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This report provides a summary of the combined
results for both phases of the 2011 APPIC Match.

By Sharon Berry, PhD.
Sharon.berry@childrensmn.org

APPLICANTS
PARTICIPATION - COMBINED PHASE I/II
Applicants Registered in the Match
Applicants Who Withdrew or Did Not Submit Ranks
Applicants Participating in the Match

4,199
300
3,899

MATCH RESULTS - COMBINED PHASE I/II
Applicants Matched
Participating Applicants Not Matched

3,095 (79%)
804 (21%)

INTERNSHIP PROGRAMS
PARTICIPATION - COMBINED PHASE I/II
Training Sites Participating in the Match
Programs Participating in the Match
Positions Offered in the Match

690
1,207
3,166

MATCH RESULTS - COMBINED PHASE I/II
Positions: Filled in Either Phase I or Phase II
Withdrawn or No Ranks in Phase II
Remaining Unfilled in Phase II

3,095 (98%)
56 ( 2%)
15 ( 0%)

Programs: Filled in Either Phase I or Phase II
Withdrawn or No Ranks in Phase II
With Unfilled Positions in Phase II

1,162 (96%)
29 ( 2%)
16 ( 1%)

APA or CPA Accredited Positions:
Filled in either Phase I or Phase II
Withdrawn or No Ranks in Phase II
Remaining Unfilled in Phase II
Total

2,339 (100%)
6 ( 0%)
5 ( 0%)
2,350

CONTINUED ON PAGE 7
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riends and colleagues…..Despite
mixed feelings as I write my final
Chair’s column for the APPIC
newsletter, I want to begin with thanks
and gratitude for this amazing opportunity. I started my career as a training
director feeling as if I hit the jackpot,
and then discovered this amazing and
supportive network of other training
directors who live this same life and face
the same issues. I have only appreciation
and respect for the APPIC Board members who feel the same dedication to the
education and training community, and
for sharing their wisdom with me all of
these years.
I want to highlight some of the issues
faced by APPIC as well as ongoing projects of interest. Many of these are works
in progress but important to know
about, and I encourage you to watch for
updates over time (primarily through
the listserv but also on the APPIC
Website at www.appic.org).
The Match and AAPI Online: we
continue to fine tune the structure and
process, based on feedback from internships, graduate programs, and applicants. Any idea you have is valuable to
us so we consider options we might not
think of ourselves. Let us know directly
or through the annual survey process.
Many changes in 2010-2011 were based
on the feedback from the launch in 20092010 and we believe the universal application is even stronger. We have moved

CONTINUED ON PAGE 3
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The APPIC Annual Membership
Meeting will be held this year on
Thursday, August 4 in the Congressional
Room B at the Renaissance Washington
DC Hotel, from 3:00 to 5:00 pm,
followed by a reception
(appretizers/cash bar) from 5:00 to
6:00pm. Please save this time!
APPIC Connie Hercey Distinguished Service Award
2011 Recipient Ms. Connie Hercey!
Please join us to honor Connie during the
Meeting at APA and reception to follow.

Chair’s column
Continued from Page 1

to a new Phase II process (and eliminated
“that which shall not be named,” otherwise
known as “the Clearinghouse”), and hope
this new approach resolves much of the
angst and chaos previously experienced by
everyone involved. We are starting work
toward development of an online system for
graduate students to track hours in such a
way to make translation to the AAPI Online
even easier, and better yet, we hope to integrate with state licensing boards to avoid
two different systems. These are in the
“dream” stage but we are hopeful. We are
also in the process of developing a policy
about Supplemental Materials as these program requests seem to increase each year,
making it even harder for applicants (and
altering the goal for the AAPI Online to
serve as a “universal” application – based
on requests and feedback from constituents
over many years). We are also in the process of building our postdoctoral membership and hope to increase the number of
postdoctoral members over the course of the
next few years. Postdoctoral fellowships are
a key component of the training continuum
and we want to improve this infrastructure and foundation for the future. We are
exploring the development of a Uniform
Notification Date for all postdoctoral members and will keep you updated on this
process as we think it could be a valuable
action step of benefit to our members.
Directory and Website: We will soon (or
may have by the time you read this newsletter) move to a new website design that
we hope will be user friendly and easy to
navigate. At the same time, we will update
the Directory Online as well. Your Directory
listing is so important to students – and we
cannot remind you enough to update this
at any time changes are made in your program, as you will be held accountable for
your public materials, and updates are critical. We also create a pdf version each year
that is maintained as an historical document
so that we can track a program’s status as
an APPIC member for any year as requests
may come in years later through licensing
or credentialing bodies. Please include your
contact information for easy access for students!
Collaboration with Other Training
Councils: APPIC highly values our conCONTINUED ON NEXT PAGE
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Chair’s column
Continued from Page 3

tinued collaboration with all of
the training councils representing
specialized populations or training
models, through our Liaison relationships as well as the Council of Chairs
of Training Councils (CCTC). As
you know, we helped to develop and
host the CCTC 2010 Conference in
Orlando, as well as the 2010 launch
of the Internship Development
Toolkit (link can be found on the
APPIC or CCTC website). In addition, we are working to achieve all
changes proposed through the 2008
Imbalance Meeting (reflecting consensus amongst training councils)
which we hope will help alter the
imbalance slowly over time. We
understand the frustration every year
with the large number of qualified
and well trained students who do
not Match and agree that this needs
to change. Even though I personally
want a “revolution,” I do trust that
action steps are in place and collaboration is key. Toward that end, CCTC
has created a task force to explore
and recommend additional steps
to address future training needs in
professional psychology. This work
group is comprised of representatives from CCTC (including myself),
the Board of Educational Affairs
(BEA), and the Chairs of Graduate
Departments of Psychology
(COGDOP). Watch for updates over
time, including a survey of our members to provide feedback and recommendations to the work group.
APPIC Conferences and Meetings:
APPIC will host our annual Business
Meeting during the 2011 APA
Convention in Washington, DC.
Instead of our usual early morning
meeting, we are meeting this year
from 3-5 pm on Thursday, August 4,
followed by a reception from 5-6 pm!
In addition, we are planning the next
biannual APPIC Conference in 2012,
and details on dates and location
will be announced soon! Please join
us at these meetings which are great
opportunities to learn, share ideas,
and network with others who live
your life and face the same issues!
Advocacy: Advocacy on behalf

of the education and training community continues to be a high priority for APPIC and essential to our
future. Advocacy efforts are needed
to address the funding issues which
are at the heart of the current shortage of monies for training programs.
We need a unified voice throughout
the country to impact all legislative representatives at the state and
federal levels to make a difference.
Your voice is very important and
we encourage you to take action
any time a request is made. Your
congressional representatives need
to hear from you as a constituent
about what is important to you and
your community. Thanks for your
involvement in this important process!
APPIC Central Office: As you
know, APPIC has had a pivotal
year with the retirement of our former executive director, Ms. Connie
Hercey, who was key to APPIC’s
growth over the past 20+ years!
APPIC then took action on the long
term goal of hiring a professional
psychologist in this leadership role,
with Jeff Baker, PhD, (former APPIC
Board Member and CoA Chair) in
this role. We are thrilled with the
transition to date and look forwad to
Jeff’s leadership!
Ongoing APPIC Resources: In
closing, I want to highlight ongoing
APPIC resources available to you
throughout the year!
7(33-RXUQDOZHDUHYHU\SURXG
of the journal we share with APA,
hope you continue to find this helpful in your daily work, and that you
will consider contributing to this
publication.
,QIRUPDO3UREOHP&RQVXOWDWLRQ
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 by email for IPC requests

or find further information on the
APPIC website (we are soon to
implement a web-based form that we
would like you to utilize when you
request consultation).
$33,&0HQWRUVPHQWRUVDUH
available to you at any time, with
veteran training directors willing
to help you with various questions
about internship development or
other issues; contact Dr. Arnie Abels
at abelsa@umkc.edu
$$3,2QOLQHWKHRQOLQHDSSOLFDtion launched in 2009 earned rave
reviews by all constituents, and valuable feedback from all will be incorporated in fine-tuning the application
for 2010. Thanks to Board Member
Dr. Jason Williams for his leadership!
$33,&ZHEVLWHZHDUHXSGDWing the website so this will be user
friendly and provide easier access
to the numerous resources offered
– check back often for updates and
new material. In addition, you are
now able to pay APPIC dues online
which might make it easier for many.
$3$&RQYHQWLRQLQ:DVKLQJWRQ
DC: APPIC will host our annual
Business Meeting and reception on
Thursday, August 4, 2011! Please join
us for this time together and watch
for details on the website!
$33,&&RQIHUHQFH3ODQDKHDG
for the next APPIC Conference in
early 2012!
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 bi-annual 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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From the Executive Director
By Jeff Baker, Ph.D., ABPP
I am honored to be named the
Executive Director for APPIC. I officially started on January 1, 2011 but the
APPIC Board designed the transition to
overlap with APPIC’s former Executive
Director, Ms. Connie Hercey. She and
I met together several times before her
retirement in December 2010. It was
extremely helpful and very insightful to
learn the behind the scenes operation of
APPIC. In reality APPIC is a business.
This is a non-profit business and APPIC
has managed their resources under the
guidance of Ms. Hercey and fostered
these resources to expand member services and insure APPIC will continue to
provide expanded membership services
even during difficult financial times. As
a former board member and treasurer I
had a reasonable working knowledge of
income and expenses but had little or no
idea regarding the business operation of
APPIC. There are payroll taxes, employee
benefits, insurance, rent, consultation
with lawyers and accountants that all
go on behind the scene. APPIC decided
to go the route of a psychologist as the
new Executive Director similar to models
currently held by the American Board
of Professional Psychology (ABPP) and
the Association of State and Provincial
Psychology Boards (ASPPB). I took the
chance to consult with both Dr. David
Cox at ABPP and Dr. Steve DeMers at
ASPPB and both were very helpful in
providing their insights and mode of
operation for their non-profit organizations. Both have psychologists as their
Executive Director and have an office
staff that manage the business side of
their organizations. At this time, APPIC
Board is working with me to design a
model that is beneficial to the membership as well as transitioning the skills and
knowledge of a psychologist to this position. There was no hard and fast contract
regarding the new role which made it
even more appealing to me to be part of
the role definition for the new Executive
Director position. The APPIC Board has
been great about their flexibility in developing this new model while incorporating a development I process and will
make changes as needed. It is still early,
but to date, this has worked well. In reality, I am part time working for APPIC
and continue with my appointment at the
University of Texas Medical Branch and
provide clinical services to the anesthesiology pain clinic and the transplant surgery clinic. As many of you know, sometimes having 2 part-time jobs can feel

like 2 full-time jobs.
APPIC and UTMB
have both been flexible
and there are weeks
when I am in DC for
the full week and the
next week may be seeing patients for the full
week, though honestly
I am completing tasks
for both during the
day or into the evening hours. Nothing
much different than my previous job that
included being the training director of a
psychology training program as well as
holding an appointment in a number of
different clinics and high demand committees such as CoA. My clinical and
teaching responsibilities were all scaled
back and now I only see patients in the
two aforementioned clinics. I love having the opportunity to keep my hand in
the clinical world and how the flexibility
has worked so far. I recognize that I have
trouble saying no, so that could be a disadvantage over time but I plan to monitor that and maybe take an assertiveness
training class.
I am hopeful that my previous experience in training and education will
provide me resources to help with certain tasks including managing problem
situations; encouraging and supporting members to seek accreditation; and
managing the business side of APPIC.
My undergraduate major when starting
college was actually business and after
taking my first psychology class, from a
fantastic instructor, it was only a matter of
2 more semesters before I had to acknowledge that psychology was my first love
and business was okay but there was no
enthusiasm left for my first major in business and I finished with it as a minor.
One of my goals is to continue to push
APPIC further in the use of electronic
forms and web based tools, one of those
would address the membership application and renewal form. Many members
would not worry about this but programs
that are not accredited are required to
go through a re-review process every 3
years. APPIC requires that programs continue to meet membership criteria and
the re-reviews are an opportunity to demonstrate they are meeting or exceeding
criteria. An online application will assist
these programs and APPIC Central Office
to track their information. The paperwork
that is involved is incredibly huge and an
online system will benefit everyone. In
addition, APPIC Central Office is going
through the process of digitizing their
current membership folders and financial

records. Connie Hercey was a wonderful
steward of APPIC history and digitization
will help preserve our history.
APPIC membership continues to be
coordinated by Danielle Lane. Danielle
has worked at APPIC for 7 years and
has been essential in helping answer our
members questions and facilitating the
membership process. She has 100 other
responsibilities and we are in the process
of identifying how APPIC can help her
manage so many tasks and continue to
keep her pleasant and helpful style that
members are constantly acknowledging.
I am impressed by her ability to answer
member questions, over and over again
and always with a pleasant response. We
have enjoyed working together and she
has some great ideas on reducing our
duplication and streamlining some of the
tasks.
APPIC is doing well financially and
the most recent financial report given
at the membership meeting in San
Diego acknowledged that APPIC had
almost two years of operating finances.
There are several major projects in the
works including enhancements to the
Online AAPI and developing an online
scheduler that would be available to all
members. The APPIC web is also being
updated and APPIC is preparing for
the 2012 membership conference that
will likely be held in late March or early
April 2012. We are hoping for a record
turnout and the conference will likely
focus on supervision, problem trainees,
and diversity training as these are consistently requested by APPIC membership. Since the conference has been held
on the west coast and east coast for the
last couple of meetings this one will likely be in the South or Southwest. We look
forward to a great meeting and hope
everyone will make an effort to attend
as it has always been a great networking
opportunity.
APPIC has always had a good reputation for being responsive to membership
and it is hoped that this will continue.
Members are encouraged to contact me
about any issue related to APPIC. I can
be contacted at jeffbaker@appic.org. We
are grateful for your support and your
respect and appreciation for quality
training. APPIC will also hold their business meeting at APA in Washington, DC
on Thursday, August 4 at 3pm. Please
plan on attending to learn more as well
as hear a nice tribute to Connie Hercey
with the first Connie Hercey Award for
Distinguished Contributions to APPIC
being named in her honor and presented
to her. I hope to see everyone there!
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Remarks from the e-Editor:

E PLURIBUS UNUM
By Robt. W. Goldberg, Ph.D., ABPP
At a Board of Trustees’ meeting c.1993, Dr. David Drum, then
President of the American Board of
Professional Psychology, articulated
a conceptual schema for the development of specialties in psychology. He
described three developmental lines
in this process. With respect to training programs, there was a developmental line from doctoral graduate
programs to doctoral internships to
postdoctoral residencies. Internships
and residencies could attain designation by APPIC through meeting
certain ‘Present/Absent’ criteria
and/or accreditation by APA CoA,
a higher level of review where the
elements ‘Present’ had to meet additional quality criteria. With respect to
areas of professional specialization,
knowledge bases, populations, problems addressed, and associated skills
could define somewhat circumscribed
specialties, while by inference more
discrete and focused competencies or
techniques could be defined as proficiencies. With respect to individual
careers, there was a developmental
line from licensure, to designation as
a health service provider by a state
psychology board or the National
Register, and thence to certification as
a specialist in a particular specialty by
ABPP. At the time, ABPP had taken
responsibility for designating new
specialty areas beyond APA’s traditional four (clinical, counseling, industrial, and school), APA having failed to
take action for the 8 years subsequent
to Dr. Bruce Sales’ BPA Subcommittee
on Specialization report recommending a procedure for
accomplishing that goal.
At the time, only Clinical
Neuropsychology and
Forensic Psychology had
developed clear specialty
criteria, pathways for training
in those specialties, and clear
requirements for individuals’
attaining a specialist credential.

Each year, based
on Dr. Drum’s
schema, I would lecture to my trainees
on “The Emerging
Structure of 20th
[now, 21st!] Century
Psychology.” In
the earlier years, I
would be pointing
out the lack of coordination among
professional psychology organizations, the lack of consistency within
APA structures, and the resulting
confusion among psychologists and
consumers alike. I would end these
lectures with one or another nihilistic
conclusion. However, I am pleased to
say that this ‘disconnect’ has begun to
resolve and that I am at last optimistic
that a coherent structure for professional psychology will emerge within
the foreseeable future. APA saw the
light and took over the task of specialty (and proficiency) designation from
ABPP in forming the Commission
for the Recognition of Specialties
and Proficiencies in Professional
Psychology and, in the mid-Nineties,
recognized the first new specialties
since 1968. The Committee (now
Commission) on Accreditation created a structure for accrediting postdoctoral residency and fellowship
programs in both new and traditional specialty areas. In an opinion
I have expressed previously, APA’s
mode of establishing postdoctoral
accreditation criteria [namely merely
translating (pre)doctoral internship

criteria on a one-for-one basis into
postdoctoral residency criteria] was
deeply flawed and has resulted in
a postdoctoral accreditation system
which fails to acknowledge the more
developed competencies and professional identity of a postdoctoral
resident. Nonetheless, an officially
recognized system and procedures
for evaluating the quality of residencies does exist. Specialty Synarchies
have created horizontal and vertical
integration within specialty areas of
psychologists in different professional
environments and at different levels
of specialist development and attainment. They have provided input from
the field and have performed a valuable ‘watchdog’ function and reality
check on definitional and practice
developments. Following the lead
of Clinical Neuropsychology and
Forensic Psychology, other specialties
have begun to develop and define systems of specialty-specific competencies, as well as the training curricula
and plans for individuals to acquire
these competencies. Among these
have been Geropsychology, Clinical
Health Psychology, and – shortly –
Rehabilitation Psychology. Specialty
and specialist definitions among these
groups have become more closely
aligned. Within its structure, APA
has also recognized inconsistencies
and contradictions and taken steps to
revise its systems, as seen in CRSPPP
redefinitions and CoA’s greater
clarity through new Implementing
Regulations.
I am thus becoming more optimistic that professional psychology
will indeed accomplish the task of
establishing a consistent system
of specialty definition, program
criteria and quality control, and
practitioner certification which
will organize the field in a coherent and comprehensible way. At
that point, a structure will have
been established which will allow
me to drop the adjective “emerging”
from the title of my annual talk.
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APPIC MATCH
REPORTS
Continued from Page 1
Unmatched Applicants
Non-Accredited Positions
Filled in either Phase I or Phase II
Withdrawn or No Ranks in Phase II
Remaining Unfilled in Phase II
Total

756 (93%)
50 ( 6%)
10 ( 1%)
816

MATCH STATISTICS - PHASE I
February 25, 2011

We are pleased to report that 2,910 applicants were successfully matched to internship positions in Phase I of the
APPIC Match. Almost half (48%) of all applicants who
obtained a position matched to their first choice internship program, more than two-thirds (70%) received one
of their top two choices, and four-in-five (82%) received
one of their top three choices.
A total of 937 applicants were not matched to an internship position in Phase I, while 256 positions remained
unfilled.
Compared to the 2010 APPIC Match, the number of
registered applicants increased by 309 (8%) to a record
4,199 applicants, the largest year-to-year increase since
the first Match occurred in 1999. The number of internship positions increased by 65 (2%) to a record 3,166 positions. Furthermore, the number of accredited positions
increased by 30 while the number of non-accredited positions increased by 35.
Here is a summary of the changes in numbers of
applicants and positions as compared to the 2010 APPIC
Match:
Applicants: Registered for the Match
Withdrew or did not submit ranks
Matched
Unmatched
Positions: Offered in the Match
Filled
Unfilled

+309
+131
+87
+91
+65
+87
-22

Following is a nine year comparison of the 2002 and
2011 Match statistics:
2002

2011 9-YEAR CHANGE

610
2,752
2,410
342

690
3,166
2,910
256

+80 (+13%)
+414(+15%)
+500(+21%)
-86 (-25%)

Registered Applicants 3,073
Withdrawn Applicants 231
Matched Applicants
2,410

4,199
352
2,910

+1,126 (+37%)
+121 (+52%)
+500 (+21%)

Participating Sites
Positions Offered
Positions Filled
Positions Unfilled

432

937

+505 (+117%)

INTERNSHIP PROGRAMS
PARTICIPATION IN PHASE I
Training Sites Participating in the Match
Programs Participating in the Match
Positions Offered in the Match

690
1,207
3,166

NOTE: A “training site” can offer more than one “program” in the Match. Each “program” was identified in
the Match by a separate 6-digit code number.
MATCH RESULTS IN PHASE I
Positions: Filled in the Match
Remaining Unfilled

2,910 (92%)
256 ( 8%)

Programs: Filled in the Match
With Unfilled Positions

1,054 (87%)
153 (13%)

NOTE: 38 programs at 33 sites submitted fewer ranks
than the number of positions available. As a result, no
ranks were submitted for 64 positions, which remained
unfilled.
APA or CPA Accredited Positions:
Filled in the Match
Remaining Unfilled
Total
Non-Accredited Positions
Filled in the Match
Remaining Unfilled
Total

2,278 (97%)
72 (3%)
2,350
632 (77%)
184 (23%)
816

Non-accredited positions represented 72% of all
unfilled positions.
RANKINGS IN PHASE I
Average Number of Applicants Ranked Per Position
Offered for Each Program:
Programs Filling All Positions
Programs With Unfilled Positions
All Programs

8.3
3.1
7.7

Each Registered Applicant was Ranked by an Average
of 5.0 Different Programs
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CONTINUED ON NEXT PAGE

APPLICANTS
PARTICIPATION IN PHASE I
Applicants Registered in the Match
4,199
Applicants Who Withdrew or Did Not Submit Ranks 352
Applicants Participating in the Match
3,847
(includes 42 individuals who participated in
the Match as 21 “couples”)
MATCH RESULTS IN PHASE I
Applicants Matched
Participating Applicants Not Matched

2,910 (76%)
937 (24%)

Match Results by Rank Number on Applicant’s List:
(percentages may not total to 100 due to rounding errors)
Rank

Number of Applicants

1
2
3
4
5
6
7
8
9
10 or higher
Total

1,392 (48%)
634 (22%)
351 (12%)
196 ( 7%)
120 ( 4%)
80 ( 3%)
43 ( 1%)
28 ( 1%)
22 ( 1%)
44 ( 2%)
2,910 (100%)

RANKINGS IN PHASE I
Average Number of Rankings Submitted Per Applicant:
Matched Applicants
Unmatched Applicants
Overall

7.9
4.4
7.0

Each Position was Ranked by an Average of 8.5
Applicants

SUMMARY OF PROGRAM
RANKINGS
February 25, 2011

The following report contains additional statistics on
how successful programs were, on average, in matching
with applicants during Phase I of the APPIC Match.
There are several important issues that must be considered in attempting to analyze program success based on
the rank numbers of matched applicants.
DEFINITIONAL PROBLEMS: Because each applicant
submitted a single Rank Order List in order to match
to a single position, it is easy to identify his or her “first
choice,” “second choice,” etc. However, for an intern-

ship program, determining first or second choice applicants is a far more difficult and complex task. First, many
programs attempt to fill several positions; if a program
has three positions to fill, an applicant ranked third by
that program can in effect be considered a “first choice”
for purposes of the Match.
Furthermore, a significant number of sites submitted
multiple Rank Order Lists for a single program, sometimes ranking the same applicant on different Lists with
different rank numbers. Also, the reversion of unfilled
positions between lists adds a further complication to this
analysis.
We worked closely with National Matching Services in
an attempt to resolve these difficulties and to develop a
reasonable method of presenting this data.
STANDARDIZED RANKINGS: For the purposes
of this analysis, we converted each site’s rankings to a
“standardized rank.” This is best explained by example:
if the number of positions to be filled from a Rank
Order List was three, then the first three applicants on
this List were considered to be “first choice” applicants
and given a standardized rank of 1. The next three
applicants on that List were defined as “second choice”
applicants and given a standardized rank of 2. And so
on.

Phase I Match Results by Standardized Rank
Number on Internship Program List
(percentages may not total to 100
due to rounding errors)

Standardized Rank
1
2
3
4
5
6
7
8
9
10 or higher
Total

Number of Applicants
Matched
1,053 (36%)
787 (27%)
510 (18%)
270 ( 9%)
132 ( 5%)
60 ( 2%)
43 ( 1%)
20 ( 1%)
9 ( 0%)
26 ( 1%)
2,910 (100%)

To interpret this chart: Of all positions that were filled
in Phase I of the Match, 36% were filled with “first
choice” applicants (as defined above), 27% with “second
choice” applicants, and so on.
Furthermore, 63% were filled with “first” or “second”
choice applicants, while 81% were filled with “third
choice” applicants or better.
Of course, comparing these numbers to applicants’ Match
statistics should be done with extreme caution, given the
significantly different ways in how “first choice”, “second
choice”, etc. were defined in each analysis.
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PHASE I
STATISTICS FOR APPLICANTS
FROM CANADIAN SCHOOLS
AND PROGRAMS IN CANADA

INTERNSHIP PROGRAMS IN
CANADA
PARTICIPATION IN PHASE I

February 25, 2011

The number of applicants from Canadian schools who
registered for the APPIC Match this year increased by 37
(26%) to 179, while the number of positions in Canada
increased by 11 (9%) to 132. A total of 38 applicants from
Canadian schools were not matched to an internship
position, while 13 Canadian positions remain unfilled.
Here are the changes in numbers of applicants from
Canadian schools and positions in Canada as compared
to the 2010 APPIC Match:
Applicants:
Registered for the Match
Withdrew or did not submit ranks
Matched
Unmatched

+37 (+26%)
+10 (+125%)
+23 (+23%)
+4 (+12%)

Positions:
Offered in the Match
Filled
Unfilled

+11 ( +9%)
+9 ( +8%)
+2 (+18%)

APPLICANTS FROM
CANADIAN SCHOOLS
Applicants Registered in the Match
Applicants Who Withdrew
or Did Not Submit Ranks
Applicants Participating in the Match
(includes 2 individuals who participated in the
Match as a “couple”)

179
18
161

123 (76%)
109 (89%)
14 (11%)
38 (24%)

RANKINGS IN PHASE I
Average Number of Rankings Submitted Per applicant:
Matched Applicants
Unmatched Applicants
Overall

MATCH RESULTS IN PHASE I
Positions: Filled in the Match
Remaining Unfilled
Programs: Filled in the Match
With Unfilled Positions

119 (90%)
13 (10%)
52 (85%)
9 (15%)

Note: 1 program at 1 site submitted fewer ranks than
the number of positions available. As a result, no ranks
were submitted for 2 positions, which remained unfilled.
Positions Filled By Applicants from Canadian Schools
109 (92%)
Positions Filled By Applicants from Non-Canadian
Schools
10 (8%)

PHASE I
STATISTICS FOR COUPLES
This year, a total of 42 applicants participated in Phase I
of the Match as 21 “couples.” Seventeen of these couples
had both partners successfully matched to an internship
program, while four couples had at least one partner who
was not matched. For four couples, both partners matched
to programs at the same internship site.
Following is a breakdown of the Phase I Match results
for the 21 couples based on distance between matched
programs:
NUMBER OF
COUPLES

MATCH RESULTS IN PHASE I

Participating Applicants Not Matched

37
61
132

February 25, 2011

PARTICIPATION IN PHASE I

Applicants Matched
To Canadian Programs
To U.S. Programs

Training Sites Participating in the Match
Programs Participating in the Match
Positions Offered in the Match

6.5
3.1
5.7

5
2
3
2
2
1
2
4

DISTANCE APART
Same City
Less than 50 miles apart
50-100 miles apart
100-150 miles apart
150-500 miles apart
500-1000 miles apart
Over 1000 miles apart
At least one partner unmatched

INTERPRETATION NOTE: Most couples used the
couples match in an attempt to be together during their
internship year, and most tendedto rank highly those
program pairings that are located in the same geographic area. However, it should be noted that some couples
CONTINUED ON NEXT PAGE
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had very highly-ranked program pairings that were
hundreds or even thousands of miles apart, and some
couples had very highly-ranked pairings where one
partner chose to be unmatched. Thus, if a couple was
matched to programs in distant cities or had one partner
unmatched, we should NOT assume that this result was
a lower-ranked pairing on their list.
Following are the Phase I Match results based on where a
program pairing was ranked on couples’ Rank Order Lists:
RANK

NUMBER OF COUPLES

1
2
3
4
5
6
7
8
9
10
11 to 15
16 to 20
21 and over

4
3
1
0
3
0
1
0
0
0
3
0
4

INTERPRETATION NOTES: A paired Rank Order List
submitted by a couple could have been very lengthy,
particularly when a couple chose to submit most or all
possible combinations of programs. Ten couples had
Rank Order Lists that exceeded 100 pairs of programs,
and five of these couples ranked more than 200 pairs of
programs. One should not directly compare the results
above with the results achieved by individual applicants
(e.g., because 48% of individual applicants received their
first choice, and 19% of couples received their first choice
pairing, one should NOT conclude from this data that
individual applicants “do better” than couples).

2011 APPIC MATCH STATISTICS
- PHASE II
March 28, 2011

This report provides statistics and information about
Phase II of the 2011 APPIC Match, and the submission of
applications via the AAPI Online service in Phase II.
Here is a brief summary:
* Of the 1,289 applicants who were not matched in
Phase I, 908 submitted one or more applications in Phase
II, 631 submitted a Rank Order List in Phase II, and 185
were matched in Phase II.
* Of the 153 programs eligible to participate in Phase
II, 10 programs (15 positions) withdrew, and 19 programs
(34 positions) did not submit any ranks. In addition, 5
programs submitted fewer ranks than they had available
positions (7 positions with no ranks). As a result, of the
256 internship positions that were not filled in Phase I, 56
had no chance of being filled in the Phase II Match.
Reasons that programs withdrew or did not submit ranks
included a decision not to fill their position(s), uncertain fund-

ing, and not having enough qualified applicants (e.g., for specialized positions with specific language requirements).
* Of the total of 200 internship positions that could be filled
in Phase II, 185 were filled and 15 remained unfilled.

APPLICANTS
PARTICIPATION IN PHASE II
Applicants Registered in the Match
Applicants Matched in Phase I
Applicants Eligible to Participate in Phase II
Applicants Who Withdrew or Did Not Submit
Applicants Participating in Phase II
(includes 2 individuals who participated in
Phase II as a “couple”)

4,199
2,910
1,289
658
631

APPLICATIONS SUBMITTED IN PHASE II
Applicants Who Submitted Applications in Phase II 908
Average Number of Applications Submitted by
Applicants in Phase II (Std. Dev. = 14.5)
15.6
Median Number of Applications Submitted in
Phase II
12
Range of Applications Submitted in Phase II
1 - 118
MATCH RESULTS IN PHASE II
Applicants Matched
Participating Applicants Not Matched

185 (29%)
446 (71%)

Match Results by Rank Number on Applicant’s List:
(percentages may not total to 100 due to rounding errors)
Rank

Number of Applicants

1
2
3
4
5
6
7
8
9
10 or higher
Total

104 (56%)
36 (19%)
13
(7%)
17
(9%)
4
(2%)
2
(1%)
6
(3%)
1
(1%)
0
(0%)
2
(1%)
185 (100%)

RANKINGS IN PHASE II
Average Number of Rankings Submitted Per Applicant
in Phase II:
Matched Applicants
Unmatched Applicants
Overall

5.2
4.3
4.5

Each Position was Ranked by an Average of 11.2 Applicants
(This calculation used all 256 positions unfilled in Phase I)
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INTERNSHIP PROGRAMS

Non-Accredited Positions
Eligible But Withdrew or No Ranks
Filled in Phase II
Remaining Unfilled
Total

PARTICIPATION IN PHASE II
Training Sites:
Participated in Phase I
Filled All Positions in Phase I
Eligible for Phase II
Withdrew from Phase II
Submitted No Ranks in Phase II
Participated in Phase II

690
562
128
7
9
112

Programs:
Participated in Phase I
Filled All Positions in Phase I
Eligible for Phase II
Withdrew from Phase II
Submitted No Ranks in Phase II
Participated in Phase II

1,207
1,054
153
10
19
124

Positions:
Participated in Phase I
Filled in Phase I
Eligible for Phase II
Withdrew from Phase II
Submitted No Ranks in Phase II
Participated in Phase II

3,166
2,910
256
15
41
200

NOTE: A “training site” can offer more than one
“program” in the Match. Each “program” was identified
in the Match by a separate 6-digit code number.
APPLICATIONS RECEIVED IN PHASE II
Programs Receiving Applications in Phase II
129
Average Number Received Per Site (Std. Dev. = 82)
110
Median Number Received Per Site
84
Range of Applications Received Per Site
1 - 396

50 (27%)
124 (67%)
10 (5%)
184

Non-accredited positions represented 67% of all positions remaining unfilled in the Phase II Match.
RANKINGS IN PHASE II
Average Number of Applicants Ranked Per Position
Offered for Each Program:
Programs Filling All Positions
Programs With Unfilled Positions
All Programs

6.6
1.5
6.1

PHASE II
STATISTICS FOR APPLICANTS
FROM CANADIAN SCHOOLS
AND PROGRAMS IN CANADA
March 28, 2011

APPLICANTS FROM CANADIAN
SCHOOLS
PARTICIPATION IN PHASE II
Applicants Registered in the Match
179
Applicants Matched in Phase I
123
Applicants Eligible to Participate in Phase II
56
Applicants Who Withdrew or Did Not Submit
34
Applicants Participating in Phase II of the Match
22
(includes 2 individuals who participated in the Match
as a “couple”)
MATCH RESULTS IN PHASE II

MATCH RESULTS IN PHASE II
Positions
Eligible But Withdrew or No Ranks
Filled in the Match
Remaining Unfilled

56
185
15

Programs:
Eligible But Withdrew or No Ranks 29
Filled in the Match
108
With Unfilled Positions
16
APA or CPA Accredited Positions:
Eligible But Withdrew or No Ranks
Filled in Phase II
Remaining Unfilled
Total

6
61
5
72

(22%)
(72%)
( 6%)

Applicants Matched in Phase II
To Canadian Programs
To U.S. Programs

11 (50%)
11 (100%)
0 ( 0%)

Participating Applicants Not Matched in Phase II
11 (50%)
RANKINGS IN PHASE II

(19%)
(71%)
(10%)
( 8%)
(85%)
( 7%)

Average Number of Rankings Submitted Per
Applicant:
Matched Applicants
Unmatched Applicants
Overall

2.6
2.5
2.6

CONTINUED ON NEXT PAGE
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INTERNSHIP PROGRAMS IN
CANADA
PARTICIPATION IN PHASE II
Training Sites:
Participated in Phase I
Filled All Positions in Phase I
Eligible for Phase II
Withdrew from Phase II
Submitted No Ranks in Phase II
Participated in Phase II

37
28
9
1
1
7

Programs:
Participated in Phase I
Filled All Positions in Phase I
Eligible for Phase II
Withdrew from Phase II
Submitted No Ranks in Phase II
Participated in Phase II

61
52
9
1
1
7

2011 APPIC MATCH COMBINED PHASE I AND
PHASE II STATISTICS FOR
APPLICANTS FROM CANADIAN
SCHOOLS AND PROGRAMS IN
CANADA
March 28, 2011

APPLICANTS FROM CANADIAN
SCHOOLS
PARTICIPATION - COMBINED PHASE I/II
Applicants Registered in the Match
Applicants Who Withdrew or Did Not Submit
Applicants Participating in the Match

179
17
162

MATCH RESULTS - COMBINED PHASE I/II

Positions:
Participated in Phase I
Filled in Phase I
Eligible for Phase II
Withdrew from Phase II
Submitted No Ranks in Phase II
Participated in Phase II

132
119
13
1
1
11

Applicants Matched
To Canadian Programs
To U.S. Programs
Participating Applicants Not Matched

134 (83%)
120 (90%)
14 (10%)
28 (17%)

INTERNSHIP PROGRAMS
IN CANADA

MATCH RESULTS IN PHASE II

PARTICIPATION - COMBINED PHASE I/II

Positions
Eligible But Withdrew or No ranks
Filled in the Match
Remaining Unfilled

2 (15%)
11 (85%)
0 ( 0%)

Training Sites Participating in the Match
Programs Participating in the Match
Positions Offered in the Match

Programs
Eligible But Withdrew or No ranks
Filled in the Match
With Unfilled Positions

2 (22%)
7 (78%)
0 ( 0%)

MATCH RESULTS - COMBINED PHASE I/II

Positions Filled By Applicants from Canadian Schools
11 (100%)
Positions Filled By Applicants from Non-Canadian
Schools
0 ( 0%)

37
61
132

Positions
Filled in Either Phase I or Phase II
Withdrawn or No Ranks in Phase II
Remaining Unfilled in Phase II

130 (98%)
2 ( 2%)
0 ( 0%)

Programs
Filled in Either Phase I or Phase II
Withdrawn or No Ranks in Phase II
With Unfilled Positions in Phase II

59 (97%)
2 ( 3%)
0 ( 0%)

Positions Filled By Applicants from Canadian Schools
120 (92%)
Positions Filled By Applicants from Non-Canadian
Schools
10 ( 8%)
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Abstract

nhancing professional competence is a central focus during the Psychology Predoctoral Internship experience.
Professional competence includes the development of certain “habits of the mind” (Epstein & Hundert, 2002)
and the ability to self-reflect (Falender & Shafranske, 2007). A relational model of supervision and its capacity for
highlighting parallel processing is particularly well-suited to facilitate these components of professional competence.
This open egalitarian approach provides continuous opportunities for supervisors to model values, transform mistakes
into growth opportunities, and foster mutual learning that interns can generalize to their own work. A vignette that
describes how supervisory impasses, enactments, and interdisciplinary challenges may be negotiated utilizing a relational perspective is presented in the context of theoretical considerations specific to rehabilitation settings and building professional competencies is presented.

Introduction

Professional Competence

The predoctoral internship year is a capstone experience that provides an opportunity to develop enduring
professional skills that crystallize the intern’s professional identity through the expansion of their knowledge
base, the development and integration of new attitudes
and values, and through the provision of clinical experiences that facilitate socialization into the profession. The
foundation of this emerging professional competence is
cultivated through during individual and group supervision. Supervisors play an influential role by modeling
self-reflection, displaying an attitude of curiosity, and
assisting in the interpretation of clinical material. The
relational model of supervision allows supervisors to
create a safe environment for where error free learning is
cultivated and, like relational psychotherapy, is an opportunity for the relationship to provide growth for both the
participant and the “observer”. Due to the nature of the
relational model, the roles of the intern are dynamic, at
one point the intern is the participant, while the supervisor is the observer, and at other points, it is the supervisor
who is the participant, while the intern is the observer.
The collaborative and open nature of this supervision
is well-suited to the fast-paced nature of a rehabilitation setting, where professionals deal continuously with
uncertainty, and unexpected intense countertransference
reactions, while having to make moment-to-moment
decisions based on incomplete information (Schon, 1983).
Consistent with the concept of the “supervisor” being
both a “participant” in and an “observer” of the supervisory process, the relational model depicts the supervisor
as experiencing feelings of vulnerability and having personal needs for approval and recognition that are similar
to the experiences of the interns he/she supervises in a
rehabilitation setting.

The use of the term “professional competence,” as
opposed to “professional training,” emphasizes professional growth and identity as a “young professional”
(as opposed to a “trainee”), as an ongoing process that
only begins during internship and continues to evolve
throughout one’s professional life. This paper will focus
on how supervision can enhance the foundational competence skills of self-assessment and reflective practice,
habits of the mind, metacompetencies, and working with
interdisciplinary teams in a rehabilitation setting during
the predoctoral internship year.
There are a number of ways of describing competence.
Rodolfa et al. (2005) describe a 3-cube competency model
that defines competence along three lines: (1) foundational competence, (2) functional competence, and (3)
stages of professional development. Foundational competencies include reflective practice and self-assessment
(e.g., critical thinking, commitment to life-time learning),
which represent the building blocks of the functional
skills of a psychologist (e.g., assessment, consultation,
supervision) (Rodolfa et al., 2005). Expanding the notion
of foundational competence, Epstein and Hundert (2002),
Falender and Shafranske (2007; 2010), and Schon (1983),
have articulated comprehensive descriptions of competence that include the development of “habits of the
mind” and what the authors describe as “reflection-inaction”. Reflection-in-action consists of the ability to take
in multiple sources of clinical information spontaneously
and to be open to uncertainty and surprise (Falender &
Shafranske, 2010). While “habits of the mind” include
other components: (1) critical curiosity, (2) self-awareness of one’s strengths and weaknesses (Shafranske &
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Falender, 2010), (3) recognition and responsiveness to
cognitive and emotional biases, and (4) the ability to
view clinical situations from multiple perspectives (e.g.,
ethical, cultural, and sociopolitical). The appropriate
integration of awareness of one’s strengths and weaknesses and knowing what one knows and does not know
with regard to one’s clinical work, is an integral part of
the process of training and supervision. This set of clinical skills is referred to as higher order metacompetencies
(Shafranske & Falender, 2010; Weinert, 2001).

The Predoctoral Internship Year in a
Rehabilitation Setting
The predoctoral internship serves as a transitional
experience for the intern, bridging the gap between training and the beginning of professional practice. As such, it
is characterized by a dialectical tension between two positions; interns are both trainees and professionals simultaneously and thus must continually shift their roles and
expectations. In fact, role shifting is often required several times a day as interns balance various clinical responsibilities and supervisory relationships. In one context,
interns may take on an expert role in order to reassure
clients and reduce their own anxiety about competence.
During this time, while their supervisors remain close by,
the intern lives through a new “developmental phase”
of professional rapprochement, and “acts as if” they are
comfortable in their role as “young professional” rather
than that of a “trainee”. Yet in another context, they may
need to shift back to a student-like role with a supervisor,
and defer to the judgment of the more experienced clinician. As a developing clinician, the intern must appear to
know a great deal more than his or her client, but is often
confronted with the opposite role in supervision (Gill,
1999). These conflicting self-representations frequently
elicit feelings of shame and insecurity, which may lead
the supervisee to avoid discussing clinical impasses, mistakes, and negative feelings about his or her clients or
supervisors (Buechler, 1992; Gill, 1999). Shame is a powerful emotion that motivates the desire to hide and disappear (Buechler, 1992). This phenomenon is prevalent
as well, amongst the clients that the intern serves within
the rehabilitation setting. Clients who have suffered
disabling conditions often experience shame and embarrassment from the cognitive and functional limitations
or the physical “stigmata” of their disability. Developing
a safe place or “holding environment” (Winnicott, 1969)
in the rehabilitation setting, allows for both the intern in
relational supervision, and the intern’s clinical work with
their clients, to explore the phenomenological meaning of
the client’s disability has in their lives (Prigatano, 1999),
and the intern’s countertransference with regard to their
perceived level of competence and their ability to deal
with the client’s emotional needs.
During the internship year, interns are exposed to
novel situations that are often very different from their
prior externship experiences. Interns are typically given
a higher level of responsibility, including larger caseloads,

more frequent supervision, a greater level of freedom
during the course of training, and have more interactions with staff from other disciplines, all while having to
deal with systemic issues involving staff hierarchy and
institutional policies (Kaslow & Rice 1985; Solway, 1984).
Additionally, interns have to make a priority in their
hectic schedules for more frequent supervision. The challenge of strengthening and refining their own therapeutic
style and inner voice, while being supervised by multiple supervisors with different theoretical orientations,
can be difficult. The intern’s need to “play first violin”
in an orchestra of multiple players from different clinical disciplines, requires embracing a “transdisciplinary”
theoretical orientation that fosters the attainment of rehabilitation team goals (Marcantuono & Prigatano, 2008),
while simultaneously developing an individual identity
to reach the individual therapeutic goals of a psychotherapist and clinical neuropsychologist for their clients.
The rehabilitation psychology intern is in a vulnerable
position due to both the complex nature of learning to be
a psychotherapist and “interventional neuropsychologist”
(e.g., a neuropsychologist who is equally adept in assessment and psychotherapy), and the power differential
between intern and supervisor.
The rehabilitation psychology intern’s professional
identity, unlike that of the “traditional psychology
intern”, is challenged in unique ways, and therefore
requires a style of supervision that is equally unique.
Rehabilitation psychology interns’ experiences and challenges: (1) require interns to expand and redefine their
professional identity and sense of professional competence, (2) reflect an ongoing negotiation and integration
of the old and the new clinical methods and professional
repertoire, and (3) require considerable flexibility, adjustment, and adaptation. To address the challenges the
rehabilitation intern faces in his/her training, supervision
and educational models, the culture of the internship site,
as well as examples set by training directors and supervisors must have a significant impact on cultivating the
skills that promote a more complex and integrated sense
of professional identity for the rehabilitation psychology
intern.
An internship in a rehabilitation setting poses unique
challenges that are different from more typical mental
health settings in other ways as well. Although the internship year is an important experience in a psychologist’s
development of professional competence, different internship settings offer varied exposure to clinical populations,
training models, clinical and supervisory challenges,
and work responsibilities. An intern in a rehabilitation
hospital is challenged by incorporating a new model of
treatment and dealing with the underlying goals and values of the setting. The rehabilitation model incorporates
aspects of clinical, counseling, social, and health psychology, special education, neuropsychology and neuroscience, and systems theory (Dunn & Elliot, 2008). The neuropsychology component stresses a process approach and
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a search for client’s strengths and resiliency, whereas the
health psychology perspective emphasizes the development of flexible coping strategies. The systems approach
emphasizes the importance of how disability and illness
interact with the client’s value system, worldview, and
culture (Gordon & Zaccario, 2010).
The goals of rehabilitation include the revitalization
of the client’s power to live a meaningful life (Jennings,
1993). Clients and their families are viewed as active
participants in the rehabilitation process. Clients entering
a rehabilitation setting encounter a novel situation with
differing expectations and demands that reflect underlying values (Wegener, 1996). Rehabilitation settings
promote values such as independence, maximum effort
without complaining, and tolerating pain at the expense
of comfort (Wegener, 1996).
Gunther (1987) stated that there is a strong emphasis
on performance-oriented goal attainment in rehabilitation settings. The focus tends to be placed more on treatment outcomes, efficiency, accountability, and compliance
rather than the complexity of quality of life concerns
(Wegener, 1996). In contrast to psychiatric settings, where
each member of the interdisciplinary team’s primary
focus is on the psychological adjustment of the client,
the rehabilitation treatment team tends to become more
reactive in response to strong expressions of affect and
psychopathology. As such, interns who primarily possess experiences in psychiatric and school settings are
provided with a different focus on key clinical issues (e.g.,
writing reports that may be useful for the treatment team,
management of a denial reaction). Interns may not be
prepared for these differences and have to grapple with a
reorientation in their thinking.
Interns in a rehabilitation setting are challenged to
simultaneously deal with complex team dynamics and
staff hierarchy as well as negotiate the conflict of feeling like both a student and a professional. At team
meetings, the intern must again find a balance between
advocating for the client, sharing their perceptions and
not overstepping and/or undermining the other professionals involved. In addition, interns treating clients with
physical and neurological conditions are often subject
to intense and unexpected countertransference feelings,
including helplessness, hopelessness, frustration, rescue
fantasies, fears of their own mortality, anxieties regarding
body integrity, loss of control, and feelings about the random and unfair nature of traumatic events (Gans, 1983;
Gunther, 1987). These reactions can be intense, reflecting
the intrapsychic contradiction between the consciously
held belief in the positive impact of helping others in
need and the unconscious primitive fears and anxieties
triggered by the work (Gold & Gannon, 1994). While
many of the clinical issues that occur in rehabilitation
settings are typical of any child, adolescent, or adult client (e.g., self-esteem, interpersonal and family conflicts,
and separations issues), one also encounters a number of
unique themes that are specific to rehabilitation settings
(Gordon, Zaccario, Sachs, Ufberg, et al., 2009). These
issues include confronting a perceived lack of control over
one’s body, mind, and world, dealing with existential

anxieties and fears regarding mortality, loss of physical
independence, loss of trust in the predictability of events,
and incorporating a new sense of identity in the context
of physical disability (Gordon, et al., 2009). Supervisors
who are able to provide a safe setting play an important
role in modeling how to deal with these feelings and
themes by validating the presence of and normalizing
these experiences, while conveying how these countertransference reactions are valuable tools in understanding
the client’s and intern’s internal experience.

Relational Model of Supervision
Individual and group supervision are critical methods
through which professional competence is cultivated during the internship year. The major aims of supervision
include facilitating the supervisee’s professional development and growth as a clinician (Frawley-O’Dea & Sarnat,
2001), including enabling the supervisee to broaden and
enrich their constructions of therapeutic interactions
(Yerushalmi, 1999), to learn to trust their clinical intuition
and judgment, and to reframe and contextualize their
client’s experience (Buechler, 2008). Because one of the
main goals of supervision is to integrate clinical practice and science, supervision facilitates the questioning
attitude of the scientist through observation, interviewing, higher level thinking, and hypothesis testing, which
provide a more complex understanding of the client
(Holloway & Wolleat, 1994).

Relational Psychotherapy
Relational psychotherapy developed from the convergence of a number of major currents of psychoanalytic
theory, including object relations, interpersonal psychoanalysis, self psychology, and infant developmental
research (Mitchell, 1988). The model depicts the mind as
fundamentally dyadic and interactive in nature (Gordon,
Aron, Mitchell, & Davies, 1998). The therapeutic encounter is understood in the relational model to be shaped by
the continual participation of both therapist and client, as
well as by the co-construction of knowledge and meaning, authenticity, and new relational experiences (Gordon,
Aron, Mitchell, & Davies, 1999).
The analysis of transference-countertransference interactions and enactments are a central focus of relational
therapy. Transference and countertransference are seen as
mutual creations by client and therapist (Gordon, Aron,
Mitchell, & Davis, 1998). Transference is conceptualized
as selectivity in awareness or inflexibility in perception
(Fiscalini, 1995a, b). Hoffman (1983) believed that transference operates like a “Geiger counter,” with past family patterns influencing clients to have specific relational
expectations and to be sensitive toward specific personality traits and attitudes. Countertransference, on the other
hand, combines issues related to the personality, blind
spots, vulnerabilities, and conflicts of the therapist along
with aspects that may be responsive to the particular client (Berman, 2000). Clients elicit particular memories,
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thoughts, and feelings in the therapist, while the therapist’s unique worldview, cognitive schemas, affects, fantasies, values, relational expectations, and conscious and
unconscious motivations determine the specific countertransference reaction (Frawley-O’Dea & Sarnat, 2001;
Gabbard, 1995). Both the therapist and client are viewed
as the initiators of transference-countertransference conflicts or impasses (Aron, 1996).
The client’s psychopathology is described in terms
of adhesive ties to old relationships and patterns and
utilization of an inflexible relational repertoire (FrawleyO’Dea & Sarnat, 2001). These pathological relationships, including internal object relationships, manifest
themselves in the interaction with the therapist, who is
inevitably and usefully drawn into the client’s repetitive
patterns of experience and action. The term enactment is
viewed to describe ways in which the therapist and client
verbally and nonverbally act upon each other (Gordon,
Mitchell, Aron, & Davis, 1998). Jacobs (1986, 1991)
viewed enactment as a form of ongoing unconscious
communication, interpersonal influence, and persuasion
between therapist and client. Enactments can be initiated
by both participants. Renik (1993a, b) stated that countertransference enactments always occur before countertransference awareness of the specific meanings of these
interactions.

Individual Supervision
The relational model views individual supervision as
unfolding within a relationship in which both the intern
and supervisor influence each other (Frawley-O’Dea,
1997). The model assumes that two distinct personalities exist in supervision, each with their own values and
vulnerabilities (Rock, 1997). Supervisors and interns
have transference and countertransference feelings
toward each other. The relational model of supervision emphasizes the importance of shared but unequal
power, the encouragement of the empowerment of
supervisees, the mutual receptivity of new ideas and
perspectives, as well as supervisors imparting their own
experience and knowledge (Frawley-O’Dea & Sarnat,
2001). Furthermore, Slavin (1998) believes a process of
reciprocal vulnerability in supervision facilitates a sense
of safety with the added benefit of each member of the
dyad having an impact on the other. The supervisor
needs to maintain a balance between being an “expert”
and being a participant-observer with biases, anxieties,
and needs for recognition and approval. The supervisor’s demonstration of expertise in teaching specific skills
in psychotherapy, neuropsychological and psychological testing, and consultation provides interns with confidence in their supervisor while the self-disclosure of
similar professional challenges (e.g., countertransference
reactions to similar clients) normalizes the experience of
the process to arrive at mastery of these skills. This creates a more flexible context for supervision (Sarnat, 1992),
although it may also heighten anxiety in those interns
seeking the comfort of discernible structure and authoritative responses.

The relational model approach to supervision attempts
to create a safe environment while accepting and promoting the use of situations that may otherwise lead to
feelings of guilt and shame in a more hierarchical supervisory relationship as a method of collaborative learning
and to foster mutual personal and professional growth.
Overall, the many faces of supervision demand that
each person involved acknowledge the complexity and
potential ambiguity of the relationship. Although the
intent of the relationship may be professional and supportive, the experience for interns may be imbued with
evaluative worries: Will my supervisor think well of me?
Will I be shamed by my lack of insight, knowledge, confidence, or theoretical clarity? Will my supervisor be too
demanding, critical, or unfair? Will my supervisor act out
personality dynamics? Are risk-taking and exposing vulnerability met with respect, support, and understanding?
Will I regard my supervisor as equal to the task of educating me? Although rarely discussed in the literature,
the supervisor may also experience anxiety, self-doubt,
and insecurity: Will I be well-regarded and respected?
Will I be able to teach or promote growth, or will countertransference issues and lack of experience supervising
intervene negatively? Will the system demands conflict
with my teaching style and the flexibility and patience
necessary for the supervisory process?
Research has indicated that supervisees highly rate
supervisors who convey the interpersonal qualities of
empathy and a nonjudgmental stance, and who are able
to impart a sense of validation of the intern’s efforts and
growth (Nelson, 1978; Worthen & McNeill, 1996). The
quality of supervision is enhanced when there is an
atmosphere of trust, safety, respect, and clear boundaries in which mistakes are expected and are viewed as a
mutual opportunity to learn and develop (Feiner, 1994).
Supervision provides a forum for supervisors to model
values, self-reflection, openness to feedback and learning,
and therapeutic skills for interns to generalize to their
own work (Gray, Ladany, Walker, & Ancis, 2001).

Group Supervision
From a relational model, group supervision in a rehabilitation setting offers further opportunity to process
client dynamics, which can enhance understanding of
the client and further clarify specific interventions that
facilitate the therapeutic process. A commonly utilized
and dominant view of supervision suggests that countertransference is a useful tool in exploring and interpreting
client dynamics. Interns are encouraged to share their
countertransference reactions (e.g., anxiety, helplessness,
frustration, impatience) with other group members, and
in turn their peers can offer support and different perspectives. The purpose of having group members share
their experiences is to enhance a level of mutual trust
among the interns as they discuss areas of difficulty with
their colleagues, which in turn fosters group cohesiveness. As questions arise about the psychologist’s role in
rehabilitation and what they have to offer as profession-
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als relative to other team members, the group process
offers the intern a safe therapeutic haven in which he
or she can explore these ideas in a nonjudgmental way.
Moreover, the group process can have the benefit of
reducing anxiety among interns by providing a mutual
support mechanism for future client discussions. Finally,
group process builds on the consultation liaison model,
which the intern will likely participate in through postdoctoral training and future work.

Supervisory Vignette
The following vignette highlights the use of group
supervision to enhance interns’ critical curiosity, selfawareness, ability to view clinical material from multiple
perspectives, and negotiate contradictory positions, all of
which are important aspects of professional competence.
The vignette depicts supervisory moments in a rehabilitation setting that were negotiated in a collaborative or
group format, by having each member take responsibility for contributions to clinical impasses, by having the
supervisor model self-reflection and the judicious use of
self-disclosure, and by viewing clinical dilemmas from
multiple perspectives.
The case involved the treatment of a young man who
had experienced a Spinal Cord Injury secondary to an
accident. The client, an intelligent, college-bound student
with high achievement aspirations, was in the process of
making his final choice between two colleges when the
accident occurred. Post-accident, he was transferred to a
medical facility and subsequently to an inpatient rehabilitation unit for treatment. He presented with paraplegia
and used a wheelchair. The interdisciplinary team felt
that he would be able to attend a wheelchair accessible
college. Initial treatment issues involved the client’s
struggle to acknowledge his medical condition and physical limitations. During his four-month hospitalization,
the intern was treating the client twice weekly for individual psychotherapy. The psychology intern and other
clinicians on the team found the client to be quite engaging at times, and at other times condescending, directing
his anger toward staff members. At one point, he decided
he wanted to leave the inpatient program to travel to a
summer orientation program at the college he decided
to attend. An emotionally-charged conflict emerged
between the client and the treatment team, which consisted of physiatrists, physical, occupational and speech
therapists, nurses, recreational therapists, social workers, and psychologists, who believed that he was not yet
ready to make this journey. As the client’s anger and
resistance toward treatment escalated, the rehabilitation
psychology intern was left in a place of greater vulnerability as she struggled to negotiate the conflict between
the treatment team and her patient. The intern was challenged to maintain an empathic stance with the client
while simultaneously integrating interdisciplinary reports
about the client’s negative attitudes towards the various
team members.
When the intern presented this case during group
supervision, it appeared to her peers and the group leader

that her ability to empathize with the client became challenged due to the young man’s critical attitude toward
staff members including the intern. However, a compelling matter arose when she experienced a split in her
identification. On the one hand, she felt empathy regarding his helplessness; on the other, she also identified with
the frustration that treating team members felt toward
him. The group leader suggested that she confront the
client’s underlying anger and reluctance to accept treatment recommendations. While the intern acknowledged
the importance of confronting the client on this matter,
she also felt compelled to support the client’s struggle for
autonomy and his desire to make his own decisions surrounding treatment. The two competing elements further
impeded clinical progress and challenged her confidence
in her own clinical judgment and psychotherapy skills.
This ability to hold onto and reflect upon contradictory
therapeutic tensions without immediately responding is
an important feature of professional competence, and one
that can be easily generalized to other clinical situations
(e.g., staff and family consultation).
As group discussion around this case developed, the
group leader became aware that an analogous situation
started to emerge within the group. He began to experience his own feelings of helplessness, vulnerability to
criticism, and disappointing others in the group, similar
to the intern’s experience with her client and during
group supervision. On the one hand, comments from the
group leader and her peers that supported the point of
view of the medical staff seemed to be met with frustration by the intern - she said she felt misunderstood. Yet,
the opposing comments empathizing with the client were
also met with frustration by the intern, due to her identification with the staff’s level of frustration. It appeared
the group at large was entrenched in the same dilemma.
The varying points of view felt dissatisfying to the intern
because they did not really capture the underlying issues
of being unable to negotiate competing positions, which
was undermining her sense of competence. The leader
became aware of this and his feelings of being trapped
between two positions similar to what the intern was
experiencing, and shared them with the group.
A resolution of the dilemma emerged when the group
leader asked the intern what she thought would be helpful for her in the supervisory process. She replied that
she simply needed to express her frustration without
fear of judgment. The group leader suggested the intern
needed to feel more empathy and compassion from him
and the group as well. The intern was able to find meaning from this exchange and apply it in her treatment with
the client. She needed to allow the client to express his
own frustration and to listen empathically to his need for
autonomy, without aligning herself with the treatment
staff or over-identifying with his frustration. She benefitted from observing the group supervisor feeling vulnerable and tolerating and struggling with uncertainty and
ambivalence, all of which are important components of a
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relational model of supervision.

Concluding Remarks
The vignette highlighted the mutual benefits of having the supervisor be more open, present in the process,
self-disclosing, and responsive to feedback, as well as the
increased level of anxiety that this more egalitarian stance
entails. The supervisor modeled the ability of balancing
multiple roles while maintaining conflicting identifications and loyalties. It was critical that the supervisor
collaborated with the intern, which in turn promoted
dialogue and helped the interns understand their countertransference reactions. Had the supervisor not taken
the risk of stepping away from more hierarchically-based
models of supervision to explore these reactions, the therapeutic work would likely have been compromised.
Perhaps one of the commonalities of psychology training, no matter what the setting, is pursuit of the ultimate
goal that the supervisor becomes part of the “internal
chorus” along with other mentors. Interns tend to recall
supervisors’ meaningful phrases, positive and encouraging feedback, and nonverbal moments that convey a
sense of confidence and faith in the interns’ clinical skills,
professional competence, and judgment (Buechler, 2008).
Internalizing these experiences can provide guidance and
direction for future clinical challenges. Likewise, supervisors may enhance their level of professional competence
through the use of the relational model via integrating
intern’s constructive feedback and learning about new
ideas, research, and trends in the field from their supervisees.
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Reflections on a Buyer’s Market
for Internship Training Directors
By Sharon Berry, Ph.D.

A

s the internship imbalance continues seemingly unabated by national
efforts at change, I am aware of the
buyer’s market we find ourselves in
as internship training directors. It is a market
where we dream about the “perfect” intern
and take steps to scrutinize our applicants
toward this end. As in any other buyer’s market, these economic forces have the potential
to create a “monster!” I have observed this in
a variety of ways, typically brought to awareness by intern applicants who wonder about
the extra requests for information, while the
“buyers” continue to develop increasingly
complex ways to find the Perfect Intern.
Well established is our endless agony over
the final rank order list--- wondering how
best to order applicants so we can proudly
claim: “we match with our top three candidates” or “all of our new interns were in the
top 5 on our list” ....all the while forgetting
that within our special buyer’s market, there
is a .005 difference between intern candidate
#1 and intern candidate #10! Over the years,
other strategies have developed and blossomed throughout the country. It wasn’t
enough to teach applicants that they needed
1.6 million clinical hours to meet any cutoff
for an interview....so that applicants who
started graduate school with a plan to complete their graduate degree in a mere 5 years,
now continue through year 7 and 8 in order
to obtain the 1.6 million intervention plus
assessment hours at the same time they complete other graduate program requirements!
Sometime as buyers we forget that the AAPI
Online was originally developed as a “universal” application to provide information about
our candidates. Indeed, some ignore APPIC’s
continued efforts to quell the requests for supplemental materials-now a source of dread for
intern applicants and graduate training directors alike. At one time, it was enough to ask for
a single diagnostic or assessment report, forgetting that the applicant would send their very
best report, edited extensively by their supervisor. However, over time, internship training
director’s thirst for more information to guide
their search for the Perfect Intern morphed into

a need for even more supplemental materials, inadvertently
made possible by the new
AAPI Online (which had never
been the intent). Students
already worried about counting clinical hours and getting
them in the right categories,
now have to worry about sending undergraduate transcripts, which may not
have any correlation with graduate school or
internship success. Many internship programs
now ask for videos or even transcripts of a
clinical session, requiring the applicant to mail
these to the program (against the policy of the
“universal application”). Likewise, internship
training directors now want copies of testing
protocols to make sure the student knows
how to accurately score the tests they perform,
forgetting1) that their supervisor has already
screened the protocols, and 2) that it is our job
to help them fine tune these skills if simple
errors are evident.
Sometimes in our search for the Perfect
Intern, we might forget that these are students
who so want to become a licensed psychologist and look to us to help them further refine
and fine-tune their skills. The buyer’s market
is a dream in many ways..... but may have
unintended consequences. What if graduate training directors who see their students
working tirelessly toward the 1.6 million
clinical hours begin to think that internship
is superfluous and unnecessary in the next
decade? Why would a full time one-year
internship be needed if students already have
extensive clinical experience under increasingly expert supervision by licensed doctoral
supervisors?
I would so give up the search for the
Perfect Intern if all of our applicants matched
each year, and we were not again faced with
25% of our dedicated students feeling left out,
anxious, confused, and disappointed that they
face yet another year of debt or an unaccredited internship, just to get the degree they have
worked for. I am humbled by this scenario
and thank everyone for being mindful of the
inadvertent pressure on applicants with some
of our requests for additional information
beyond the universal application.
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Special section: Tributes to Ms. Connie Hercey

he years of my term on the APPIC Board of Directors were very busy, and much was accomplished. Perhaps
the most important of those achievements was hiring Connie Hercey. She quickly became the “go to” person for
just about all administrative issues and the right-hand person to every board member and committee chair. In
time she provided the continuity for the board, and became not only a resource, but also a friend to me and the others
in APPIC governance – roles that she filled beyond expectations for all the many ensuing years. Her contributions to
APPIC and personally to those of us who have served APPIC have been huge and deeply appreciated. She will be
sorely missed. I wish her health, prosperity and happiness following her well-deserved retirement.
Robert K. Klepac, Ph.D.
Past Chair, APPIC Board of Directors

I

could thank Connie for many things during
my tenure on the board as well as during
my time as an APPIC member. Her responsiveness, her thoughtfulness, her thoroughness
all come to mind. She and I worked closely to
move the APPIC Office to a more professional
location and her planning and organization
were integral to making a move that benefited
the functioning of our association. Day to day,
Connie oversaw the functioning of APPIC, but I
want to acknowledge her significant efforts
on one seemingly small project: to create
the APPIC History slideshow.
When I was APPIC chair, APPIC celebrated its 35th anniversary as an organization. Connie worked hard to help develop
an overview of those first 35 years (19682003). With that slideshow, Connie helped
us take a look at our development, our
growth, and provided us a snapshot into
our future, which I believe is limited only
by our imagination.
As Connie worked on this project, she
knew that she was developing the material
to help us all look back at how our association began, where our association has been,
and begin to imagine where we are going.
I appreciated the enthusiasm and excitement with which she undertook this project.
I appreciated the result. She gave the membership a gift, but that is what she always did day
to day. She supported each of our programs as
well as our association. She helped the association run efficiently and supported the APPIC
Board as they developed a vision for the future.
She billed us, organized conferences for us,
answered our questions, and set a standard for
a smooth running association that subsequent
executive officers will emulate. Connie has
been integral to the history of APPIC. Thanks
Connie, it was my great pleasure to work with
you. I wish you the best as you create your
future.
Emil Rodolfa, Ph.D.

I

cannot believe that you are retiring from APPIC, as in my
mind you are APPIC. While I am so happy for you personally,
you will be so missed. I am glad that our special friendship
will continue for many years to come, even though we will no
longer have the good fortune of interacting through APPIC.
As I said to you when you completed 20 years of service to
APPIC, you are the heart, soul, voice, face, spirit, and backbone
of APPIC. For 20+ years you have been the glue to hold APPIC
together. But because you have been a good mother to the organization and have helped nurture APPIC so that it is strong and
powerful, APPIC will continue to
flourish and thrive.
Connie, when I think about
what has made you such
as effective and remarkable
Executive Director, countless
adjectives and descriptors come
to mind. You have a remarkable
blend of kindness and strength.
Your creative imagination and
vision for the organization has
enabled APPIC to blossom and
assume many leadership roles
within the education and training community. You are without
a doubt one of the most dedicated, diligent, hardworking,
well-organized, and meticulous
people I have ever met. You go beyond being competent, to
being capable. I truly admire your resourcefulness and ingenuity. As a colleague and friend, you are trustworthy, loyal, and
steadfast. I have always appreciated your sense of humor, your
enthusiasm, and your joie de vivre. Whether it is answering the
phone, or planning conferences and board meetings, you are reliable, welcoming, and gracious.
Connie, from the bottom of my heart, I want to thank you for
every birthday wish, your support of my successes, and your
gentle and comforting stance with me during tough times. You
are a wonderful friend and our friendship is very dear to me.
I look forward to our special dinner in Washington DC at a
fine restaurant for your choosing.
Thank you for everything!
I love you,
Nadine Kaslow, Ph.D.
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T

ribute to Connie: I remember the day I met Connie during my first ever APPIC meeting as an APA Convention
oh so many years ago. What was most noteworthy was that she made me feel welcome as a new TD who was
a bit nervous, and even more so, that she remembered me at subsequent meetings and conferences (and if she
really didn’t remember me she
made me feel like it). That first
contact sold me on APPIC,
and I have since found this to
be one of the most welcoming
and collaborative groups in
the Psychology world. I also
know from so many others the
crucial role Connie has played
in their positive and even
dedicated relationship with
APPIC. In many ways, Connie
is APPIC! I had the fortune
to work closely with Connie
during two terms on the
Board and I can honestly say
that Connie’s life work was
devoted to doing her best by
APPIC and to make life easier
for the Board and for APPIC
members. Thank you and best
wishes for your retirement
Connie!
Sharon Berry, Ph.D.
Ms. Hercey with Drs. Keilin and Kaslow

I

can’t recall just when and where I met Ms. Connie Hercey for the
first time. It seems as if she was just always there, handling all APPIC
administrative detail, reminding Board and committee members about
what it was we needed to do, but of course leaving it up to us to figure out
how to do it. She was unfailingly positive, even at times when the office
was under pressure (such as hard-copy Directory deadlines or organizing
APPIC events at APA). She was able to maintain her personable demeanor,
attractive professional appearance, and poise under the most trying circumstances. As a manager, she ran a small and efficient Central Office with
employees who developed loyalty to the organization under her leadership. As Newsletter editor, I was always able to get my questions answered
and issues resolved very quickly. She was essential in transitioning the
Newsletter’s logistics from traditional print to an entirely electronic publication, about which I knew nothing whatsoever. APPIC had an alternate,
non-publicized, office number at which Connie could be reached after
hours. I always tried not to use it. When planning this issue, I was asked
to retrieve photos depicting Connie which I had taken during her tenure. I
can honestly say that she looks as great as she did when I first got involved
with APPIC. Best of luck in ‘retirement,’ Connie! Now that you might
have enough time to practice, I expect to see you competing in a Ladies’
Professional Golf Association Event!
Bob Goldberg, Ph.D., ABPP
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PPIC has been very
blessed to have had
Connie at our helm
for so many years. As a new
Board member three years
ago, I found her to be remarkably welcoming (among other
things she sends out personalized birthday cards if you
are lucky enough to be in her
orbit), and informative. As
treasurer, I grew to appreciate
her great sense of responsibility, especially fiscal responsibility, to our organization. And as
a friend, I learned that she has
a great sense of humor, terrific
perspective, and that she is
truly a class act who lent dignity to our whole operation. I
miss her.”
Marla Eby, Ph.D.

News from the APA
Education Directorate
By Catherine Grus, Ph.D.
cgrus@apa.org

G

reetings, in this column
I report to you on initiatives and news from the
APA Education Directorate of
relevance to the APPIC community. In this issue I will focus on
two topics that are related, and
are both of key importance as we
consider ways to ensure the continued vibrancy of professional
psychology in the coming years.
The first issue is the internship
match imbalance which continues
to be a primary concern for the
entire professional psychology
community. For the past few
years, coordinated and systematic
efforts to address the imbalance
have been in place by the doctoral
training councils and APPIC with
involvement of the APA education directorate and APAGS. The
activities underway are outlined
and guided by a consensus document (http://www.apa.org/education/grad/match-imbalancemtg.pdf) that was developed at a
meeting that took place in 2008.
This meeting was convened by
the APA Education Directorate
and APPIC to pull together the
multiple conversations that had
been occurring both at the meetings of the Council of Chairs of
Training Councils (CCTC) and
the APA Board of Educational
Affairs (BEA). At that meeting
each of the groups agreed to take
responsibility for action items outlined in the report and progress is
reviewed at the twice yearly meetings of CCTC.
The second update I will
provide is not on a new issue,
but rather on plans to address
a long standing need that had
been identified within the professional psychology education
and training community. That
is, in the course of conversations

about the match
imbalance the
question arose,
and was repeated,
about the need for
some type of organized discussion
about the many
challenges facing professional
psychology education and training. The overarching idea, what
is our vision for the future for
our current students and what
types of quality improvement
mechanisms would help the
field attain that vision, with a
specific focus on the preparation
of students for careers providing health service psychology.
In March 2010, CCTC asked
the BEA to convene a working group to develop a plan on
how this might be addressed.
This interorganizational group,
with membership from APA
and BEA, CCTC and the Chairs
of Graduate Departments of
Psychology (COGDOP) held
the first of their two scheduled
meetings in December 2010.
Working group members represented individuals who were
knowledgeable about the range
of issues impacting professional
psychology education and training as opposed to being appointees representing the perspective of a particular group. The
group came up with a number
of ideas of issues that might be
addressed and will continue
their conversation at their next
meeting in May at which they
will be tasked with developing
an action plan.
I will conclude with a brief
hint of exciting news that I will
feature in depth in my next column related to the Competency
Benchmarks, a more streamlined
version is being proposed and a
web-based evaluation system is
in development.

Tips for
Trainers
Letters of Recommendation:
What do Training
Directors Want?
By Marla Eby, Ph.D.

Y

ou will read this in May, but as I write
this we are in the heat
of recruitment season
for both internships and
postdoctoral fellowships. It
is, in fact, February 25th, and
I learned this morning that
over 30% of applicants did
not secure a placement in
Phase I of the internship Match this year.
Apart from the urgent task of addressing
this growing imbalance, training directors
also want to ensure that they are reviewing applications fairly, and that they are not
overlooking well-qualified candidates. How
do we do this?
Apparently, one of the major tools we use
is the letter of recommendation. According
to a 2008 APPIC Survey, 63% of internship
directors ranked letters of recommendation
as “very important” in evaluating applicants
(over both essays and intervention hours) only the interview was treated with greater
weight. Yet most of us concede that in its
current form, at least in the United States,
the letter of recommendation is unstandardized, with a significant positive bias
that often makes true discrimination nearly
impossible. So why do we treat such letters
with such respect, and what are we really
looking for?
I think that there are two primary factors
that a letter conveys, that other material
cannot. The first of these is the longitudinal
perspective from another clinician. While a
transcript can tell us about knowledge, and
to a lesser extent competency, a letter can tell
us how well a candidate has worked out in
a clinical setting over time. And while an
interview can provide a sense of clinical acumen, it is only a moment in time, divorced
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from a natural clinical setting. We
rely on our clinical colleagues to tell
us that this candidate has both the
skill and the judgment to work with
our patients.
The second factor is character.
Embedded within this factor are
qualities such as dependability, consideration of others, and- for lack of a
better word- liveliness. An interview
might give us a sense of the last of
these, but only in an artificial environment. The first two are qualities
that are best measured over time, and
sometimes under stress. Again, we
depend on our colleagues to reassure us that this candidate will be an
active, compassionate and responsible
participant in the group setting of a
hospital, counseling center or school,
and to give us warning signs if problems are likely. As Ginkel, Davis and
Michael (2010) have noted, it is for this
reason that letters of recommendation
become important exclusion criteria in
judging candidates.
Herein lies the rub. In such a competitive environment, letter writers
dare not mention even the slightest
weaknesses in recommendations of
students whose careers they support.
And so training directors resort to
reading the tea leaves, which include
variables such as the length of the
letter and the superlatives chosen,
or not chosen. This is not a problem unique to psychology, but as
experts in psychometrics, we might
re-visit the issue of whether some
sort of standardization might be not
only more useful, but also in the end
fairer.
Medical residencies supplement
letters of recommendation with a
dean’s letter, which collates qualitative reports from clerkships as well as
academic progress. Research suggests
that such a letter is more significant
in predicting later problems than
individual letters can be, particularly
when the letter writers are chosen by
the candidates themselves (Brenner,
et.al, 2010). This model raises the
question of whether a more comprehensive assessment by the graduate
program might be a useful supplement to both internship and postdoctoral applications.
Within psychology, the Canadian
Council of Professional Psychology

Programs developed a standardized
format for letters of recommendation in 2001, and this has been successfully used on a voluntary basis
by CCPPP member programs for
the last seven years. Categories in
this template include: professional
knowledge and skills (including
assessment, diagnosis and intervention), work skills (such as judgment,
motivation and dependability), communication skills (e.g. written and
oral reports), interpersonal resources
(including resiliency and openness
in supervision), and professional
conduct (such as ethical behavior,
attention to diversity, and the ability
to appropriately seek supervision).
These categories are accompanied by
a description of areas for growth and
development, and an overall summary recommendation, in which the
writer may compare the applicant
to other students. This last might
be especially useful, since work by
McCarthy and Goffin (2001) suggests
that relative percentiles (in which students are compared to peers) may be
the most effective predictor of future
performance.
The problem with using any standardized recommendation form such
as that used by the CCPPP is somewhat similar to the classic Prisoner’s
Dilemma. Anyone using the form, if
others do not agree to do so, places
students at a distinct disadvantage,
since such recommendations would
include an outline of weaknesses
and relative merit while other letters
do not. Since a survey conducted
by APPIC in 2003 suggested that
63% of Subscribers would support

using such a form, perhaps this issue
could be revisited, as well as a consideration of a more complete report
(similar to a dean’s letter) from the
graduate program. In the meantime,
the CCPPP format provides some
guidance about areas to consider in
either writing or reviewing letters of
recommendation, as we do our best
to fairly assess applicants in a difficult environment.
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Adult Clinical Psychology
By Evelyn Sandeen, Ph.D., ABPP
evelyn.sandeen@va.gov
Director of Psychology Training New Mexico VA Healthcare and Southwest Consortium Internship
ulture is always present in
ences of a gay white
acknowledge the reality of power
the supervision relationmale supervisor in his
as it plays out in the lives of their
ship, as it is in all relation50’s around his sexual
clients.
ships. The culture of the
orientation will almost
7 If you are a Training Director,
supervisor, the culture of the supercertainly have been
do include a question on your
visee, the cultures of the clients,
significantly different
supervisor evaluation form regardand the culture of the institution all
than the experiences of
ing the supervisor’s attentiveness to
have an impact in supervision. But
a young gay white male culture. This can sensitize supervido you as supervisors, or training
supervisee, due to the difference in
sors that you are really serious about
directors working with supervisors,
cultural mores of the eras.
including cultural discussions in
introduce the topic intentionally and
4) Do begin by talking about
supervision. We currently have two
routinely, early in your supervision
yourself. As is always the case in
cultural questions on our supervisor
relationship? Over the past few
the supervision relationship, it is the evaluation form: 1) How well does
years, we have been encouraging
more powerful person’s responsibilthis supervisor attend to issues of
all of our supervisors in our internity to initiate this discussion and to
culture in the supervisor-supervisee
ship and post-doctoral fellowship
model openness and sharing of relrelationship? and 2) How well does
programs to discuss culture with all
evant personal background.
this supervisor attend to issues of
of their supervisees, and have a few
5) Do talk about aspects of your
culture in the supervisee-client relasuggestions based on our experiown culture in addition to race
tionship?
ences.
and ethnicity. Social class, family’s
8) After you have talked about
1) Make no assumptions about
immigration history, gender, sexual
your own cultural background, ask
your supervisee’s cultural backorientation, geographic region of
your supervisee to share aspects of
ground. More of our supervisees,
origin, education level of anceshis/her background that he/she
just like more of our general poputors, religious background, and
thinks may be relevant for you to
lation, have multi-racial and/or
values of your family of origin are
know about. Show gentle curiosity
multi-ethnic backgrounds than did
all good aspects to include in your
in getting to know your supervisee
prior generations. They also have
self-description. Also include how
better, and identify areas where
more diverse experiences of all sorts. identified you are with these various you share background and areas
A supervisor might make serious
aspects of your culture. Which ones
in which your backgrounds differ.
errors if he or she makes assumphave the most importance in your
Shared backgrounds in certain aretions about the supervisee’s cultural
self-definition?
nas may be your joint blind spots
background or experience, particu6) Do talk about power.
that, together, you have to question
larly if the assumptions are based on Acknowledge your power relative
in regard to the clients your superhow a supervisee looks.
to your supervisee. If you are a pervisee will see. (For example, a com2) Discuss culture before your
son who comes from a privileged
mon shared blind spot for many
supervisee has a client who is obviclass or group, acknowledge that.
supervisor-supervisee dyads is that
ously “other” than they are, or
Acknowledge “hot spots” that you
of education. Typically, both the
“other” than you are. If you wait
may have if you have been powersupervisor and supervisee have had
until this point, you have missed
less in some aspects of your life (e.g., many years of education and it is a
out on an opportunity to focus your
a woman supervisor who grew up
deep, shared value. This may make
supervision efforts on increasing
with a sexist father who did not
it difficult to see their prejudice
your supervisee’s awareness of his
support her education may want to
toward a client who does not value
or her own cultural background, val- acknowledge and discuss how she
education.)
ues, and prejudices.
needs to be attentive to her counterWe have found that bringing up
3) Be aware of generational cohort transference with male clients who
culture early and explicitly in the
differences. Even if you share culhave sexist beliefs). Your supervisupervision relationship helps create
tural dimensions with your supervisees will then be sensitized to the
an environment in which both the
see, your experience in that dimenfact that it is important to acknowlsupervisor and supervisee can grow
sion may be very different due to
edge power differentials in their
in cultural competence, and, therethe generational divide. The experitherapy relationships as well, and
fore, in their usefulness to clients.

C
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Behavioral Emergencies
By Phillip M. Kleespies, Ph.D., ABPP

P

sychologist, heal thyself?
This statement is, of course,
a paraphrase of the biblical
admonishment directed at
physicians. The question, however,
is whether it might also apply to
psychologists. Let me explain and tell
you what relevance it may have for
psychology training.
The author was recently involved
in an American Psychological
Association (APA) ad hoc committee to investigate the incidence of
psychologist suicide and its impact
on colleagues, students or interns,
patients or clients, and the profession.
The committee consisted of members
from the APA Advisory Committee
on Colleague Assistance (ACCA),
the APA Practice Directorate, and
the Section on Clinical Emergencies
and Crises (Section VII of APA’s
Division 12). The committee was
formed after two psychologist suicides were brought to ACCA’s attention and questions were raised about
the incidence and impact of such
events. As part of its investigation,
the committee reviewed the extant
empirical literature on suicide rates
for psychologists, evaluated unpublished data on psychologist suicide
provided by the National Institute
of Occupational Safety and Health
(NIOSH), interviewed colleague
survivors, reviewed published case
reports of the impact of therapist
suicides, and linked their findings to
the literature on professional distress,
impairment, and self-care.
The committee concluded that
there was evidence suggestive of
an elevated risk of suicide for psychologists in past decades. It also
concluded that there is a need for
further research to confirm if there
is a heightened risk of suicide for
psychologists in the present day, and
to investigate what factors might
contribute to such risk. Interviews of
colleague-survivors suggested that

VA Boston Healthcare System

the impact of a psychologist’s suicide can
have a wide-ranging
effect on family, colleagues, students,
interns, and patients or
clients. The full details
of the committee’s report can be read
in a forthcoming article (Kleespies, et
al., 2011).
In the process of doing the investigation for the report noted above,
it became clear that the knowledge
and expertise that psychologists have
in the assessment and treatment
of mental disorders does not make
them immune to mental disorders
or ensure their optimal functioning
(Good, Khairallah, & Mintz, 2009).
In fact, large surveys have indicated that psychologists are at risk
for mental health problems such as
depression, anxiety, substance abuse,
and suicidality. Pope and Tabachnik
(1994), for example, found that most
participants in a national sample of
800 psychologists had been in therapy, and, of those, 61% reported that
they had suffered at least one episode
of clinical depression. Twenty-nine
percent stated that, at some point,
they had felt suicidal, while nearly
4% reported having made a suicide
attempt. In another survey of over
1000 randomly sampled counseling psychologists, Gilroy, Carroll,
and Murra (2002) found that 62%
of the respondents self-identified as
depressed. Moreover, 42% of those
reporting depression stated that they
had experienced some form of suicidal ideation or behavior. Finally, it
was found that 40-60% of responding
practitioners in a 2009 APA Colleague
Assistance and Wellness Survey
reported at least a little disruption in
professional functioning due to burnout, anxiety, or depression. Eighteen
percent of the participants in this survey acknowledged that they had had
suicidal ideation while dealing with

personal and professional stressor or
challenges (American Psychological
Association, 2010).
A number of hypotheses have
been advanced to explain the findings noted above: e.g., stresses in the
profession of psychology, obstacles
to seeking mental health care for
psychologists, and/or a self-selection
process through which vulnerable
individuals choose psychology as
a profession. Only further research
may shed light on such possible contributing factors. The fact remains,
however, that these surveys indicate
that a substantial number of psychologists seem to have emotional
and mental issues that could impair
their functioning. Yet, as Schoener
(1999) has pointed out, psychology
as a field has not emphasized education about the risks of professional
impairment nor education about the
possible benefits of wellness practices during training as well as during one’s professional career. Thus,
Schwebel and Coster (1998) conducted a survey with the heads of 107
APA-approved graduate programs
in professional Psychology to learn
their views on well-functioning in
psychologists. Programmatic efforts
to institute means to prevent impairment were weak. While program
directors offered many good suggestions for ways to improve education
about well-functioning and prevent
impairment, they saw lack of time,
funding, and space in the curriculum
as great obstacles. Yet, what is the
cost in human terms for those psychologists who struggle with impairments and for the patients or clients
whom they may poorly serve? Were
psychology graduate and internship
programs to put greater emphasis
on wellness practices and obtaining
assistance for impairments (perhaps
through confidential contacts with
state psychological association col-
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league assistance programs), it seems plausible
that future psychologists
would be more likely
to perceive the signs of
impending personal difficulty and be more aware
of options for obtaining
assistance.
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Consortia

Combating supervisor isolation and
burn-out: One consortium’s approach
By Brenda J. Huber, PhD, ABPP

A

rguably one of the most
important components of a
quality internship program
is the individual, regularlyscheduled, face-to-face supervision
provided by licensed psychologists who
serve as role models to trainees. In a
consortium, however, these individuals,
who are the primary agents responsible
for intern growth and development,
may operate in relative isolation. In the
Illinois School Psychology Internship
Consortium (ISPIC), for example, there
are 20 licensed psychologists across 14
different partnering sites. Each school
psychology intern receives supervision
by two or more individuals within their
respective Training Committees, often
receiving additional instruction and
feedback from certified school psychologists, social workers, physicians, behavior therapists, drug & alcohol clinicians,
diverse mentors, and administrators. In
addition, all interns receive group supervision on a monthly basis from licensed
psychologists in other partnering sites.
All of these supervisors communicate
via a listserv and participate on a private
social networking site. Nonetheless,
in addition to their many clinical and
administrative responsibilities within
their respective settings, the licensed
psychologists carry primary responsibility for the quality of the training provided to the cohort.
Last year, the members of the governing board of ISPIC, which includes
supervisors and administrators from
each of the sites and university faculty
from the four sponsoring universities
in Illinois, discussed the added pressures on these leaders as a result of the
economic hardships being experienced
by the partnering sites. For example, in
some sites, budget cuts have led to staff
reductions and a subsequent decline in
staff morale even as remaining providers carry a greater burden in terms of

productivity. In August, the board met
for one of their four quarterly meetings
and discussed ways in which the larger
ISPIC community could provide support
to the supervising psychologists. It was
agreed that one of the four quarterly,
face-to-face meetings would be devoted
to the topic of clinical supervision. In
addition, supervisors decided to participate in periodic teleconferences with
groups of 6-8 at a time around relevant
topics such as developing a supervision contract, providing explicit corrective feedback, dealing with challenging
supervisees, and engaging in reflective
supervisory practice. The calls are facilitated by a university faculty member and
one training supervisor, and, through the
university, the supervisors are earning
continuing professional development
credits for their efforts. The momentum
has increased over the last few months
as supervisors express appreciation for
these calls and what they take away.
For example, as different training topics
arise, articles and resources are shared.
Recently, the supervisors have suggested
that ISPIC conduct an annual alumni
conference where supervisors and former
interns share their expertise on topics
relevant to early career psychologists and
supervisors. One of the stated goals of
the consortium is to facilitate the development of a network of licensed psychologists who are also certified school
psychologists; an alumni event would
serve as a possible avenue to achieve this
goal.
The positive response from the supervisors has confirmed that nurturing
a sense of community and providing
desired resources has been perceived as a
highly valuable activity by psychologists
spread across a large consortium. While
supervisors are spread thin managing
administrative, clinical and training
activities, they appear to feel that “putting on their own oxygen masks” prepares them both to better face these challenges and to provide for their trainees.
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Counseling
Centers
By Julia Phillips, Ph.D.

W

ith the excitement of being appointed
as a Co-Associate Editor for the
Counseling Centers Column of the
APPIC Newsletter comes some apprehension
about what to actually write about! But, if the
Counseling Center at The University of Akron
is any indicator, there is much to write about.
Not only are Counseling Centers being asked to
do what they have traditionally done best, but
they are being asked to do more and more by
diverse groups of students who seemingly live
in a different, virtual world, as well as by faculty,
staff, and administrators who are concerned
about those students. UA’s Counseling Center
is also increasingly responding to the neighboring community (e.g., via programming to help
foster kids transition to college or crisis intervention for some type of tragedy in a surrounding
neighborhood). And being asked to do more
and more directly translates to needing to train
interns to do more and more! For Counseling
Center psychologists and training directors,
this situation often leads to a kind of scramble
to keep one step ahead of the demand in terms
of our own competencies, but then a second
scramble to develop training for interns on the
current activity, or to find a willing colleague
to develop it. It also sometimes means modeling the continuing education process for interns
and learning alongside of them. In the context
of being asked to do more and more, providing
training also can be increasingly challenging.
Administrators may ask about the increasing
demands required by accrediting bodies when
service demands are going unmet i.e., students
are on waiting lists. It seems that everyone
is asking for more and thus, finding ways to
respond creatively to all is imperative. In future
columns, I’d like to discuss various cutting
edge training issues in counseling centers, from
training interns to meet the needs of emerging
populations (e.g., returning OIF/OEF veterans
on campus) to managing the challenges of balancing training and service (e.g., managing the
new intern selection process with the implementation of Match 2). I would love to hear from
you about your ideas for future columns. Please
contact me at julia7@uakron.edu.

Clinical Health
Psychology
Training in Primary Care Integrated
Behavioral Health Care: A report from
CCHPTP Annual Mid-Winter Meeting.
By Mark E. Vogel,
Ph.D., ABPP

W

hat are the
emerging roles
for clinical health
psychologists in
health care? Why is integrated care (IC) better for primary
care patients? How can we
train psychologists to be prepared for these roles? There
were some of the questions on
the table in the recent Council
of Clinical Health Psychology
Training Programs (CCHPTP)
annual mid-winter meeting,
January 23-24 in Nashville,
TN. The co-chairs of this
event (Drs. Kevin Masters and
Justin Nash) brought together
exceptional minds, ideas, and
voices to examine training
models that support integrated care in primary care settings. Forty-seven attendees
participated in this energetic
event.
Making the case for integrated care
Integrated Primary Care
(IPC) has emerged over the
past several years as a prevailing method of bringing
behavioral health care to the
primary care setting. IPC has
been described variously but
has generally been understood to be the assimilation
of a number of professions
in the primary care setting in
a coordinated and systematic manner. In the context of
behavioral health, IPC often
includes brief assessments,
targeted interventions, and a
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strong collaborative arrangement with the other health
care providers (“hallway
handoffs” and coherent treatment plans). For those of us
who have worked many years
in primary care settings and
trained psychologists for integrated care, the focus on this
model is welcome attention.
Dr. Cynthia Belar from
the APA Practice Directorate
started off the session by
making a strong case of the
importance of an IPC focus in
health care today. In defining
terms, she emphasized the difference with collaborative and
integrative. While care that
is integrative is collaborative,
the reverse is not always true.
Her statement brings to mind
the distinction made by Dr.
Stosahl (1998) that collaborative care involves behavioral
health working with primary
care while integrative care
involved behavioral health
working within and as a part
of primary care. Dr Belar
also emphasized the national
priority given to primary care
with increases in primary care
reimbursement and Title VII
funding. Some of the barriers to psychology’s involvement in primary care in the
past have included lack on
knowledge, long held attitudes (including mind/body
dualism), professional islands,
a narrow vision of psychologists’ roles, and financial reimbursement issues. With many
of these barriers shifting and
CONTINUED ON NEXT PAGE

the voice of the consumer requesting
integration – the time for change is
upon us.
Evolving models of integrated
care & lessons learned
Several attractive models for providing integrated care and training
psychologists to excel in this model
of care were described. Dr. Jeff
Goodie from the Uniformed Services
University gave a good overview
of different models. These range
from co-location of services, embedded, collaborative, to integrated.
Dr. Lisa Kearney from the Veterans
Administration highlighted some
of the primary care/mental health
initiatives (PCMHI) in the VA system. Care management of chronic
illness (e.g. Behavioral Health Lab,
TIDES Depression Care) and collaborative care (e.g. White River
Model by Pomerantz et al, 2010)
have been developed as two distinct
efforts. More recently they are being
blended into a unified model. She
also described the work of VA Health
Care Upstate New York (VISN 2)
which is comprised of five VA medical centers and 29 community based
outpatient clinics that employ an integrated model of care. Similarly, Dr.
Parinda Khatri from Cherokee Health
Centers in Tennessee illustrated how
they moved from a community mental health center to become a federally qualified health center (FQHC)
and provide integrated behavioral
health and primary care at twenty
sites. They have a comprehensive
psychology internship program and
other workforce continuing education
efforts. Dr. Khatri emphasized the

dynamic nature of the work – being
flexible and employing new applications of behavioral principles; not just
working in a shorter time frame. Dr.
Helen Coons from Women’s Mental
Health Associates in Philadelphia
described integrated care from a
private practice model. Her work
is focused on women’s primary
care settings (OB/GYN, Internal
Medicine, Family Medicine) where
she is a strong advocate for providing
a supportive environment for learning (both patients and providers)
and engaging all parties in the promotion of health. Panel discussions
(Drs. Rozensky, Berry, Klonoff, and
Seime) provided helpful reactions
and drew the focus toward implications for training initiatives. Dr.
Robert McGrath also described the
Division 38 Integrated Primary Care
Committee (IPCC) and some of their
current initiatives which include:
workforce training issues, insurance
coding, same day billing, clinical
and ethical issues of a joint electronic
medical record, graduate education
funding for psychologists and others.
Building the Integrated Care
Curriculum
Small breakout groups in the conference developed a list of primary care
integrated care competencies. While
broad in scope, these behavioral,
knowledge, and attitudinal proficiencies helped to frame the need for
training in the field. Current training models of integrated care at the
pre-doctoral and internship level was
the focus of the second day’s events.
Dr. Abbie Beacham at the University
of Colorado, Denver described their

different models of structured curriculum in IC designed to introduce students appreciate to integrated care and
increasing their self-efficacy to work in
this type of setting. Dr. Barbara Cubic
at Eastern Virginia Medical School
described her progress in developing a
psychology internship program which
is integrated with their primary care
family medicine clinics. Both speakers
described methods of getting students
introduced to the primary care culture
stream, immersing them in the work,
and continually reinforcing their
growth. The initial work of both programs has been supported by grants,
but they are building toward sustainability. A panel discussion (Drs. Davis,
Hryshko-Mullen, Auxier, Stern, and
Saab) examined integrated care curriculum facilitation and barriers.
Next steps
While there remain gaps in our
practice-based research knowledge
to clearly demonstrate that IPC
results in improved clinical outcomes,
reduce per capita cost of care, and
improved patient experience (including quality, access, and reliability)
the session was able to articulate the
potential of this model of care. In
addition, the importance of properly
preparing and training clinical health
psychologists who plan to embark
on this type of care model was
highlighted. The meeting brought
together a core group of psychologists (many members of Division 38)
excited about this area of practice and
interested in continuing the development of training models for this
field. There is surly more to come as
integrated primary care evolves and
grows.
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Forensic Psychology

The New Psychology Intern and the Offender: Strategies to Facilitate
Honesty in the Therapeutic Relationship
By Pamela Morris, Ph.D., Psychology Internship Program Coordinator,
Federal Correctional Institution, Fort Worth, Texas
Note: The views expressed in this paper are those of the author only and they do not necessarily reflect the views or opinions
of the Department of Justice or the Federal Bureau of Prisons.

P

sychologists in a correctional environment are
likely to encounter offenders who may not
genuinely desire to make a positive change. It
is not helpful from a therapeutic standpoint to
be “conned” by a patient, thereby implicitly giving the
message that dishonesty is an acceptable way of relating
to people in the world. Instead, seasoned Psychologists
who work in a correctional environment must develop
and refine a skill set to inform their patient of the awareness of their motivations, in a manner in which the
offender will hear that they are being supported and they
are capable and have the ability to handle their problems
in another, pro-social manner. There are different tools
and strategies that supervisors in a correctional environment can put in place to help protect the integrity of
the therapeutic relationship between an intern and an
offender.
Firstly, it is helpful if only supervisory psychology
staff determine to which Psychology Intern an offender
is assigned to for clinical follow up. As well as matching clinical needs with appropriate skill, this also helps
prevent a particular intern from being “targeted” as
the only therapist who can help a particular offender.
Additionally, this gives the seasoned Psychologist the
tangible data to support their respectful reminder to
the requesting offender that they tend to always have a
mental health problem in August when new Psychology
Interns arrive, and they tend to always think it is a female
intern who can help them.
A second helpful structure to put in place is for both
interns and offenders to be made aware that psychology services staff members are not generally the ones
who grant housing changes, work assignment changes,
or placement in a housing area where they are segregated from the rest of the offender population. Although
Psychologists actually do influence these changes for
some offenders, these directives are reserved for offenders that are known to the Psychologists as having a
need for these accommodations due to their significant
mental health issues, and are not usually brought to the
Psychologists’ attention by the offender themselves.
A third strategy that is useful is to teach psychology interns how to assist an offender who insists they
need to be “alone” in a segregated housing area due to
“stress.” Psychology Interns should be encouraged to

offer counseling, tell the offender that they may remain
in a quiet room in the psychology department, provide
relaxation exercises and reading materials to the offender,
etc... If the offender insists that this will not help them
and the only thing that will help them is being alone, it
is important for the psychology intern to explore why
the offender feels this way, and check sources to see if
there is evidence that the offender is in potential trouble.
I have seen offenders who are encouraged to handle
their “stress” by remaining in the psychology department to attend counseling, read self help books, and
practice relaxation exercises, eventually realize that asking psychology services staff for this accommodation
isn’t actually an easy way to get to a segregated housing
area. They often end up confiding in a psychology staff
member that they are in actual real danger if they remain
in the open population, and end up safe in protective
custody. Although it is easy to see why an offender
who is in potential danger doesn’t want to “snitch” on
other offenders and therefore may attempt to deceive
psychology services staff to get them to safety, granting
their request to be segregated from others due to their
reported mental health concern is counter-indicated, as it
implicitly sends a message that there is an easy way out
of gambling debt, via the use of feigning a mental illness.
Not only is this an improper use of psychology services,
but it also increases the chance of gambling occurring
and hence compromises the security of the institution.
A fourth strategy to assist psychology interns is to
encourage interns to check out the many sources that are
available within the correctional environment that provide information about the offender with whom they are
working. Staff has access to the offender’s “presentence
investigation report” which presents the details of the
offender’s crime. Additionally, various staff members
with different roles in the institution observe offenders
in their housing units, on their work sites, with their
visitors, attending religious services, eating meals, and
participating in educational and recreational activities.
There are multiple staff members from various disciplines that are available for consultation and psychology
interns greatly benefit from speaking and working well
with these sources. This also helps interns learn and
practice being part of an inter-disciplinary team.
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A fifth strategy is to encourage
the interns to leave their offices
and observe offenders outside
of the therapy setting. Since
the Psychology Intern actually
works where the offenders live,
they can observe the offenders
in a variety of settings and situations. A recent intern who did
this found that an offender who
presented in session as cognitively impaired and helpless, and
was requesting paperwork to
assist them in obtaining disability
benefits when they are released,
actually presented much differently when with their peers
and when communicating with
people outside of the correctional
environment.
A sixth strategy that is useful
when a Psychology Intern questions an offender’s motivation
for therapy is to assign outside
self-improvement activities and
assignments for the offender.
The diligence with which the
offender does or does not complete any outside homework
assignments may provide some
insight in this regard. The
offender can’t often use the
excuse that they didn’t have
enough time to complete their
assignment. Sometimes just
asking the offender to identify
several of their goals in therapy
helps prove whether they really
are or aren’t serious about desiring self-improvement.
One of the goals of psychologists in correctional environments is to teach and help
offenders to live a fulfilling life
by behaving in pro-social ways.
Putting different strategies and
structures in place to help ensure
authentic therapeutic relationships between psychology
interns and offenders will only
assist in helping the offender
population learn and grow in a
positive manner. Additionally,
it will provide a more genuine
environment in which the psychology intern can learn and use
effective treatment techniques.

Geropsychology
By Andrew L. Heck, Psy.D., ABPP (Piedmont Geriatric Hospital) and
Michele J. Karel, Ph.D. (Brockton VA Medical Center)

T

he Council of Professional
Geropsychology Training
Programs (CoPGTP)—an
organization of programs
dedicated to promoting excellence
in geropsychology training—continues to take a lead role in several
national geropsychology-related
training initiatives, including the
following:
&R3*73VSRQVRUHG
Professional Geropsychology’s
Specialty petition to the
Commission for the Recognition
of Specialties and Proficiencies
in Professional Psychology
(CRSPPP) last year. In August
2010, Professional Geropsychology
was recognized as a Specialty
area of study and practice within
professional psychology. CoPGTP
developed the Pikes Peak
Geropsychology Knowledge and
Skill Assessment Tool (CoPGTP,
2008) to serve as a self-study or
supervisory aide for evaluation of
geropsychology practice competencies, and sponsored an on-line
study to evaluate the tool’s utility and validity. The Task Force
devoted to this project is currently
preparing a manuscript to summarize the study’s results (stay
tuned!). Several internship and fellowship sites that provide training
in geropsychology have integrated
this instrument into their performance evaluations. The tool may
be found at the CoPGTP website:
http://www.uccs.edu/~cpgtp/
links.html.

&R3*73KDVMRLQHGZLWK
Psychologists in Long-Term Care
(PTLC) and APA Divisions 12-2
and 20 to examine the feasibility of creating a Geropsychology
board certification with the
American Board of Professional
Psychology (ABPP). Preliminary
results of a survey sent to various
Geropsychology list-serves in late
2010 suggest substantial support
for pursuing a Geropsychology
ABPP. Discussions with key stakeholders about possible funding,
processes and other logistics are
scheduled to take place later this
Spring.
&R3*73KDVDOVRDVVHPEOHG
an extensive list of resources relevant to Geropsychology training,
including links to articles, book
chapters, and websites. The list,
available at the CoPGTP website,
will be updated as new resources
become available.
Internship and Fellowship
(as well as graduate and postlicensure) training programs that
provide substantive training in
Geropsychology (e.g., a major rotation, or specialized training at the
Fellowship level) are encouraged to
join CoPGTP. Further information
about membership and resources
for Geropsychology training can be
found at the website address listed
above, or by contacting Dr. Daniel
Segal, CoPGTP Chair, at dsegal@
uccs.edu.
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Neuropsychology
By Brad Roper, Ph.D., ABPP

A

s February rolled in, so
did a monster snowstorm
that socked in cities from
Oklahoma City to Chicago
to Boston, as neuropsychologists
from around the nation tried (and
failed, in my case) to make it to the
annual meeting of the International
Neuropsychological Society – in Boston.
The INS meeting is a venue where,
in the midst of scheduled conference
activities, frenetic fellowship applicants do marathon interviews and the
members of neuropsychology training
organizations – many of them busy
training directors – flit in for hurried
business meetings. The winter blast
spared Memphis, and for one meeting
I (wearing shorts in my home office)
joined a conference call with other
failed travelers and lucky conference
attendees. Despite the weather, much
valuable work was done in Boston and
elsewhere, and here are some recent
developments related to neuropsychology training.
As I mentioned in a November 2009
APPIC e-Newsletter article, the working
group regarding an Interorganizational
Summit on Education and Training
(ISET) has the purpose of determining
whether Clinical Neuropsychology as
a specialty needs to update, expand,
or refine the Houston Conference
Guidelines on Specialty Education and
Training in Clinical Neuropsychology.
The ISET group, which has broad representation across neuropsychology organizations, recently released to its representatives results of a survey conducted
among a broad range of neuropsychologists. The survey focused on prior
training activities, whether the activities
conformed to Houston Conference
Guidelines, and to what extent the training was sufficient for practice. Part of
the agreement of the ISET group is that
survey results are not made public until
the representatives are able to meet as a
group, discuss the results, and formulate
the most appropriate method for releasing the results. So although I am not
able to share the results, it is encouraging to see this process moving forward.

Brad.Roper@va.gov

The Association
for Internship
Training in Clinical
Neuropsychology
(AITCN) met at INS
and via conference
call. They also took
part in a training
symposium open to
students at INS. In speaking with John
Beauvais, Ph.D., AITCN President, the
initial effort will begin with a survey of
internship programs, including prior
experiences and postdoctoral preparation as well as success in securing
neuropsychology postdoctoral residency training. AITCN is interested in
partnering with other organizations to
better understand what competencies
are expected at the doctoral/practicum,
internship, and postdoctoral levels. I
believe this would complement the
work of the ISET group as it considers a revision to Houston Conference
Guidelines. Furthermore, it would
provide important information toward
efforts to develop competency benchmarks specific to the specialty.
The Clinical Neuropsychology
Synarchy (CNS), our specialty council,
has been working hard on developing practice guidelines for a variety of
neuropsychological disorders based
on a review of the evidence within
each diagnostic category. Last fall at
the APA meeting, the CNS focused
more on training issues. According
to Robin Hanks, Ph.D., ABPP-CN, a
representative on CNS, a presentation of the APA Education Directorate
regarding competency based training
models and measurement of outcomes
was helpful and informative. After
addressing practice guidelines, the
CNS plans to begin working on ways
to make our training guidelines in
clinical neuropsychology more competency based.
The Association of Postdoctoral
Programs in Clinical Neuropsychology
(APPCN) Board had initial discussions
regarding development of a core curriculum that would specify development of competencies. The APPCN

board also changed some of the policies regarding its matching programs
for neuropsychology residencies. The
matching program was established in
2001, using policies similar to those of
the APPIC internship match. There are
52 programs in APPCN, all of which
take part in the match, and this year 21
programs outside of APPCN are taking part as well. However, the APPCN
match does not enjoy the almost
ubiquitous participation of internship
programs that is seen in the APPIC
internship match. In fact, programs
outside of the match that make preemptive offers prior to the rank-order
list deadline, inducing some applicants
to accept an offer and withdraw from
the match, have been a growing concern. The changes in APPCN’s match
policies included moving up the ROL
deadline to February 8 (shortly after
the INS conference), allowing a wider
range of research-focused programs to
take part in the match, and allowing
programs to provide additional feedback to applicants who have received
a preemptive offer from a non-match
program. Specifically, if a program
ranks an applicant high enough to
match, prior to the ROL deadline the
program had the option of sharing that
information to applicants who reported
receiving an offer from a non-match
program. The intent of the last change
is to allow for some means by which a
program’s strongest applicants might
be assured of matching, and feel less
pressure when faced with an offer from
a non-match program. APPCN will be
surveying programs to see if the changes to the match are helpful and considering how to proceed for next year.
Finally, having completed my term
as APPCN President, I welcome Doug
Bodin, Ph.D., ABPP-CN in as the new
President. I also welcome Jeff Baker,
Ph.D., ABPP, Executive Director of
APPIC, who will be serving in the
“normal” (i.e., non-neuro) psychologist
member of the APPCN Board. Jeff may
not agree that he is normal, but everything is relative, especially when in the
midst of a bunch of neuro types.
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Setting-related issues
Relationships Matter!
By Robert H. Goldstein, Ph.D.

W

ell, what a surprise! Who’d
-a- thunk? Relationships are
an important factor in psychotherapy!
This non-startling conclusion is
what emerges from the recent series
of papers published in the March
2011 issue of Psychotherapy , the official journal of APA’s Division 29, the
Division of Psychotherapy.
This special issue, entitled
“Evidence-Based Psychotherapy
Relationships” and devoted entirely
to a set of reports on the contribution of various aspects of psychotherapeutic relationships to positive
therapy outcomes, represents the
latest attempt to introduce some balance into the ongoing and sometimes
heated discussion about what it is
that works in psychotherapy.
There are 11 papers that present
the results of meta-analyses of the
research literature on the efficacy of
11 components of psychotherapy
relationships. Each of the authors,
too numerous to cite here, follows a
similar format which entails a definition of the factor they are reviewing,
a description of the methodology
used, brief clinical examples of what
they are referring to and, following
the requisite comments regarding
qualifications about and limitations of their results, what
implications for clinical
practice can be drawn
from their study.
Also, there are
two additional
papers, an introductory piece
which outlines the
endeavor that produced the studies
and then a final summary which reviews
the outcomes and their
overall significance for prac-

tice, training, research
and policy.
Perhaps the most
basic conclusion drawn
is that the therapy relationship contributes
substantially to therapy
outcomes, regardless of
the specific type of treatment used, and
that the nature and quality of the relationship in treatment accounts for as
much of the improvement in therapy
(or lack thereof ) as does the specific
method. It’s not that the mode of treatment doesn’t matter, but that the type
of treatment interacts with patient and
therapist variables, together with relationship factors, to determine outcome.
What’s even more striking is that this
conclusion held true with respect to
individual, family and group treatment
situations and for both the adult and
youth populations studied.
So what relationship factors made
a difference? Again, no surprises.
Among the strongest predictors of
positive outcome were the formation
of a positive therapeutic alliance and
the existence of an empathic connection between the therapist and the
person in treatment. More details

are, of course, to be found in the
papers themselves. And the amount
of variance accounted for by these
relationship factors, while meeting
the criteria generally considered to be
indicative of “demonstrable effectiveness”, is within the low range usually
found in psychotherapy effectiveness
studies.
The relevance of all this, of course,
to the field of training, which is
of most concern to readers of this
Newsletter, lies in the powerful
reminder it gives that there is so
much more to the training enterprise
than simply teaching and supervising the practice of specific therapy
techniques. Where in the manualized
methodologies is there a script to
be followed that leads to a positive
therapeutic alliance? What is the
homework assignment that creates a
sense of empathic engagement?
The challenge for trainers, then, is
to realize that there is no winner in
the “therapy wars” between those
who adhere to the supposedly more
rigorous empirically supported treatment methods and the proponents
of the allegedly “softer” relationshipfocused methods. With this newly
emerging empirical support behind
the relational emphasis, neither orientation can be considered to
be less “scientific.” Does
this make supervision
and training any
easier? It would
appear not, but
who ever said
that helping
students learn to
use that subtle
phenomenon we
call a human relationship in a way
that benefits another
human being would be
easy?
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