-9 also recognizes that in rare or
unusual circumstances a program may have a compelling rationale for accepting an unfunded intern.
A decision to provide an internship experience to
an unfunded intern should be made in consultation
with the CoA and carefully reviewed by the program
to assess the impact it may have on the achievement
of its overall goals, objectives and competencies, as
well as the morale of the other funded interns. We
hope that the APPIC community understands that
this standard does not reflect a lack of empathy on
the part of the CoA for the frustration level experienced by both doctoral programs and internships
CONTINUED ON NEXT PAGE
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trying to cope with this “perfect
storm” of internship imbalance and
funding concerns precipitated in part
by the economy. It does suggest that
failing to meet minimal standards
of adequate resources for training
would send a message to all our
communities of interest that psychology as a profession is not dedicated
to the highest quality standards of
preparation for professional practice.
A major purpose of accreditation is
to determine if programs have met
minimal established standards for
professional training and to help our
various publics to know that this is
so.
The CoA is well aware of the
match imbalance and other potential
stressors facing internships in the
current economic climate. The CoA
continues to have policy discussions
related to the impact of economic
and other forces on the ability of programs to maintain quality education
and training. The current 32-member
CoA has six internship and postdoctoral representatives, including: Jeff

Baker, Donna Horn, Joyce IllfelderKaye, Brad Roper, Rick Seime and
Wayne Siegel, who can provide perspectives on internship and post doc
training issues in the course of these
discussions.
In addition to evaluating programs
for accreditation, an important role
of CoA is in continuing to support internships wishing to become
accredited. There remain some 200
internship members of APPIC that
are not yet accredited. The CoA is
housed in the Office of Program
Consultation and Accreditation,
and Dr. Susan Zlotlow and the staff
stand ready to consult with any
and all programs that are seeking
accreditation regarding your specific
questions and strategies to address
concerns. As well, members of CoA
regularly conduct training sessions
to help those developing self-studies.
At the upcoming 2010 joint training conference in Orlando, Florida,
the CoA will sponsor a full-day
self-study training session focused
on internships (and a separate one

for postdoctoral programs if there
is interest) as well as devoting one
of the CoA sessions during the joint
programming days to a Q & A with
the CoA where questions can be
addressed that are of current interest
or challenge for any program.
The Guidelines and Principles
of the CoA and the current
Implementing Regulations can be
found at http://apa/org/ed/accreditation. Scroll down the left-hand
column and look under Policies and
Procedures. The CoA creates new
Implementing Regulations from time
to time so it is also important to stay
current on these (http://www.apa.
org/ed/accreditation/implementregs200524.pdf). Programs questioning actions they are considering
that impact Domain C are encouraged to review them with the CoA
in advance of adopting them so that
potential consequences can be carefully estimated. Questions specific
to individual programs should be
addressed to Dr. Susan Zlotlow at
202-336-5979 or szlotlow@apa.org.

The APPIC Match Song [to the tune of “Monster Mash”]
by ‘The Selection Vampire and The Vampiress’

I was working in the clinic late one night
Scoring a WAIS to my delight
When suddenly my stomach began to flip It was time to apply for internship!
[Chorus]
They did the Match, they did the APPIC Match
- the APPIC Match
It was a training smash
They did the Match,
It caused an anxiety flash
They did the Match, they did the APPIC Match
So I utilized my many organizational powers
To make sure I counted intervention hours
Needing to be sure to get in on time
All of the uploads for the AAPI Online
[Chorus]
The DCT’s were having fun
The process had just begun,
To facilitate, but not coddle,
And be clear on the training model.

And now I am a pro in the training sector
Holding the position of a training director
If only I could learn them, I would feel invincible –
The Commission on Accreditation Guidelines and
Principles.
[Chorus]
Now I’m reading many, many applications
PDF formats, such wonderful creations,
It made me smile and I gave a chortle
To use the AAPI Online Selection Portal.
[Chorus]
And lastly I’m reviewing the letters of reference
To those thoughtful writers giving adequate deference.
But still I was confused and didn’t know what it
meant
That every applicant was in the top five per cent!
[Chorus]
Oh, no! Computer crash!
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News from the Education
Directorate at APA

			

I

By Catherine Grus, Ph.D. | cgrus@apa.org

would like to start by expressing my appreciation to APPIC for allowing me this opportunity
to provide you updates from the Education
Directorate at APA.
For those of you who attended the April APPIC
membership meeting in Portland you heard
about the many exciting developments in professional psychology related to models to define
and methods to assess competence in trainees.
The APA Education Directorate, in partnership
with many groups such as the Council of Chairs
of Training Councils (CCTC), and through the
efforts of many individuals has developed several resources that are available to the education and training community. The Competency
Benchmarks document, which presents a model
that operationally defines competencies across
the sequence of education and training, was
revised in late 2008. A toolkit that provides a
wealth of resources about different methods
to assess competence has also been developed.
Manuscripts detailing both these resources will
appear in a special issue of the journal Training
and Education in Professional Psychology later this
year. You can go to http://www.apa.org/ed/
graduate/competency.html to find out more. I
am also pleased to note that there are efforts
underway to develop additional resources
for programs who are dealing with a student
with problems of professional competence. To
date, a sample remediation plan, based on the
Benchmarks competencies, has been developed
and work is underway on other resources for
training programs related to having “difficult
conversations.” Finally, it is very exciting to hear
from programs that they are beginning to implement competency-based models to evaluate their
students. If you have been doing this I would
welcome hearing from you. We hope to soon be
able to post promising practices from programs
on the APA website.
The internship match imbalance continues to
be an issue of intense focus and one in which
the ongoing dialogue between training councils
through venues such as CCTC remains critical.

Progress is being made on many of the action steps
that were identified in the 2008 Internship Match
Imbalance Meeting (co-convened by APPIC and
APA). One of these actions steps relates to enhancing the transparency of information available to
students and prospective students with respect to
internship match outcomes for doctoral programs.
While APPIC has been a leader in this area, and
programs accredited by the APA are required to
make this available, for the last two years doctoral
programs in professional psychology who wish to
be listed in the APA publication, Graduate Study in
Psychology, have been asked to submit information
about internship placement rates and types for
their students. This information appears in both
the print and electronic versions of this publication.
This has been a busy year for our Education
Directorate Government Relations staff who focus
their efforts on increasing federal support for education and training in psychology. One piece of
exciting news is that authorizing language for the
Graduate Psychology Education (GPE) Program
was introduced in both the U.S. Senate and U.S.
House of Representatives. As many of you know
the GPE program has provided funds for education and training programs, including internships,
through a competitive grant process and is administered through the Health Resources and Service
Administration (HRSA). Authorizing language
would make it easier during the appropriations
process for funds to be allocated for the GPE program. Thank you to all of you who have helped
with these efforts through our grassroots advocacy
network.
The annual APA Education Leadership
Conference (ELC) occured in October. The theme
for the 2009 ELC was Preparing Tomorrow’s
Health Workforce. The ELC examined psychology’s progress in preparing tomorrow’s health
work force, and identified areas needing further
attention.
To find out more about what is happening in the
Education Directorate, please go to: http://www.
apa.org/ed/.
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FROM THE ASSOCIATE EDITORS
Behaviorial emergencies

I

By Phillip M. Kleespies, Ph.D., ABPP
VA Boston Healthcare System

n the Spring, 2008, issue of this
newsletter, I wrote about the tragic
death of a psychologist, Dr. Kathryn
Faughey, in her Upper East Side office in
New York City. The man who killed Dr.
Faughey was a man who suffered from
a serious mental illness and who had a
prior history of violence. As I noted, Dr.
Faughey was apparently not the intended victim. The assailant later confessed
that he had been in search of Dr. Kent
Shinbach, a psychiatrist who shared
offices with Dr. Faughey. When Dr.
Shinbach heard Dr. Faughey’s screams,
he came to her aid and was also seriously injured and robbed at knife point.
The attacker reportedly blamed the psychiatrist for having him committed to a
mental hospital 17 years ago.
When tragic events such as this occur
to a fellow psychologist, members of
our profession often turn to our professional organization, the American
Psychological Association, for guidance.
In these instances, they are likely to seek
out or be referred to the APA’s Advisory
Committee on Colleague Assistance
(ACCA). Thus, after Dr.Faughey’s murder, APA and ACCA were asked about
the frequency of patient-clinician violence, how violence risk might be detected and managed, and how it might be
prevented.
In grappling with these difficult questions, ACCA sought consultation with
APA Division 12’s Section on Clinical
Emergencies and Crises (Section VII). In
collaboration with ACCA, the Section’s
Board formed a committee to begin
to examine how it might be best to
advise clinicians about the evaluation
and management of patient-clinician
violence. In the first of its efforts, this
conjoint committee has produced the
contents of a pamphlet of information
on office safety and the management of
patient-clinician violence. The pamphlet
highlights some of the major factors to
consider when evaluating for risk of
violence as well as tips on developing
a plan for management and some suggested do’s and don’t’s when interacting
with a patient at risk of violence. It con-

cludes with some citations
of resources for those who
wish to learn more on topics such as patient-clinician
stalking, threatening, and
harassing. The pamphlet
is now being designed by
the APA media department and will
eventually be available in hard copy
and posted on the ACCA section of the
APA web site. It may also be shared
with State Psychological Association
colleague assistance programs, and
there may be other resources about the
evaluation and management of violence
posted on the web site.
Although events like the death of Dr.
Faughey are (thankfully) rare, there can
be lesser acts of patient-clinician violence
that are very distressing to clinicians. In
fact, along with patient suicide, patient
violence has been referred to as an occupational hazard for psychologists. As
summarized by Kleespies and Ponce
(2009), numerous surveys have indicated
that between 15-25% of psychologists
may be at risk of being assaulted by a
patient at some point in their careers.
Most of these assaults result in minor
injury or no injury at all. It is the emotional distress that is more disturbing.
In addition, surveys have indicated that
many psychologists worry that a patient
of theirs may pose a threat to a third
party, and a good number have had a
patient who actually did assault others.
The pamphlet on reducing the risk
of patient violence produced by the
conjoint ACCA/Section on Clinical
Emergencies Committee will hopefully
be a valuable resource for psychologists.
A pamphlet and resources on a web site,
however, cannot substitute for systematic education and training in the evaluation and management of patient violence. True clinical competence in evaluating and managing patient violence, as
well as patient suicidal behavior, comes
in the context of applying a knowledge
base in practice with good supervision.
The internship year is an ideal time for
this type of mentorship.
When a patient or client seems potentially violent or is threatening suicide,
the situation can arouse anxiety in the
seasoned professional, let alone in those

who are in training and less confident of
their clinical abilities and status. A mentor model for learning under such conditions seems advisable. In this model, an
experienced clinician and an intern are
paired in settings such as an emergency
department or urgent care clinic or on a
mobile crisis team. The intern then has
the opportunity to observe and work
with a professional who has been successfully engaged in this type of clinical
work. Cases can be processed on-site
and subsequently in a supervisory session. Although initially the intern is
more of an observer, the supervisor can
gradually shift greater responsibility for
the evaluation and management of cases
to the professional-in-training. It is during this process of gradual increasing
skill and responsibility that some inoculation to the stress involved in these
emergency situations occurs, and stress
inoculation is very important to clear
decision making in situations in which
tensions can run high (Kleespies, 2009).
Since nearly all clinical and counseling
psychologists with an active caseload
must deal with such patients or clients
(i.e., those who are potentially at risk to
others or to themselves), and given that
these patient behaviors, if mismanaged,
can have far reaching clinical, ethical,
and legal consequences for the patient,
for the patient’s family, for other third
parties, and for the clinician, does it not
make sense to train our interns so that
they develop competence in the evaluation and management of these potentially life threatening behaviors? It seems
to me that it is time for our field to stop
assuming that these skills are simply
acquired in the general process of graduate training and to make a commitment
to ensuring that actual competence is
developed .
Reference
Kleespies, P. (2009). Behavioral emergencies: An evidence-based resource for evaluating and managing risk of suicide, violence,
and victimization. Washington, D.C.: APA
Books.
Kleespies, P., and Ponce, A. (2009).
The stress and emotional impact of clinical work with the patient at risk. In P.
Kleespies (Ed.): Behavioral emergencies:
An evidence-based resource for evaluating
and managing risk of suicide, violence, and
victimization (pp. 431-448). Washington,
D.C.: APA Books.
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International Issues

F

By Ian Nicholson, Ph.D.

irst, I would like to take the
opportunity to thank Dr.
Sandra Clark for her many
years of writing this column. It
was a column that I read with
great interest in every issue of this
newsletter. It will be difficult to
follow in her thoughtful reflections on training.
This column has traditionally
been a method of informing the
broader training community about
the work of the Canadian Council
of Professional Psychology
Programs (CCPPP). This organization has been in existence for
over 3o years, and is described
in its Mission Statement as an
“organization that represents the
various university psychology
programs and psychology internship settings in Canada that train
clinical psychologists, counselling
psychologists, and clinical neuropsychologists.”
Given the size of the training community in Canada,
this means the organization
represents over 70 university
and internship programs, with
approximately equal numbers of
each. The executive is composed
of members of both training communities. At our annual meeting, held prior to our national
convention of the Canadian
Psychological Association, this
size allows for an ongoing,
broad-based discussion of training issues between universities
and internships. While there are
some students who travel across
the border, in both directions, this
number is a small percentage of
Canadian applicants (about 10%
last year). While some of this is
due to difficulties or restrictions
that result from citizenship, it
can often be because of problems
with geographic mobility for
those applying to internship.
This past June, one interesting

proposal arose out
of a discussion of
our geography
and its impact
on the internship interviews.
As a nation, our
geography does
not match evenly
with our population. Canada
is larger than the United States,
with a greater distance between
the east coast (Newfoundland
and Labrador) and the west coast
(British Columbia). However, the
vast majority of the population lies
in a ribbon, a few hundred miles
deep, at our southern border. The
population density then gets thinner and thinner as one travels further and further north (until one
reaches Santa and his small band
of hard working elves at the North
Pole).
With the small number of
potential internships that would
fit the interests of the applicants
spread across this long, thin ribbon of population, travel to interviews can be difficult. Also, travel
in January in Canada can be heavily influenced by the weather. It
is not uncommon for an applicant
to travel thousands of miles in a
week, criss-crossing the country
for a few interviews.
With this in mind, CCPPP is
beginning to explore the idea
of trying to organize interviews
according to region. This would
mean that different segments
of the country could have their
interviews at the same time. For
example, Western Canada might
be the first week of January,
Central Canada in the second
week, and Eastern Canada in the
third week.
We are interested in feedback
from US programs as to what they
think of this option. Any chance
this would be workable in the US
as well. Feedback can be sent to
me at ian.nicholson@lhsc.on.ca

Diversity

I

By Yoon K. Jung, Ph.D.

didn’t think it would come to this,
but I’d like to start this column off by
talking about construct validity. Well,
seriously, never mind that it brings back
sub-threshold traumatic memories of my
dissertation- construct validity relates
a quite a bit to what I’ve been working
on as a member of the VAPTC/MDC
committee (that’s a lot of capital letters;
translation: VA Psychology Training
Committee/Multicultural and Diversity
Committee). Part of our committee’s mission is “to develop best practices training
guidelines and resources pertaining to
multicultural and diversity issues and
psychology training with the goal of making this information available to the wider
VAPTC membership”. As a member of
the subcommittee that is responsible for
surveying what is and isn’t being done in
diversity training across programs, one
important question that comes up asks
essentially what construct validity asks.
That is, “How do we know we’re measuring what we think we’re measuring?” Or,
in other words, “How do we accurately
survey how successfully programs are
incorporating diversity training?”
Here is a small set of data (N=69) culled
from the MDC survey committee’s first
attempt to ascertain where programs are
in their efforts to incorporate diversity
training. Eleven items were embedded in
a larger VAPTC survey asking questions
such as:
• Do you have a Diversity Committee/
Task Force/Group identified in your training program?
• What types of activities are provided
for development of multicultural competence, awareness, and integration?
• Are these diversity training activities
directed toward trainees, faculty, or both?
• What area(s) of your training program
do you feel is the strongest regarding
diversity training?
• What specific challenges or limitations
have you experienced in your program?
As seen in the table below, almost half
of the respondents (40.5%) were not able
to identify a Diversity Training Task Force
in their programs. Only three-quarters
CONTINUED ON NEXT PAGE
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(73%) have diversity didactics built into their programs, and a little
over half (57.5%) have faculty, staff, and trainees who participate in
diversity training activities.
Survey Item

Response Percent

Diversity Training Task Force (None Identified)		

40.50%

Developmental Activities (Didactic Training)		

73%

Diversity training activities participants
(Faculty, Staff, Trainees)					

57.50%

Strongest area of training program for diversity training
(strong formal curriculum/not strong in diversity training)

34%

Challenges in providing diversity training
(Identifying trainers/presenters: Evaluating
effectiveness of training )				

39%/19.5%

Before focusing on the somewhat sobering nature of these data,
back to construct validity. Are we measuring what we think we’re
measuring? Are we actually asking the right questions to assess
what we’re looking for? Or, are programs addressing diversity
issues in a more subtle or organic way that needs to be operationalized or standardized in a way that we can measure? For example,
are diversity issues being addressed within individual supervisions? Are they being covered in the context of larger didactics
that are inherently diversity focused, e.g., MST or geriatric care? If
so, perhaps we should not only help programs brainstorm around
how to incorporate diversity considerations into their trainings, but
also how to do so in a way that allows other organizations to either
duplicate, measure, or acknowledge what they are doing.
In reflecting on my experience as both a trainee and a training
director at the San Francisco VAMC, on some level I feel that diversity issues are encountered and handled in the VA system- perhaps
more often than even we give ourselves credit for. First of all, diversity is inherent in our patient population- we see patients from all
different eras, SES levels, ethnicities, sexual orientations, the list goes
on. And if we believe we are providing good patient care, we are, by
definition, considering issues of diversity. The question is, how do
we train others to do the same, and can we measure this? That is the
question.

Literature
Review

By James M. Stedman, PhD, ABPP

T

his year we find
a slow down in
internship related
articles, at least those
I can locate via Psych
Info. My apologies to
those authors I may not
have found.
Himbrick, Pimentel, & Albano (2009)
considered how internships provide the
field tests for ethics classroom work in
grad school. They discuss a variety of
ethical issues arising during internship,
including dual relationships, differences
in staff/intern orientations, and balancing intern competency with patient
needs. They illustrate points with clinical examples. Cognitive and Behavioral
Practice, 16, 191 – 204.
Neimeyer, Rice, & Keilin (2009) used
match data to investigate clinical and
counseling student placement differences. They found similar rates of successful matching and rankings of those
matches for both groups. Differences
occurred at the site level, with clinical
students matching at medical sites and
counseling students matching at counseling centers. Training and Education in
Professional Psychology, 3, 47 - 52.
Mours did a dissertation on use of
therapy outcome measures at internship sites. He found that 47% of
respondents used therapy outcome
measures but many more thought
it was a good idea but did not do
it. Dissertation Abstracts: Sciences and
Engineering, 68 (9 –B), 2008, pp. 6324.
Daniel did her dissertation on supervisory alliance and countertransference disclosure. She found that a solid
alliance leads to more disclosure, with
no differences across gender, ethnicity,
or theoretical orientation. Dissertation
Abstracts: Sciences and Engineering, 69, (9
– B), 2009, pp. 5772.
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Setting-related issues
Words, words, words
By Robert H. Goldstein, Ph.D.

y the time this appears, the US
Congress may or may not have
done something major about
changing the way health care is provided and/or financed in this country. Regardless of what may or may
not happen, it will still be important
for trainees to understand some basic
ideas about how our health care
system works, or perhaps, doesn’t
work. And it is at this late stage in
their careers, during their internships
or post-docs, that there is a critical
period, so to speak, during which
they can learn a few basic lessons
about health care economics. And
who better to help them with this
than their trainers and supervisors?
So, I offer a little challenge: I’m
going to mention four words or
phrases which, I would argue, are
fundamental to understanding the
way things are being done now, and
ask you to see if you can help your
trainees grasp the way in which
these concepts will affect how they
function in the future as professionals. My point is, of course, that
these ideas reflect some of the worst
aspects of the current system, and
changes will come only if this and
the next generation of psychologists
really comprehend how they and
their patients are being discriminated
against.
OK-here they are: COSTSHIFTING; LOSS RATIO;
BEHAVIORAL HEALTH and
PROVIDERS. These sound so
benign, but each concerns a basic
and harmful set of ideas and practices that serve to distort what psychologists can do, how they are compensated for what they do and how
this affects what happens to their
patients.
Let’s start with COST-SHIFTING.
This is the method that health insurers use to essentially short-change
one area so that the money not spent

there can be used
in some other way.
The classic example
of this is the current
system for paying for
health services under
the Medicare plan.
Basically, health care
professionals and hospitals are paid
at a somewhat below market rate
by Medicare with the assumption
that this would be made up for by
higher fees charged to non-Medicare
patients. Similarly, when patient copays are increased, the cost of care
is shifted from the insurance company onto the patient. In the mental
health field, a major cost-shifting
process has taken place for years via
higher co-pays, reduced or limited
coverage, restrictions on the number
of sessions and other methods by
which funds have been shifted away
from mental health care to other
areas.The effect of this has been, as
we all know, less available care for
our patients and a gradual but persistent drop in the income levels of
psychologists
Some change in this nefarious
system of discrimination has finally
come about via recent federal legislation (which supplements some existing state laws) requiring that there be
“parity” between mental health and
other health care payment arrangements. This improvement is limited,
however, by a number of loopholes
that still exist and it is not yet clear
just how this step forward will be
implemented. There remain many
exceptions to the new requirements
and much effort will be needed to
undo the unfair cost-shifting that has
prevailed for so long
The term LOSS-RATIO is, in one
brief phrase, a reflection of the basic
flaw in our private health insurance
system. That term is the one used
by the health insurance industry to

describe the amount of money they
spend in paying for actual health
care (I’m not making this up). That
is, any money spent for that purpose
is considered by them to be a LOSS!
Of course, in a for-profit company,
any expense incurred reduces the
level of profit generated. And the
health insurance industry is in business to make a profit, not to provide
health care! The difference between
the loss-ratio and their income from
premiums and other sources goes
to cover overhead, administration
and profit. That’s a simple business
principle.
But the difference between the
loss-ratio in a non-profit (e.g. government) system such as Medicare
(around 97%) and that in the forprofit insurance business world
(around 70 to75%) represents the
amount of money being skimmed off
the top that doesn’t go to paying for
health care.
And here’s where the two concepts come together: cost-shifting by
the private insurance industry leads
to a lower loss-ratio and, as should
be obvious, higher profit levels.
Now, the term BEHAVIORALHEALTH has a nice neutral sound to
it and some think it is an even more
positive term for describing what we
deal with. But, think about this for a
minute. The phrase clearly implies
that the folks we work with are not
ill, or disturbed, or distressed, or suicidal or any of those unpleasant real
life experiences which need attention
and treatment. No, they just need
some adjustment of their BEHAVIOR
to be healthy.
This is, again, the term preferred
by the insurance industry and which
allows them to minimize the real
world impact of the human distress
on which they would rather not
CONTINUED ON NEXT PAGE
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spend money. Of course, I’m not suggesting that there is anything wrong
with our profession’s research and
application of behavioral techniques
of treatment. But the insurance
industries’ eager adoption of this
terminology hardly reflects a defensible empirical orientation. It’s one
more way in which they use words
to achieve their financial goals by
recasting the issue in a much more
benign manner. If it’s just a matter of helping with some behavior,
then why should they not cost-shift
to some other really serious human
problems? And so, the discrimination that’s been perpetuated over
the years may, to the insurers, seem
justified.
Now, finally, the term of art,
PROVIDER. They love to call us
PROVIDERS, again a nice neutralsounding term. But what is a
provider? Certainly not a professional who’s spent an average of
seven years working towards and
completing a doctorate, including
thousands of hours of clinical experience. No, a provider could also be
a master’s level person, or a mental
health counselor or anyone else the
insurers could get to work for them
at a cheaper price. The term reduces
everyone to a common level, and
blurs differences in training and
experience. So, they can advertise
that they have a long list of providers available, even when some
or many may be of limited professional competence. In my book, a
provider is someone who shows up
at the castle backdoor with a side of
beef.
Well, after reading all the above, if
you’ve had the patience to continue
through my screed, those of you
who are especially astute may have
noticed a slight amount of animus,
or pique or perhaps even a tinge of
annoyance at the insurance industry.
If so, you’re quite right, and there’s
a reason for this fit of barely suppressed rage. It has to do with the
fact that in a community with which
I’m familiar, but which will remain
nameless, a well-operated not-forprofit HMO recently sold out to a forprofit company which immediately
“carved-out” (i.e.sub-contracted) the
mental health portion of its opera-

tion to a large national outfit, which
will also remain nameless. These
folks came into the community in
question, tore up the existing mental
health contract which had been in
effect for some years on the basis
of a well-established collaborative
relationship between the HMO and
the professional community, and
replaced it with a non-negotiated
take-it-or-leave it contract. This
contract, by the way, reduced psychologist’s fees by 10%, and imposed
a set of stringent and cumbersome
reporting and permission-seeking
arrangements by means of which
patient care could be rationed out.
Furthermore, the above-noted
“nameless” business has to do with
the fact that the new contract contains a “Gag Clause”, which would
forbid any psychologist from discussing any aspect of the contract with
anyone, which, of course, I’m not
doing here.
What I’ve been describing is, in
other words, a classic example of
cost-shifting with regard to behavioral health that diminishes providers and decreases the company’s
loss-ratio. Psychologists and patients
get screwed and the company’s profits go up!
OK, I guess you get my point.
Psychologists in training have to
know what they will be up against
when they move out into whatever
area of practice they choose. And the
sooner you help them get the picture
of what these “buzz words” mean for
them, the better they’ll be able, we
hope, to work for the changes that
they and our society need to have
happen.
All of this is, you understand, my
own opinion and does not reflect
any official position of APPIC, but I
sure hope that our organization does
begin to weigh in on these issues.
Our mission as teachers and trainers
commits us to helping prepare the
next generation of psychologists for
what lies ahead of them. But don’t
we also have an obligation to help, in
whatever way we can, to ensure that
their road ahead leads to an environment in which they can successfully
practice what we’ve taught them?
Our profession’s future depends on
it!

New APPIC
Members

Doctoral Internships

Greater Southwest Consortium
in Professional Psychology
Dallas, TX
Iowa City VA Medical Center
Coralville, IA
Neurobehavioral Institute of
Miami
Coral Gables, FL
North Texas Internship in
Juvenile Clinical and Forensic
Psychology
Granbury, TX
Western Psychological and
Counseling Services
Portland, OR
Postdoctoral Residencies
Indian Health Board of
Minneapolis
Minneapolis, MN
Norwich University Counseling
and Psychological Services
Northfield, VT
West Coast Children’s Clinic
Oakland, CA
West Los Angeles VA
Healthcare Center
Los Angeles, CA
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