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APPIC 2013 ANNUAL MEETING

F

aced with diminished attendance due to Tropical Storm Flossie, the
APPIC Board of Directors nevertheless soldiered on to conduct a
productive and festive Annual General Membership Meeting (the
‘business meeting’) on Wednesday, July 31, during the APA Convention
in Honolulu, HI. A highlight of the meeting was the presentation of the
Connie Hercey Award for Distinguished Service to APPIC to Emil Rodolfa,
Ph.D., past APPIC Chair, guiding force behind the establishment of Training
and Education in Professional Psychology, and a former Editor of that
journal. Dr. Rodolfa is Professor of Psychology at Alliant International
University’s California School of Professional Psychology, Sacramento, CA.
As outgoing Chair, Dr. Arnie Abels was recognized for his leadership and
contributions to the organization and longtime Board Member and officer
Dr. Jason Williams prepared to take the Chair’s ‘hot seat’ in this time of challenge and change for our training community.

The 2013-2014 APPIC Board of Directors

CHAIR’S
COLUMN
By Jason Williams,
Ph.D.

Other 2013 awardees
included:

Award for Excellence in Training
John C. Linton, Ph.D., Professor
and Acting Chair, Department of
Behavioral Medicine and Psychiatry,
West Virginia University School of
Medicine, Charleston, WV.
Award for Excellence in Diversity
Training
The Alpert Medical School
of Brown University Diversity
Committee, Providence, RI.
APPIC Committee Service Award
Sara Sherer, Ph.D., training director of internship and postdoctoral
programs. Children’s Hospital of Los
Angeles, CA.
Outstanding Contribution Award
in TEPP
Stephen Behnke, J.D., Ph.D., APA
Ethics Officer, for his article:
Behnke, S. (2012). Constitutional
claims in the context of mental health
training: Religion, sexual orientation,
and tensions between the first
amendment and professional ethics. Training and
Education in Professional
More
Psychology, 6(4), 189photos on
195.
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I am pleased to be writing my first column as the current APPIC Chair. I have
the honor of working with some of the hardest working people I know. Over the
past six month the Board has been involved in a number of activities. Starting in
July, we upgraded the Directory on Line (“DoL”) to a new platform. Although, we
had a couple of hiccups during the first couple of weeks, things seem to be getting
smoother as people use the service. If you have not taken the time, please update
your program information so that applicants for this year’s match season have the
most current information about your program. This new platform will also allow
programs to submit both new and renewal applications on-line. This fall’s application cycle will be the first of its kind for APPIC. Like the DoL, things are new and

CONTINUED ON PAGE 3
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may need to be “tweaked” as programs
use the system. Please be sure to give us
feedback so we can make sure things run
as smoothly as possible. We all need help
sometimes, and if you should find yourself
needing assistance feel free to contact central office as they are always happy to assist
if you have any questions or concerns.
This help comes from a very talented staff
headed up by our Executive Director, Dr.
Jeff Baker. The office now has added a staff
member with experience working with
information technology to help with the
increasing number of technology projects
APPIC has been building.
APPIC continues to strive to do our
part in helping the field of Psychology
reach the accreditation as a base standard
for all training programs. One-way of
working toward this aim was to adopt a
policy on Doctoral Program Associates
and the APPIC match. Information and
FAQ’s can be found on the APPIC website
www.appic.org. It would not be enough,
however, for us to only focus on our
Doctoral Program Partners. Therefore,
we have entered into a partnership with
the Western Interstate Commission for
Higher Education (WICHE) to help assess
the accreditation-readiness of existing
and future APPIC-Member internship
programs. However, in order to reach
accreditation as a standard, it will take
more than what APPIC can do alone. I
look forward to attending and working
with my colleagues at CCTC at the end of
October. APPIC continues to appreciate
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the opportunity to be part of the committee
that is working to fund new programs with
the $3 million of funding APA designated
to increase the number of accredited internships.
I will be attending the Educational
Leadership Conference (ELC) at the end
of September and look forward to hearing
more about the theme of the conferenceEthics in Education. Speaking of conferences, be sure to save the date for our
upcoming bi-annual conference in Austin,
Texas, in March 2014. The theme of this
conference will be on training competencies
for the field of Psychology. There will be
some very interesting speakers, panels and
posters. Please take a look at the APPIC
website for information and updates. I
look forward to seeing you all there!
I would like to thank the group that
has been diligently working on the development of the Post-Doctoral Training
Program guidelines. This group had the
challenge of trying to come-up with a set
of guidelines to meet the many different
types of program out there. This group
continues to meet to develop additional
resources for our post-doc members and
to bring together those interested in the
unique issues that face these training
programs. The guidelines can be found
on the APPIC website. I hope you will
continue to make use of our website as
well. We know, however, that websites
are not always the easiest technology to
use when it comes to locating, updating
and using the resources the field of training has to offer. APPIC is in the process
of piloting the use of a Share Point site
for members to access training materials
more effectively. The VA Training Council

has given us a head-start by graciously
providing access to materials posted on
their Share Point site. Look for more on
this soon.
Members of the APPIC Board continue
to provide informal, confidential 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. This service
is now accessed via the APPIC website
(www.appic.org) and consultation requests
are made online.
We are also very interested in helping
new programs and new training directors
navigate the often complex world of training by providing a Mentoring Program.
This program allows established training
directors to serve as mentors or consultants
to individuals who are developing new
training programs. Dr. Pamela Epps coordinates this project: pepps@emory.edu.
There are many important ways each of
you can get involved in APPIC, from committee assignments, writing columns for
the newsletter, making your voice known
on surveys, serving as a mentor, presenting at our conference, etc. The more of us
who are involved the better. As it does
take a community to build the future of
Psychology!
I am very excited to beginning my
service as Chair and want to invite you to
contact me directly with ideas, critiques,
and questions. I can be reached at Jason.
williams@childrenscolorado.org.
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From the Desk of the APPIC Executive Director
By Jeff Baker, Ph.D., ABPP

I

t is easy to write this column as
so much is happening at APPIC
Central Office. We have a full
complement of staff to assist members, associates and students as
well as improve our web and new
products. We have a young staff
with lots of enthusiasm and interest in helping so it is a nice office to
work in and being the older person
in the office it helps keep me young.
First, Ms. Andrea Torres is working
full time and manages membership
services among a number of other
projects. Ms. Tonneta Whyte (the
youngest in the office) is working ½
time while completing her degree
in business from the University of
Houston, Downtown. Toni manages
our financial issues including dues
payments and invoices. Ms. Marissa
Warner is a recent resident of Texas
and also works ½ time. She moved
from Chicago in May just in time to
feel what summer heat is really like
in the deep south. Marissa is managing IT issues as well as serving as
the webmaster and works with our
databases. It is a great office and
they help make my job easy which
includes a lot of travel but I always
know things will be addressed even
when I am out of the office.
Earlier in this column I mentioned
new products. APPIC launched
three new electronic projects on July
15 and as anyone knows when you
launch a new web based product
there are some trials and tribulations one must be prepared to deal
with in order to quickly improve the
capability of the product. The launch
of MyPsychTrack.com was actually
a relaunch as the first version was a
beta version of what we anticipate
to be a great product. It is an hours
tracking system but also provides an
opportunity for supervisors to verify
hours on the go from the phone as
well as the student’s ability to enter
their data on the go. It was redesigned for tablets and phones and

is now available
free of charge to all
students enrolled
in a DPA (Doctoral
Program Associate)
of APPIC. There
are still a couple of
bugs but they are
being addressed
and we have been
receiving positive feedback from
both students and DCTs (Directors
of Clinical Training). Within 24
hours of the launch of this product
800 individuals had signed up. If
you are a DCT in a DPA program
you should have received a code to
provide to your students. This will
give them free access. The next exciting development for this product is
intended to incorporate competency
assessment/attainment where the
supervisor will begin to sign-off after
specific competencies are attained by
a student at that site. In addition, this
product will eventually be able to
connect with the ASPPB (Association
of State and Provincial Psychology
Boards) PLUS system. The new
online application for licensure that
is being tested in different states and
will eventually be a convenient way
for students to submit their information. If you are a training director at
an internship or postdoc this product
is also available free of charge to your
interns and postdocs. There may not
be much advantage for tracking their
hours at this point but eventually
it will be helpful to document their
experiences for licensure.
The second product launched was
the new Directory On Line (DoL).
It was launched on July 15 and had
quite a few bugs and problems with
searching. However at the writing
of this article (September 15) most of
these issues have been resolved. A
new feature is the capability of students to save their searches after signing in (setting up) an online account
with the DoL. When they return
they will be able to see their saved
searches. It has been a challenge to
learn this new system for Central

Office but the DoL will now be much
more stable and AFTER current training directors complete their updates
students will be able to do accurate
searches. This is the #1 complaint
we get from students and it has not
changed over the years “why do the
programs not update their information?” I wish I had the answer for
that and know that the vast majority
do complete it but even 10% is 87
programs and that is a lot. Students
get disappointed and discouraged.
So, please update your DoL and do
it as often as you like. We will be
printing the copy of the DoL around
November and believe that should
be enough time for programs to
have updated it for this year. Next
year TDs will have to update their
information by a certain date or the
program will be “hidden”. They can
edit it but the public will not be able
to see it.
The 3rd project was eMembership.
This is primarily used by programs
that are not accredited and new applicant programs. Programs that are not
accredited are reviewed by APPIC
every 3 years and starting in January
2014 they will do this online. New
applicants have already begun to
use this system and 20 of the 30 new
programs used the new eMembership online application system for fall
2013. This system will be very helpful
for both APPIC and the APPIC New
Member Review Committee to track
and expedite this process. So far, it
has been working well and is expected to be very helpful.
APPIC has invested $100,000 in
these new products and believes it
will benefit both applicants and programs. Maintenance and enhancements are also expensive and APPIC
is committed to keep these products
up to date and in good working
order. Combine our new technology
with our dedicated staff and it is a
formula for positive outcomes. We
hope to serve and if there are ever
questions or concerns please feel free
to contact me at 832.284.4080 or email
jeffbaker@appic.org.
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Remarks from the e-Editor
Everything that rises must converge
By Robert W. Goldberg, Ph.D., ABPP

In a 1993 presentation to the ABPP Board of Trustees, then BOT President Dr. David Drum of the University of Texas
set forth the structure of professional psychology in three developmental lines: (1) individual careers, (2) training programs, and (3) specialty designation. These developmental lines were:
Individuals:

Licensure
(Generalist)

National Register
(“Health service”
Psychologist)

ABPP Board Certification
(Specialist)

Programs:

APA CoA
(Doctoral Program
Accreditation)

APPIC
(Internship & 		
Residency Designation)

APA CoA
(Internship & Residency
Accreditation)

Specialties:

APA BPA SubCommittee on
åSpecialization

Interorganizational
Council of
Specialties

ABPP
Board of
Trustees

For many years, I adopted and modified Drum’s conceptualizations in a local intern seminar which was entitled “The Emerging Structure of Twenty-First Century
Professional Psychology.” At long last, I am ready to
drop “emerging” from the title. Finally, I think psychology has emerged.
Let me summarize some developments in the profession which have led me to this conclusion.
• Evolution of a culture of competence.
Since the 2002 Competencies Conference, a culture
of competence has evolved in the profession. A succession of articles in the journal Training and Education in
Professional Psychology has set forth these developments.
APA has formulated a uniform set of competencies for
practice, with descriptors and behavioral anchors for
each competency at each stage of an individual’s training and career. In 2011, the APA Board of Educational
Affairs at last recommended that applied psychologists
should be educated in APA accredited doctoral programs.
In my opinion, despite the so-called internship “imbalance,” that recommendation will eventually be extended
to BEA recommendation that practitioners complete an
APA accredited internship as well. The CoA has at last
concluded that the current “training model” accreditation
system is obsolete, as well as cumbersome, and is well on
its way to establishing a “competencies”-based system.
After over a decade of equivocation, the Association of
State and Provincial Psychology Boards moved toward
requiring completion of accredited training for licensure.
They have established committees and workgroups on
the “EPPP-1,” the current short answer textbook test

APA CRSPPP

on mere content, and on the “EPPP-2,”which presumably will be based on demonstration of competencies.
Another task group will address the once-unthinkable concept of relicensure. ABPP is establishing a
“Maintenance of Competence” system in which alreadyboarded specialists will have to periodically demonstrate
continued competence in their specialty.
• Consistency in terminology among systems.
Following ABPP’s pioneering decision to designate
new specialty areas beyond the long-established Clinical,
Counseling, Industrial, and School, APA formed the
Commission for the Recognition of Specialties and
Proficiencies in Professional Psychology (CRSPPP) and
established for recognizing new areas. ABPP also spearheaded the establishment of the Interorganizational
Council for the Accreditation of Postdoctoral Programs
in Professional Psychology, after which the Committee
on Accreditation decided to take on the task of accrediting postdoctoral residencies in addition to doctoral programs and internships. [The IOC evolved into Specialty
“Synarchies” and the Council of Specialties.] The CoA
then defined areas and levels of specialty accreditation
(e.g. Clinical Health Psychology as a Specialty at the
Postdoctoral Level) and programs judged according to
standards of the respective specialties. Consistency in
structures and terminology gradually evolved so that
there is now a near-perfect correspondence between
CRSPPP designated specialties, CoA specialty areas of
program accreditation, and ABPP examining boards and
board certifications of individuals.
CONTINUED ON NEXT PAGE
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• Confronting and accepting the obligations of a true
profession.
Other than in exceptional cases, most established professions require their members to have been educated and
trained in programs of education and practice that are
endorsed, approved, or accredited in some fashion. Only
in psychology has there been resistance to this notion. In
my opinion, this resistance is based on a number of factors.
(1) Doctoral programs’ culture of academic freedom: There
is faculty resistance to imposition of course requirements, standards, and obligations to entities other than
the school’s Dean or editorial boards of peer-reviewed
journals. Incurring additional financial obligations (e.g.
site visit and accreditation fees) is always anathema. In
my opinion, faculties have responsibilities as well as freedoms. These should include not putting forth the Beck
Inventories as sufficient doctoral training in evidencebased assessment and not assigning an experimental (rat
laboratory electrode implantation) psychologist to teach clinical neuropsychology,
both of which occurred in accredited
doctoral programs.
(2) Individual psychologists’ performance anxiety when competency
is questioned: Whenever I mention the possibility of relicensure
or board recertification to colleagues, it evokes nonverbal reactions (eye-widening, sweating,
averting of gaze) clearly indica-

tive of anxiety due to this perceived threat to self-esteem,
unsupported beliefs in one’s own competence, and professional identity.
(3) Responsibility to the public: I am always paradoxically heartened by the fact that professional liability insurance fees have increased over time (mine is now in 4 figures). While most of my colleagues decry these increases,
in my opinion they reflect that our interventions can have
an effect, even if at times it is a harmful one. My first
annual insurance fee was $75. Ask yourself: what kind of
profession is worth only $75 a year? While a four-figure
amount does not come close to the $100,000-plus liability
fees which have driven all but one private practice neurologist out of business in Northeast Ohio, the increases
do reflect implicit recognition of psychology as a genuine
profession. Our profession has thus incurs a corresponding obligation to establish a fair and valid system of practitioner quality assurance.
So, to explicate my column title, what has risen is an
awareness of the need for an organized, coherent,
integrated system of training and certification; what is converging is the actualization of such a system. I’m gratified that
this occurred!
e-Editors’s Note: The e-Editor
acknowledges taking this article’s title from the late Flannery
O’Connor’s 1965 short story collection Everything That Rises Must
Converge.
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Introducing a New APPIC Board Member:

W

Perspective on APPIC
from Fresh Eyes
By Mariella M. Self, Ph.D.

ith a long-standing career
goal of becoming a pediatric
psychologist, involvement in
psychology training initially was not
an explicit career goal for me. I first
became involved in training simply by
transitioning from the postdoctoral fellow to faculty role and (gladly) assuming supervision responsibilities for those
who, at the time, were right on my heels. I have thoroughly enjoyed my supervision of postdoctoral fellows,
psychology interns, and graduate practicum students at
Texas Children’s Hospital, and mentoring psychology
trainees in both their competency and professional development quickly became a highly valued component of
my career.
I was asked to serve as Associate Training Director of
our psychology internship program in 2009, with assurances from the then-current Training Director that she had
no near-future intention of moving out of that role. At
graduation she pulled me aside, and it became clear that
I would be asked to step into the Training Director role
much earlier than either of us had expected. I assumed
directorship of the program in 2010 and am now enjoying my fourth internship class. Our program is relatively
large (current class of 9) and offers training experiences
with diverse populations and training settings (i.e., a
county hospital, child/family community mental health
center, private inpatient psychiatric facility, children’s
hospital, VA), so needless to say I too have learned a lot.
I find one of the most rewarding aspects of the training
director role to be tailoring training experiences and mentoring students to help them become the professionals
they aspire to be.
With growing interest in emerging issues of psychology education and training, I sought involvement beyond
my own program and became interested in professional
behavior and remediation of its problems, development
and assessment of competencies, and interprofessional
practice and education. Admittedly, when I submitted my
vita for consideration for an APPIC committee, I did not
expect to shortly thereafter be running for the Board.
I, presumably like others, have historically thought
and spoken of APPIC as if a person: “APPIC says…”; “I
probably should inform APPIC about this…”, etc. An

Degree: Ph.D. in Clinical Psychology from Texas A&M
University
Internship: Baylor College of Medicine, Menninger
Department of Psychiatry & Behavioral Sciences (Pediatric
Psychology track)
Postdoctoral Fellowship: Baylor College of Medicine/Texas
Children’s Hospital (Pediatric Psychology)
Current Position: Assistant Professor & Training Director,
Clinical Psychology Internship Program,
Menninger Department of Psychiatry & Behavioral Sciences
at Baylor College of Medicine
Professional Time: Clinical practice as a pediatric psychologist at Texas Children’s Hospital, collaboration on NIH-funded
research related to pediatric functional gastrointestinal disorders, and internship Training Director
important, albeit a bit mysterious authority. Now that I
am a part of the APPIC Board of Directors, I understand
differently who this “APPIC” is: a very dedicated group
of individuals committed to high quality psychology
training to the benefit of those who consume it, those who
provide it, and for the furtherance of the field.
I recently attended my first APPIC Board Meeting in
conjunction with the APA convention in Honolulu, and
I came away with some clear impressions of APPIC. As
an organization, APPIC has an important voice in a wide
array of important issues during an exciting time in psychology training. APPIC is committed to serving well
its members, associates, and students and is eager for
involvement not only with but from these groups. I also
came away with some clear impressions of the APPIC
Board. These people work hard. These people are really
thoughtful about the decisions that they make. And, happily, these people are nice.
I hope others who are also committed to psychology
training but have not yet taken the step of pursuing further involvement with APPIC will be encouraged to do
so. My thanks to the APPIC membership for offering
me the privilege of serving on the Board of Directors; I
am looking forward joining efforts with this hardworking group dedicated to the advancement of psychology
training.
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Understanding Rehabilitation Psychology:
The Path to Specialization

R

By Erin Andrews, Psy.D., ABPP; Board Certified in Rehabilitation Psychology
Central Texas VA Health Care System
Texas A&M Health Science Center College of Medicine
Co-Associate Editor for Disabilities

ehabilitation Psychology is a unique area of specialization within the field. Rehabilitation Psychologists
work with individuals and families with disabilities
due to injury, illness, or chronic health conditions, both
congenital and acquired, across the lifespan. This specialty:
(1) Provides services to improve the psychological wellbeing and enhance community functioning of people with
disabilities
(2) Applies psychological principles to enhance the
effects of medical, educational, and vocational rehabilitation services.
Approximately one in five Americans (i.e., roughly
50 million Americans) currently lives with a disability
(Brault, 2012). Over the next 1-2 decades, with the U.S.
population aging, the return of military veterans, and
advances in health care that make survival increasingly
possible after major illness and injury, the number of
people living with one or more physical, cognitive, intellectual, sensory, or psychiatric disabilities is projected to
expand considerably (WHO, 2011). This will affect psychology in a number of important ways. Chiefly, members of the general public have a vested interest in the
training of psychologists to work with and for people like
them, and those people will increasingly have disabilities.
Rehabilitation psychologists provide disability-based
assessment, intervention, and consultation, and possess unique training and skills in interdisciplinary team
functioning and support for caregivers. Rehabilitation
psychologists receive training in the medical and rehabilitation models the social and minority models, and functional biopsychosocial models of disability such as the
World Health Organization’s International Classification
of Functioning, Disability, and Health (ICF). They must
understand disability legislation and the civil rights of
people with disabilities.
Training in the specialty of rehabilitation psychology
is overseen by the Rehabilitation Psychology Synarchy,
which consists of the professional groups and organizations that represent the major educational, training, and
professional constituencies in Rehabilitation Psychology:
APA Division 22, the American Board of Rehabilitation
Psychology (ABRP), the Foundation of Rehabilitation
Psychology, the Academy of Rehabilitation Psychology,
and the Council of Rehabilitation Psychology Postdoctoral
Training Programs. Rehabilitation psychologists typically

complete a doctoral program in clinical or counseling psychology, and complete a predoctoral internship.
There are recent developments in the field of rehabilitation psychology that are important for those involved in
training to be aware of. In 2011, a national conference was
held to:
(1) Develop consensus guidelines about the structure
and process of rehabilitation psychology postdoctoral
training programs and
(2) Create a Council of Rehabilitation Psychology
Postdoctoral Training Programs to promote training
programs’ abilities to implement the guidelines and to
formally recognize programs in compliance with the
guidelines.
Forty-six conference participants were selected to participate, including important stakeholders, representatives
of rehabilitation psychology training and practice communities, representatives of psychology accreditation and
certification bodies, and those involved in medical education practice and research. Stemming from this conference
was a publication entitled “Guidelines for Postdoctoral
Training in Rehabilitation Psychology” which was published in the APA Journal Rehabilitation Psychology (Stiers et
al., 2012). Several guidelines were highlighted.
Postdoctoral training programs in rehabilitation should
have a rehabilitation and disability focus, and be conducted in a manner making it eligible for APA accreditation and residents prepared for board certification in
rehabilitation psychology by the American Board of
Rehabilitation Psychology. Consensus was that postdoctoral training should occur in an interdisciplinary rehabilitation environment, and offer direct experience working
with people with disabilities. Training staff should consist
of two or more formally designated and licensed faculty,
at least one of whom has achieved an advanced level of
competence in rehabilitation psychology. Those accepted
into postdoctoral training should ideally have completed
APA or CPA accredited doctoral programs and internships. One of the more controversial issues discussed
was the recommended length of postdoctoral training.
Consensus from the conference was that postdoctoral
training in rehabilitation psychology should be two years
(Under specific circumstances, a one year program may
be sufficient if trainee has completed a doctoral and/or
CONTINUED ON NEXT PAGE
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internship program with a strong rehabilitation psychology focus). Programs should
include didactic training aimed at fulfilling
the competencies set forth by the American
Board of Rehabilitation Psychology as well
as a formal ongoing evaluation program.
In 2013, a petition for formal recognition of rehabilitation psychology as a
specialty was reviewed by the American
Psychological Association Commission
for the Recognition of Specialties and
Proficiencies in Professional Psychology
(CRSPPP). Although it was not accepted, members of APA Division 22
(Rehabilitation Psychology), in collaboration with the Rehabilitation Psychology
Synarchy are working to make recommended changes and anticipate resubmission by year’s end. There are now 5 postdoctoral training programs in rehabilitation
psychology accredited by APA: University
of Washington School of Medicine,
Harborview Medical Center; James A.
Haley (Tampa) Veterans’ Hospital; Johns
Hopkins University School of Medicine;
McGuire (Richmond) VA Medical Center;
and Michigan State University, Flint Area
Medical Education.
In summary, rehabilitation psychology
is an important and evolving specialty
which will become increasingly relevant
with changing demographics in the United
States. Prospective rehabilitation psychologists and those involved in their training
should be aware of the requirements for
specialization and developments in the
field.
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Competencies in Clinical Neuropsychology:
A Call for Consensus

I

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

n my November 2012 APPIC e-Newsletter
column, I wrote of need to develop competencies specific to clinical neuropsychology practice. Houston Conference Guidelines
(HCG; Hannay, et al., 1998) have served us well,
but they are now “long in the tooth.” That’s
not because they’re no long useful of relevant,
or that they need to be weakened or watered
down. To the contrary, they are now lacking
because they were developed prior to most major developments in the so-called “competencies movement” in
professional psychology (e.g., Fouad, et al., 2009). Now
it’s time for our specialty to develop specific competencies for practice in clinical neuropsychology that build
upon the foundation of HGC, and draw upon the relevant literature since 1998.
Limitations of Houston Conference Guidelines
There are now several serious limitations with HCG
that derive from their being developed prior to advances
in our understanding of competencies over the past 15
years. Here are the major one:
Lack of distinction between functional and foundational
competencies: Houston guidelines make reference to both
general knowledge/skills and those specific to clinical
neuropsychology. However, in enumerating competency
areas, HCG do not distinguish between the two. In the
boarder literature, foundational competencies have
been defined as the knowledge- and skill-based building blocks for professional psychology that provide the
groundwork for all aspects of psychological practice,
whereas functional competencies define the specific
knowledge and skills needed for various domains of
practice, such as assessment, intervention, and consultation (e.g., Rodolfa, et al., 2005). Houston guidelines
make mention of various “foundations” of practice, but
neither foundational nor functional competencies are
defined or enumerated.
Lack of well-defined competencies: As noted by ReyCasserly, Roper, and Bauer (2012), Houston guidelines
refer to “administration of tests and measures” and
“interpretation and diagnosis” with no elaboration of
these competencies. In contrast, modern-day competencies are more specific and measurable. For example,
a competency on interview assessment that is part of
consensus guidelines in clinical health psychology is
as follows: “The entry-level clinical health psychologist
will be able to conduct a comprehensive biopsychosocial
interview and evaluate objective (relevant) biological and

psychosocial findings related to physical health
or illness-injury-disability.” (France, et al., 2008; p.
577). Such description provides specific description of the competency expectation for conducting interviews by clinical health psychologists.
And that is one of 53 functional competencies
specified for clinical health psychology in the
France, et al., (2008) article. Careful elucidation of
competencies should, taken together, capture the
essential elements of practice within a given specialty.
In order to do that, competencies must be precisely
described.
Limited guidance on the stages of professional development:
In addition to specifying precise competences for entrylevel practice, i.e., those obtained at the conclusion of
formal training, we should specify developmental levels
across competencies for each stage of training. Generally
speaking, training and education related to foundational
competencies needs to take place early in the graduate training sequence, and is typically completed at the
conclusion of graduate coursework, practica, and the
doctoral internship (Rodolfa, et al., 2005). At training
milestones below that of entry-level practice, specifying
developmental levels for competencies is achieved by
setting “benchmarks” for competencies regarding “readiness” to proceed to the next level or stage of training.
For example, in clinical neuropsychology, competencies
could be specified regarding readiness to begin clinical
practica, readiness to begin the internship, and readiness
to begin postdoctoral training.
Houston guidelines make reference to developmental
levels only in very general ways, for example by indicating that training in the specialty should encompass the
doctoral, internship, and postdoctoral levels. Houston
guidelines also indicate that the purpose of the internship is to complete training in the “general practice
of professional psychology,” and extend preparation
in clinical neuropsychology. However, the guidelines
simply state that entry and exit criteria for doctoral education “are those specified by the doctoral program.”
Furthermore, HCG make specific reference to flexibility
in training, providing vague graphical examples of how,
across individuals, the acquisition of knowledge and skill
areas may occur at different training levels, so long as all
are in place by the end of postdoctoral training. While
such flexibility may reflect the realities of the training
landscape, in that context it is difficult to determine
CONTINUED ON NEXT PAGE
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whether or not a given trainee is “on track” at the conclusion of doctoral coursework, practica, or internship.
Our lack of consensus in clinical neuropsychology on
what constitutes readiness for practicum, internship,
and postdoctoral training is not without consequences.
Every year, many hopeful postdoc applicants fail in their
attempts to obtain a postdoc, and some applicants fail to
be invited for interviews. Doubtless some of the problem
is caused by limited availability of postdoctoral positions.
However, judging from my experience, some applicants
are poorly prepared for postdoc, and may have been
poorly mentored regarding their chances. Reaching a better consensus regarding readiness may remedy that situation. Moreover, better defining the developmental level
of competencies would enable supervisors and trainees to
fine-tune training by focusing on the entire range of competencies that prepare individuals for advancement to the
next level. Having clear criteria in place for competency
development is the epitome of a well-developed specialty.
Future Directions
Houston guidelines do not need to be scrapped – they
need to be built upon. Here are the efforts that are needed by the specialty:
Develop consensus-based competencies for entry-level practice: An initial effort toward the development of entrylevel clinical neuropsychology competencies has already
been undertaken by Rey-Casserly, et al. (2012). Using
France, et al. (2008) as a structural model, we sought to
interpret or translate Houston Conference Guidelines
into contemporary competency language. In so doing, we
enumerated 20 foundational competencies and 78 functional competencies in clinical neuropsychology across
the domains of Evidence Based Practice, Assessment,
Intervention, Consultation, Teaching/Supervision, and
Systems. These domains are specifically applied to clinical neuropsychology, but they are consistent with recent
competencies initiatives in professional psychology (for
more information see http://www.apa.org/ed/graduate/competency.aspx). The competencies listed by ReyCasserly, et al., (2012) do not reflect a consensus-based
effort, but rather are meant to serve as a resource that
adds to the conversation regarding competency development.
Develop guidelines that address stages of professional
development: The competencies benchmarks document
defines competencies in professional psychology according to stages of professional development (see http://
www.apa.org/ed/graduate/benchmarks-guide.aspx).
Specifically, the document specifies competencies and
employs behavioral anchors to describe readiness for
practicum, internship, and entry-level practice for each
competency. Clinical neuropsychology needs to develop
competency benchmarks across competencies for each
level of training. Since our criteria for entry-level practice
is at the conclusion of the postdoctoral residency, our
competency benchmarks would include an additional

category of “readiness for postdoctoral residency” in its
benchmark language. Professional psychology’s competencies benchmarks document is a helpful resource to
use in exploring how competency benchmarks could be
defined within our specialty.
Link training to board certification: More than any other
specialty within professional psychology, clinical neuropsychology has emphasized board certification as an
important part of demonstrating competency. Houston
guidelines make specific reference board certification,
in that eligibility for board certification in clinical neuropsychology through ABPP is included as one of the
exit criteria for completion of the postdoc. Likewise, the
American Board of Clinical Neuropsychology (an ABPPmember board) endorsed HCG and stated that individuals completing the doctoral degree in 2005 or thereafter
must have completed a two-year postdoc in the specialty.
To further link board certification to training, it should
be included as an expected part of the training sequence
itself, as it is within medical specialties.
Concluding Comments:
Clinical neuropsychology scored a major achievement
in developing consensus guidelines for education and
training. But our early precociousness has not made up
for the need to continue to “grow up” as a specialty and
develop specific competencies, appropriate developmental expectations within each stage of training, and
increasing linkage of board certification within the training sequence. It is not a small task, and it’s time to start.
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Special section

How to be a training director

Tips for Trainers:

Psychological Assessment in Psychology Training

I

By Marla Eby, Ph.D.

am entering my last year as an APPIC Board member, and this being my penultimate column, I am
inclined towards a little reflection. For most of my
career, assessment has been a key part of my life as a
psychologist: I have done thousands of psychological
batteries, have taught assessment to over two hundred psychology interns, have taught graduate testing
courses in clinical psychology programs, have taught
freshman seminars on the creation and critique of the
psychological test, and have co-curated an exhibit on projective tests. One cannot do all this and be unaware of the deep
ambivalence with which psychological assessment is held
in professional psychology today, and yet I feel, deeply, that
psychological assessment belongs in professional psychology
training, and that we are mistaken to cast it out.
Historically, psychological testing has had its problems. In my
opinion, these are often related to the temptation of the psychologist to overreach. We have had psychologists estimate the IQ’s of
long-dead patriarchs, embed themselves in eugenic movements,
and define psychopathology based on the flimsiest of scientific
evidence, and these activities have not honored our field. And to
march through a collection of historical psychological tests (both
cognitive and personality) is not unlike Pilgrim’s Progress: one
sees where the pilgrim psychologist has fallen before you, and you
try not to step there. Furthermore, while clinical psychologists
were once relegated to doing psychological assessment only, they
were gradually allowed a seat at the table doing psychotherapy.
How much better, and how much easier, to do psychotherapy: a
comparable position to that of an MD, with no lengthy reports
to write. Hardly surprising then, if psychological testing courses
became fewer and shorter in professional psychology graduate
programs. Internship and post-doctoral programs, while complaining of this lack of training in their trainees, have nonetheless
for the most part followed suit – trainees tend to complete fewer
batteries, and with briefer tests.
Here are reasons why I hope (and even expect) that this
trend will reverse itself:
First, the dominance of psychologists in doing psychotherapy is already compromised: masters level clinicians can be
quite competent in this task, and are less expensive. Doctoral
level psychologists will be expected to do more, not only in
the areas of program development and research, but also in
scientifically informed consultation and assessment. Such
consultation has been revitalized by the work of Stephen Finn
and Constance Fischer, who articulate models of therapeutic
assessment that empower the role of the patient in the assessment process.
Second, psychological training in cognitive development

and in neuropsychology, always a mainstay of our
field, continues to grow apace. Both of these areas
have a natural marriage with psychological assessment
that has an increasingly impressive scientific basis.
Hopefully, these developments will also lead to new
tests: despite the fact that neuropsychological assessment is a burgeoning field, there is still a need to better
standardize the instruments in this area.
Third, apart from scientific population-based studies,
there is a continued need to define who the person is. This is
important not only in defining what works in psychotherapy,
but also in the emerging areas of health psychology, where
patient non-compliance is one of the key factors contributing
to continued health problems. While some psychological tests
may place a patient in a labeled diagnostic terrain, others may
contribute to an understanding of the nature of the patient’s conflicts, and how the patient handles these.
Finally, as Meyer et. al. have noted, the evidence for the
validity of psychological tests (and yes, even the muchcriticized Rorschach) in a variety of situations is every bit as
good as that for many standard medical tests (such as mammograms, dental x-rays, etc.). The key factor is identifying
what the tests are good for, and what their limitations are.
Ultimately, one hopes that this data will find its way towards
insurance plans which will support the use of psychological
assessment for targeted purposes.
Clearly, some of these developments are still unfolding. Why
teach psychological assessment to our trainees now? I would
propose several reasons: (1) to prepare our students for a future
practice that may be different from what psychologists do now, (2)
because the practice of writing a comprehensive written report on
psychological functioning sharpens diagnostic skills and thinking,
(3) to teach psychologists the important role of being a consultant
to other health care providers, with all the responsibility this entails,
(4) to teach psychologists how to better collaborate with patients in
their own treatments through therapeutic assessment, (5) to help
trainees become both users and consumers of standard psychological assessment tools, and finally (6) to help inspire professional
psychologists to develop ever better instruments for assessment,
because, yes, we will need them.
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Input from ACCTA Training Directors
By A. Glade Ellingson, PhD
University Counseling Center, University of Utah
Associate Editor for Counseling Centers

Whether you’ve been in the role for 25 years or 25
days, there are things we all could learn about How
to be a Good Training Director! I polled my venerable
colleagues in the Association for Counseling Center
Training Agencies (ACCTA) for their insights. What follows are their nuggets of wisdom, which I’ve put into a
few broad categories.
The Structural
• Interns appreciate a well-organized program. It helps bind
their anxiety and understand expectations. Even if everything
around you and your office is unorganized, make sure you
have a solid intern manual, a calendar of events, and written
seminar schedules. Even if they don’t read them, interns will
appreciate the sense of the program being organized.
• If you are creating a new evaluation form, start by identifying what your internship’s training goals are, then generate (or
borrow) items that fit with the training goals.
• If you are creating the year’s syllabus for the interns’ didactic seminar from scratch, look at the “required training activities,” or “curriculum areas” in Domain B.4 of the accreditation
self-study. Use those to guide the lineup to ensure that you
cover all of them.
• Never change course in a significant way based on one
cohort’s feedback. Otherwise your program will be directionless and subject to the shifting whims of interns. At the same
time, however, stay open to feedback and critically evaluate
your program each year. (Several TDs made this point.)
•Microsoft Outlook and other scheduling programs allow
you to set annual reminders about things TDs do regularly, e.g.,
paying professional organization dues, submitting the ARO to
APA, updating your APPIC Directory, or giving your interns
advance notice about upcoming events or evaluations.
The Practical
• Do what you say you do, with awareness that life is, at
times, a moving target. And just as you adapt to one change, a
new one will come along!
• Make sure to put everything in writing: Schedules, directives, policies, and procedures. No one will necessarily remember what you said, or what they were supposed to do. This
applies to your colleagues as well as your interns.
•There can be such a thing as too much training and supervision, especially as the year progresses. It’s important to use
a developmental approach and create more independence for
interns over the course of year.
• When in doubt, remember to “KISS” (Keep It Simple,
Stupid!). Too much thinking can screw up a very good training
plan.
The Strategic
•In creating new intern positions, document to management the clinical productivity of each intern group. You can
use catchy phrases, such interns starting off the year as “high
maintenance/high productivity” but always ending the year as

“low maintenance/high productivity.”
The Interpersonal
• It’s much easier to loosen your boundaries and
expectations as a training director than it is to tighten
them up once you feel things have gotten out of hand.
So I think it’s helpful to start with clearer and firmer
expectations and then relax them later as appropriate. It
gives you time to know who the players are in a given
intern cohort and to adjust accordingly.
• Build good will by thanking people for their contributions,
and conveying the message that “it takes a village.” When
people feel they have an important role to play, they’ll likely do
better.
• Establish a culture of talking openly with your intern
group about how things are going–not just in the training
program, but in their relationships with one another. When
they start applying for jobs, feelings of competition, envy, and
jealousy can run very strong, and it’s extremely beneficial to be
able to address these directly so they don’t poison the atmosphere at work.
• Remember, it’s not all about you. It can be easy to think
“This intern doesn’t like me” if you say “No” to a request. This
is especially true if you’re a new training director and you have
a particularly assertive intern with a strong personality.
• I think the most important thing to keep in mind is flexibility. Just when you’ve set up a beautiful Orientation schedule,
for example, someone will want to change their time. Being
flexible, within reason, allows you to stockpile favors, too, and
ask others for favors in return! Having a sense of humor about
these things goes a long way as well.
• I also think it’s very helpful to openly acknowledge your
mistakes with trainees and your staff. That really seems to
help them share theirs. Don’t think you have to be the expert
of everything. New training directors worry about being recognized as a leader, but acknowledging your fallibility doesn’t
necessarily make you lose your authority. It makes you more
approachable.
Intern Selection and Match
• Don’t panic when it’s 3 days before your application deadline and you have only a handful of completed applications.
The majority of applications will come in the final days before
your deadline.
• When reviewing internship applications, consider contacting the academic programs that ask you to use their forms to
evaluate their students. You can request they waive their own
forms, should the intern match with your program. Some
internship programs even make it known that they will not use
others’ evaluations or that students whose programs require
special forms will not be considered further.
• Check with interns who are international students shortly
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after Match regarding requirements of
their institution’s International Students’
Office. Most will ask you to explore
listing the dates of your internship just
short of 365 days, so the internship
can be considered Curricular Practical
Training (CPT) that is less than one year
in duration. Having less than one year
of CPT should enable the intern to stay
and work in the U.S. after obtaining
their doctoral degree under Optional
Practical Training (OPT), if they choose
to do a postdoc or pursue a work visa
via their first post-internship job.
The New Training Year
• In helping new interns begin the
year, it’s important to help them identify their new role as full-time employees in training. For many of them this is
their first full-time job, and it’s nothing
like being a practicum student.
• Always do a pre-assessment of
not only skills, but overall professional
identity. No two interns are the same,
and no two intern cohorts are ever the
same.
Wrapping up the Year
• Gather interns around before the
exit meeting and have each intern collate all of the evaluations he/she has
generated in the course of the year. If
you find that some evaluations are
missing or a signature is not on it, you
can ask them to get it to you. This saves
you from doing all of the collating work
yourself, and gives you and the intern
a chance to fix a problem before they
leave. I also have them reflect on what
all the evaluations mean to them personally.
Training Director Self-care
• Self-care, Self-care, Self-care. If I’m
burned out, the interns and supervisors
will feel it regardless, so it’s best to practice what I preach!
• Sometimes you have to take time
for self-care.   But sometimes you may
have to catch up on the weekend. It’s a
big job…but a wonderful one.
• Chocolate makes almost anything
better.
(Many thanks to the following ACCTA
Training Directors who contributed to
this article: Sarah K. Armstrong, PsyD;
Cindy M. Bruns, PhD; Lee H. Coleman,
PhD, ABPP; Kimberly A. Hays, PhD;
Joyce Illfelder-Kaye, PhD; Karen LeseFowler, PhD; Felix Savino, PhD; and Jod
Taywaditep, PhD.)

Consortium
data collection:
A love-hate
relationship
O

By Brenda J. Huber, PhD, ABPP
Associate Editor for Consortia

ne of the most important
duties of a training director is “quality assurance.”
Monitoring whether one’s program
is consistently adequately meeting
stated goals and objectives involves
an incredibly rewarding but neverending process of data management including data collection, data
analysis, sharing of feedback with
stakeholders, and reaching consensus
about how to address findings. As
a consortium, the complex feedback
loop for the typical, single site training director is magnified by the number of interns, training supervisors,
administrators, and governing board
members. This narrative is intended
to provide some helpful tips to
increase the likelihood of success in
this endeavor.
• Have a calendar within which
you’ve set due dates for each type of
data to be collected, when you will
review it, and when you will reflect
upon it with various stakeholder
groups. This practice is very helpful
in remembering and executing the
collection of distal data (information
about how your former interns are faring). So, for example, in a particular
month of each year, you might send a
survey to all program completers from
three years previous to see if they have
become licensed, whether they are
pursuing the kinds of work you prepared them for, and their perceptions
of their training. If you are an APA
accredited program, in particular, have
well-designed tables to which you add
data from each cohort in preparation
for your next self-study.
• Use technology! Having an

updated e-mail list or listserv of current and former interns and all your
training supervisors is, of course,
critical. Our consortium uses a Ning
(a private social-networking site) that
contains links to surveys interns complete following each training seminar,
to rate their supervision, and to evaluate their site and the consortium as a
whole. Supervisors also download
the uniform internship plan, complete their ratings and submit their
narrative feedback via this medium.
Aggregate ratings from each survey
can be easily exported to Excel spreadsheets.
• Involve interns who are interested
in administrative/leadership roles. In
our consortium, two interns receive an
extra stipend to represent their peers
on the governing board, regularly
sharing qualitative feedback. They
also perform administrative duties
such as collecting work products from
each intern demonstrating entry-level
competency on the various standards;
they provide reminders to their peers
when their missing information is
leaving the consortium with holes in
the data. If they collect documents that
supervisors or I also need to see in
real-time, they place electronic copies
in Dropbox.
• Make sure that the data you are
collecting is as behaviorally-anchored
as possible because this leads to a better sense of what the data means in
practical terms. Also, make sure the
data you are collecting very closely
aligns with your goals and objectives
so that you can know whether you are
efficiently and effectively accomplishing what you set out to do.
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A Systems Perspective for
Psychology Training

A

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

s a seasoned (perhaps overly-seasoned?)
training director of 32 years, I am taking
this opportunity (created by myself!) to
set forth some of the concepts, ideas, and strategies which I have adopted over time. Some of
these came about the hard way, as results of misdirected actions, poor judgments, and interpersonal gaffes. Those would be cautionary. Others
were developed as a result of having become
involved with professional groups and activities beyond my own facility. Those would be advisory.
Together, they encompass what I would characterize as
my evolving systems perspective.
• Recruitment and Selection. It is easy and natural
to concentrate on the narrow interests of one’s training
program(s), in such matters as intensely competing to
get the “best” trainees (whatever that means). In a longago discussion of intern recruitment and selection with
our former Cleveland VA Psychology Service Chief, Dr.
Dick McCormick, I experienced an epiphany: that the
best outcome of these processes for the profession is for
the applicants - not the programs! - to have priority in
placement preferences. After all, with the consultation
of their mentors and advocates, applicants are in the best
position to know what their career goals are and what
programs may best be pursued to achieve them. Indeed,
why should a program paternalistically and condescendingly consider itself superior to applicants in this respect?
This realization removes the pressure and performance
anxiety of getting “the best” selectees for one’s programs.
Failure to adopt a systems perspective is implicit in policy matters as well. Most recently, this has taken the form
of a small minority of postdoctoral residencies opposing
the establishment of a computer match for applicants. As
with internships fifteen years ago, this is an inevitable
decision that, regrettably, will take about five agonizing
years to reach.
• Facility Training Systems. The overarching training
approach and philosophy of a facility’s programs need
to be articulated. This goes well beyond espousal of a
particular training model or set of discrete competencies.
Becoming a psychologist does not entail merely doing
more of something or strengthening a skill as if it were
a muscle. Becoming a psychologist is not a continuous
process of steady accretion, as CoA’s wholesale transposition of internship standards to residencies would imply.
This development is sacchadic and involves successive

hierarchical reorganizations of one’s professional
identity, and integration with the overarching
self concept. Training systems need to recognize
these contrasts. To facilitate this type of growth
and development, the Cleveland VA internship
program recognizes that viewing oneself as an
active assessor, treater, and decision maker is an
essential development at that level. Accordingly,
we do not assign interns administrative tasks
such as participating in evaluation of their successors and we do not afford interns the opportunity to
supervise practicum students, who of course require the
most staff supervisory time and attention due to their
inexperience. Interns want to learn how to do psychology and that opportunity is what we provide to them.
In contrast, we strive to treat postdoctoral residents as
emerging independent professionals which is in fact what
they are. Achieving a doctorate changes one’s professional identity and sense of self. A new resident has the
same degree, education, and training as a beginning staff
psychologist who takes a job with us. Accordingly, at our
facility, a resident is given the same privileges, prerogatives, signature authorization, parking privileges, etc. as
a new staff psychologist All too often, programs fail to
treat residents differently from other trainees They are
infantilized by supervisors, attend the same seminars as
interns, and are monitored as closely and formally rated
as frequently as practicum students. At our facility, there
are clear delineations. Our residents have their own sets
of seminars, conduct umbrella supervision with interns,
pursue more specialized and focused training experiences, and are given decision-making responsibilities commensurate with a psychologist-employee at their level
of experience. A simple example: In the internship, we
require interns to visit the University of Akron Center for
the History of Psychology since our Training Committee
has determined that this is a worthwhile generalist experience for them. In order to maintain boundaries between
trainee developmental levels, we arrange a separate
visit for our residents; however, in contrast, attendance
is voluntary. We believe that residents can decide for
themselves whether or not such a visit will enhance their
knowledge and professional development. In a complex training environment such as ours, an overarching
Director of Psychology Training position is crucial. The
CONTINUED ON NEXT PAGE

A P P I C E - N E W S L E T T E R | N O V E M B E R 2 0 1 3 | PA G E 1 5

DOT maintains considerable centralized control of the
internship, assuring uniformity of standards and equal
treatment for all of our tracks (general/mental health;
prespecialization in clinical neuropsychology, clinical
heath psychology, or geropsychology). In contrast, while
the DOT maintains overall responsibility for adherence to
CoA and state training requirements in the Residencies,
the individual Program Directors exercise considerable
leeway in developing and effecting the didactic and experiential curricula particular to their areas. Lack of an
overarching training authority in a facility with a training
program invites competition for resources, redundancy,
inefficiency, and organizational manifestations of splitting
and projection. These factors all mitigate against development and maintenance of quality training programs
The risk for these to develop is greatest when a facility
has separate internship and residency directors.
• Integration of training programs with the emergent structure of the profession. In Cleveland, we have
determined that specialization is the future of professional psychology and have concentrated on expanding our
residency programs. We began with a Geropsychology
residency from 1993 to 2000 and established a Clinical
Psychology Residency with two “Special Emphasis
Areas” (Geropsychology; Psychosocial Rehabilitation of
the Seriously Mentally Ill) in 2004 (APA Accredited, 2006).
We were fortunate in greatly expanding that residency in
2008, adding SEA’s in PTSD, Substance Abuse, Primary
Care Health Psychology, and Special Medicine
Clinics Health Psychology. We added
a Rehabilitation Psychology SEA

in 2011. We also established a separate two-year Clinical
Neuropsychology Residency in 2008 (APA Accredited,
2011) which was consistent with Division 40/INS training criteria. At this writing, we are re-organizing into
separate Clinical Psychology, Clinical Health Psychology,
and Rehabilitation Psychology Residencies. Planfully
and intentionally, we have designed and labeled all our
Residencies and Special Emphasis Areas to be consistent
with recognized structural content areas of the profession. Clinical Psychology, Clinical Health Psychology,
Rehabilitation Psychology, and Clinical Neuropsychology
are all CRSPPP designated specialties, specialty areas
of CoA accreditation, and ABPP Specialty Boards positioning our alumni for eventual board certification.
Psychosocial Rehabilitation of the Seriously Mentally Ill
is a CRSPPP-designated proficiency. Substance Abuse
is an area of continuing education certification by the
APA College of Professional Psychology. And, recently,
Trauma Psychology has been established as an APA
Division, dovetailing with our PTSD Special Emphasis
Area. Aligning our specialty training with the emerging
structure of professional psychology will best position
our residents for demonstrating expertise and attaining
the ABPP Board Certification which will eventually be
required for credentialing and privileging of hospital
practice.
Reference
Goldberg, R. W. Conceptualizing the postdoctoral residency. This journal, III (1), 3-4.
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Notes from CoA
By Elizabeth A. Klonoff, Ph.D., ABPP
Chair, CoA, 2013

Update on Revising the G&P
As planned, the extra day added to the July, 2013, CoA meeting
allowed the Commission to review the new set of over 400 pages of
rich comments received during the Phase II public comment period
that ended June 1, 2013. Public responses to Phase I and Phase II
questions remain available on the CoA website (http://apaoutside.
apa.org/AccredSurvey/Public/default.asp). By the end of the
July meeting, the CoA was able to complete three “skeletons,” the
detailed outlines that provide the framework for the revision at
each level. At that meeting, the CoA made a number of important
decisions about certain aspects of the revision. These decisions were
in three areas: sequence of training, competencies, and diversity.
Sequence of Training
Review of the public comment provided by both individuals
and groups during Phase II indicated support for continuing to
require that the internship be completed before conferral of the
doctoral degree; CoA concurred and so this sequence will be maintained in the new accreditation standards.
Competencies
There were many comments about the role, nature, and possible
content of professional competencies. After careful consideration,
CoA has decided that the new accreditation standards will incorporate a common set of primary, core professional competencies.
The CoA is just completing its review and comparison of all major
competency documents from across the education and training
communities; the goal of this review is to identify the core professional competencies that will be expected of all students/trainees in
accredited programs. Following approval by the full Commission,
these common core professional competencies will be available
both as part of CoA’s efforts to communicate with its communities of interest and as part of the draft standards. Programs will be
asked to define their own competencies that go beyond the core
ones articulated by the new standards.
Diversity
CoA has frequently received feedback that the way diversity was
addressed in the current G&P often led to redundancy in a program’s self-study. In public comment CoA sought input regarding
the optimal way programs could document the various aspects of
diversity that need to be considered during program review. As a
result, the new accreditation standards will not include a separate
and distinct section on diversity; rather, programs will be expected
to address diversity in each of the relevant parts of the “skeleton”
specific to the area being described.
Next Steps
Three writing groups (one for each level) were formed and have
been working on filling in the content of the skeletons by resolving areas of disagreement and, where necessary, developing the
general language for the new standards. These embellished “skeletons” (outlines) will then go to the full CoA. Following review
and approval by CoA, the new standards will be edited by a professional technical writer and reviewed by legal, with a targeted
release for 6 months of public comment by the end of 2013. Further
re-working, editing, and re-writing will depend on the outcome of
the public comment period.
Public Disclosure of Accreditation Decisions
Another issue that had been out for public comment had to do
with what CoA disclosed to the public when it made a decision
about a program. Up until now, the website only stated when the

next site visit was to occur. The public comment was overwhelmingly against posting the final decision letter on the CoA website;
similar negative sentiment about posting even an abstracted listing of issues was also stated. As a result, CoA has decided to post
information on when the program was reviewed, how long the
program was accredited or reaccredited for, and a brief statement
about what an accreditation decision of that length means. This
provides more information to the public without providing the specifics that had been so thoroughly rejected in public comment.
New Accreditation Statuses for Internships and Post-Doctoral
Residencies
Just a quick reminder to programs seeking initial accreditation that the self-study instructions for both the “eligible” and the
“accredited on contingency” statuses are available on the CoA
website. As part of the accreditation application process, a new program must state when it submits its self-study which accreditation
status it seeks. CoA will review applicant programs based only on
the status the program requests. Programs that are unsure about
which status they may qualify for should contact the office (202336-5979, accred@apa.org) to discuss this. CoA will not change the
requested status of a program, even if to do so might result in an
applicant being accredited.
A Few Final Thoughts
Site Visitors. We are still desperately short of site visitors for
both internships and post-docs. This is becoming more acute, as
the efforts various groups have made to increase the number of
internships have resulted in an increase in the number of programs
seeking accreditation and reaccreditation. Having peers visit sites
as part of the accreditation process is crucial to quality assurance.
If you are not yourself trained as a site visitor, or if you know of
qualified individuals in your setting who would make good site
visitors, please contact the office to find out when the next training sessions are scheduled. For certain there will be training at the
APPIC meeting this spring, so please plan to sign up and attend.
Communication. As I have suggested in prior APPIC newsletters, CoA sends out a “CoA Update” following each meeting.
APPIC members who serve on CoA and members of the APPIC
Board help ensure that you get a copy of this. Please make an extra
effort to look for these four times a year, as the specifics for how
you can participate and provide public comment during the next
phase of the G&P revisions will be included. Members of CoA will
be available at the spring 2014 APPIC meeting to answer questions
you may have about the revision to the standards or about accreditation more generally. CoA also now has dedicated time at convention so you can talk to CoA members there. Feel free to contact
any of us if we can answer any questions or provide you with any
information that makes it easier for you to participate in the standards revision process or to interact with CoA about any issue.
Finally, on a more personal note, this will be my last APPIC
e-Newsletter contribution as CoA Chair. It has been an honor and
a privilege to be able to get to know and to work with this group
of talented and dedicated colleagues, many of whom I now think
of as friends. I would encourage each of you to make some time
in what I know are already busy schedules to contribute to education and training at the profession-wide level. Only by working
together can we ensure that the next generation of professional psychologists receive the kind of quality training they, and the public,
so richly deserve.
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FROM THE ASSOCIATE EDITORS

Behavioral Emergencies

I

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

t has been pointed out in regard to the assessment of suicide risk that “…. knowledge of
risk factors and the capacity to respond in an
effective way to those patients who present as
an imminent risk of suicide may be independent
areas of clinical competence” (Bongar, Lomax, &
Harmatz, 1992, pp. 262-263). The areas of knowledge about, and skill in dealing with, behavioral
emergencies (such as the imminent risk of suicide) may
be separate competencies or, possibly, separate components of a competency. An implication of the statement
by Bongar, et al., however, seems to be that clinicians-intraining are not likely to fully learn to make good decisions in high stakes situations where a patient is at risk
of suicide or violence to others simply through methods
such as lectures, courses, workshops, or case discussions.
At least, this is the position taken by the author in a recent
book manuscript (Kleespies, in press).
This is not to say that these methods of learning are not
very valuable. They are all clearly important methods by
which psychologists gain knowledge and learn about the
assessment and management of behavioral emergencies.
Yet, they are all methods that provide education and training in a calm and controlled setting. Although with some
educational methods (e.g., a workshop), there may be an
effort to simulate the pressure and tension that can accompany an emergency situation, at the end of the day there
are no real consequences or potential for a negative outcome. Moreover, these are often discrete episodes of learning rather than a more extended series of learning experiences that might allow for achieving greater mastery.
In regard to training to become competent in the
assessment and management of behavioral emergencies
(i.e. in assessing and managing patients/clients who are at
high risk of suicide or violence or both), I contend that the
training is best accomplished in real life encounters with
actual patients/clients at risk where the practitioner can
have not only training, but stress training as described by
Meichebaum (2007) and others (Driskell & Johnson, 1998).
Stress training has its roots in Meichebaum’s stress
inoculation training (SIT). In terms of his view of stress,
Meichenbaum (1985; 2007) is in the tradition of the cognitive-appraisal or transactional model of stress as espoused
by Lazarus (1994). With regard to training to cope with
stress, he has noted that the object of any stress management training is not to eliminate stress, “but to encourage
clients to view stressful events as problems-to-be-solved

rather than as personal threats. The goal is to make
clients better problem solvers to deal with future
stressful events as they might arise” (Meichenbaum,
1985, p. 30). In addition to helping people be better
problem-solvers, however, he has also emphasized
learning techniques designed to relieve distress and
foster emotion regulation. As he has stated, “Rather
than conceiving their stressors as being overwhelming, uncontrollable, unpredictable, debilitating, and
hopeless, the SIT trainer helps clients develop a sense of
‘learned resourcefulness’ (Meichenbaum, 2007, p. 513).
Although it has been applied with some professional
groups, the SIT model was originally developed as a clinical treatment program for individuals who had difficulty
dealing with problems such as physical pain, anger, and
phobic responses. It has retained an association with
treatment for clinical conditions. In an effort to extend
stress training beyond the clinical domain, Johnston and
Cannon-Bowers (1996) have developed a modification of
the SIT model (i.e., stress exposure training or SET) to be
used in training professionals who must perform tasks
under high stress conditions. The SET approach has three
stages: (1) an initial stage in which information is provided about the importance of stress training and what stressors are likely to be encountered; (2) a skills training phase
in which cognitive and behavioral skills for performing
the task or tasks under stress are acquired; and (3) a final
stage of applying and practicing the acquired skills under
conditions that increasingly approximate the potentially
stressful environment or circumstances.
I propose that this 3-phase model (with modifications)
be used as a guide for training clinicians in dealing with
behavioral emergencies. It is a model that is compatible
with the framework for achieving professional competence proposed by the APA Task Force on the Assessment
of Competence in Professional Psychology (October, 2006).
This Task Force has attempted to provide a conceptual
framework for thinking about competence in the practice
of psychology. They seem to embrace a definition of professional competence that was proposed for the medical
profession but which is felt to be relevant for professional
psychology. With this definition, competence is “the
habitual and judicious use of communication, knowledge,
technical skills, clinical reasoning, emotions, values, and
reflection in daily practice for the benefit of the individual
CONTINUED ON NEXT PAGE
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and community being served” (Epstein & Hundert, 2002,
p. 227). In this definition, there is an emphasis on the
habitual judicious use of knowledge, skills, and abilities in
daily practice as integral to achieving competence in professional functioning.
The Task Force goes on to state that there are competencies that are elements of competence. Competencies are
conceptualized as clusters of integrated knowledge, skills,
and abilities that enable an individual to fully perform
a task. They are divided into foundational competencies
and functional competencies. Foundational competencies
have to do with scientific knowledge, scientific methods,
knowledge of ethical and legal standards, and so forth.
They form the building blocks of what psychologists
do. Functional competencies, on the other hand, have to
do with assessment, diagnosis, intervention, consultation, and so forth. They reflect the knowledge, skills,
and attitudes needed to actually perform the work of a
professional psychologist. It seems to the author that the
assessment and management of behavioral emergencies is
a functional competency that is important (I would argue
essential) to the development of overall competence for
practicing psychologists.
The APA Task Force Report emphasizes that assessment
should reflect fidelity to actual practice; i.e., the assessment method should evaluate, as closely as possible, the
actual behaviors that the clinician performs in practice.
There is little doubt, however, that dealing with behavioral emergencies can be stressful for trainees as well as
for more experienced staff. To train clinicians to deal with
such situations, I propose using the stress exposure model
noted above in combination with what I have referred
to as the mentor model. In the mentor model, an experienced clinician and an intern or trainee are paired in settings where patients or clients at risk are evaluated. The
intern or trainee has the opportunity to observe and work
closely with a more seasoned professional who has
been successfully engaged in this type of
clinical work. The pressure of more
complete clinical responsibility
is only gradually assumed by
the trainee, and anxiety is
kept at manageable levels.
In this model, it is important for the supervisor
to be aware of the balance between support
and intern responsibility, and to shift the
balance appropriately
over time to promote the
more independent func-

tioning of the clinician-in-training.
As recommended in the SET approach, the clinician-intraining, in working with a mentor, has the opportunity
to begin applying and practicing the skills that he or she
has acquired through lectures, workshops, mental practice
with case vignettes, and observation. With this gradated
approach, the stress training discussed by Meichenbaum
(2007) as well as by Johston & Cannon-Bowers (1996) can
begin to occur and the capacity to respond effectively to
high risk patients can develop.
References
APA Task Force on the Assessment of Competence in
Professional Psychology. (October, 2006). APA Task Force
on the Assessment of Competence in Professional Psychology:
Final Report. Washington, DC: American Psychological
Association.
Bongar, B., Lomax, J., & Harmatz, M. (1992). Training
and supervisory issues in the assessment and management of the suicidal patient. In B. Bongar (Ed.): Suicide:
Guidelines for assessment, management, and treatment (pp.
253-267). New York: Oxford University Press.
Driskell, J., & Johnston, J. (1998). Stress exposure training. In J. Canon-Bowers & E. Salas (Eds.): Making decisions
under stress: Implications for individual and team training (pp.
191-217). Washington, DC: APA Books.
Epstein, R., & Hundert, E. (2002). Defining and assessing professional competence. Journal of the American
Medical Association, 287, 226-235.
Johnston, J., & Cannon-Bowers, J. (1996). Training for
stress exposure. In J. Driskell & E. Salas (Eds.): Stress and
human performance (pp. 223-256). Mahwah, NJ: Erlbaum.
Kleespies, P. (in press). Decision-Making in Behavioral
Emergencies: Acquiring Skill in Evaluating and Managing
High Risk Patients. Washington, DC: APA Books.
Lazarus, R. (1994). Emotion and adaptation, New York:
Oxford University Press.
Meichenbaum, D. (1985). Stress inoculation training. New York: Pergamon
Press.
Meichenbaum, D. (2007)
Stress inoculation training: A preventative and
treatment approach. In
R. Lehrer, R. Woolfolk,
& W. Sime (Eds.):
Principles and practice of
stress management (3rd
Edition) (pp. 497-518).
New York: Guilford
Press.

A P P I C E - N E W S L E T T E R | N O V E M B E R 2 0 1 3 | PA G E 1 9

Counseling Centers

Updates from the Association of Counseling Center
Training Agencies (ACCTA)

O

By A. Glade Ellingson, PhD
University Counseling Center, University of Utah
Associate Editor for Counseling Centers

ne of the perks of being a counseling center training director is the opportunity to belong not only to
APPIC, but to the Association of Counseling Center
Training Agencies (ACCTA) as well. This column will provide a summary of ACCTA’s activities and initiatives of the
past year. We appreciate the opportunity to stay in touch
with our training director colleagues in other settings, and
hope that counseling center training directors who are not
currently ACCTA members will consider joining.
Membership & Mentoring. ACCTA’s membership has grown
this year to include 176 training agencies that are located either at
a university/college-based counseling center, or are part of a consortium with such a program. There are currently 148 member
agencies which offer internships. The majority of these internships
are APA-accredited programs, with a significant minority working toward APPIC Membership and/or APA-accreditation. The
organization also includes a number of agencies that currently offer
practicum-level training that are in the process of developing internships. ACCTA has an active Mentoring Program to support the
development of high-quality internships. The program pairs counseling center training directors from developing or unaccredited
internships with colleagues from established, accredited counseling
center training programs. There are currently 33 such mentor pairs
in ACCTA. These mentoring efforts are especially important in light
of APA’s recently adopted Resolution on Accreditation (APA, 2013).
Liaison Work and Collaborations. ACCTA was pleased this year
to establish or maintain professional ties with many organizations
and work with them toward common goals. This past year ACCTA
had formal interactions—most often by sending a Liaison to a conference or meeting—with the following organizations:
• APA, including the Board of Educational Affairs (BEA) and
various Sections of the Society of Counseling Psychology (SCP;
Division 17)
• APPIC
• Council of Chairs of Training Councils (CCTC)
• Council of Counseling Psychology Training Programs (CCPTP)
• National Counsel of Schools and Programs of Professional
Psychology (NCSPP)
• Association for University and College Counseling Center
Directors (AUCCCD)
• Association for the Coordination of Counseling Center Clinical
Services (ACCCCS)
• Association of Psychology Training Clinics (APTC)
• National Multicultural Conference and Summit (NMCS)
• College Student Educators International (ACPA): Commission
on Counseling and Psychological Services (CCAPS)
• Association of State and Provincial Psychology Boards (ASPPB)
The liaison with ASPPB was newly created this year, and we
appreciate our opportunity to collaborate with this important orga-

nization around licensing and credentialing issues.
External Initiatives & Involvement in the National
Training Community. ACCTA is committed to being a
“voice at the table” and maintaining its engagement in
national conversations regarding the training of psychologists (M.A. Covey, personal communication, September 6,
2013). In addition to the several liaison collaborations above,
these initiatives by ACCTA and its members include:
• Efforts to address the Internship Imbalance, including
the mentoring program mentioned above and the emphasis of our
annual conference mentioned below;
• An ACCTA committee which crafted thoughtful and thorough
input for the Guidelines and Principles for Accreditation (G&P)
Roadmap, Phase II;
• Participation in the Special Task Group (STG) creating the
Counseling Psychology Competencies;
• Participation as a Co-host for the upcoming 2014 Counseling
Psychology Conference, to be held in Atlanta.
Internal Initiatives. ACCTA members also furthered the goals of
the organization via several “in-house” initiatives. These include:
• The continuing work of the Steering Committee for ACCTA’s
Standing Committee on Diversity (SCD) to address the organization’s advocacy and social justice work;
• Overhauling and updating the features and capacities of our
website (http://www.accta.net/ ), and transitioning to a new website provider;
• Transitioning several duties related to conference site planning,
membership management, and website management to AMC
Source, an independent organizational support provider;
• Program planning for our annual conference, held this year in
New Orleans from September 21-25. The theme of this year’s conference was “The Internship Crisis and Social Justice: Implications
for Selection and Training.” We were honored to be joined by Dr.
Nadine Kaslow and Dr. Greg Keilin as our Keynote Speakers. Nine
additional sessions on a variety of topics were offered for CE credits.
Organizational business, opportunities for informal networking,
some sightseeing, and good eating rounded out the conference.
Again, we hope these updates are helpful to our training director
colleagues in other settings, and we invite counseling center training
directors or coordinators who are not part of ACCTA to join!
(Note: A special thanks to Dr. Mary Ann Covey, President of ACCTA,
for providing much of the content summarized above.)
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Disabilities

T

Approaching Disability as a
Form of Diversity
By Lauren Imperatore, Ph.D.

he field of psychology is one that values a respectful approach to human differences. Indeed,
Principle E of The American Psychological
Association’s (APA) Ethical Principles and Code of
Conduct encourages psychologists to be “aware of and
respect cultural, individual, and role differences, including those based on age, gender identity, race, ethnicity,
culture, national origin, religion, sexual orientation,
disability, language, and socioeconomic status, and (to)
consider these factors when working with members of
such groups. “
Awareness of, respect for, and consideration regarding issues germane to disability form a trifecta of goodpractice intentions that may require education during
the internship and post-doctoral training years to realize. Quite often, the curricula of general psychology
graduate programs address the topic of disability with a
separate (and narrower) lens compared to other areas of
difference (e.g., race, culture, and ethnicity). By the time
trainees reach their internship setting, their personal and
professional experiences with disability may be relatively constricted. A certain level of discomfort with disability would be only natural as would a naiveté regarding
ways to conceptualize it and approach it in practice.   
Given that approximately 20% percent of individuals
in the United States are identified as having some form
of disability (Brault, 2012), and given that this percentage is expected to increase as the baby boomer population ages (King, 2013), it is likely that psychologists will
have the opportunity to reference their learning in this
area at some point in their careers. Training settings
may not provide ample experiential training based on
the demographics of the patient population they serve,
but sites can offer didactic instruction on the pragmatics
and dynamics of disability using their systemic competence in other areas of diversity as a foundation. Here
are some guidelines for approaching the topic of disability as a form of diversity:
1. Acknowledge biases: Like any human difference,
a disability can engender emotional reactions and ideas
that have deep roots. Society, the media, our families,
our unique histories; these elements (and others) contribute towards collective and personal biases about the
concept of disability (e.g., that it is something to “overcome”) and about people who have disabilities (e.g.,

they have a lesser quality of life compared to people
who are “able-bodied”). Like our biases in other categories of diversity, our preconceptions about disability
can eclipse accurate evaluations of other people’s experiences and self-perceptions. Careful curiosity (versus
under-informed “knowing”) can serve to neutralize the
valences of our biases.
2. Respect the diversity within disability: There
is tremendous variability amongst people with disabilities. For some individuals, their disability is an
important aspect of their identity, whereas others may
relate to their “disability” as a medical issue - full stop.
Disabilities can be “hidden” (e.g., a learning disability, a
mental disability, or a hearing loss) or they can be manifest (e.g., blindness or an ambulatory issue secondary
to a leg amputation). They can be congenital, acquired,
acute, and/or progressive. As with other areas of diversity, a collective label (e.g., “people with disabilities”)
may obscure shades of individual difference.
3. Seek out consultation and other learning opportunities: Our field is rich in resources. In addition to consulting with colleagues who have specialty knowledge
in and experience with disabilities, psychologists and
psychologists-in-training can access current literature
and online resources (e.g., www.apa.org/topics/disability and www.disability.gov) to become familiar with
relevant issues.
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Recommendations for Coping
with Racial Discrimination

By Tonisha Joanis, Ph.D.
any people of color have encountered racial
sharing personal reactions and intentions can lead to
experiences (at work or outside of their job
invaluable educational exchange and conflict resolusetting) that were perceived as unsettling or
tion. For potentially racial events that remain unreambiguous. Research has shown that such modern
solved in the workplace, written documentation (that
day racism often occurs in the form of miccroaggresincludes objective witness accounts) is critical.
sive (subtle) or microassaultive (direct) behaviors
• Public Awareness. Organizing rallies and discusthat can cause psychological distress and may elicit
sion groups, facilitating work-shops, and generating
unpleasant feelings such as depression, anxiety, and
(written/public) media accounts are additional tools
anger (Borders & Liang, 2011; Giamo, Schmitt, &
for social education, personal growth and emotional
Outten, 2012; Hernandez, Carranza, & Almeida, 2010). release (Giamo et al., 2012; Hernandez et al., 2010;
Many individuals often do not know how to deal
Kim, Hall, Anderson, & Willingham, 2011.)
effectively with provocative racial incidents. The purIn summary, racial events (specifically those directpose of this article is to discuss ways in which racial
ed toward people of color ) can be quite unsettling. If
minority members experiencing discrimination may
they are not properly and adequately addressed, the
cope and utilize techniques that preserve personal
potential exists to cause significant mental (and social)
psychological well-being.
harm. Utilizing appropriate coping strategies can
• Appraisal. This technique involves taking time
help relieve anguish and enhance both racial sensitivout, alone, to reflect on a potentially racial event,
ity and diversity awareness. Whether in private pracassessing one’s feelings, thoughts and behavioral reac- tice settings or public venues, it is critical that safe and
tions. Appraisal may help clarify whether one’s inter- welcoming environments be promoted in which indipretation of an event as “racial” was indeed accurate,
viduals can comfortably process adverse racial events.
or whether it might have been the result of underlying
personal influences. An important goal of appraisal is
References
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ness.
partially mediates the association between perceived
• Self-Care. Employing techniques that enhance
ethnic discrimination, emotional distress, and aggresrelaxation may prove effective in managing emotional sion. Cultural Diversity and Ethnic Minority Psychology,
stress and promoting mental equilibrium. Deep
17 (2), 125-133. Doi: 10.1037/a0023357
breathing, guided imagery, yoga, walking, jogging
Giamo, L.S., Schmitt, M.T., & Outten, H.R. (2012).
and spiritual/religious ritualizing can potentiate posi- Perceived discrimination, group identification, and
tive mental rebounding (and may therefore soften a
life satisfaction among multiracial people: A test of
racially disconcerting experience).
the rejection-identification model. Cultural Diversity
• Social Support. A network of friends and coland Ethnic Minority Psychology, 18 (4), 319-328. Doi:
leagues can be quite useful for venting frustration,
10.1037/a0029729
substantiating personal interpretation, and emotionalHernandez, P. , Carranza, M., & Almeida, R. (2010).
ly processing negative racial experiences. Seeking the Mental health professionals’ adaptive responses
opinion of someone from a racial background similar
to racial microaggressions: An exploratory study.
to the offender may be especially useful. The goal is to Professional Psychology: Research and Practice, 41(3),
validate or challenge one’s personal reactions as objec- 202-209. Doi: 10.1037/a0018445
tively and broadly as possible.
Kim, C.L. , Hall, M.E.L., Anderson, T.L., &
• Confrontation. An important response may simWillingham, M.M. (2011). Coping with discrimination
ply involve approaching the offender personally. This
in academia: Asian-american and Christian perspecshould be done in a measured and non-threatening
tives. Asian American Journal of Psychology,
manner. Sometimes just having a calm discussion and
2(4), 291-305. Doi: 10.1037/a0025552
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College and Poverty
Go Hand and Hand

I

By Lynette Sparkman-Barnes, Psy.D.
University of Missouri-Kansas City

’ve worked in higher education, and specifically in
University Counseling Center settings for ten years.
During this time, I’ve experienced the trials and triumphs of many students as they embark upon attaining
whatever degree of college education they seek. To some
of these students, college is a family expectation, perhaps
even a tradition among generations. For others, college is
the long awaited prize at the end of years of elementary
and secondary education and navigating through school
systems with varying amounts of resources and opportunities. Still for many students, college is a way out of lives
infused with the struggle and strife of poverty, crime and
oppression.
I believe it is safe to say that the pervasive sentiment in
the United States is that a college education is the pathway
to realizing the American Dream: a life of hard work that
is well balanced with more of the luxuries of life, including
relaxation, play, and an enviable amount of material possessions. Unfortunately, our society is now experiencing a
shift in what we believed to be a time honored privilege or
maybe even a right. Instead of being the avenue to realizing the American Dream, attending college has turned into
the road to experiencing an American Nightmare. For our
poor and economically marginalized, college has now created a chasm in which these students are further solidified
within their social class—in other words: College is making
poor people even poorer.
In a recent NY Times article, columnist Jason Deparle
(2012) pulls back the curtain to reveal this disturbing truth.
The article contends that students from lower socio-economic classes are inherently in an uphill battle, and despite
the erroneous belief that slight shifts to better equalize
students along the basis of race have made a tremendous
difference, poor students, and particularly poor students
of color continue to get “left behind” in regard to graduating and getting the opportunity to achieve the assumed
rewards that accompany such an accomplishment.
To illustrate this point, DeParle recently chronicled the
stories of three young Latinas, all stellar achievers and all
college bound. Somehow between hopes and dreams of
living a “better life” and the realization of this better life,
several factors are noted to have occurred. These three
young women are left five years later, carrying significant
student loan debt but having no college degree.
The University of Michigan’s Dynarski and Baily purport

that there is troubling disparity regarding whether one
persists and graduates from college, largely based upon
income (2011). They offer that over time the gap between
the most affluent and the most economically challenged
students who actually graduate or complete college has
significantly increased. It would seem that if a college
education and degree is paramount to reaching an earning
potential that will guarantee one’s ability to earn more than
a living wage, then such a disparity should cause us alarm
that the gap between rich and poor is not only increasing,
but increasing at a rapid rate.
Several factors contribute to this injustice. According to
the US Department of Education and the National Center
for Education Statistics (Oct 2012), over the past twenty
years the costs of public universities have increased over
sixty percent. And although many universities are able
to offer more financial aid to students from low-income
homes, the increase in aid pales in comparison to the
increase in cost of tuition and other student expenses.
Other factors involve changes in family structure in
which more homes now only have the financial support
of one parent. Further, many of our neighborhoods have
remained segregated by class; hence many students from
low-income homes are more likely to be enrolled in lowerquality and compromised school districts.
Moreover, those who come from more affluent homes
boast the advantage of being able to more easily pay for
an education, as well as being able to access more educational resources in middle and high schools, e.g. tutoring,
coaching, and other special programs to assist students in
becoming stronger learners (Donald 2012). Although these
programs are available to varying degrees in most communities, students from lower income homes generally will not
have the monetary resources to take full advantage of these
programs at the rate and for the length of time that students
from higher socio-economic status are able to participate.
Such lack of exposure can hinder students from low income
homes in several ways. First, these students are lacking the
opportunities to enhance their learning and acquire much
needed skills to perform optimally on pre-college tests, e.g.
the ACT or the PSAT. Second, by not participating in these
programs, these students are cheated from the opportunity
to practice the critical thinking that often is strongly encourCONTINUED ON NEXT PAGE
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aged in these programs. Finally,
these students miss the opportunity to begin that entry level
dialogue regarding how to persist in college and navigate the
college systems, e.g. financial
aid and other “unknown rules”
of how to survive in college.
All of these factors contribute to the growing divide of
rich and poor in our society.
Moreover, these factors have
significant and often adverse
effects upon the students we
serve within our University
Counseling Centers. As the
DeParle article quotes, “if
only the prosperous become
educated-and only the educated
prosper-the schoolhouse risks
becoming just another place
where the fortunate preserve
their edge.”
This is only the beginning
of a dialogue on this subject
matter. Of course there are several layers to this conversation,
particularly in how we view
the interface of class, race, and
even gender. I look forward to
continuing this conversation in
upcoming issues and welcome
your feedback on the subject
matter.
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Geropsychology
By Andrew L. Heck, Psy.D., ABPP (Piedmont Geriatric Hospital)

eropsychology’s identity as a specialty area continues to solidify,
thanks to the tireless efforts of
many committed individuals and organizations. The ongoing collaborations
between APA’s Committee on Aging
(CONA), the Council of Professional
Geropsychology Training Programs
(CoPGTP), APA Division 12/II (Clinical
Geropsychology), APA Division 20 (Adult
Development and Aging), Psychologists
in Long-Term Care (PLTC), the American
Board of Professional Psychology, and
others, continue to produce significant
developments toward establishing
parameters and standards for budding
and experienced Geropsychologists alike.
Recent developments include the following:
• Geropsychology ABPP: The implementation phase of the development of
the American Board of Geropsychology
(ABGERO), approved by the ABPP
Board of Trustees last summer, is well
underway. Most of the initial board
members have been appointed and
examined, and interested and qualified
geropsychologists are now invited to
submit application materials. Details
of qualifications and instructions for
applying can be found at www.abpp.
org. ABPP bylaws require that 30 nonboard members must be examined
within two years of the board’s establishment before the board becomes a
full-fledged specialty; there has been
sufficient interest in ABGERO to indicate that the specialty will become
official during the 2014 calendar year.
Questions about ABGERO’s progress,
candidate eligibility, and the application process should be directed to
Victor Molinari, Ph.D., ABPP, ABGERO
President. He can be reached at vmolinari@usf.edu.
• GeroCentral.org: The website
http://gerocentral.org, a collaboration between CONA, Division 12/II,
CoPGTP, PLTC, and Division 20, is now
live! Originally funded by an interdivisional grant from APA’s Committee on

Division/APA Relations (CODAPAR)
and led by Geropsychologist Erin
Emery, Ph.D., the site serves as a
resource that provides psychologists,
trainees, and others with current
and extensive material devoted to
Geropsychology training and practice.
Included on the website is an online
version of the Pikes Peak Competency
Tool, which enables users to rate themselves along several dimensions of
foundational and functional competencies and track their progress over time.
GeroCentral is updated regularly with
new information.
• Geropsychology as a postdoctoral specialty: In May of this year,
APA’s Commission on Accreditation
(CoA) endorsed Geropsychology as a
“Postdoctoral Residency Substantive
Specialty Practice,” joining Behavioral
and Cognitive Psychology, Clinical
Child Psychology, Clinical Health
Psychology, Family Psychology,
Forensic Psychology, and Rehabilitation
Psychology as areas of specialty at the
postdoctoral training level. APA’s backing of Geropsychology’s “unique and
specific educational and training guidelines” lends important support to the
specialty’s growth and development.
• Council of Professional
Geropsychology Training Programs:
CoPGTP’s membership roster continues to grow steadily. Beginning in
2006 with a small handful of programs,
CoPGTP now has nearly 40 active member programs! Training programs at the
doctoral, internship, postdoctoral, and
post-licensure levels are well-represented and continue to network extensively
with one another to share best practices,
training models, and other ideas that
push the specialty forward as a collective whole. CoPGTP also presents
annual awards to program that exhibit
innovations in training and excellence
in training research. Programs interested in becoming CoPGTP members
may visit www.copgtp.org for more
information.
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Issues Concerning Persons
with Serious Mental Illness

Treating Persons with Serious Mental Illness on the
Inpatient Unit: What Do Interns Need to Know?

A

By Edward E. Hunter, Ph.D., ABPP

common setting where interns encounter
persons with severe and persistent mental illness (PWSPMI) is on an inpatient
psychiatry unit. There is some empirical support for the efficacy of psychological interventions with this patient population (Society for
Clinical Psychology, 2013). Furthermore, with
expertise in psychological assessment, psychologists can offer a unique perspective among professionals in any setting. Assuming that psychologists can
make a contribution to the treatment of PWSPMI in
a hospital environment, what do interns need to gain
from their experience in order to become competent
providers?
Examining the training needs of interns in this area
is particularly timely. Caccavale, et al. (2008) point to
clinical psychology as a central discipline which can
address the “silent shortage” of professionals able to
work with PWSPMI. In keeping with the limited number of trained psychologists who can treat PWSPMI, the
Health Resources and Services Administration (HRSA)
made available last year approximately $10 million
dollars to fund psychology training, including internship training. These funds were intended to increase
the number of trained psychologists to work with
vulnerable populations such as the chronically mentally ill, particularly those in underserved areas. The
increased interest of the federal government in helping
to train psychology interns to serve PWSPMI benefits
psychology through helping to “close the gap” in the
disparity between graduate training and internship
slots. Furthermore, it means that more interns may
be attracted to working with PWSPMI, more internship programs may offer training for such individuals,
and more trainees may become psychologists who will
work with PWSPMI.
Given that training needs for interns working with
PWSPMI in inpatient environments need definition,
we asked two training psychologists in inpatient settings to discuss what interns need to learn. We began
by asking about the background of interns coming into
training, wondering whether they were felt to be prepared for the experience.
Albert “Buddy” Poje, Ph.D. trains interns on an

acute inpatient unit at a major academic medical
center. He noted that graduate school didactic
experiences generally provide interns with a basic
background in diagnosis and in what is known
from a therapeutic standpoint. He also observed
that some interns have practicum experiences in
mental health centers which provide some exposure to PWSPMI. Inpatient clinical training is
less common. In spite of this, most interns have at least
some curiosity about the inpatient psychiatry experience. PWSPMI patients are quite different from those
with whom many interns have seen previously, and
the interns want exposure. Frequently, most, if not all,
of the patients or clients they have seen before their
internships had non-psychotic conditions or at least
were not in an acute phase of psychosis. Their patients
also commonly had insight into their disorder and
motivation to participate in evaluation or treatment.
This made it easier to use empirically supported interventions that often required assignments that patient
could complete between meetings.
Aleen Dennis, Ph.D. is the training coordinator at a
state mental hospital which serves a large catchment
area including underserved and rural areas of her state.
She noted that patients with psychotic diagnoses such
as Schizophrenia and Schizoaffective Disorder, Bipolar
Type are extremely common in state hospitals. She
indicated also that persons afflicted with these conditions usually lack insight into their illness. They generally see little need to change, lack motivation to do so,
and are often resistant to interventions. They are often
currently psychotic, and may be easily agitated, disorganized, and unable to follow a train of thought.
Both Dr. Dennis and Dr. Poje indicated that dealing
with these circumstances requires a level of understanding of PWSPMI that they want to cultivate in
interns. Dr. Dennis emphasized that being able to
appreciate the experience of living with a severe mental illness is essential to good care. This is perhaps the
most important aspect of the training. She noted that
the central ingredient in this process is respect and
acceptance of the patient’s experiences. While a comCONTINUED ON NEXT PAGE

A P P I C E - N E W S L E T T E R | N O V E M B E R 2 0 1 3 | PA G E 2 5

mon aspect of any psychotherapy, the nature of that
acceptance and respect is in many ways quite unique
in patients with psychotic disorders. PWSPMI are frequently fearful and paranoid, hearing voices that tell
them others are going to kill them, for instance. They
may think they are being poisoned or intentionally
infected. They can become angry if the clinician does
not try to do something about their concerns. In fact,
telling a patient without insight that they are wrong
about their delusion can often result in extreme reactions. Thus, it can take a good deal of clinical judgment
to determine when and whether to address a reality
distortion.
The symptomatic problems in patients with psychotic
disorders affect their lives in many ways. Dr. Dennis
noted that are usually ostracized. They have often
“burned bridges” with family through their beliefs or
actions. Their self-esteem suffers. They feel that they
are viewed through the lens of a stigmatizing label.
They resist the designation of schizophrenia or other
diagnoses, feeling disrespected for their experiences.
As interns learn about PWSPMI they are helped to
better understand the patient’s “world”. Without this
understanding of what they will empathize with, and
how they will respond, they cannot really “connect”.
Dr. Poje noted that the ability to be flexible is essential. Interns generally need to recognize that no single
approach or orientation is going to work. Professional
growth, especially in the population, can involve more
opening one’s mind to available options. Interns also
often need to learn to be able to let go of the idea of
needing to “do something” which is prevalent in many
current psychological intervention approaches. Rather,
the major emphasis is most prominently connecting and
relating with the patient as a person.
Another common theme noted by our consultants
was that trainees need to know about the body as well
as the mind. Dr. Poje observed that successful trainees appreciate that PWSPMI have a physical disorder
also. It is easy for psychologists, trained as behavioral
specialists, to fall into a Cartesian dichotomy in which
the neurology and more generally the biology of mental disorders is overlooked. Dr. Poje trains interns
toward an in depth understanding of the biological
bases of the conditions and the treatments, both in
terms of their knowledge base and practical clinical
considerations. An understanding of such matters can
be valuable in educating patients and in appreciating
the degree of their disability. Successful interns will
to work closely and effectively with their colleagues
in medicine and psychiatry. Dr. Dennis echoed this
theme, pointing out in particular that it is important
for interns to develop a knowledge base regarding
the physiological effects of the medications used in
treating the conditions in PWSPMI. For instance, side
effects such as weight gain can affect self-concept and
self-esteem.
Of course, both consultations felt that didactic

training and clinical exposure are needed on internship. For instance, Dr. Dennis referenced an article in
Schizophrenia Bulletin (Frese,et al, 2009) which addresses
in depth the common experiences of living with these
conditions. This is a good resource for classroom
instruction or intern reading material. Furthermore,
many people may be unfamiliar with the range of clinical contexts in which the interns need to train. For
example, in Dr. Dennis’ setting there are distinct programs or units for competency/criminal court patients,
aggression/sexually inappropriate behavior, persons
with mood disorders and patients with thought disorders. Trainees working in these areas need to gain competence with each unique set of presenting issues. Dr.
Poje also noted that it is important for interns to learn
about the broader mental health system, especially its
limitations, as this can yield psychologists who will be
policy advocates.
Teamwork is also essential. Professionals from many
disciplines- medicine, nursing, occupational therapy,
social work all play an important part in helping the
complex problems faced by PWSPMI. Other themes
noted concerned defining the role of the psychologist in
conducting assessment tailored to this patient population. For example, Dr. Poje trains in the use of a battery which includes cognitive measures. Findings are
extremely well received by treatment teams.
In sum, the inpatient setting offers fascinating and
unique opportunities for interns. Our sources recommend that anyone with some interest explore opportunities to work with PWSPMI on their internships.
Sources Cited:
Caccavale, J., Reeves, J.L., and Wiggins, J. (no date).
The Impact of Psychiatric Shortage on Patient Care and
Mental Health Policy: The Silent Shortage that Can No
Longer Be Ignored. Retrieved August 21, 2013 from
http://abbhp.org/survey.pdf.
Frese, F.J., Knight, E. I. and Saks, E. (2009)
Schizophrenia Bulletin, 35, 370-380.
Society of Clinical Psychology (2013) Schizophrenia and
other severe mental illness. Retrieved September 29, 2013
from http://www.psychologicaltreatments.org/
The reference to the HRSA program cited above
includes a grant to The University of Kansas Medical
Center Research Institute of which the author of this
article is the Project Director. Thus, the following disclaimer is made. “This project is supported by funds
from the Bureau of Health Prfessions (BHPr), Health
Resources and Services Administration (HRSA),
Department of Health and Human Services (DHHS)
under grant M01HP25186, Innovations in the Predoctoral
Training of Clinical Psychologist to Serve the Medically
Underserved, $240,000. This information or content
and conclusions are those of the author and should
not be construed as the official position or policy of,
nor should any endorsements be inferred by the BHPr,
HRSA, DHHS or the U.S. Government.”
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Literature Review 2013

By James Stedman, Ph.D ABPP
I found 10 journal articles and 4 dissertations
programs providing above average training in
this year. I’ve decided not to include the disserEvidence Based Practice and Therapy. They
tations, but they are easily available in Psych Info
studied student response and suggest a model
if you really want to see them. Themes during
for training in clinical research. A surprise – this
the past year included several addressing imbalwas in Professional Psychology: R & P, 44, 20 – 28.
ance and professional training issues of current
5. Magaletta et al. (2012) presented data on
importance. So, here we go.
training “behind the walls”, interships in the
prison system. Criminal Justice and Behavior, 39,
1. Gonsalvez et al. (2012) from Australia
1405 -1420.
developed and tested a method for evaluating
6. McQuaid and Spirito (2012) asserted that
competence in field training at all levels. The method
research should continue during internship and suggest
calls for supervisors to pick vignettes describing the
how. J of Pediatric Psychology, 37, 149 -157.
trainee and then to narrow to one or two best describ7. Meyerson (2013) et al. present a “legal” case against
ing the trainee. Interesting. The authors are betting this
the internship placement system, written in part by lawmethod will beat conventional ratings. TEPP, 7, 99 – 111.
yers. This is another MUST READ for all in the training
2. Hatcher (2013) is back with another penetrating
arena and is too complex to summarize, except to say
analysis of issues related to imbalance and training in
there is a class action for fraud out there waiting. TEPP,
general. He notes that only 57% of the 2010 match found 7, 174 – 184.
APA-accredited slots; however, after the scramble for
8. Richie et al. (2012) looked at selection criteunaccredited internships, 92% found placement. He
ria for neuropsychology internships. The Clinical
points out that new training standards being considered
Neuropsychologist, 26, 1245 – 1254.
by the CoA and BEA would require all psychologists to
9. Sanders and Steinberg (2012) discussed evidence
be trained in accredited programs. Then he discusses the based mentoring during internship, basically in the arena
implications. This should be a MUST READ for all DOTs of supervision. J. of Cognitive Psychology, 26, 226 – 235.
and training related entities. The article is complex and I
10. Stedman, Schoenfeld, and O’Donnell (I have to
have only scratched the surface. TEPP, 7, 185 – 194.
mention everybody, 2013) investigated intern directors’
3. Larkin (2012) is back too and took on the imbalevaluations of and understanding of the specific learnance, looking at two proposed strategies for cure: those
ing objectives required by the CoA for accreditation. The
advocating increasing qualifications for applicants or
clinical objectives were positively evaluated and well
their programs and those wanting reduced
understood. Evaluation training came in
enrollments in grad schools.
dead last in all categories. Some radiReduced enrollment wins in his
cal and not so radical changes
view. Another good article.
were recommended. TEPP, 7,
TEPP, 6, 249 -257.
134 -138
4. Leffler et al.
(2013) report on three
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Setting-related Issues
“Another Nice Mess”
By Robert H. Goldstein, Ph.D.

hose of you who are aficionados of old film
comedies, and perhaps some of you who
are actually old enough to remember seeing
them, may recall the comedy team of Laurel and
Hardy. In most of their films, at some point, after
Laurel, the slim, dullish and perpetually befuddled
member of the team had created some chaotic
minor disaster (e.g dropping and smashing the
piano they were trying to move), Hardy, the tubby, mustachioed and persistently irate member, would exclaim in
frustration, “Well, here’s another nice mess you’ve gotten
us into!”
That’s the image that repeatedly comes to mind
when one looks at the ongoing controversy over the
recently announced revision of the American Psychiatric
Association’s Diagnostic and Statistical Manual - DSM5.
Rarely has a newly proposed “scientific” work evoked
such acrimonious dispute, both during its development
and subsequent to its official publication and release.
Volumes of ink have been devoted to vigorous, sharp and
sometimes pointedly personal attacks on and by both the
proponents as well as the critics of this document. If you’ve
kept up with the evolving firestorm DSM5 has produced,
you probably know that the primary editors of the last two
versions of the DSM have denounced the most recent edition as being invalid, scientifically unsupported and potentially dangerous. They, in turn, have been attacked as having based their opposition on the fact that the new version
would make the older version (DSM IV) outmoded and
that, consequently, the personal financial largesse they derive
from that version’s sale would evaporate.
A number of our APA’s clinically oriented Divisions have
sponsored an open letter and petition containing thoughtful critiques of the DSM5 and expressing “serious reservations” about it because it is perceived as simply “exacerbating longstanding problems with the current system.”
An even more extraordinary development has been the
announcement by the National Institute of Mental Health
that they would refuse to fund research which is based on
the new DMS5’s diagnostic criteria. Can you imagine? The
nation’s most prestigious mental health research institution
bailing out on a multi-year effort to re-codify the mental
health field’s definitions of what the field is working with!
Where are Laurel and Hardy when we need them?
All this is interesting and, to outside observers, perhaps
somewhat amusing, but, more importantly, what are psychology trainers to make of the admonition from one of the
nation’s leading psychiatric opinion leader, Allen Frances,
who has been intensely involved in this controversy. He’s

quoted as saying, about the DSM5, “Don’t buy it,
don’t use it and don’t teach it!”
Now there’s the tough point. Up until now, most
psychology training programs have felt obliged to
teach about the earlier version of the DSM. Despite
it’s many flaws, we’ve generally overcome our reservations about its validity because it constituted the
common language used in most mental health facilities and admittedly had some claim to improved reliability
over other systems of nomenclature. It had been clear, nevertheless, that any system which adds or removes diagnoses on the basis of a committee vote is somewhat less than
firmly based in science. But, of course, there has been the
stark reality that our friends in the insurance industry had
embraced DSM coding as a requirement to be included in
billing vouchers if one wanted to get paid for services rendered to patients/clients covered by health insurance policies. And so, we’ve kind of held our collective noses and
used what was available.
Yes, there are alternative diagnostic coding systems such
as the International Classification of Diseases
(ICD) categories, which are themselves about to be significantly updated. Most of the rest of the world has been
using the ICD systems for years and the most recent version, ICD-10, will be implemented in 2014. It’s also a fact
that insurance carriers actually convert DSM codes into
ICD codes for internal processing purposes. The NIMH
has also recently proposed what they call a set of Research
Domain Criteria for use as the basis of a new and more rigorous diagnostic nomenclature. Other conceptual systems
have been kicking around for some time, but none seems
to have really taken hold.
So, what should we teach our trainees? Those interns and
post-docs who have gone through graduate programs which
emphasize the DSM already have that system in their heads.
Should we say to them “Oops, sorry, that’s all wrong.”? Or
should we urge our students to adopt a more loose, individual non-categorical methodological framework for understanding the different clinical phenomena they encounter in
our wards and clinics? And what should that be?
One can argue that we are at a watershed moment when
major changes are about to envelop our field, as enormous
advances in biological as well as psychological knowledge
may bring about total reevaluations of what we might
have thought was established fact. In the meantime, training directors are left with a difficult situation. We have to
teach something and, by and large, we tend to teach what
we think we know. What a mess! Maybe it was simpler to
drop pianos.
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